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	  Fraser Health Research Ethics Board
  Department of Evaluation and Research Services
300 – 10334 152A  Street, Surrey, BC  V3R 7P8

Phone: (604) 587-4681 Fax: (604) 587-4665


CONSENT TO REVIEW RECORDS AND CONTACT FOR PARTICIPATION IN RESEARCH

Principal Investigator/Research Group:  
[Insert Name]
Phone: 




[Insert Phone No.]
Pager:




[If Applicable]
Research Group Name: 


[If Applicable]
[Insert Name of Research Group or Principal Investigator] consists of a group of scientists, physicians, nurses and other healthcare professionals [include as applicable] that conducts research at [Insert FHA Hospital Name/Site] with the support of the Fraser Health Authority.  We are interested in contacting individuals who have used the services of a Fraser Health physician or [Insert FHA Hospital Name/Site] to ask if they would be interested in participating in any of our future research projects at the [insert FHA Hospital Name/Site].

The purpose of this form is to obtain your consent, should you choose to provide it, for a person from our staff to review medical records relating to you at the clinic of a Fraser Health physician or at [Insert FHA Hospital/Site] to determine if you would be a candidate for a research project and to contact you at some future time. This consent would apply to this hospital admission only, so you may be asked again at future admissions. If you agree to be contacted, the contact will be made within 6 months of the date you consented.
The review of medical records relating to you will be done by a qualified staff member of [Insert Name or Research Group or Principal Investigator] and will only be for the purpose of determining if you are a candidate for a research project related to your diagnosis that is being conducted by [Insert Name of Research Group or Principal Investigator] at the [Insert FHA Hospital/Site].  The medical records will be kept entirely confidential during this process.

The information you provide on this form will only be used to contact you for the purpose of asking you if you would be interested in participating in an upcoming research project.  By completing this form you are not agreeing to participate in a research project.  All of the information you provide on this form will be kept confidential and will only be kept for as long as you have consented.  Filling out this form is entirely voluntary and will not in any way affect the support or treatment you receive as a patient of the Fraser Health physician or at [Insert FHA Hospital/Site].

You do not need to complete this form if you do not want medical records relating to you to be reviewed by the staff of [Insert Name of Research Group or Principal Investigator] and to be contacted.  
If you consent now you may change your mind at any time.  If you change your mind at a later date this will not in any way affect the support or treatment you receive as a patient of the Fraser Health physician or at [Insert FHA Hospital/Site].
Addressograph:

Do you consent to have the medical records relating to you at the clinic of a Fraser Health physician or at [Insert FHA Hospital/Site] reviewed by a staff member of [Insert Name of Research Group or Principal Investigator] for the purpose of determining if you would be a candidate for a research project and to contact you within 6 months from the date of consent?  Please circle your response below.

YES


NO

If you have circled “YES”, please indicate how you would like to be contacted by checking the boxes below.

Do you wish to be contacted by phone?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Is it ok to leave a message?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 

Do you wish to be contacted by regular mail?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do you wish to be contacted by email?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, your email address is:












By signing below, I confirm that I am 19 years of age or older and that I have read and understand this form.  I also understand that I can refuse to have medical records relating to me reviewed and I can refuse to be contacted by staff of [Insert Name of Research Group/Principal Investigator] and that this will not affect my medical care in any way. 
I hereby give consent to [Insert Name of Research Group/Principal Investigator] to review medical records relating to me and to contact me to ask me if I am interested in participating in any of its future research projects for six (6) months from the date of signing below.  
Name (please print) 









Signature





 Date






If you have any questions or concerns regarding this form, please feel free to contact [Insert Research Group Contact Name, Phone Number and Address, Fax No. is optional]
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