McGill University Health Centre

Request to Access Clinical Information for Research Purposes


MUHC Study Code or McGill IRB Number or Multicentre Reference Number:      
Study title:      


Study funding:      


MUHC Principal Investigator (PI) name:      


Does the MUHC PI have the privilege to conduct research at the MUHC?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Study Coordinator name:      


Office location:      


Phone:      



E-mail:      
  
Staff authorized to access clinical information for this research:

	Staff name
	Role in study
	MUHC confidentiality statement signed

	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 



What is the type of study?  FORMCHECKBOX 
 Retrospective    FORMCHECKBOX 
 Prospective

How long will the access to clinical information be required?        
to 
     








(yyyy/mm)

(yyyy/mm)

At which sites will the clinical information be required?

 FORMCHECKBOX 
 MGH   FORMCHECKBOX 
 RVH   FORMCHECKBOX 
 MCH  FORMCHECKBOX 
 MCI   FORMCHECKBOX 
 MNH   FORMCHECKBOX 
 All Sites
What type of access is required? 

 FORMCHECKBOX 
 Paper chart    FORMCHECKBOX 
 OACIS   FORMCHECKBOX 
 Platypus   FORMCHECKBOX 
 Platypus for kids   FORMCHECKBOX 
 PCS      FORMCHECKBOX 
 Nephrocare  

 FORMCHECKBOX 
 Other (specify):     
*Note that electronic information is only available since 1989
Cost centre number when charges apply:      
Charges apply to: Research projects external to the MUHC; MUHC research projects funded by industry or granting agency; Internally funded MUHC research projects requesting access to more than 50 volumes of health records; Second requests or subsequent requests for health records for the same research project. For fee information, contact the Medical Records Service Research Coordinator.
 

Have/will these subjects given/give written consent to access their clinical information for this research purpose?

 FORMCHECKBOX 
 Yes
 If yes, provide each signed consent document to Medical Records Service, when acquired

             If yes, estimated number of MUHC subjects to be enrolled in study:       

 FORMCHECKBOX 
 No
If no, Criteria for Medical Records Service clinical information selection
 FORMCHECKBOX 
 Diagnosis (Specify):     
 FORMCHECKBOX 
 Surgical Procedure (Specify):      
 FORMCHECKBOX 
 Age (Specify):      
 FORMCHECKBOX 
 Sex (Specify):      
 FORMCHECKBOX 
 Hospitalization Period:       (yyyy/mm) to         (yyyy/mm)
 FORMCHECKBOX 
 Health Record Numbers (Specify):       

 FORMCHECKBOX 
 List provided
 FORMCHECKBOX 
 Other (Specify):      
If no, For MUHC Director of Professional Services use

Access to clinical information granted for above request by: 




Date (yyyy/mm/dd)

                 Signature of Head Division


Date (yyyy/mm/dd)

                 Signature of DPS
The MUHC Principal Investigator agrees to the following:

· The information collected for this research project will be used for the purposes of this research and will be kept strictly confidential in accordance with An Act Respecting Health Services and Social Services 

· Appropriate security measures will be used for storage and disposal of the information gathered during this research

· In reporting the results of the research, no patient’s name or other identifying information will be used and will remain confidential

· I have read the MUHC Policy and Procedure for Access to Clinical Information and am aware of the Medical Records Service fees for the processing of health records.
· No copies of paper of electronic health records will be permitted
· Paper versions of health records will be reviewed in the Medical Records Service Dept.
· Any paper version of health record made available for research and left unused will be reclassified without notice after one month. Fees will reapply for health record retrieval.
· All signed informed consent documents will be provided to Medical Records Services to be filed in the medical record

· For any clinical research with a therapeutic component, a ‘Confirmation of Participation in Research’ will be provided to Medical Records Services to be filed in the medical record
· For a prospective study, approval or authorization from a MUHC Research Ethics Board will be obtained before conducting this study
Date (yyyy/mm/dd)

                 Signature of MUHC PI
For MUHC Medical Records Service use

Estimated # of health records to be accessed: 

Access granted to: 
 FORMCHECKBOX 
 Paper chart    FORMCHECKBOX 
 OACIS   FORMCHECKBOX 
 Platypus   FORMCHECKBOX 
 Platypus for kids   FORMCHECKBOX 
 PCS     
 FORMCHECKBOX 
 Nephrocare   FORMCHECKBOX 
 Other (specify): 


 

Data collected by: 


         

Reviewed by Health Record Administrator Name: 


Date (yyyy/mm/dd)

                 Signature
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