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Boston College

HIPAA Authorization Form
	Boston College Institutional Review Board

Office for Research Protections

140 Commonwealth Ave., Waul House

Chestnut Hill, MA 02467

(617) 552-4778 Fax: (617) 552-0498

 E mail: irb@bc.edu 

	This form provides a participant’s authorization to disclose Protected Health Information in a research project that is covered by the Health Insurance Portability and Accountability Act. 



Project Title:       
Protocol Number:       
Principal Investigator Name:       
Participant Name:      
ID Number (if applicable):      
I authorize the use or disclosure of my health information. 
I authorize this information to be disclosed to:       
Information to be provided (check as many as may apply):

 FORMCHECKBOX 
  Names (individual, employer, relatives, etc.)

 FORMCHECKBOX 
 Address (street, city, county, precinct, zip code – initial 3 digits if geographic unit contains less than 20,000    people, or any other geographical codes)

 FORMCHECKBOX 
  Telephone number

 FORMCHECKBOX 
  Fax number

 FORMCHECKBOX 
  Social Security numbers

 FORMCHECKBOX 
  Medical record numbers

 FORMCHECKBOX 
  Dates (except for years) connected to subjects, including birth date, admission date, discharge date, date of death, ages >89 and all elements of dates indicative of such age (except that such age and elements may be aggregated into a category “Age >90”)

 FORMCHECKBOX 
  E-mail addresses

 FORMCHECKBOX 
  Health Plan Beneficiary numbers

 FORMCHECKBOX 
  Account numbers

 FORMCHECKBOX 
  Certificate/license numbers

 FORMCHECKBOX 
  Vehicle Identifiers and Serial numbers (e.g., VINs, License Plate numbers)

 FORMCHECKBOX 
  Device Identifiers and Serial Numbers

 FORMCHECKBOX 
  Web Universal Resource Locators (URLs)

 FORMCHECKBOX 
  Internet Protocol (IP) address numbers

 FORMCHECKBOX 
  Biometric Identifiers (e.g., finger or voice prints)

 FORMCHECKBOX 
  Full face photographic images and any comparable images


 FORMCHECKBOX 
  Any other unique medical chart or record information, identifying number, characteristic, or code specified as follows:

     
This information may be disclosed further to the following person(s)/organization(s) and addresses: 
     
This information is being disclosed for the following purposes: 
     
I may revoke this authorization at any time by notifying the Principal Investigator (<insert name and address>). If I do revoke my authorization, any information previously disclosed cannot be withdrawn. Once information about me is disclosed in accordance with this authorization, the Recipient may redisclose it and the information may no longer be protected by federal privacy regulations.

I may refuse to sign this authorization form. If I choose not to sign this authorization form, I cannot participate in the research study.

This authorization will expire:  FORMCHECKBOX 
 on the date the research study ends, or  FORMCHECKBOX 
 on this date:      , or  FORMCHECKBOX 
 on the occurrence of this event:       or  FORMCHECKBOX 
 this authorization has no expiration date.

I will be given a copy of this authorization form.

Signature of participant or legal representative: ______________________________
Date:      
If witnessed by legal representative, what is the relationship to the participant:      
Signature of witness:  ____________________________________________________
Date:      
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