ANNEXURE V


Institutional / Departmental / Hospital Letter Head

(Department of _________)

INFORMED CONSENT FORM

S. No.









Date

Patient’s Name

Name Parent/Guardian/LAR: 


                 Age:

Sex:

I have bee explained the details of study entitled “……………………………” and my question (s) regarding the study have been answered to my satisfaction in a language understood by me.

1. I understand that I have the right to withdraw from the study at any time and time and to decline to answer any particular question.

2. I understood that my participation in this study is confidential and that no material that could identify me will be used in the analysis and in any reports based on this study.

3. I consent to my blood (a maximum of 5 mI ) being drawn for the purpose of this study .I understand that on completion of the study or if I withdraw from the study, my blood sample (s ) will be destroyed. I also understand that there is any problem with any of the blood tests or measurement taken, I will be informed and the report will be kept confidential.

I hereby provide the my consent to take part in the study entitled “………………………………………………………………………………”.
Signature/ Thumb Impression of volunteer     Subject/LAR

 Signature of witness/ Signature of Guardian      

Signature of investigator

Name & Address of Witness/Guardian 

