
AUTHORIZATION TO USE OR RELEASE HEALTH INFORMATION ABOUT ME 
FOR RESEARCH RECRUITMENT

I, ______________________________________<subject’s full name> authorize <Principal Investigator’s name> and staff members of <organization> working for <him/her> to use or give the following health information about me for the purpose of research recruitment for the study titled <study name and CRS protocol number>.
Please check the appropriate boxes<Note to PI – only include those identifiers that are applicable to your study>:
[bookmark: Check437]|_| Names
[bookmark: Check451]|_| Initials	 
[bookmark: Check438]|_| Telephone numbers
[bookmark: Check450]|_| Address
[bookmark: Check440][bookmark: Text1]|_| Other (specify):       

I give my authorization knowing that:
· I do not have to sign this form.  If I do not sign it, my information will not be released for research recruitment.
· I can cancel this authorization at any time, which must be done in writing.
· If I cancel this authorization, the researchers and the people my information was given to may have already used the information, but they will not use it in the future.
· Any information given to other people may be given out by them and might no longer be protected.
· I will be given a copy of this form after I have signed and dated it.

This authorization will expire on <date> OR

[bookmark: Check447]|_| The end of the research study
[bookmark: Check448]|_| Will not expire
[bookmark: Check449][bookmark: Text3]|_| Describe the dates or circumstances under which the authorization will expire:       

[bookmark: Text4]Additional information:       



_________________________			____________
Subject’s Signature					Date


_________________________		
Subject’s Name - Print			
Center for Research Strategies		crsllc.org	Page 1
