AUTHORIZATION TO USE AND DISCLOSE INFORMATION FOR RESEARCH PURPOSES

[Standard WIRB or Submitted Sponsor HIPAA – plus]

Who may use and give out information about you?

The study doctor and the study staff.  They may also share the research information with [enter SMO name], an agent for the study doctor [if no SMO, delete this sentence]. 
By signing this form, you are permitting Tampa General Hospital to receive, use, and share personal health information collected about you for research purposes within Tampa General Hospital health care system.  You are also allowing Tampa General Hospital to share your personal health information with other individuals or organizations who are also involved in this research.
