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DATA RELEASE REQUEST FORM

	AOA is responsible for protecting the confidentiality of the information it receives, and maintaining high-level data security procedures.  Only de-identified data can be released.

TO COMPLETE THIS FORM IN WORD
· Place the cursor in the required field
· Tab to move to the next field
· Click on check box to mark
· Once complete email the form to research@aoa.org.au.  
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	SECTION 1



CONTACT DETAILS:

	
DATE:  
	



	PRINCIPAL REQUESTER:
	

	POSITION:
	     

	TELEPHONE:
	     
	MOBILE:
	     

	EMAIL: (INSTITUTIONAL/ORGANIZATIONAL)
	     


	ORGANISATION: 
	     

	ADDRESS:
	

	
	

	
	     













	CONTACT PERSON:
	     




	DATE REQUIRED BY:
	
	

	
AOA will endeavour to provide the report by the nominated date; however this is dependent
 on the available resources at the time of the request and the complexity of the analysis required.







SECTION 2
	
REQUESTER/REQUESTING ORGANISATION:



	
[bookmark: Check89]AOA MEMBER    |_|

AOA ID:      

NAME:      
SIGNATURE:

	
[bookmark: Check83]HOSPITAL OR RESEARCH INSTITUTE    |_|

THE FOLLOWING PEOPLE ARE AWARE OF THIS REQUEST:

CEO
|_| YES	 |_|NO	 |_| N/A


NAME:      
SIGNATURE:

HEAD  OF  ORTHOPAEDIC DEPARTMENT
|_| YES	 |_|NO	 |_| N/A


NAME:      
SIGNATURE:

	
[bookmark: Check84]GOVERNMENT    |_|

NAME:      
SIGNATURE:


	[bookmark: Check87]OTHER         |_|
	[bookmark: Text401]PLEASE SPECIFY       



		IDENTIFY WHO WILL HAVE ACCESS TO DATA:

	[bookmark: Text1144]     

	[bookmark: Text1145]     

	[bookmark: Text1146]     

	[bookmark: Text1147]     







	

SECTION 3



DETAILS OF DATA USAGE:
Please provide details of intended use of the requested data




















SECTION 4

DATA REQUEST:
Tick relevant box/es

	NATIONAL DATA
	|_|
	
STATE  DATA
	|_|
	NAME OF STATE:
	

	
	
	HOSPITAL DATA
	|_|



Specify details of Other Data
	OTHER DATA
	|_|
	     



	TIME PERIOD
	
	     




	[bookmark: _GoBack]SPECIFIC DETAILS OF DATA REQUIRED:
	[bookmark: Text1066]     



	To facilitate a timely turnaround of requests please ensure that all relevant sections of the Form are completed in full.  Incomplete requests will be returned to the requester for completion and resubmission.






SECTION 5
	
JOURNAL/CONFERENCE DETAILS:
Complete details(where applicable)



	TITLE OF PUBLICATION  OR ABSTRACT:
	     



	PRINCIPAL AUTHORS:
	     

	
	[bookmark: Text1073]     

	
	[bookmark: Text1074]     



	INTENDED JOURNAL:
	     



	CONFERENCE DETAILS:
	[bookmark: Text718]     



	LOCATION:
	[bookmark: Text732]     



	DATE OF CONFERENCE:
	     



	ABSTRACT SUBMISSION DEADLINE:
	     


Please note: A draft abstract must be submitted at least 10 days prior to this date.

	COMMENTS:
	[bookmark: Text937]     

	
	[bookmark: Text951]     




 

SECTION 6

RESEARCH PROJECT:

HYPOTHESIS: 
	[bookmark: Text1133]     



BACKGROUND INFORMATION:
	     



PRIMARY OBJECTIVES OF YOUR INVESTIGATION: 
	[bookmark: Text1141]     



	PRINCIPAL INVESTIGATOR:

	NAME:
	     

	POSITION:
	     

	ORGANISATION/UNIT:
	     

	SIGNATURE:
	     

	DATE:	
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