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HHHIIIPPPAAAAAA   PPPaaarrrtttiiiccciiipppaaannnttt   AAAuuuttthhhooorrriiizzzaaatttiiiooonnn   

   
Our Commitment to the Privacy & Security of Your Health Information 

 
We are dedicated to assisting you in your medical care, and we are also deeply committed to 
maintaining your privacy.  During the course of your treatment(s) in this Preimplantation Genetic 
Diagnosis (PGD) protocol, it will be important for us to discuss and exchange certain personal 
information about you with other members of your health care team.  This information is called your 
Protected Health Information (PHI).  Because these individuals (for example, your geneticist, genetic 
counselor, IVF center, PGD doctors/scientists, transplantation team) are often at different 
institutions/states/countries, we need your permission beforehand in order to participate in these 
medical and scientific discussions about you.  Nonetheless, each individual on your health care team 
does not need to know or have access to everything.  We believe in a minimal “need-to-know” 
approach to the exchange of your health information. 
 
Doctors have exchanged this sort of information for years in the practice of medicine.    However, in this 
day of electronic databases, there is (rightfully) concern about how private health information about you 
is collected and shared.  For that reason, we applaud the fact that the US Federal Government has now 
issued a regulation to provide safeguards for the privacy and security of health information that may 
identify you. This rule was issued under a law called the Health Insurance Portability and Accountability 
Act (HIPAA).  This document that you are now reading is called a “Participant Authorization,” and it 
describes your rights and explains how your health information will be used and disclosed during your 
care.   
 

 
 
Section A:  Protocol Information 
  
Protocol Title:     Genetic Testing of Human Pre-embryos for Inherited Disease 
 
Principal Investigator: Mark R. Hughes, MD, PhD 
Address:     The Genesis Genetics Institute 
   Genomic Technology Center of Michigan 
Phone:   313-579-9650 

   
 

You have agreed to participate in this research study and you have signed a separate “Informed 
Consent” that explains the procedures, the risks and the benefits of this protocol.  This Authorization 
Form gives more detailed information about how your health information will be protected.  By signing 
this document you are permitting The Genesis Genetics Institute to use your Protected Health 
Information (PHI) for research purposes and in your health care.  You are also allowing us to exchange 
PHI with other members of your medical team at outside organizations.     
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Section B:  Protected Health Information 
 
1. What PHI is collected and might be shared amongst your medical team? 

The following PHI items that have been checked below will be collected, used for research and may 
be disclosed or released during your involvement in this research project: 

 
 Your names and potentially the name(s) of your child(ren). 
 Your Address, Telephone Numbers, E-mail Address. 
 Dates (e.g. birth, menstrual cycle, IVF-related dates, pregnancy, baby delivery)  
 Clinical Outcome Information (embryo quality, which embryos are transferred/frozen, 

pregnancy outcome, CVS/amniocentesis test results, baby delivery information 
 Biometric Identifiers (e.g. photograph, finger print, voice print) 
 Identifying Number (e.g. insurance, medical record) 
 Genetic mutation, marker, polymorphism data, and your family genetic history. 

 
2. Why is this information needed? 

We are not your physicians in this process.  Your doctors are at your IVF Center and we are acting 
as scientific consultants to them, in order to provide you with this complicated technology.  This 
information is important to all of us on your clinical and research team in order to contact you during 
this protocol, keep you informed of the entire process, and effectively manage your treatment.    

 
3. Which project personnel may use or disclose your PHI? 

The following individuals and organizations may use or disclose your PHI for THIS protocol ONLY.   
 

 The Principal Investigator, Dr. Hughes, and key personnel at Genesis Genetics who are 
involved in this protocol and in your care.  This is limited to individuals who require access in 
the performance of their duties (for example: to provide treatment, to ensure integrity of the 
data, accounting, etc).   

 
 Collaborating health care professionals involved in your care (e.g. your reproductive 

endocrinologist, embryologist, nurse coordinator, genetic counselor, molecular 
biologist/laboratory that found the gene mutation in your family, transplantation physician, 
geneticist, obstetrician, etc).   

 
 The Human Investigation Committee and the Institutional Review Boards of the Genesis 

Genetics Institute, the University, and your clinic at a collaborating institution(s).  (These 
Boards oversee research protocols and protect patient interests.  They generally do not 
request any of your information unless there is a concern about the protocol or about your 
well being.  Since your health care providers are at different universities/organizations, each 
one may have separate committees and boards and (sorry) more forms like this one.) 

 
 Your health insurance company, but only if the Genesis Genetics Institute receives 

separate, written, and prior authorization from you to release any PHI to them.  
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4. Can you change your mind? 

You may withdraw your permission for the use and disclosure of your PHI at any time, but you must 
do so in writing to the Principal Investigator at the address on the first page of this form.  After 
receiving the request to withdraw from the protocol, you will be contacted concerning a plan for your 
withdrawal from the protocol.  Even if you withdraw your permission and therefore withdraw from 
this protocol, the Principal Investigator may still use your PHI that was collected prior to your written 
request, if that information is necessary to the integrity of the study.  

 
By signing below, you are authorizing the potential exchange between your health care providers of 
this information described above. 

 
 
 
 
_______________________________            _____________________________            ________ 
          Printed Woman’s Name    Woman’s Signature       Date 
 
 
 
_______________________________            _____________________________            ________ 
          Printed Man’s Name      Man’s Signature                  Date 
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