RESEARCH REQUEST FOR PROTECTED HEALTH INFORMATION

DECEDENTS

This form must be presented to Allina facilities when requesting the release of Protected Health Information (PHI) for research purposes.

FACILITY INFORMATION



RECIPIENT INFORMATION
Department Name





Name/Agency

Name of Facility





Street Address

City/State






City/State/Zip


Phone #

Type(s) Records requested (e.g. CHF) : 








Diagnostic Code(s) (e.g. 428.0, 428.9): 








Episode/Service dates to include from _________________  to ______________

The researcher represents that:

· Use or disclosure is sought solely for research on protected health information on decedents; 

· Upon request of the facility, document the death of the subject.

· The protected health information for which use or access is sought is necessary for research purposes.

· The disclosure of records in patient identifiable form is necessary to conduct the research.

· Researcher will safeguard records to protect them from unauthorized disclosure.

· Records will not be released to any other individual/entity without legal representative authorization.

_____________________________


_____________________

Signature of Researcher





Date

FOR HEALTH INFORMATION USE

· Patient number ___________________________
· Date of service ___________________________
311-F-01


