NORTHWESTERN UNIVERSITY

Revocation of Authorization to Release Protected Health Information 

for Research Purposes

Principal Investigator name: ___________________________

Title of Study: ________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Dear Dr. _______________:

I hereby revoke the Research Subject Authorization Confidentiality & Privacy Rights that I signed on______________.

I understand that revoking the authorization to use or disclose my Protected Health Information means that I will be withdrawn from the above referenced research study. I understand that you may still use my personal information collected prior to my withdrawal if that information is necessary to the integrity of the study. 

All specimens of my blood or tissue obtained during the study will be destroyed or will not be identified.

Please acknowledge receipt of this letter by signing below and mailing a copy back to me.

Sincerely,

_____________________
__________

___________________________

_______

Subject’s Signature 

 Date


Principal Investigator’s Signature

Date

_______________________



_______________________________

Subject’s Name [print]




Principal Investigator’s Name ]print]

Subject’s Address: ______



Principal Investigator’s Address: ______

_______________________



___________________________________

_______________________



___________________________________

_______________________



___________________________________

Version date: 11/1/2004

