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	AMENDMENT REQUEST

	Please indicate the area(s) where change(s) has occurred:


	
	
	

	☐    VA Principal Investigator/Contact Information
	☐    Yes
	☐    No

	☐    Purpose of Study
	☐    Yes
	☐    No

	☐    Use of Your Individually Identifiable Health Information (IIHI)
	☐    Yes
	☐    No

	☐    Use of Your Data or Specimens for Other Research
	☐    Yes
	☐    No

	☐    Disclosure
	☐    Yes
	☐    No

	☐    Access to your Individually Identifiable Health Information created or obtained in the course of this research
	☐    Yes
	☐    No

	☐    Expiration
	☐    Yes
	☐    No

	☐    Optional Authorization Supplement for Placing My Data or Biological Specimens in a Repository or for Conducting Optional Analysis of My Specimens for Future Use in Research
	☐    Yes
	☐    No

	☐    Other: 
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