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	UC Health Research Administration Access to Medical Information Form

	



Requestor: ____________________





Date: ___________________


Institution/Department: ___________





Date data is needed: _______________
Phone/Pager#: ________________
       Fax#: _________________

E-mail Address: _______________
Confidentiality Statement: 

I request that the University of Cincinnati Medical Center provide me with the data requested below. I plan to use this data for only the purpose listed. I understand that the data furnished to me may contain confidential patient identifiable, quality assurance, peer review, and utilization information belonging to the University of Cincinnati Medical Center. I understand that patient protected health information is protected by federal HIPAA regulations and that unauthorized use or disclosure is unlawful and prohibited. I understand that certain types of uses and disclosures will require me to submit the required HIPPA documents along with this request. I agree that I will not, directly or indirectly, whether during the term of this agreement or thereafter, disclose this information to anyone other than the party listed in this request nor will I use this information for any purpose other than listed in this request. I further agree that I shall not copy, duplicate or otherwise reproduce the information in whole or part, for myself without the written permission of the University of Cincinnati Medical Center providing the data. I understand that the University of Cincinnati Medical Center data or other benchmarks provided for comparison may never be re-disclosed.
I hereby agree to indemnify, defend, and hold harmless the provider of the data requested from and against any and all claims, actions, demands, losses, costs, expenses (including attorney’s fees), damages and threat of loss, as a result of any claim or legal proceedings, including allegation of uses or disclosures of protected health information in violation of C.F.R. Parts 160 and 164 related to any action taken or omitted by this statement. The provisions of this statement shall survive the termination or expiration of this agreement.
______________________
____________________________
_______________________________
Requestor’s Signature/Date
Department Head’s Signature/Date
Reviewed & Approved Signature/Date

Data Required: (Please be as specific as possible. Attach a separate sheet if necessary for providing additional information or designing your report):
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Purpose:
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Check the appropriate boxes:
1. Is the data to be re-disclosed/published?





 Yes

 No
If yes, to whom: _____________________________________________________________________________
2. Will patient or physician identifiable information be collected?



 Yes

 No
If yes, will patient’s identifying information be published?



 Yes

 No

3. Is this data to be used as part of a research grant?




 Yes

 No
If yes, name of grant funding ___________________________________________________________________
If yes, has the study been approved by the Institutional Review Board (IRB)?
 Yes

 No
4. Will patients be contacted?







 Yes

 No
5. Will the data be entered into another computer system?



 Yes

 No
If yes, describe: _____________________________________________________________________________
6. If this data is protected health information that will be used for research purposes what documentation have you attached that will allow you access to the data?        IRB Waiver of Patient Authorization         Patient Authorization 
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