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Decedent Research Representation Form
For Research Involving Decedent Protected Health Information

Study Name________________________________
Principal Investigator:	______________				IRB # __________________
Co-Investigator(s)/Coordinator(s)___________________________
Description of the research ____________________________ (upload grant/protocol?  Stacey?)
Description of the PHI ____________________
Location of PHI:
☐ _______________________(Name of Institution) Medical Records
☐ Database; (please provide name and location of database) ___________________________
☐ Tissue Bank; (please provide name and location of tissue bank) _______________________
☐ Other _____________________________________________________________________

45 C.F.R. §164.512 (i)(1)(iii) allows the use or disclosure of protected health information for research on deceased individuals, provided that certain criteria are met. 
1. The use or disclosure requested is solely for research on the protected health information of deceased individuals. 45 C.F.R. §164.512 (i)(1)(iii)(A)
2. The requested protected health information is necessary for research purposes. 45 C.F.R. §164.512 (i)(1)(iii)(C)
3. The requested information constitutes the minimum necessary data to accomplish the goals of the research. 
4. The protected health information will not be re-used or disclosed to any other person or entity, except as required by law, for authorized oversight of the research study, or for other research for which the use or disclosure of protected health information would be permitted by the 45 C.F.R. §164.512
5. I also agree to provide documentation of the death of the decedent subjects to the custodian of records if such documentation is determined to be necessary or appropriate.

By signing this document, I acknowledge that the above information and conditions 1-5 are true.  
*Present this completed form at the time Protected Health Information (PHI) for research on decedents is requested from the custodian of records.

___________________________________ 		______________________________
Investigator’s Signature				Date
image1.png
Office of the Vice Chancellor for Research

UNWERSITY OF GOLORADO DENVER | ANSCHUTZ MEDICAL CAMPUS.




