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HIPAA AUTHORIZATION TO MAINTAIN
INDIVIDUAL HEALTH INFORMATION FOR FUTURE RESEARCH PURPOSES

1.  Purpose.  As a current participant in a Grand Valley State University research study, I authorize (insert name of Researcher)       to collect and maintain my individual health information for the purposes of possible use in future research projects.  

2.  Individual Health Information to be Maintained.  My individual health information that may be maintained to conduct future research includes (list all the individual health information to be collected for this recruitment database/protocol, such as the subject’s name, mailing address, telephone number, medical records, and any other identifiable information that will be maintained in the database **Items listed in this section MUST coincide with parameters outlined in the database application**):      .

3.  Parties Who May Disclose My Individual Health Information. (insert name of Researcher)       and applicable staff may obtain my individual health information identified in item 2 that has been gathered for clinical care purposes from hospitals, clinics, or other providers and held at the (location)       that maintains the future research database.

4.  Parties Who May Receive or Use My Individual Health Information.  The individual health information maintained in this database may be disclosed by parties listed in item 3 may be received and used by (insert name of Researcher)       and their staff and (list any other researchers at GVSU and any external academic institutions, clinical sites, sponsors, collaborators, that may be given permission to access data from the recruitment database to initiate contact with subjects. Note: persons who establish the database MUST clearly specify who may be allowed to access subjects’ data for future research purposes. If one is unclear about why may be allowed access, then include a broad description of possible future researchers (e.g. researchers studying a specific type of disease, researchers within a specific department, etc.)        I understand that before my individual health information may be used in any future research study, the Principal Investigator must obtain approval from the Human Research Review Committee (The committee at GVSU that reviews studies to be sure that the rights and safety of study participants are protected). 
5.  Right to Refuse to Sign this Authorization.  I do not have to sign this Authorization.  If I decide not to sign the Authorization, my individual health information will not be maintained for future research purposes.  My decision not to sign this authorization will not affect any other treatment, payment, or enrollment in health plans or eligibility for benefits. 

6.  Right to Revoke.  I can change my mind and withdraw this authorization at any time by sending a written notice to (insert Unit/Department contact person’s name and address)       to inform them of my decision.  If I withdraw this authorization, my name and individual health information will be removed from the database.  No further health information about me will be collected or maintained for this database.

7.  Potential for Re-disclosure.  Once my health information is disclosed under this authorization, there is a potential that it will be re-disclosed outside this recruitment database and no longer covered by this authorization. However, the (insert name of Researcher)       and the GVSU Human Research Review Committee (the committee that reviews studies to be sure that the rights and safety of study participants are protected) are very careful to protect your privacy and limit the disclosure of identifying information about you.
7A. Also, there are other laws that may require my individual health information to be disclosed for public purposes.  Examples include potential disclosures if required for mandated reporting of abuse or neglect, judicial proceedings, health oversight activities and public health measures.
This authorization does not have an expiration date.

I am the patient and or research participant authorized to act on behalf of the participant.

I have read this information, and I will receive a copy of this authorization form after it is signed.
Signature of patient and or research participant                                Date
     







     
Printed name of patient and or research participant 
            Date
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