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	Department of Veterans Affairs
	VA RESEARCH CONSENT FORM



	
	Subject Name:    
	
	Date:
	

	
	Title of Study:    
	

	
	Principal Investigator:    
	
	VAMC:
	

	

	DESCRIPTION OF RESEARCH BY INVESTIGATOR

1.
Purpose of study and how long it will last:

2.
Description of the study including procedures to be used:

3.
Description of any procedures that may result indiscomfort or inconvenience:

4.
Expected risks of study:

5.
Expected benefits of study:

6.
Other treatment available:

7.
Use of research results:

8.
Special circumstances:



	SUBJECT’S  IDENTIFICATION (I.D.  plate  or  give  name-last,  first,  middle)
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	Subject Name:    
	
	Date:
	
	

	
	Title of Study:    
	
	

	
	Principal Investigator:    
	
	VAMC:
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	Subject Name:    
	
	Date:
	
	

	
	Title of Study:    
	
	

	
	Principal Investigator:    
	
	VAMC:
	
	

	

	RESEARCH SUBJECT’S RIGHTS:  I have read or have had read to me all of the above.

Dr. 

 has explained the study to me and answered all of my questions.  I have been told of the risks or discomforts and possible benefits of the study.  I have been told of other choices of treatment available to me.

I understand that I do not have to take part in this study, and my refusal to participate will involve 
no penalty or loss of rights to which I am entitled.  I may withdraw from this study at any time 
without penalty or loss of VA or other benefits to which I am entitled.

The results of this study may be published, but my records will not be revealed unless required by law.

In case there are medical problems or questions, I have been told I can call Dr. 

 
at 
during the day and Dr. 
 at 
 after hours. If any medical problems occur in connection with this study the VA will provide emergency care.

I understand my rights as a research subject, and I voluntarily consent to participate in this study.  I understand what the study is about and how and why it is being done.  I will receive a signed copy of this consent form.







Subject’s Signature

Date





Signature of Subject’s representative*

Subject’s Representatives (print)





Signature of Witness

Witness (print)



Signature of Investigator


*Only required if subject not competent.

	IF MORE THAN ONE PAGE IS USED, EACH PAGE (VAF 10-1086A) MUST BE CONSECUTIVELY NUMBERED AND SIGNED.
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