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Authorization to Use Protected Health Information for Case Report

We are asking for your permission to use  information from your medical record to prepare a case report. The purpose of this case report is to share details about your medical condition and treatment with physicians and other health care professionals to contribute to medical knowledge and improve patient care.

If you agree, we will use information from your medical record, which may include details about your diagnosis, treatment, medical history, and relevant images such as photographs, radiology scans, and pathology slides. If the case report is published, the information may be made publicly available.

The case report will not include your name or other direct identifiers. However, because this report may describe a unique or rare condition, there is a small risk that someone could recognize you based on the information presented.

Your participation is voluntary. You may refuse to sign this Authorization, and your decision will not affect your treatment, payment, enrollment, or eligibility for benefits. UTHealth Houston will not condition your care on whether you sign this Authorization.

You may revoke this authorization at any time by submitting a written request to privacy@uth.tmc.edu. Once the case report is published, it may not be possible to remove it from the public domain.

You will not receive any compensation for allowing us to use and disclose your information.
This authorization will not expire unless you revoke it before publication of the case report.

If you have any questions about this Authorization, please contact:
Name of the Physician/Provider: 
Phone Number: 

Sign below only if you understand the information given to you about the request to use your information for Case Report Publication purposes.  Make sure that all your questions have been answered.


	

	
	
	
	

	Printed Name of Patient or
Legally Authorized Representative 
	
	Signature of Patient or
Legally Authorized Representative
	
	Date


	

	
	
	
	

	Printed Name of Person Obtaining Permission
	
	Signature of Person Obtaining Permission
	
	Date





Contact Name:  
Telephone Number:  
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