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Instructions for Authorization template:

1.   A separate Authorization is required for the use or


disclosure of psychotherapy notes

2.
Include a running footer that includes: a brief title


of the research, version number and date,  page numbers


should read “page x of y”. 

3.   Italicized Text in brackets [  ] provides directions


and options.

4.   Delete these instructions prior to


submission to OPRS.
University of Illinois at Chicago

Authorization To Use And Disclose Psychotherapy Notes For Research 

“Title of the Research”

You are being asked to permit [add name of investigator or student/faculty; investigator’s department and or college] and their staff to use and disclose psychotherapy notes that identifies you for the research purposes described below.  You are also being asked to permit your doctors and other health care providers to disclose psychotherapy notes to these Researchers for the purposes described below. The privacy law [45 CFR Parts 160 and 164], Health Insurance Portability and Accountability Act (HIPAA) provides additional protections for psychotherapy notes.  You must sign this authorization if you wish to allow your psychotherapy notes to be used or disclosed for this research.

Description of psychotherapy notes to be used and disclosed

The psychotherapy notes that may be used and disclosed includes all information collected during the research described in the Consent for Participation in Research entitled [insert title]














;
The psychotherapy notes that may be used and disclosed includes all psychotherapy notes that are related to the research, as described in the Consent for Participation in Research entitled [insert title]. The psychotherapy notes include notes that have been recorded in any manner by a mental health professional, that document or analyze the contents of a conversation with you during a private counseling session; or a group, joint, or family counseling session.  These notes are separate from the rest of your medical record. The psychotherapy notes includes [list ]







;
The psychotherapy notes that may be used and disclosed includes the information as described above, which is collected and maintained by your physicians and other healthcare providers which are identified below: [insert the name(s) of physician(s), healthcare provider(s), city and state]














.

Research use of your psychotherapy notes
· The Researchers can use and share your psychotherapy notes to conduct the research;

· The Researchers can disclose your psychotherapy notes to the sponsor of the research, [sponsor’s name and/or sponsor’s agent (i.e. CRO)], as required for the research and if further information is needed to confirm the research;

· The Researchers can disclose your psychotherapy notes to other collaborators of the research study:  [insert the name(s) of the collaborators]

___________;
· The Researchers can disclose your psychotherapy notes to representatives of government agencies (i.e., Food and Drug Administration) where required by law; and

· The Researchers can disclose your psychotherapy notes to the University of Illinois Medical Center at Chicago and University of Illinois at Chicago representatives including the Institutional Review Board.
· Once the Researchers disclose your information to anyone outside of the study, it may be re-disclosed and may no longer be protected by this Authorization and the federal privacy regulations.

Protection of your psychotherapy notes
The Researchers [and (sponsor’s name)] agree to protect your psychotherapy notes by using and disclosing it only as permitted by you in this Authorization or as is directed by state and federal law.  Furthermore, no publication about the research will reveal your identity without your express written permission.  These limitations continue even if you decide to revoke (take back) this Authorization.

Removal of your identifying information (De-Identification) 
Once the information that identifies you is removed, the information that remains is no longer subject to this Authorization or to HIPAA. The remaining information may be used and disclosed by the Researchers as permitted by law and may be used and disclosed for other research purposes.

Access to your psychotherapy notes collected in this research [OPTIONAL SECTION- delete if not applicable to the research]
During the time you are participating in the research, you will not be allowed to see information collected as part of the research study. Once the study is over, you will have the right to access the information again.

Inclusion of your psychotherapy notes in a database or data repository [OPTIONAL SECTION –delete if not applicable to the research]
Your psychotherapy notes are being collected and maintained as part of a database or data repository and, therefore, this Authorization will not expire at the end of the research study [Or alternatively state, if applicable to the research study, “Your psychotherapy notes are being collected and maintained indefinitely as part of a database or data repository….”] unless you revoke (take back) your Authorization before the research study ends.  

Your options 

You do not have to sign this Authorization, but if you do not, you will not be allowed to participate in this research study.  However, if you decide not to sign this authorization it will not affect your treatment, payment or enrollment in any health plans or affect your eligibility for benefits.

Expiration of Authorization

This Authorization [does not have an expiration date, expires at the end of the study, or insert specific date], but can be terminated if you decide to withdraw your permission.
Withdrawal or removal from the study
You may change your mind and revoke this Authorization at any time.  To revoke this Authorization, you must write to: [Principal Investigator name and contact information].  However, if you revoke this Authorization, you may no longer be allowed to continue participation in the research study.  Furthermore, even if you revoke this Authorization, the Researchers may still use and disclose health information they already have obtained as necessary to maintain the reliability of the research and to report any adverse effects (bad events) that may have happened to you.

Contact information for questions about my rights under HIPAA 

If you have questions or concerns regarding your privacy rights under HIPAA, you should contact the University of Illinois at Chicago Privacy Officer, at Ph: (312) 996-2271.
If you have not already received a copy of the Notice of Privacy Practices, you should request one.  You will be given a copy of this Authorization after it has been signed to keep for your records.

Signature of Subject or Legally Authorized Representative
I have read (or someone has read to me) the above information. I have been given an opportunity to ask questions and my questions have been answered to my satisfaction. I authorize the use and disclosure of my protected health information for this research.

Signature of Subject



Date

Printed Name of Subject

Signature of Parent / Guardian or

Date  (must be same as Subject’s)
Legally Authorized Representative of

Subject

Printed name of Parent / Guardian or


Legally Authorized Representative of

Subject

Describe relationship to Subject including the legal authority this individual has to act on behalf of the Subject.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Signature of Witness



Date  (must be same as Subject’s)

Printed name of Witness

Describe why a witness signature is required and the relationship to the Subject.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Leave box empty - For office use only
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