[image: image1.png]\\'\l'/;

INCCHARIOTTE




SAMPLE AUTHORIZATION TO DISCLOSE PHI

(for Covered Entities)
(Title) AB and (Title) XYZ from the University of North Carolina at Charlotte are conducting a research study on (Topic of Study.) They have requested permission to contact men/women who (state inclusion criteria) at Major Medical Center, to see if the you are willing to participate in their study.

By signing below, you are authorizing Major Medical Center  to release  your name, phone number, type of delivery,  and delivery date to AB and XYZ for contact about participating in their research study.  This authorization will expire in 1 year, unless you revoke it in writing before that date.  If you wish to revoke the authorization, contact:   IRB Chair, Major Medical Center (phone number.)

If you choose not to authorize release of this information, it will not affect your health care at Major Medical Center.    Major Medical Center will not receive money or other benefit from releasing this information about you. You have a right to inspect or copy the information to be disclosed.  You have a right to a copy of this authorization.

If you allow release of this information to AB and XYZ, the information will no longer be subject to the Health Information Portability and Accountability Act (HIPAA). AB and  XYZ may disclose it without contacting you again for further authorization.  

I authorize Major Medical Center Medical Records to release the following information to AB and XYZ from the University of North Carolina at Charlotte:          name, phone number, type of delivery,  and delivery date 

__________________ Signed         ___________Date

Patient is unable to signed because s/he is ___ years old or ________ (reason)

Guardian/Parent (circle) signature ______________________________________ 

