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date of request

title of study

researcher(s)

organization

phone number fax number

address

begin date end date

publication intentions

endorsements

a. general information regarding study (attach additional pages as necessary)

2. have you previously received approval for this research project from an institutional review board (irb)?

yes      institution/university: ___________________________________________________________ (please attach a copy of this approval)

no

3. have you received a letter of support from a division director within the missouri department of social services?

yes      from: ___________________________________________________________ (please attach a copy of support letters)

no

1. are you a tenure-track or full-time research faculty member at an accredited institution of higher education engaged in scholarly research?

yes      institution/university: ___________________________________________________________ 

no

4. describe the purpose/goal of this study.

5. describe the methodology of the study.

6. describe the specific data/information (including transaction codes, if applicable) that is requested.

application to conduct research/study
please type or print legibly - attach additional pages as necessary

Your Potential.  Our Support.
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8. describe the detailed plan of maintaining confidentiality of the identifying information used in your research or evaluation. all elements below must be

explained in detail.

a. who will have access to the identifying information?

b. what procedures are in place to ensure all persons who have access to the identifying information understand the requirement to keep the identifying

information confidential and the legal consequences of any violation of confidentiality?

c. describe the security measures (physical, electronic, etc.) that will be used to protect participants’ information (e.g., locked file cabinets, computer

passwords, etc.)

d. identifying data should be destroyed within 60 days upon conclusion of this research/study. do you agree to comply?

d. yes      no      if yes, describe the destruction method to be used.

e. if the research design requires the release of any information which would identify persons served by the department of social services, please describe

in detail the process by which you will obtain the consent of the person served or, if person served is a child, the parent or guardian of the person served

in order to release the identifying information. provide a copy of the protocol for obtaining consent and a copy of the proposed consent form.

9. do you agree that data released will be used only for the purpose stated in this application?

yes      no

10. describe how the participants will be recruited and selected.

7. if you need information which identifies specific individuals, explain in detail why the identifying information you are requesting is essential to your research.
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b. hipaa assurances and protections (attach additional pages as necessary)
1. is it possible to conduct the research with data that does not identify the individuals?

yes if your research can be accomplished with all the individual identifiers, down to a three-digit zip code level deleted, then the data
does not contain individually identifiable health information and hipaa requirements do not apply. Please briefly explain how this
will be accomplished.

no please continue

2. is it possible to obtain the informed consent of those participating?

yes no

3. if data is being requested, is it possible to obtain informed consent of the participants prior to dss releasing data?

yes please include, with this request, the hipaa compliant authorization form to be used to get individual authorizations from the
clients (or guardian, if minor) to release their information.

no Please provide a brief explanation and continue.

11. describe what will be required of the department of social services (personnel, resources, etc.) to comply with your request.

12. describe the expected benefits of this study (to clients, agency, society, etc.)

  13. describe any potential risks (psychological, physical, confidentiality, etc.) that may be experienced by the participants and how these risks will be minimized.

14. additional comments that may prove helpful in the review of this request.
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4. how will you protect the identifiers in the protected health information (phi) against improper use and disclosure?

5. will it be possible to eliminate the individual identifiers in the data at any phase in the research prior to the completion of the research? if so, please

describe how and when this will be done.

division

approved      rejected

division director or designee date

dss privacy board approved      rejected

dss privacy officer or designee date

6. if this request is approved, i agree and assure that the protected health information will not be reused or disclosed to any other person or entity, except

as required by law or for authorized oversight of the research study.

yes    i agree with this statement.      no    i do not agree with this statement. 

printed name of individual submitting application title

date signature

c. dss use only

by signing this document, you agree to carry out research precisely as stated in this application. you further agree that no changes in the

research design or use of the data provided by the department of social services may be made or implemented without the prior, written

consent of the department of social services. you acknowledge and understand that any information or data provided by the department of

social services is or may be confidential as a matter of law. you understand that unauthorized disclosure of confidential information provided

by the department of social services may be subject to significant civil liability and/or criminal prosecution. you agree that you and your

institution shall be solely responsible for maintaining the confidentiality of the information and you shall be responsible for the actions of your

agents, employees, students and other persons who may be working with this data. you agree that in the event the confidential information

has been disclosed to unauthorized persons or entities you will immediately notify the department of social services and all persons who

may be impacted by the unauthorized disclosure and to take all reasonable measures to mitigate any harm caused by the unauthorized

disclosure of confidential information. you further agree that you and your institution will be responsible for the payment of any damages,

costs, penalties, fines, including attorneys’ fees and litigation expenses, which may arise out of the disclosure of confidential information

provided by the department of social services. you also agree that you will defend, pay, indemnify and hold the state of missouri and the

department of social services harmless from any and all claims, damages, fines, assessments and other liabilities including attorneys’ fees

and litigation costs, which may be charged against the state of missouri or the department of social services as a result of any improper

release or disclosure of confidential data provided by the department of social services. if approved, a memorandum of understanding

(mou) may also be required.
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