HIPAA AUTHORIZATION FOR USE AND DISCLOSURE OF HEALTH INFORMATION

This form asks your permission to use and disclose your health information for the purposes of being in the research project (study) listed below.   Signing the form is voluntary and you will continue to receive care whether you sign it or not.  However, you cannot participate in the study unless you sign the form.


Health information that will be collected and used for the study includes:

Study interviews and physical exams, progress notes by your CORE Center care providers as well as other Cook County Health & Hospitals System inpatient and outpatient care providers, clinical laboratory and other test results, and study required evaluations including special labs or services such as X-ray.  Specific requirements of the study are explained in the Study Informed Consent Form.

This health information will be obtained by Dr. Mariam Aziz and her research associates may be provided to personnel representing the study sponsors, study collaborating sites, study contracted laboratories, other study contract services, the Food and Drug Administration, and the Cook County Health & Hospitals System Institutional Review Board and your primary care provider.

By signing this authorization form you are agreeing to the use and disclosure of this information until the study has ended and all the information has been evaluated. By signing this form you are also agreeing to the use and disclosure of your HIV status and genetic information if collected by the study.  The Study Informed Consent Form specifies what will be collected and disclosed and how you will be identified for these disclosures.

Once the information has been disclosed to the people you have authorized above, it may be given by those people to others and may no longer be subject to privacy laws.  However, Illinois law prohibits redisclosure of HIV information or genetic information by anyone without specific written consent.

You have the right to change your mind and take back this permission, but you must do it in writing. Write to: Dr. Mariam Aziz, Department of Pediatrics, Ruth M. Rothstein CORE Center, 2020 W. Harrison, Chicago, IL 60612.  If you take back your permission, your information may no longer be disclosed.  However, any information that has already been disclosed cannot be taken back.  You also have the right to view all the study information collected.  However, if you are in a blinded study you may not find out about which regimen you are taking or certain test results except as outlined in the Study Informed Consent Form.  You will be given a signed copy of this form.

____________________________________________________________________________________
Signature of participant or representative



                Date

____________________________________________________________________________________
Printed name of participant or representative and relationship of representative 

I have reviewed the authorization for the use and disclosure of protected health information with the participant and to the best of my knowledge, s/he understands the meaning of this authorization.

____________________________________________________________________________________
Signature of person obtaining authorization
                    


 Date

____________________________________________________________________________________
Printed name of person obtaining authorization



Name of Research Project/Study: P1115 - Very Early Intensive Treatment of HIV-Infected 


Infants to Achieve HIV Remission: A Phase I/II Proof Of Concept Study. 








