	Internal Use Only

Number   ______________________

Date Received  _________________




University of Washington

      Individual Request for use of Restricted Files of the Add Health Data
	Database Administration Information:

	Principal Investigator:      
	Database Administrator:      

	Contact Information:      
	Contact Information:      

	

	Requestor Information:

	Principal Investigator      
	Title      
	Department:      

	Box       
	Telephone      
	Pager:      
	Fax      

	

	Contact person:                   
	Title      

	Telephone
	E-mail
	Fax

	Date Requested:       
	Date Needed:      

	

	Description of Purpose of Project: 
 FORMCHECKBOX 
 Internal Use: 

 FORMCHECKBOX 
 QI or program evaluation 

 FORMCHECKBOX 
 Departmental Review 

 FORMCHECKBOX 
 Management Program Planning

 FORMCHECKBOX 
 External Use

 FORMCHECKBOX 
 Research

 FORMCHECKBOX 
 Presentation or Publication
	Type of Data Requested: (check 1)

 FORMCHECKBOX 
 Aggregate data only

 FORMCHECKBOX 
 Anonymous (identifiers removed, no link between data provided and patient identities)

 FORMCHECKBOX 
 Coded data (requester does not have patients’ identities)

 FORMCHECKBOX 
 Coded data (requester has link to patients’ identities)

 FORMCHECKBOX 
 Identifiers Provided by Requestor

	Description & Data Requested:   (add additional pages as necessary)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Confidentiality Agreement:  

I agree any information containing patient identifiers will be accessible only to the party signing this agreement or included in the Human Subjects Approval.

I agree that all data and specimens will be identified with unique study codes, and the masterlist of codes and identifiers will be kept in a secured location, separate from the study data.

I agree individual patient identities will be used when the data are publicly presented or published.

Signature of Requestor (P.I.): ___________________________________  Date ___________



	Departmental Approval of Project/Use of Data

Signature of Principal Investigator:  _______________________________        Date ____________


