Portland VA Medical Center


REVOCATION OF AUTHORIZATION FOR RELEASE OF

 PROTECTED HEALTH INFORMATION FOR RESEARCH PURPOSES

Title of Study:  ______________________________________________________

__________________________________________________________________

To:  PI name____________________
I revoke my previous authorization for you to use or disclose my protected health information as part of your research study.

I understand that the research team will continue to use and disclose health information about me that has already been collected.  However, they will only use and disclose the information for the reasons discussed in the Informed Consent Form I signed when I joined the study.

I understand that revoking this authorization may mean that my participation in the study will also end.  It will not affect my rights as a VHA patient, including health care I may need when I am no longer in the study.

_____________________________________________________

Name of Participant

_____________________________________________________

Signature of Participant


Date



02/24/2003


