
HIPAA Authorization
(TITLE OF STUDY)

Authorization
I authorize the use and disclosure of my protected health information (PHI) for the research study described below.

Research Study Information
Study Title: 
Principal Investigator: 
Campus/Institution: 

Purpose of the Research (Explanation)
The purpose of this research is to:

Information to Be Used or Disclosed
The following protected health information may be used or disclosed for this research:
☐ Medical records
☐ Diagnoses
☐ Treatment information
☐ Test or laboratory results
☐ Dates of service
☐ Demographic information
☐ Other (specify): ________________________________

Permission for Specific Types of Information
(Complete this section only if applicable to the research. This entire section may be deleted if not applicable.)
Some types of health information require your specific permission before they can be used or disclosed for this research.
If the study involves any of the information listed below, please initial next to each item you agree may be released.
☐ Drug or alcohol abuse information, including diagnosis or treatment 
Initials: _________
☐ HIV/AIDS testing or diagnosis information
Initials: _________
☐ Genetic testing information
Initials: _________
☐ Mental health information, including diagnosis or treatment
Initials: _________
If you do not initial a line above, that type of information will not be used or disclosed for this research.

Who May Use or Disclose the Information
The research study team and authorized representatives of the institution may use or disclose the information listed above for the purpose described.

Expiration
This authorization expires:
☐ At the end of the research study
☐ On the following date: ____ / ____ / ______

Right to Revoke
I understand that I may revoke this authorization at any time by submitting a written request to the research team.
Revocation will not apply to information already used or disclosed for the research.

Voluntary Participation
I understand that signing this authorization is voluntary. Refusal to sign will not affect my medical care or benefits, but I may not be able to participate in the research study.

Signature
Participant Signature: ______________________________________________
Date: _____________________

If signed by a legally authorized representative:
Representative Name: _____________________________________
Relationship/Authority: __________________________________________

	
	
	



