
Permission to Contact for 

STUDY NAME HERE
You may be eligible for a XXX (name of condition/topic) study. Can research staff talk to you about their study XXX (study title)?

The HIPAA Privacy Rule requires Meriter Hospital, Inc. to obtain your written permission to release your name and phone number to NAME OF RESEARCHER and his/her research team at the University of Wisconsin-Madison so that they can contact you about taking part in this study.  If you agree that we can share your name and telephone number this information will only be used to contact, you to provide more information about this study. Your name and contact information will not be shared with anyone other than the UW research team.  This permission for the researchers ends after the release of your name and contact information to the researchers.  
Participating in this study is voluntary. If you decide that you do not wish to take part in the research study after giving permission to provide the researchers with your name and telephone number, the UW researchers will destroy this information.  Whenever possible, your health information will be kept confidential. There are no plans to share your name and contact information with anyone other than the UW researchers.
You do not have to give your name and contact information if you don’t want to.  If you don’t want to provide your name and contact information, it will not affect your health care here.

By printing your name below and signing this form, you are giving permission for this clinic to give your name and telephone number to XXX’s (name of PI) research team to contact you about taking part in his/her study.

Your name: _____________________________________________________

Your signature: _________________________________________ Date: ___________________
Phone number:  _______________________________

Best time to call: ______________________
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