Vanderbilt University Medical Center Institutional Review Board 
Authorization to Use/Disclose Protected Health Information
Principal Investigator:
Study Title: 
Version Date:

What information is being collected, used, or shared?
To do this research, we will need to collect, use, and share your private health information. By signing this document, you agree that your health care providers (including both Vanderbilt University Medical Center and others) may release your private health information to us, and that we may use any and all of your information that the study team believes it needs to conduct the study. Your private information may include things learned from the procedures described in the study consent form, as well as information from your medical record (which may include information such as HIV status, drug, alcohol or STD treatment, genetic test results, or mental health treatment).
Who will see, use or share the information?
The people who may request, receive or use your private health information include the researchers and their staff. Additionally, we may share your information with other people at Vanderbilt University Medical Center, for example if needed for your clinical care or study oversight. By signing this form, you give permission to the research team to share your information with others outside of Vanderbilt University Medical Center. This may include the sponsor of the study and its agents or contractors, outside providers, study safety monitors, government agencies (for example, HHS, FDA, etc.) other sites in the study, data managers, insurance providers and other agents and contractors used by the study team. We try to make sure that everyone who sees your information keeps it confidential, but we cannot guarantee that your information will not be shared with others. If your information is disclosed by your health care providers or the research team to others, federal and state confidentiality laws may no longer protect it.
Do you have to sign this Authorization?
You do not have to sign this Authorization, but if you do not, you may not join the study.
How long will your information be used or shared?
Your Authorization for the collection, use, and sharing of your information does not expire. 
What if you change your mind?
You may change your mind and cancel this Authorization at any time. If you cancel, you must contact the Principal Investigator in writing to let them know by using the contact information provided in the study consent form. Your cancellation will not affect information already collected in the study, or information that has already been shared with others before you cancelled your authorization.
You have the right to see and copy the PHI we gather on you for as long as the study doctor or research site holds this data. To ensure the scientific quality of the research study, you will not be able to review some of your research data until after the research study is finished.
STATEMENT BY PERSON AGREEING TO BE IN THIS STUDY
I have read this authorization form, and this has been explained to me. All my questions have been answered, and I freely and voluntarily choose to take part in the associated study.
____________________			_______________________________________________________
Date 	Signature of Patient/Volunteer, Parent, or Legally Authorized Representative/Health Care Decision-maker

Relationship to the patient/volunteer (place check mark next to the one that applies):
____ Self (patient is age of majority)
____ Parent of minor
____ Legally Authorized Representative / Health Care Decision-maker
Authorization obtained by:
____________________			______________________________________________________
Date 					Signature of person obtaining authorization

____________________			______________________________________________________
Time (optional)				Printed Name and Title

This section must be completed if both parents are required to provide authorization:

____________________			_____________________________________________________
Date 					Signature of Parent # 2 (required if DHHS 45 CFR 46.406 
or 45 CFR 46.407/ FDA 21 CFR 50.53 or 50.54 study)

This section must be completed if an impartial witness is used during the authorization process because the subject does not speak English.  

____________________			_____________________________________________________
Date 	Signature of Impartial Witness (Required for studies enrolling non-English speakers using the short form process or otherwise as determined required by the IRB)
