FORM #2

Authorization to Release Patient Health Information

TO BE COMPLETED BY THE RESEARCHER IN CONJUNCTION WITH THE PROVIDER OF THE PATIENT HEALTH INFORMATION

(Sample, can be altered if requesting altered status)

A.
Individual Subject Name:

B.
Medical Record Number:

C.
Birthdate:

D.
Attending Physician:

(All of the above information must be completed by the provider of the PHI)

1. 
I, the provider of the patient health information,    _________________________  
authorize the use and/or release of the above named individual’s health 
information as specified in number 3 to be used for research purposes.
2. 
I authorize the following individual and/or organization to use and/or release the 
information.  

3.
In order to conduct the research, PHI needs to be referenced; therefore, I, the 
researcher, are requesting the following types and dates of health information to 
be used and/or released:

a. Entire medical record

b. Allergy list

c. Discharge summary

d. History and physical

e. Immunization record

f. Laboratory tests results

g. Medication list

h. Problem list

i. Referral and consultation notes (may list specific doctor)

j. X-ray results

k. Other:

4.
Information on sexually transmitted diseases, reportable infectious diseases, 
acquired immunodeficiency syndrome,  human immunodeficiency, genetic testing 
and counseling, behavioral or mental health services (this includes social worker 
communications, rape victim counseling, and domestic violence counseling), and 
treatment for alcohol or drug abuse can be in medical records.  This information 
may be released to the following individual(s) or organization:

for the purpose of:

5. 
I, the subject, understand that I have the right to revoke this authorization at any 
time and that I must put that request in writing, and present that request to the 
HIPAA Compliance Officer or the Researcher who will deliver it to the HIPAA 
Compliance Officer, or you may send it directly to Duquesne university, 
University Compliance Officer: HIPAA, 600 Forbes Avenue, Pittsburgh, PA  
15282-2241.   I understand that the revocation will not apply to the information 
that has already been released, nor to information that is required by law. This 
revocation will expire at the end of the research study or earlier (as specified by 
the subject in conjunction with the researcher).

 
Month:       

Day:               

Year:                       .

6. 
I understand that authorizing the disclosure of this health information is voluntary.  
I can refuse to sign this authorization and my treatment will not be altered.  I 
understand that I may see or copy the information to be used or disclosed.  I 
understand that once my information is disclosed it may not be protected by the 
same high confidentiality standards as required by HIPAA and enforced by this 
research study.  I understand that any questions that I have concerning this can be 
answered by contacting the Compliance Officer:  HIPAA.
_______________________________


_________

Signature of Individual or Legal Proxy


     Date

  authorizing the release of PHI
_______________________________


_________

Proxy Relationship to Individual



      Date 


_______________________________


_________

Signature of Witness





      Date
