INSTRUCTIONS FOR COMPLETING THE 
FIU HIPAA AUTHORIZATION FORM TEMPLATE
Important - Please review the following as you prepare your document:

· PLEASE DELETE this instruction page after you have read the information.  Please also delete all information in [brackets] and italics from the template in the final document.  This information is meant only as a guide for researchers in preparation of the document.  
· You should select a font that is easy to read such as Times Roman or Arial and use a font size no smaller than 12 point.  Make the font color black in the final document.  Separate large blocks of text into paragraphs.  Text should line up along the margin.

· The authorization form must be written using lay language, at an 8th grade reading level (similar to the level used in popular magazines and newspapers) that is appropriate for the participant population.  DO NOT use language copied from the protocol or a grant proposal; avoid technical jargon.  The form should be written as if the investigator and participant are engaged in conversation.

· The use of language in the first-person tense is not permitted (e.g., "I understand that ...") because it can be interpreted as suggestive, may be relied upon as a substitute for sufficient factual information, and can constitute coercive influence over a subject. Therefore, please use second-person language in the document (e.g., “You understand that…”).  

· The use of bulleted lists and/or tables may be helpful to explain the health information that will be disclosed (realeased).  

· All pages must contain a 1 inch margin on all sides to allow for sufficient white space and space for the IRB validation stamp.

· All pages must be numbered and should follow the following format “page X of X.”

· When appropriate, write the full name of all acronyms that are mentioned within he document. 
Unless otherwise noted all sections of the HIPAA Authorization Form (formatted as shown with proper headings and FIU logo) are required.  The format of the template should be appropriate for all research studies.  
If you have questions concerning use of the template or need assistance preparing the HIPAA Authorization Form, please contact the FIU IRB Coordinator.   
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HIPAA AUTHORIZATION FORM
AUTHORIZATION TO USE OR DISCLOSE (RELEASE) HEALTH INFORMATION THAT IDENTIFIES YOU FOR A RESEARCH STUDY
If you sign this document, you give permission to the health care providers at the Florida International University (FIU) [insert name of the FIU covered entity (e.g., Herbert Wertheim College of Medicine or Center for Children and Families)] and the study researchers to use or disclose (release) your health information that identifies you for the research study described here:

[Provide a brief description of the research study, such as the title and purpose of the research.]
What information may be used and given to others?
The health information that may be used or given to others includes your personal and medical information.  For example: 
· Past and present medical records
· Research records
· Records about your study visits
· [List any other relevant details]
Who will use or receive my health information?
The health information listed above will be given to the study researchers.  The information may also be given to the study sponsor, the Institutional Review Board (IRB) that reviewed this research, authorized FIU agents, and other federal or state agencies as necessary.
Why will this information be used and/or given to others? 

To do the research, to study the results, and to make sure that the research was done right.  
Is my health information protected after it has been given to others?
Those persons who receive your health information may not be required by Federal privacy laws to protect it and may share your information with others without your permission, if permitted by laws governing them.

What if I decide not to give permission to use and give out my health information?
You do not have to sign this document, but if you do not, you will not be able to be in this research study. If you do not sign this document, your right to other medical treatment will not be affected. 

May I withdraw or revoke (cancel) my permission?
You may change your mind and withdraw or take back your permission at any time. When you withdraw your permission, no new health information identifying you will be gathered after that date.  Information that has already been gathered may still be used and given to others. To withdraw your permission, you must write to: [name of the FIU covered entity and contact information]. 
Does my permission have an expiration date?

This permission does not have an expiration date. [or as appropriate, insert expiration date or event, such as "end of the research study"]
Authorization Agreement

I have read the information in this authorization form and agree to allow my health information to be used as described above.  I understand that I will be given a copy of this form for my records.
	_________________________ 
Signature of participant or participant's personal representative
	_________________________ 
Date

	_________________________ 
Printed name of participant or participant's personal representative
	_________________________ 
If applicable, a description of the personal representative's authority to sign for the participant 
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