
(Form to be on headed paper)
CONSENT FORM

Consent by subject for participation in Research Protocol

Protocol Number:

Patient Identification Number for this trial:

Title of Protocol: 

Doctor(s) Directing Research: 


1. I confirm that I have received a copy of the Information Sheet for the above study. I have read it and I understand it. I have received an explanation of the nature, purpose, duration and foreseeable effects and risks of the study and what my involvement will be.

2. I have had time to consider whether to take part in this study and I have had the opportunity to ask questions.

3. I understand that my participation is voluntary and that I am free to withdraw at any time, without giving any reason, without my medical care or legal rights being affected.

4. I have, to the best of my knowledge, informed the investigator of my medical history, previous participation in clinical trials, medication and any consultations that I have had with a doctor over the past 4 months. 

5. I understand that my GP, Dr…… , will be informed by Dr……… that I am taking part in this study.

6. I understand that sections of any of my medical notes may be looked at by responsible individuals from Sligo General Hospital (or company name) or from regulatory authorities where it is relevant to my taking part in research. I give permission for these individuals to have access to my records for the purposes of this study.

7. I agree to take part in the above study.

______________________

____________
________________

Name of patient


Date


Signature

______________________

____________
________________

Name of person taking consent
Date


Signature

(if different from investigator)

______________________

____________
________________

Investigator



Date


Signature

1 copy for patient, 1 copy for investigator, 1 copy for medical records






