Portland VA Medical Center


Institutional Review Board

HIPAA:  RESEARCH on DECEDENTS’ INFORMATION APPLICATION

If you are a VHA Investigator wishing to conduct research on decedent’s Protected Health Information from the Portland VA Medical Center, you must fill out this form and submit it to the Portland VA Medical Center Institutional Review Board, prior to conducting the research.  

1. This Research on Decedents’ Information Application must be approved by the IRB before you may begin your research preparation.

2. In order to be reviewed, all questions on this application must be answered.  When appropriate enter “None” or “Not Applicable”.  

	Principal Investigator (PI): 
	Extension


	Mail Code


	E-mail



	Study Coordinator/Contact Person:  (All Correspondence will be sent to this person)


	Extension


	Mail Code


	E-mail



	Project Title:   FORMTEXT 

     


1.  Topic of research:      
 2.   Indicate your sources of health information:  

	 FORMCHECKBOX 

	Data containing no health information*
	 FORMCHECKBOX 

	VISTA Computer Hospital/medical records (in and out patient)

	 FORMCHECKBOX 

	Physician/clinic records
	 FORMCHECKBOX 

	Mental Health records 

	 FORMCHECKBOX 

	Lab, pathology and/or radiology results
	 FORMCHECKBOX 

	Data previously collected for research purposes

	 FORMCHECKBOX 

	Biological specimen(s) obtained from the subject(s).  
	 FORMCHECKBOX 

	Billing records

	 FORMCHECKBOX 

	Interviews/Questionnaires
	 FORMCHECKBOX 

	Data Repository

	 FORMCHECKBOX 

	CHIPs Database 
	 FORMCHECKBOX 

	Other (specify here):       


	3.  Data elements requested:

	 FORMCHECKBOX 
 Diagnosis

 FORMCHECKBOX 
 Drug

 FORMCHECKBOX 
 Birthdate
	 FORMCHECKBOX 
 Acct #

 FORMCHECKBOX 
 MR#

 FORMCHECKBOX 
 Age
	 FORMCHECKBOX 
 Admit Date

 FORMCHECKBOX 
 Discharge Date
	 FORMCHECKBOX 
 Pt Name

 FORMCHECKBOX 
 Pt Address
	 FORMCHECKBOX 
 Procedure

 FORMCHECKBOX 
 Procedure Date

	 FORMCHECKBOX 
 Other patient identifiers (please specify):       


	4.  Specific diagnoses or procedures requested for search:  


     


	5.  Time period of records:  From        to       

	6.  Location of records to be reviewed:      

	7.  Will any identifiable information be disclosed outside the Portland VA Medical Center? 

  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	8. List all research staff who will assist with the conduct of this research at the Portland VA Medical Center or with identifiable data from the PVAMC: 

     
   8.a. Please attach a Scope of Work form for each individual listed in 8.


INVESTIGATOR'S ASSURANCES

As the principal investigator and/or responsible investigator for this research preparation, I certify the following:

1. I seek to review Protected Health Information (PHI; see definition on Instruction page) solely for research on the PHI of decedents;

2. I will not disclose any decedent’s information outside of the VHA without the approval of the IRB.    

3. The PHI for which I seek use or access is the minimum necessary for the research purposes.

4. I will obtain and keep in my files documentation of the death of each individual whose PHI I access and/or disclose (e.g., death certificate or autopsy report).  At the request of the Veterans Health Administration, I will provide documentation of the death of such individuals.

PRINCIPAL INVESTIGATOR




Date

RESPONSIBLE PVAMC INVESTIGATOR (if applicable) 

Date

	For IRB Use Only
HIPAA:  RESEARCH on DECEDENTS’ INFORMATION APPLICATION

Portland VA Medical Center, Institutional Review Board

This application for research on decedents’ information has been reviewed and approved.
Date Approved: __________________


__________________________________________________________________________

IRB Chair or Alternate Chair 
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