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Research Privacy Application

Limited Data Set

Principal Investigator:

Email address:

Phone number:

Research Staff needing access to protected health information:

Study Title:

Number of records needed:    FORMCHECKBOX 
 > 50

 FORMCHECKBOX 
 < 50

The Privacy Rule (45 CFR 164.512) allows the use or disclosure of protected health information that has been de-identified to a Limited Data Set, provided that certain criteria are met. Please read the following statements. Also please complete item #4.

A Limited Data Set may not include any of the following:

1. names

2. addresses other than city, state, zip code

3. telephone numbers

4. fax numbers

5. electronic mail addresses

6. social security numbers

7. medical record numbers

8. health plan beneficiary numbers

9. account numbers

10. certificate/license numbers

11. vehicle identifiers and serial numbers

12. device identifiers and serial numbers

13. web universal resource locators (URLs; web site addresses)

14. internet protocol (IP) addresses

15. biometric identifiers, including finger and voice prints

16. full face photographic images and any comparable images

1. This Limited Data Set will be used only for the purposes of research.

2. This Limited Data Set can only be used if the researcher has signed a Data Use Agreement. http://www.bumc.bu.edu/www/bumc/hipaa/ResearchPrivacy_datauseagmt.doc
3. The requested Limited Data Set constitutes the minimum necessary data to accomplish the goals of the research. 

4. Please attach a list of the selection criteria for records required (e.g.; all asthmatics seen in the Asthma Clinic), the dates of the records required (e.g.; clinic visits from July 1,1998 through December 31 2000), and data fields required for the research.

I declare that the requested information constitutes the minimum necessary data to accomplish the goals of the research.

I agree to abide by the terms of the Data Use Agreement for this study.

__________________________



____________________

Principal Investigator’s signature



Date

DATA AND/OR RECORDS NEEDED FOR RESEARCH PROTOCOL
1. Selection Criteria (e.g.; asthmatics seen is Asthma Clinic)

2. Dates of required records: from ___/___/___ through ___/___/___

3. Data fields required (list fields required from an electronic data base, or list fields to be recorded from the paper record by the researcher)

4. Anticipated sources of information (check all that apply)

 FORMCHECKBOX 
 Paper medical records

 FORMCHECKBOX 
 Electronic files 

 FORMCHECKBOX 
 Other ________________

