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[Research project name here]  
HIPAA Authorization for Research 

Principal Investigator: [Name and physical address] 
 

Sponsor: [name] 
 

This form is for people age [put age of participants here. NB: age of 
majority differs by state/territory]. 

You are a participant in [research project] 

This form tells about giving [research project] access to your [describe 
records here]. We will only be able to access your [records] if you sign this 
form. 

Please read this form carefully. Ask any questions you have. 

[State if choosing not to sign this form will impact participants’ ability to 
participate in the research project and/or their medical or other benefits.] 

[Explain what records you are collecting] 
[Explain in plain language what records will be gathered by the research 
project if the participant signs this HIPAA Authorization.]  

What data is in my [records]? 
[Explain in plain language what types of information are found in the 
records that will be released.] 

Is there sensitive data in my [records]? 
[If sensitive data will be released, use plain language to explain that here. 
Sensitive data includes use of alcohol or drugs, sexually transmitted 
infections, mental health, substance use disorders, addictions, and the 
results of genetic tests. Also explain the limits of the release, for example, 
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“We will not see private notes from counselors or doctors in specialized 
clinics who treat addictions or substance use disorders.”] 

How much of my [record] will you see? 
[Explain how much of the desired records will be seen by researchers.] 

Why do you want access to my [records]? 
[In plain language, explain the scientific justification for requesting these 
records.] 

Who will be sending you my [records]? 
[List from which entities records will be gathered by the research team.] 

Who will be getting access to my [records]? 
[List the researchers/institutions that will have access to the records to fulfill 
the research purpose of the project.] 

Is there anyone else who will see my [records]? 
[If anyone outside of the research team will see these records, explain that. 
For example, if the research team will engage third-party vendors to aid in 
any aspect of the project.] 

What if I don’t want to give access to my [records? 
What if I change my mind? 
[Signing this form may be required for participation in the research project 
or it may be optional. Explain which it is. Also, remind participants that 
participation in research is voluntary and that participants can withdraw at 
any time. Explain how to withdraw. Explain if withdrawal will have any 
impact on their medical care, insurance coverage or other benefits. Explain 
what happens to participants’ data if they withdraw. If you will keep their 
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contact or any other information post-withdrawal, tell why.] 

When will my consent expire? 
[This is dependent on the state within which the authorization is being 
used. Possible responses include: 

• Unless you tell us to stop, we will collect your records until the 
[research project ends]. 

• Unless you tell us to stop, we will access your records until [actual 
date in the future].  

• Unless you tell us to stop, we will access your records for 12 months 
from the date you sign this form. 

• Unless you tell us to stop, we will access your records for 30 months 
from the date you sign this form.] 

Who can answer my questions? 
 

If you have questions about: Please contact the: 

[Research program]  [Name, address, email, phone number 
of research staff] 

Your rights as a research 
participant. 

[Name, address, email, phone number 
of independent ethics board overseeing 
the research project] 

 
By signing this form, I voluntarily authorize [organizations and 
individuals releasing participant records] to share my [record types] 
with [research project], led by [principal investigator.  

[In states requiring sensitive data call out, include a statement like, “I 
know the following information may be gathered from my [records]: 

1. All health information pertaining to my medical history, mental or 
physical condition, and treatment received 
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2. Mental health diagnosis or treatment information 

3. HIV/AIDS testing information 

4. Alcohol/drug abuse, diagnosis or treatment information 

5. Genetic testing information 

6. Information about domestic violence and sexual assault 
counseling 

 
[In the state of Illinois, include a statement about right to records, for 
example, “I understand I have the right to ask for a copy of my mental 
health and developmental disability records from my health care provider.”] 

Please print your name and sign below. [State if the participant will be 
given a copy or have access to a copy of the signed form.] 

 

Sign Your Full Name:_________________________________________ 

 

Today’s date: ____________________________________________ 

 

[In the state of Illinois, include a line for witness signature.] 
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