. Attachment A
é@ ADM.PHI 240.05

Carolloas HealthCere System
Authorization for Release of Health Information fur Purposes of Research

§ hercby authorize the use or disclosuce of my identiflable health information as described below. | understand that if the organization
authorized 10 receive the information is Aot an insurance company or health care provider, the released information may ne jonger be protected
by federsl privacy regulations

Patient Name: Date of Birth:
Last First Middle/Maiden (mm/dd/yyyy}
The following indlvidual / organization Is suthorized to release the requested health information:
Nome: Address:
Telephone Number:
Please note the date{s) of study: From Ta
Please check the specifte Information belng released (used or disclosed):
{1 History and Physical L Clinic Notes: 0 Medication Records
U Discharge Summary L! Progress Notes 1 Immunization Records
01 Consultation Report O Radiclogy / Imaging Reports C Psychistric Evalustion
|| Operative Report LI Laboratory / Pathology Reports X Other (specify): Abstract
Li Emergency Room Record O Physician Orders

.| 1 understand that the information in my medical record may include informagion relaling to treatment of drug or alcohol abuse, sickle cell
anemia, psychological or psychiatric impairments, sexually iransmitted disease, acquired immunodeficiency syndrome (AIDS), ALDS related
complex (ARC) nnd/or human immunodeficiency virus (HIV).

This information may be released to and used by the following individust or organization;
Name: Clinical Research of Gastonia Address: 1010 X Ray Drive Gastonia NC 28054

Telephone Number: 7046757144 Fax 704-671:2322

[ understand that | have a right to revoke this authorization at any time by notifying the Medical Record Department of the providing
organization in writing. | understand that my revecation could impact my ability to participale or continue participation in a research study. [
understand that revocation will not apply lo information that has already been relcased in response to this authorization. 1 undersiand that
revocation will not apply to my insurance company when the law pravides my insurer with the right to contest a claim under my policy. [
understand that suthorizing the disclosure of this private health information is voluntary. I can refuse to sign this authorization but I may not be
able ta participate or continue participation in a research study, [ understand thet my rcfusal to sign ar revocation will not harm any relations
with my doctors or Carolinas HealthCore System. | undersiond that [ may inspect or copy the information to be used or disclosed, [ nnderstand
that thly autherization will explre at the closure of the study.

Printed Name: Slignatures Date:
{Patient / Authorized Representative) (mm/dd/yyyy}

If Authorized Representative, pleass indicate relationship to patient:
| Spouse 1 Barent i Other:

FOR CAROLINAS HEALTHCARE SYSTEM USE ONLY

Study Tltle:
Please altach a copy of the following: IRBAPPROVAL IRB Walver ofIC  IRB Walver of Authoriz.
0 Yes O No 0 Yes ONo O Yes O No
0O IRB Approval Letter
O IRB Waiver Letter
O List of patients in above named study SIGNATURE:
LRB Chair or Designes
DATE: PRINT:

*Informed Consent Form copy should be In medical record or requested from research staff before releasing the medical recard.

u Identification verified 0 Copy of Authorization given to patient Medical Record #;

CHS Employee:

Signature / Title / Date
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