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Revoke Authorization for Participation in Research

Protocol Title:  Interagency Registry for Mechanically Assisted Circulatory 

Support (INTERMACS)

Re: 
REVOKE MY AUTHORIZATION FOR THE RESEARCHERS TO 

COLLECT AND USE MY INFORMATION

Dear Dr. (insert local Principal Investigator)

I want to end my participation in the research study that is named above.  I no longer wish to participate in the research study and I ask the researchers to stop collecting and using any more information about me.  I understand and agree that in certain circumstances the researchers may need to use my information even though I have revoked my authorization, for example, the study will only use the information it has already collected from you before you sent this written request. 

I understand that the researchers will respond to this letter by giving me a copy of the completed Authorization. A copy of this Authorization will be retained on file by the Principal Investigator.  A copy will be placed in my medical record, if applicable.

Sincerely,

______________________________________

Name of Participant (Print)

______________________________________

_______________

Signature of patient or parent/guardian


Date

Acknowledgement of Receipt: ________________(date)

Patient Notified: ____________________ (date)

PI Signature: _______________________
Date: ________________
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