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General Short Form Written Informed Consent Document to Participate in a Research Study
You are being asked to participate in a research study.

Before you agree to be in this research study, the study doctor must tell you about (i) the purpose of the research, the procedures that will take place, and how long you will be in the research; (ii) any procedures which are experimental; (iii) any reasonably foreseeable risks, discomforts, and benefits of the research; (iv) any potentially beneficial alternative procedures or treatments; and (v) how your confidentiality will be maintained.

Where applicable, the investigator must also tell you about (i) any available compensation or medical treatment if you are hurt while in the research study; (ii) the possibility of unforeseeable risks; (iii) circumstances when the investigator may stop your participation in the research; (iv) any added costs to you; (v) what happens if you decide to stop participating; (vi) when you will be told about new findings which may affect your willingness to continue being in the study; and (vii) how many people will be in the study.

If you agree to participate, you must be given a signed copy of this document and a written summary of the research.

If you think that you’ve been hurt because you were in this research study, you can call [enter name and telephone number of the principal investigator] or the administrator on-call at [insert applicable facility], phone number [for Aurora Sinai Medical Center, use (414) 219-2000; for St. Luke’s Medical Center, use (414) 649-6000, or insert facility switchboard phone number], who can talk to you about it and let you know what you should do next.

For general questions about the study, contact the principal investigator, [insert name of principal investigator], at telephone number [insert a telephone number where the subject may reach someone who is knowledgeable about the study, and update the consent form if the number changes after the subject is enrolled].
If you want to talk to someone not part of this study about your rights as a human subject, contact the Human Protections Administrator in the Aurora Research Subject Protection Program office at (414) 219-7744.

Your participation in this research is voluntary, and you will not be penalized or lose benefits if you refuse to participate or decide to stop.

Signing this document means that the research study, including the above information, has been described to you orally, and that you voluntarily agree to participate.

	PRIVATE
____________________________________________
	_____________________

	Signature of participant
	Date

	
	

	____________________________________________
	_____________________

	Signature of witness
	Date


Each use of this consent form requires prospective approval from the Research Subject Protect Program. Please call (414) 219-7744.
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