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APPLICATION FOR USE OF PROTECTED HEALTH INFORMATION (PHI)
FOR PROTOCOL PREPARATION, TO IDENTIFY WHETHER A RESEARCH STUDY CAN

BE DEVELOPED, OR TO IDENTIFY POSSIBLE SUBJECTS FOR A RESEARCH STUDY

EVMS Institutional Review Board

	Request #:

(IRB use only)
	



Notes: 
Please submit two (2) completed copies (one with original signatures) of this form to the IRB Office.  

Attach data collection instruments, hospital impact statement(s) and other appropriate supporting documents.
HANDWRITTEN DOCUMENTS WILL NOT BE ACCEPTED BY THE IRB OFFICE.
	Request #:

(IRB use only)
	
	
	Date Submitted: (IRB use only):
	

	ADMINISTRATIVE INFORMATION

	Person Requesting Information:
	     

	Dept / Address
	     

	City / State / Zip
	     

	Phone Number(s):
	     
	E-Mail:
	     

 FORMTEXT 



	IMPORTANT: This request only provides permission to access and use PHI for the reason noted below.  This is not a research study approval so data CANNOT be saved for research purposes.  Any study resulting from this activity must re-collect the PHI data under an appropriate approval.
initial here that you agree to not hold or use the collected data for research purposes: ________


	1. 
	REASON FOR REQUEST (Check all that apply)

	
 FORMCHECKBOX 
 Protocol Preparation

 FORMCHECKBOX 
 Identify Whether a Research Study Can Be Developed

 FORMCHECKBOX 
 Identify Possible Subjects for an Approved Research Study -  IRB #       

 FORMCHECKBOX 
 Other Purpose/Reason (Specify in detail):         


	2. 
	CHECK EACH SPECIFIC PHI VARIABLE THAT WILL BE REVIEWED:


	 FORMCHECKBOX 

Name
 FORMCHECKBOX 

Medical record number

 FORMCHECKBOX 

Address (all geographic subdivisions smaller than state,
 FORMCHECKBOX 

Health plan beneficiary number


including street address, city county, and zip code)
 FORMCHECKBOX 

Account number
 FORMCHECKBOX 

All elements (except years) of dates related to an individual
 FORMCHECKBOX 

Certificate or license number

 
(including exact age if over 89)
 FORMCHECKBOX 

Any vehicle or other device serial number
 FORMCHECKBOX 

Telephone numbers
 FORMCHECKBOX 

Web URL
 FORMCHECKBOX 

Fax number
 FORMCHECKBOX 

Internet Protocol (IP) Address
 FORMCHECKBOX 

Email address
 FORMCHECKBOX 

Finger or voice print
 FORMCHECKBOX 

Social Security Number
 FORMCHECKBOX 

Photographic image - Photographic images are not



limited to images of the face
 FORMCHECKBOX 
 Any other characteristic that could uniquely identify the individual (explain):       


	3. 
	MY REVIEW WILL BE CONDUCTED AT THE FOLLOWING LOCAL SITES:

	 FORMCHECKBOX 
 Bon Secours DePaul Medical Center
	 FORMCHECKBOX 
 Bon Secours Maryview Hospital
	 FORMCHECKBOX 
 Bon Secours Mary Immaculate Hospital

	 FORMCHECKBOX 
 Children’s Hospital of The King’s Daughters
	 FORMCHECKBOX 
 Children’s Specialty Group
	 FORMCHECKBOX 
 Eastern Virginia Medical School

	 FORMCHECKBOX 
 Sentara Belle Harbour
	 FORMCHECKBOX 
 Sentara CarePlex Hospital
	 FORMCHECKBOX 
 Sentara Leigh Memorial Hospital

	 FORMCHECKBOX 
 Sentara Medical Group Practice
	 FORMCHECKBOX 
 Sentara Norfolk General Hospital
	 FORMCHECKBOX 
 Sentara Obici Hospital

	 FORMCHECKBOX 
 Sentara Princess Anne Hospital
	 FORMCHECKBOX 
 Sentara Virginia Beach General Hospital
	 FORMCHECKBOX 
 Sentara Williamsburg Regional Med Ctr

	 FORMCHECKBOX 
 Shore Health Services
	 FORMCHECKBOX 
 Urology of Virginia
	 FORMCHECKBOX 
 Virginia Oncology Associates

	(3a.)
Other local site(s) for this application (specify name and include the complete address): 
	TYPE

	     
	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 



	4. 
	RECORDS INCLUDE:  (CHECK ALL THAT APPLY)

	
 FORMCHECKBOX 
 Children (specify ages):       
	 FORMCHECKBOX 
 Adults (specify ages):       

	
 FORMCHECKBOX 
 Other  (Describe):      


	5. 
	SOURCE OF RECORDS:  (CHECK ALL THAT APPLY)

	
 FORMCHECKBOX 
 My Practice Patient Records
	 FORMCHECKBOX 
 Outpatient / Clinic Records

	
 FORMCHECKBOX 
 Medical Records from (specify):       


	6. 
	BY PLACING YOUR INITALS AT THE BEGINNING OF EACH APPROPRIATE SECTION, YOU
VERIFY THE FOLLOWING – BE SURE TO INITIAL:

	( INITIALS ( 
	REVIEW EACH ITEM BELOW AND INITIAL ONLY THE ONES THAT ARE APPLICABLE TO YOUR REQUEST

	
	CHOOSE

ONE:


	}
	The protected health information (PHI) is needed to screen for subjects for a study.

 FORMCHECKBOX 

I AM a part of the “covered entity” which holds the records being screened.  If so, you may request permission to contact prospective subjects regarding their interest in participating in a research study

	
	
	
	The protected health information (PHI) is needed to screen for subjects for a study.

 FORMCHECKBOX 

I AM NOT a part of the “covered entity” which holds the records being screened.  If so, any contact of prospective subjects will have to be done by a physician or staff of the covered entity after IRB approval of the specific request.

	
	The PHI is needed for protocol preparation or to identify whether a research study can be developed 

	
	No PHI will be removed from the site where the records are kept.

	
	Review of the PHI is necessary for research purposes.

	
	You have permission from the holder of the PHI records to access the needed records

[NOTE:  If you needed to request permission, include a copy of permission given with this application.  Otherwise, please include a statement here that you “control” the records:       

	
	You will inform the IRB if you plan to proceed with a research study using human subjects, their tissues or their data.

	
	You understand you must obtain written IRB approval before initiating any research procedures or activity.


	7. 
	SIGNATURE OF PERSON REQUESTING THE SPECIFIED INFORMATION
	DATE

	Signature:
	
	_____ / _____ / _____

	Printed Name:
	     
	Department: 
	     


	8. 
	DEPARTMENT CHAIR OR DESIGNEE OR SIGNATURE:
	DATE 

	Signature:
	
	_____ / _____ / _____

	Printed Name:
	     
	Department: 
	     


THIS SECTION FOR IRB USE ONLY 

	DECISION

	( Disapproved

	

	( Approved, You may proceed with your review of PHI.
NOTE:
If you plan to proceed with a human subject’s research study, you must submit a request for permission to conduct your study using the usual IRB forms.  
This permission to proceed with review of PHI does not include permission to conduct human subjects research.

	IRB Signature:
	
	Date: 
	____ / ____ / ____

	Signed by: 
	
( IRB Chair               ( IRB Vice Chair               ( IRB Member
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