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[INSTRUCTIONS: Delete these instructions before submitting your document to the IRB. Complete the information in the header and add the Utah PI’s contact information in the Person to Contact section below. Review the list of groups who may have access to PHI listed in the “How we will protect and share your information” section and add any additional groups as applicable for your study.] 

Authorization for Use of Your Protected Health Information

Signing this document means you allow us, the researchers in this study, and others working with us to use some information about your health for this research study.

This is the information we will use and include in our research records:  
· Demographic and identifying information like name, address telephone number, and email address
· Related medical information about you like family medical history, allergies, current and past medications or therapies, and information from physical examinations, such as blood pressure reading, heart rate, temperature, and lab results
· All tests and procedures that will be done in the study

How we will protect and share your information:

· We will do everything we can to keep your information private but we cannot guarantee this. Study information will be kept in a secured manner and electronic records will be password protected. Study information may be stored with other information in your medical record. Other doctors, nurses, and third parties (like insurance companies) may be able to see this information as part of the regular treatment, payment, and health care operations of the hospital. We may also need to disclose information if required by law.

· A description of this clinical trial will be available on http://www.ClinicalTrials.gov, as required by U.S. Law.  This website will not include information that can identify you.  At most, the website will include a summary of the results.  You can search this website at any time.

· In order to conduct this study and make sure it is conducted as described in this form, the research records may be used and reviewed by others who are working with us on this research:
· Members of the research team and University of Utah Health Sciences Center
· The University of Utah Institutional Review Board (IRB), which reviews research involving people to make sure the study protects your rights;
· OOOther academic research centers and hospitals we are working with for this research; 
· The study sponsor and a research coordinating office that is helping us do this project;
· Federal oversight agencies such as the Food and Drug Administration (FDA), Centers for Disease Control (CDC), the National Institutes of Health (NIH), and similar ones if other countries are involved in the study. 

· If we share your identifying information with groups outside of the University of Utah, they may not be required to follow the same federal privacy laws that we follow.  They may also share your information again with others not described in this form.

· If testing is performed as a result of study participation for any communicable or infectious diseases reportable by Utah State law, we will report those results as required by law. 

· If you do not want us to use information about your health, you should not be part of this research.  If you choose not to participate, you can still receive health care services at the University of Utah Health Sciences Center. 

[bookmark: _Hlk189492980]What if I decide to Not Participate after I sign the Consent and Authorization Form?
You can tell us anytime that you do not want to be in this study and do not want us to use your health information.  You can also tell us in writing.  If you change your mind, we will not be able to collect new information about you, and you will be withdrawn from the research study. However, we can continue to use information we have already started to use in our research, as needed to maintain the integrity of the research.  

This authorization does not have an expiration date.  

You have a right to information used to make decisions about your health care. However, your information from this study will not be available during the study; it will be available after the study is finished.

[bookmark: _Hlk189493028]PERSON TO CONTACT
[bookmark: OLE_LINK1][bookmark: _Hlk186536596]If you have questions, complaints or concerns about this study, or if you decide to stop the further use and disclosure of your information for the purpose of this research study, you may do so by contacting the study researcher by phone, in person, via email, or in writing. The study researcher is:

<<PI Name>>, <<Institution Name>>
<<Address>>
Salt Lake City, Utah 84112
Clinic telephone number: <<XX>>
Email: <<XX>>

[bookmark: _Hlk149966629]Institutional Review Board: Contact the University of Utah Institutional Review Board (IRB) if you have questions regarding your rights as a research participant or if you have questions, complaints or concerns which you do not feel you can discuss with the investigator. The University of Utah IRB may be reached by phone at (801) 581-3655 or by e-mail at irb@hsc.utah.edu.  

Research Participant Advocate:  You may also contact the University of Utah’s Research Participant Advocate (RPA) by phone at (801) 581-3803 or by email at participant.advocate@hsc.utah.edu. 

AUTHORIZATION FOR USE OF YOUR PHI

[bookmark: _Hlk189493043]I confirm that I have read this authorization document and have had the opportunity to ask questions. I will be given a signed copy of this authorization form to keep.

I authorize you to use and disclose health information about me for this study, as you have explained in this document.
[bookmark: _Hlk189493051]


__________________________________________
Participant’s Name


__________________________________________			____________
Participant’s Signature		Date


__________________________________________
Name of Person Obtaining Authorization


__________________________________________                                 ____________
Signature of Person Obtaining Authorization		Date
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