NURTURING FAMILIES NETWORK                                                                Authorization to Use or Disclose (Release) Health Information for a Research Study
By signing this authorization, I ______________________________, give permission to the Nurturing Families Network (“NFN”) to use or disclose my health information that identifies me to the Center for Social Research, University of Hartford, for the research study described here:

Evaluation of the performance, efficiency and functions of the NFN program. 
The health information that we may use or disclose for this research includes:


· Your street address and date of birth
· Information pertaining to your Department of Children and Families case, involvement and/or history
*Your name will NOT be disclosed to the researchers. Your name will be converted into an identification number by NFN prior to the release of your information.
The health information listed above may be used by and/or disclosed to:

· Center for Social Research, University of Hartford researchers and their staff
Nurturing Families Network Home Visiting Program is required by law to protect your health information. By signing this document, you authorize Nurturing Families Network Home Visiting Program to use and/or disclose your health information for this research. Those persons who receive your health information may not be required by Federal privacy laws (such as the Privacy Rule) to protect it and may share your information with others without your permission, if permitted by laws governing them.

NFN may not refuse treating you on whether you sign this Authorization.  You may change your mind and revoke this Authorization at any time, except to the extent that NFN has already acted based on this Authorization. To revoke this Authorization, you must write to: Nurturing Families Network c/o Children’s Trust Fund, 450 Capitol Ave., Hartford, CT 06106.  Otherwise, this Authorization expires at the end of the research study.

	_________________________ 
Signature of participant or participant's 

personal representative
	_________________________ 
Date

	_________________________ 
Printed name of participant or participant's 

personal representative
	_________________________ 
If applicable, a description of the personal representative's authority to sign for the participant 


