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Institutional Review Board, Committee for the Protection of Human Subjects

Withdrawal Of Study Participation And 
Authorization To Use Protected Health Information (PHI)

	Protocol Information 

	Date of Submission:      
	Study Key Name:      

	Project Title:      

	Principal Investigator 

	Name:      
	Division/Dept:      
	Room#/Building/Mail Code: 

     

	Telephone:      
	FAX:      
	E-mail:      

	

	Instructions:

1) The investigator should complete the sections above

2) The subject should complete and sign the sections below and return the form to the investigator
3) The investigator should retain this form for 6 years.

	

	Request to Withraw Consent and Withdraw Authorization to Use Protected Health Information  

	I understand that on (date if known)       , I signed a consent/authorization form to take part in a research study. This consent/authorization form permitted The Children's Hospital of Philadelphia (CHOP) and other institutions named in the form to use and/or disclose my protected health information (PHI) in the manner described in the consent/authorization form that I signed.

I hereby (indicate choices below): 

 FORMCHECKBOX 
 withdraw from the research study

 FORMCHECKBOX 
 withdraw my consent/authorization to use or disclose my information 

I understand that:

•
I will no longer be a participant in this study; my doctor will talk with me about how my treatment may  be affected; 

•
to the extent researchers at CHOP or others have already taken any actions and used my information gathered during the research, my withdrawal today will not affect those actions; 

•
CHOP or others may also continue to use and disclose any of my PHI that was obtained prior to the date that I sign this withdrawal form in order to maintain the integrity of the research study; 

•
CHOP may make reports about any safety problems, as requird by law, even without my permission;  

•
that if my PHI was disclosed to an organization other than a health plan or health care provider, this information may no longer be protected by the HIPAA privacy regulations.

	
	
	

	Subject’s Name
	
	Subject Study ID#

	
	
	

	Name of Subject's Legally Authorized Representative 
	
	 FORMCHECKBOX 
Parent
 FORMCHECKBOX 
 Guardian
 FORMCHECKBOX 
 Other:__________

	
	
	

	Signature of Subject or Subject’s Legally Authorized Representative (as applicable)
	
	Date




January 31, 2009

Use of PHI Preparatory to Research

January 23, 2009
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