Protocol Title: [Insert title of the research study]

Icahn School of Medicine at Mount Sinai
Principal Investigator: [Insert the name of the primary investigator]




 [Insert address/ insert phone number]

Health Insurance Portability and Accountability Act (HIPAA) Authorization

There is a Privacy law in the United States that protects health details that patients or research participants like you give to their study doctors and study team.  The law says that medical information may only be used and given out to others under strict rules.  We will ask you to give us details about your health as part of this research study.  The details about your health that we will get are stated in the consent form that you read, or that was read to you.  

The study team at [fill in the blank] and the Icahn School of Medicine at Mount Sinai will see the details about your health.  The committee that reviews all human research at Icahn School of Medicine at Mount Sinai and some U.S. government offices that provided money to do the study, and may review the study results, may also see the details about your health.  

We are asking you to allow us to use and give out details about your health as allowed by the U.S. law.  You do not have to agree to allow us to use and give out the details.  If you do not want to agree, you may not join this research study.  

If you agree to allow us to use and give out the details about your health, there is no expiration date for the use of your information for this study.  You can decide later to change your mind.  If you change your mind, please tell us in writing, in a letter to [fill in the blank] at the Mount Sinai address listed above, or ask the study team to write down for you this decision to change your mind.  From that date on, we will not collect new details about your health.  

Beyond the parties mentioned above, your information will not be shared without your permission.  However, while the privacy law protects your information that is sent to the Icahn School of Medicine at Mount Sinai, if we share your information outside of Mount Sinai it is possible that the privacy law will no longer apply.

Please sign this form (or make your mark) if you agree to let us use and give out details about your health in the ways that the U.S. law allows.

SIGNATURE

I have read this form and all of my questions about this form have been answered.  By signing below, I acknowledge that I have read and accept all of the above.

_________________________________________

Signature of Subject or Personal Representative

_________________________________________

Print Name of Subject or Personal Representative

_________________________________________

Date

_________________________________________

Description of Personal Representative’s Authority

CONTACT INFORMATION

The contact information of the subject or personal representative who signed this form should be filled in below.

	Address:

    

______________________________

______________________________

______________________________

______________________________
	Telephone:

___________________ (daytime)

___________________ (evening)

Email Address (optional):

____________________________


THE SUBJECT OR HIS OR HER PERSONAL REPRESENTATIVE MUST BE PROVIDED WITH A COPY OF THIS FORM AFTER IT HAS BEEN SIGNED.
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