Norton Healthcare Preparatory to Research Form
This form is a requirement of the HIPAA Privacy Rule for all personnel requesting to view Protected Health Information (PHI) in activities preparatory to research.  Fax this form with the data request form below to  the Norton Health Information Management (HIM) attention to Karen Winschel at 629-8688.  
Applicant Name           ______________________________________________

Program/Department   ______________________________________________

Contact Information:Office Location_______________________________




 Telephone Number____________________________




 Email Address________________________________

I acknowledge that the HIPAA Privacy Rule imposes restrictions on the use of protected health information (PHI) in activities preparatory to research, as defined as:

1. The development of research questions

2. The determination of study feasibility (i.e. the available number and eligibility of potential study participants

3. The development of eligibility for study participation (i.e. inclusion and exclusion criteria)

I agree that:

1. Under this certification, I am permitted to use this PHI at Norton Healthcare only for the purposes of preparing a research protocol for grant preparation or IRB review or for those preparatory to research activities listed above.

2. I will use only the PHI that is necessary to prepare a research protocol for grant preparation or IRB review or for those preparatory to research activities listed above

3. I will not remove any PHI obtained in this review from Norton Healthcare facilities under the HIPAA Privacy Rule.  

4. I will not disclose any PHI obtained in this review under any circumstances to anyone outside of the Norton Healthcare covered entity

____________________________________________     ___________________

                                Signature




    Date

NORTON HEALTHCARE REQUEST FOR DATA QUERY

□  Ad-Hoc Report Request            OR 
    □ Preparatory to Research






    
	This request is for:
	

	□ Identified Data

	□ Identified Data with a Limited Data Set

Attach a signed Data Use Agreement if you are requesting Protected Health Information that has been stripped of the list of "direct" identifiers specified in the Privacy Rule.  Unlike de-identified data, data captured in limited data sets may include the following: addresses and zip codes (but not specific street addresses); admission and discharge dates; dates of treatment; age; and other unique identifiers not specified in the list of HIPAA identifiers.  Because the data in a limited data set are not considered to be de-identified, covered entities may only disclose limited data sets for public health functions, research and health care operations.  Any recipient of a limited data set must sign a "data use agreement". Each Institution has its own Data Use Agreement that may be obtained from either the HIM Department or the Institution's research office.


	□ De-Identified Data 

Information that has been "de-identified" to the strict standard of the Privacy Rule is no longer covered by the Rule and may be used or disclosed without limitation.  De-identified data is "Health Information" that has removed a list of 18 identifiers enumerated at section 164.514(b)(2) of the regulations.  De-identified data may also be released if the data has been de-identified by an expert who can determine and document, using generally accepted statistical and scientific principles and methods, that there is only "very small" risk that the information in a data set could be used to identify the subject of the information.


	Contact Name


	Phone No:

	Address


	Date of Request:

	Principal Investigator (if applicable)



	Study Title (if applicable)



	Persons who will have access to this data are required to sign below:

I, the undersigned, fully understand that the information contained within the medical records and medical databases of the institution is privileged and confidential.  I understand that the institution has legal and ethical responsibilities to safeguard the privacy of all patients’ protected health information (PHI).  I agree to hold all information which I am given access to in the strictest confidence.  I will only view the minimum information necessary for this project.  I will not make any unauthorized transmissions of PHI.  The use or disclosure of PHI for research or by a third party is not permitted unless it is authorized by the patient/subject or meets one of the exceptions in the HIPAA regulations. I understand that any violation of this agreement may result in federal criminal penalties under the Health Insurance Portability and Accountability Act of 1996 and as specified in 45 CFR Part 160 and 164.

__________________________________        ___________________________________    ___________________

Name                                                             Signature                                                      Date

__________________________________        ___________________________________    ___________________

Name                                                             Signature                                                      Date

__________________________________        ___________________________________    ___________________

Name                                                             Signature                                                      Date

__________________________________        ___________________________________    ___________________

Name                                                             Signature                                                      Date

__________________________________        ___________________________________    ___________________

Name                                                             Signature                                                      Date


	TIME PERIOD
	From _____________   to _________________

	Diagnosis Criteria (ICD-9) and/or Procedure Criteria (CPT):

● Use AND, OR (Boolean string) when appropriate



	Age Range:


	Race:

	Gender:   

□ Male    □ Female  □ Either
	Number of records needed:

Minimum  No.

Maximum No.

	Data Elements:

	□Patient Name
	□Date of Birth
	□Admission Date 
	□Discharge Date

	□MR #
	□Account #
	□In-patient
	□Out-patient

	□Attending 
	□Procedure Date
	□Total Charges
	□Financial Class

	□Other:
	□Other:
	□Other:
	□Other:



	Comments



