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CONSENT FORM 5/12/13 version 4
Title of Project: Genetics of Human Epilepsies – Rare Epilepsies
Name of Researcher: Professor Deb Pal

Please initial box
1. I confirm that I have read and understand the information sheet dated 05/12/13 (version 4) for the above study. I have had the opportunity to consider the information, ask questions and have had these answered satisfactorily.

2. 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.

Biological samples will be destroyed as detailed.

3. I understand that relevant sections of any of my medical notes from hospital and GP medical records and data collected during the study, may be looked at by responsible individuals from regulatory authorities or from the NHS trust, or the BRC Bioresource team, where it is relevant to my taking part in this research. I give permission for these individuals to have access to my records.


4. I agree to have my/child’s samples and data included in the National NIHR Bioresource.


5. I agree that my biological material e.g. blood, saliva, DNA can be removed and used for the above study and that I have been made aware of surplus material disposal methods according to the Human Tissue Act 2004.


6. I agree that any biological material surplus to this study and relevant clinical information can be used in future related research, which has been approved by a recognised Research Ethics Committee. 


7. I agree to be contacted in the future by the BRC Bioresource team requesting my/child’s participation in similar studies or other medical research studies.


8. I agree that my blood/tissue sample may be used for high throughput sequencing projects and that my data may be transferred, managed and stored externally. I understand that I will not receive any information about my/child’s individual results.

9. I agree to my GP being informed of my participation in the study.


10. I agree to take part in the above study.
________________________
________________
____________________

Name of Subject

Date
Signature

________________________
________________
____________________

Name of Parent/Guardian
Date
Signature

_________________________
________________
____________________

Name of Person taking consent
Date

Signature

(if different from researcher)

_________________________
________________
____________________

Researcher


Date

Signature

When completed, 1 for patient; 1 for researcher site file; 1 (original) to be kept in medical notes
