**Note: All instructions are in red. Please modify the form for use with a specific protocol and remove all instructions (including those in the footer) before use with subjects.
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AUTHORIZATION FORM

PERMISSION FOR USE OR DISCLOSURE OF PROTECTED HEALTH

INFORMATION FOR CASE REPORTS
PRINCIPAL INVESTIGATOR (Individual writing the scientific paper): [PI for case report]
Patient Name: 










Medical Record Number: 



Date of Birth:



BACKGROUND and DEFINITIONS

HIPAA stands for the Health Insurance Portability and Accountability Act. HIPAA contains federal regulations that govern the privacy and confidentiality of medical information maintained by healthcare providers. 

Protected health information is personal information that can identify you or that can be linked to you. Examples of protected health information include personal information such as your date of birth or where you live and information about your medical condition. Only you or your legal representative can give permission for your protected health information to be released. 

By agreeing to sign this authorization form, you are allowing clinicians and staff at Children’s Hospital Los Angeles to collect your protected health information and share it with others involved in doing this case report as detailed below, consistent with California and Federal laws concerning the privacy of this information. 

 INFORMATION COLLECTED FOR CASE REPORTS
The protected health information that is needed for this case report includes: (Please describe below, examples are provided. Please modify and/or remove types of data to tailor the form to the specific conditions of this case report) 
· Personal demographic information;

· History and diagnosis of your medical condition;

· Specific information about the treatments you will receive or have received, including treatment(s) you may have had in the past; 

· Information about other medical conditions that may affect your treatment;

· Medical data including laboratory test results, results of tests measuring organ function (e.g., kidney, heart, lung), results from radiology scans, pathology or other test results;

· Long-term information about your general health status and the status of your medical condition.

Note:  Disclosure of mental health information, psychotherapy notes or HIV must be specifically indicated in separate bullets:

· HIV status

· Psychotherapy notes

· Information on mental health diagnosis and treatment

Under no circumstances are you required to authorize the disclosure of psychotherapy notes.  

______________________________

California law prohibits the disclosure of any protected health information not listed in this authorization unless another authorization form is obtained from you or unless such disclosure is specifically required or permitted by law.  

The clinical team at Children’s Hospital Los Angeles does not receive payment for your participation in this case report and use of your protected health information.   

DISCLOSURE OF PROTECTED HEALTH INFORMATION

You give permission for the following persons, groups or organizations to use or disclose (release) your protected health information for the case report described in this authorization form. 

1. [Name of Investigator authoring the case report] and his/her staff 

RECEIPT OF PROTECTED HEALTH INFORMATION

You give permission for the following persons, groups or organizations to receive your protected health information for the case report described in this authorization form. 

1. The Federal Office of Civil Rights (the agency that watches over privacy of electronic medical records) when required by law.

2. Hospital or other accrediting agencies, when required for accreditation review. 
CONFIDENTIALITY and PRIVACY

Efforts will be made to ensure that your protected health information will not be shared with other persons, groups or organizations.  Those persons who receive your health information may not be required by privacy laws to protect it and may share your information with others without your permission, if permitted by laws governing them.  The clinical team cannot guarantee absolute confidentiality and privacy.

EXPIRATION  

This authorization will expire on January 15, 2113. This is because information that is collected for case reports may continue to be analyzed for many years and it is not possible to determine when it will be complete. 

YOUR RIGHTS

You may decide not to sign this authorization form. If you do not sign this authorization form, you will not be able to take part in this case report.  Your regular healthcare including treatment, payment or enrollment in any health plans or your eligibility for benefits will not be affected if you decide not to sign.

You may revoke your permission at any time for Children’s Hospital Los Angeles to use or share your protected health information collected for this case report.  However, even if you revoke this authorization, the hospital and the clinical team may still use information about you that was collected as part of the case report.  Once you revoke your authorization, no further protected health information will be disclosed.

You must revoke your authorization in writing. You may submit a written request to revoke your authorization or you may request a form for this purpose from the CHLA Human Subjects Protection Program, (323) 361-2265. This document must be signed by you or on your behalf and delivered to the following address:  [Name of Principal Investigator], Children’s Hospital Los Angeles, 4650 Sunset Boulevard [enter Mail stop #], Los Angeles, California 90027.  

Your cancellation will be effective upon receipt, but will not be effective to the extent that the Children’s Hospital Los Angeles clinical staff or others have acted in reliance upon this Authorization.

You will receive a copy of this Authorization Form.

You have the right to review and/or copy your medical records containing your protected health information kept by Children’s Hospital Los Angeles.  

SIGNATURES

Your signature below indicates: that you give permission for the use and disclosure of your protected health information as described in this document. This authorization form may not be valid if it has not been filled out completely.

Printed Name








ature




____________Date____/____/____

Please indicate the relationship:

( patient ( legal representative






(indicate relationship)

Printed Name of Person Obtaining Permission:

Signature of Person Obtaining Permission:

_______________________________________Date____/____/____

Routing: Investigator’s file, Subject, Health Information Management (Medical Records)

Date of Preparation: [date form was modified for this specific case report]
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