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Medical Treatment Record (specify the information
being requested, i.e. Treatment Flow Sheets,
Progress Notes, Laboratory Results, care Plans, etc.)

Confidential information and records regarding
AIDS or HIV infection

Mental health care

The entire medical Treatment Record

b. The information will be used by or disclosed to the following person(s), entity or
class of persons or entities:

c. The address of the person or entity receiving the information is:
(No P.O. Boxes)

[ ] Check here if address not known

[ ] Check here if in connection with a study. Name of study, if available

d. The information will be used for the following purpose(s):

[] Check here if the disclosure is at the request of the patient and no further purpose is
provided.

[] Check here if the disclosure is to satisfy data collection for a research project, in
which the patient has signed an informed consent.

e. This Authorization will expire:

Provide an expiration date or event. This must be a specific date, a specific time period (i.e., “One
year from the date of signature”), or an event directly relevant to the individual or the purpose of the
use or disclosure (i.e., “When the patient is no longer treated at the facility.”).

If no date or event provided, authorization will expire one (1) year from the date of signature.
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To be completed by FMCNA staff:

FMCNA will charge the following fee for the service requested above:

O There will be no fee for the requested service.

O The following fees apply to the requested service:

Copying Fee $
Shipping Fee $

Name of FMCNA Staff
Member (Please Print)

Signature of FMCNA Staff
Member

Date

To be completed by the patient if fees apply:

I agree to pay the fees indicated above.

a. Patient Name and Name of patient’s legal representative (if applicable)

(Please Print)

b. Signature of patient or the patient’s legal representative:

c. Date of signature:

CUMENT : EFFECTI 3
DOCUMENT NUMBER DI?EVIS[ o ISSUE DATE: EFFECTIVE DATE;
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IV. FOR INTERNAL USE ONLY
(To be completed by the FMCNA location manager or designee)

a. Method for verification of the identification of the person or entity requesting the
atient’s information:

Check Method

Name and address provided by the patient

Recipient was in the physical presence of the patient

Medical Record Number (MRN) listed in Section I. Patient Information

Personally know the identity of the individual or entity

Received the request from entity on appropriate letterhead

Reviewed government issued identification

Obtained appropriate legal document approved by the Law Department

Reviewed the patient signed, study specific, informed consent form

Other. Please describe:

b. Date of verification:

c. Print name and title of FMCNA location manager or designee:

d. Signature of FMCNA location manager or designee:

This original must be placed in the patient’s medical record. A copy must be
provided to the patient or the patient’s legal representative and to the recipient.

DOCUMENT : EFFECTIVE DATE:
DOCUMENT NUMBER el ISSUE DATE:
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Appendix C: Governing Body Research Review Memorandum

== FRESENIUS
¥ MEDICAL CARE

Research Review Memorandum

DATE: FACILITY NAME/NUMBER:

PROTOCOL NUMBER AND
NAME:

INVESTIGATOR:

The undersigned confirm that the above referenced research has been reviewed by the Governing
Body and that the attached summary of the study is made a part of the Governing Body’s
meeting minutes.

ATTACHMENT: STUDY SUMMARY

Name:
Title: Regional Vice President

Name:
Title: Facility Medical Director

Name:
Title: Clinic Manager

Please fax a copy of this form to the Clinical Studies Group, 781-699-4281.
The original should be placed in the Governing Body binder.
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