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Data Request and Processing Unit




Bureau of Biometrics and Health Statistics

New York State Department of Health

800 North Pearl Street, Room 224

Albany, New York 12204

Phone:  (518) 474-3189
   


bio-info@health.state.ny.us




Date​​​​​​​​​​​​​​​​​​​​​​​_______________________________

1. ORGANIZATION AND INDIVIDUAL REQUESTING USE OF DATA

a. Project Director and Title:




b. Organization (include branch, division, department, etc):





c. Contact Person:



d. Street Address or P.O. Box:



e. City/State/Zip Code:



f. Telephone (include area code):



g. E-mail:



h. Signature:



2. SUMMARY OF STUDY PROPOSAL AND PROJECT ACTIVITIES

a. Title of Study/Project:





b. Summary of Study Proposal and Project Activities:  
(Attach as many additional sheets as required)
Note:  The summary provided below should be self-contained so that it can serve as a succinct and accurate description of the project and should include the following information in the description of your study:

1) How the requested data will be used.





2) Matching, if any, with other data files, specifying the type and source of these files.





c. Output Produced from this Project/Study:  Will results be presented in a manner that may allow identification of individual records?






3. TYPE AND FORMAT OF DATA REQUESTED

	
	File Format
	Requested Years

	______
	Inpatient De-Identified Master (2500 Characters)
	______________________

	______
	Inpatient De-Identified Abbreviated Master

(489 Characters)
	______________________

	


	
	File Format
	Requested Years

	______
	Outpatient De-Identified Master (2500 Characters)
	______________________

	______
	Ambulatory Surgery 

De-Identified Master (2500 Characters)
	______________________

	


4. CONFIDENTIALITY OF DATA AND DATA RETENTION

a. How will you maintain the confidentiality of the data obtained?  Include an explanation of how and where such data will be stored as well as how and when you plan to dispose of the data after your study is completed.  Also describe the safeguards that exist (or will be implemented) to ensure that the data will be used solely for the purpose of this research project.










b. Identify every individual who will have access to the provided information including the names of consultants, contractors, subcontractors, etc.  For every individual listed, there must be a completed affidavit form attached.  PLEASE MAKE ADDITIONAL COPIES OF THE AFFIDAVIT AS NEEDED.  ONLY THOSE INDIVIDUALS LISTED BELOW AND WHO HAVE AN ATTACHED, SIGNED AFFIDAVIT FORM MAY USE OR HAVE ANY ACCESS TO THESE DATA.  NO ONE ELSE IS APPROVED TO HAVE ACCESS.
	NAME
	TITLE

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Organizational Affidavit 

STATE OF:       

COUNTY OF:


, being duly sworn, deposes and says:

1.  I am 
 of 
, and am authorized to sign on behalf of this organization.  My signature indicates organizational support for this application and responsibility for maintaining the confidentiality of the data provided.

2.  The data that this organization may receive is confidential and is subject to strict limitations on disclosure delineated in Title 10 of the Official Compilation of Codes, Rules, and Regulations (NYCRR Title 10 §400.18).  I have been informed by the New York State Department of Health and am aware that no attempt may be made by my organization or anyone employed by or under contract to my organization to identify specific individuals whose data has been received.

3.  I also acknowledge that I have been informed by the New York State Department of Health and am aware of the following restrictions on use of any data/information to which I am granted access:

a. Access to any data will be granted only to the individual(s) who have signed affidavits on file with the New York State Department of Health;

b. Data will be used only for the purposes stated in the Summary of the Study Proposal and Project Activities;

c. No data will be released or disclosed to any person or entity;

d. The data will be kept in a secure environment and only authorized users will have access;

e. The data may not be matched and/or linked to any other data set containing elements deemed “identifying” by NYCRR Title 10 §400.18 and/or SPARCS for which the user has not received explicit approval from the Data Protection Review Board (DPRB) to access, including patient elements not collected by SPARCS but present in other data sets, such as name or social security number;

f. The applicant organization is required to destroy or return all information and derivatives containing confidential data within two years.  The limit is defined as two years from when the final requested year’s data file is considered “complete” by SPARCS.  A written request to extend this time period may be submitted to this office for approval;

g. The data will be processed and disposed of as is indicated in Section 4 of the application;

h. Any publication or report produced by this organization and/or using this data will acknowledge the source of the data.

Organizational Affidavit
4.  I am aware that any unauthorized disclosure of individually-identifying or confidential information is prohibited by law.  In particular, I am aware that unauthorized disclosure of SPARCS information is prohibited under NYCRR Title 10 §400.18 (e) (9) (vi) and New York Public Health Law §12.
5.  Furthermore, I understand that violations of these and any other disclosure guidelines are punishable by monetary fines, and that the Department of Health will prosecute to the fullest extent of applicable laws.

	
	
	

	Date
	
	Signature

	
	
	

	
	
	

	
	
	Name (Printed)

	
	
	

	
	
	

	
	
	Title

	
	
	

	
	
	

	
	
	Organization


Subscribed and sworn to before me on

This 
 day of 
, 


	

	

	Notarization


All requestors are asked to send the Bureau of Biometrics and Health Statistics, of the New York State Department of Health, copies of any non-proprietary reports or publications based on requested data.  The Bureau of Biometrics and Health Statistics, as part of its conditions for the release of data, may specifically require the requestor to send the New York State Department of Health copies of reports or publications based on data from this request. 
Individual Affidavit


STATE OF:       

COUNTY OF:


, being duly sworn, deposes and says:

1.  I am identified in the attached Application for SPARCS Data involving non-identifying information as an individual who will use or have access to the provided information.

2.  The data I may receive is confidential and is subject to strict limitations on disclosure delineated in Title 10 of the Official Compilation of Codes, Rules, and Regulations (NYCRR Title 10 §400.18).  I have been informed by the New York State Department of Health and am aware that no attempt may be made by me to identify specific individuals whose data has been received.

3.  I also acknowledge that I have been informed by the New York State Department of Health and am aware of the following restrictions on use of any data/information to which I am granted access:

a. Access to any data will be granted only to the individual(s) who have signed affidavits on file with the New York State Department of Health;

b. Data will be used only for the purposes stated in the Summary of the Study Proposal and Project Activities;

c. No data will be released or disclosed to any person or entity;

d. The data is kept in a secure environment and only authorized users will have access;

e. The data may not be matched and/or linked to any other data set containing elements deemed ”identifying” by NYCRR Title 10 §400.18 and/or SPARCS for which the user has not received explicit approval from the Data Protection Review Board (DPRB) to access, including patient elements not collected by SPARCS but present in other data sets, such as name or social security number;

f. The applicant organization is required to destroy or return all information and derivatives containing confidential data within two years.  The limit is defined as two years from when the final requested year’s data file is considered “complete” by SPARCS.  A written request to extend this time period may be submitted to this office for approval;

g. The data will be processed and disposed of as is indicated in Sections 4 of the attached application;

h. Any publication or report produced by this organization and/or using this data will acknowledge the source of the data.

Individual Affidavit
4.  I am aware that any unauthorized disclosure of individually-identifying or confidential information is prohibited by the law.  In particular, I am aware that unauthorized disclosure of SPARCS information is prohibited under NYCRR Title 10 §400.18 (e) (9) (vi) and New York Public Health Law §12.

5.  Furthermore, I understand that violations of these and any other disclosure guidelines are punishable by monetary fines, and that the Department of Health will prosecute to the fullest extent of applicable laws.

	
	
	

	Date
	
	Signature

	
	
	

	
	
	

	
	
	Name (Printed)

	
	
	

	
	
	

	
	
	Title

	
	
	

	
	
	

	
	
	Organization


Subscribed and sworn to before me on

This 
 day of 
, 


	

	

	Notarization


As project director for this application, I have approved the access and usage of the data for this research initiative for the requesting individual above.

	

	

	Project Director Signature

	

	

	Name (Printed)

	

	


All requestors are asked to send the Bureau of Biometrics and Health Statistics, of the New York State Department of Health, copies of any non-proprietary reports or publications based on requested data.  The Bureau of Biometrics and Health Statistics, as part of its conditions for the release of data, may specifically require the requestor to send the New York State Department of Health copies of reports or publications based on data from this request. 



FOR DOH USE:


  Request Number:  RELDID-________


  Authorization Initial:  _____________


  





  DOH Request: � FORMCHECKBOX �� yes � FORMCHECKBOX �� no











FOR DOH USE:


  Request Number:  RELDID-________


  Authorization Initial:  _____________


  





  DOH Request: � FORMCHECKBOX �� yes � FORMCHECKBOX �� no











FOR DOH USE:


  Request Number:  RELDID-________


  Authorization Initial:  _____________


  





  DOH Request: � FORMCHECKBOX �� yes � FORMCHECKBOX �� no
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