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Privacy Board

The Johns Hopkins Medical Institutions

Health System/School of Medicine/School of Nursing/Bloomberg School of Public Health

5801 Smith Avenue, Suite 235, Baltimore, MD 21209

410-735-6800, Fax 410-735-6770
APPLICATION FOR AN AMENDMENT TO AN APPROVED WAIVER OF AUTHORIZATION FOR RESEARCH USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI) AND OTHER PERSONAL INFORMATION THAT IS PROTECTED BY LAW
	Privacy Board Case Number
	         
	Date of request       

	Project Title
	     

	Principal Investigator
	     

	Address


	     

	Phone number
	     
	Email address
	     


	Section A:  Change in persons with whom you will share PHI. Please be reminded that you are responsible for ensuring that the persons named above use and disclose PHI only as permitted and will protect its security and confidentiality as required by the Privacy Board.

	 FORMCHECKBOX 
  Deletion of persons 

      (please list)
	     

	 FORMCHECKBOX 
  Addition of persons
      (please list) attach 
CV for each
	     


	Section B:  Change in the materials you wish to access and/or adjustments to the project design and plan

	1. Provide a description of the reason for including the additional material or for the adjustment.

	
	     


	2. List the collections/material you wish to access.  Please be specific.

	
	     


	3. Will this change require access to PHI of persons or groups in addition to those described in the approved plan?

	
	 FORMCHECKBOX 
   No

 FORMCHECKBOX 
   Don’t know

 FORMCHECKBOX 
   Yes – please describe what persons or groups will be added:      


	4. Will this change add new forms of PHI you plan to record?

	
	 FORMCHECKBOX 
  No (Skip to question 5)
 FORMCHECKBOX 
   Yes



	
	a. Describe what type of additional PHI you may wish to record and justify your need for recording PHI.
     

	
	b. Indicate in what format you plan to record PHI.  Check all that apply.  Be advised that the repository has limits on what materials may be reproduced.

	
	
 FORMCHECKBOX 
   Photocopies of any material used in research, excluding medical records

	
	
 FORMCHECKBOX 
   Digital copies of any materials used in your research, excluding medical records

	
	
 FORMCHECKBOX 
  Photocopies of medical records

	
	
 FORMCHECKBOX 
  Electronic copies of electronic medical records

	
	
 FORMCHECKBOX 
  Notes collected as electronic documents stored on a computer or other electronic 
 
 
device.

	
	
 FORMCHECKBOX 
   Handwritten notes on paper

	
	
 FORMCHECKBOX 
   Other: Please describe       


	Section C:  Other Change: Please describe in detail below.

	
	     


	Section D:  For holders of waivers granted before September 23, 2013 (You will also need to complete section B)

	
	 FORMCHECKBOX 
  I request an amendment to my approved waiver that will allow disclosure of information related to  
individuals deceased for more than 50 years, subject to protections in Maryland Medical Records 
statutes.

a. Describe the nature of the information you wish to disclose, indicate whose health information you wish to disclose, and justify your need to disclose.  
     




_______________________________________________

_____________________


Signature of Applicant






Date


Please type name       
	Privacy Board action:


☐  Approved


☐  Other action (describe):
_____________________________________________________
___________________

Signature







Date
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