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G. Termination of Participation (where
applicable):

H. Compensation / Treatment:

In the event of injury resulting from participation in the
research study, hospitalization and professional
attention, if these are required, will be provided at KFSH
at no cost to you. Financial compensation from
KFSH&RC is not available.

I. Voluntary Participation:

Participation in this study is voluntary. You will suffer
no penalty nor loss of any benefits to which you are
otherwise entitled should you decide not to participate.
Withdrawal from this research study will not affect your
ability to receive alternative methods of medical care
available at KFSH&RC.

Significant new findings developed during the course of
the research study which might be reasonably expected
to affect your willingness to continue to participate in the
research study will be provided to you.

J. Confidentiality:

Your identity and medical record, as a participant in this
research study, will remain confidential with respect to
any publications of the results of this study. Your
medical record in connection with this study will be kept
confidential to the extent permitted by the law.
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Furthermore, your medical record may be reviewed by
the Research Advisory Council or the agency
sponsoring this research in accordance with applicable
laws and regulations.

A signed copy of the consent form will be given to you.

PART Il:  Authorization of Voluntary partici-
pant who is not expected to obtain

any direct benefit:

Participant Name:

MRN # (or address):

1l.a | hereby volunteer to participate in a research
program under the supervision of
Dr. and his/her associates at
KFSH&RC which will involve the following conditions,
drugs or procedures:
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1.b | also agree that the following body fluids and
tissues may be sampled for research analyses and
related purposes (include volume and frequency of
each):

2. | acknowledge that | have read, or had explained to
me in a language | understand, the attached Research
Participant Information sheet and that
Dr. has explained to me the nature
and purpose of these studies, including the extent, if
any, to which they are experimental, the possible
attendant discomforts, symptoms, side effects and risks
reasonably to be expected, and the possible
complications, if any, which may arise from both known
and unknown causes as a result of these studies. |
have had the opportunity to ask any questions | had
with respect to this study and all questions | asked were
answered to my satisfaction.

3. | understand that these studies are not intended to
be of any direct therapeutic benefit to me and |
voluntarily accept the risks and discomforts associated
with these studies.
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5. | understand that, in order to provide the data by
which to measure the effectiveness of these studies,
Dr. and his/her associates may
carry out certain routine preliminary diagnostic
procedures which have been fully described and
explained to me. Should these indicate any
abnormality, my participation in the aforementioned
studies may be terminated. | acknowledge | do not
have any preexisting medical or emotional problem
which would make it unwise for me to participate in
these studies.

6. | understand that | am free to withdraw this
authorization and discontinue participation in these
studies at any time. The consequences and risks, if
any, of such withdrawal during the course of the studies
have been explained to me. | understand that such
withdrawal will not affect my ability to receive any
medical care made necessary by the performance of
such studies or to which | might be otherwise entitled.

7. | grant this consent as a voluntary contribution in the
interest of medical research.

8. | confirm that | have read, or had read to me, the
foregoing authorization and that all blanks or
statements requiring completion were properly
completed before | signed.
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Patient/Surrogate Sighature:

Date:

Print name:

Relationship:

(If signed by Surrogate)

9. | confirm that | have accurately translated and/ or
read the information to the subject:

Witness:

Signature
Print name:

KFSH&RC ID#:

I have fully explained to the above volunteer/ relative/
surrogate the nature and purpose of the above-
mentioned research program (including the fact that the
studies will not result in any direct therapeutic benefit
and the extent, if any, to which the studies are
experimental), the possible complications which may
arise from both known and unknown causes as a result
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thereof and the consequences and risks, if any, if the
volunteer decides to discontinue participation. It is my
understanding that he/she understands the nature,
purposes, and risks of these studies before he signs
this informed consent. | have also offered to answer
any questions relating to these studies and have fully
and completely answered all such questions.

Signature of Principal Investigator/ Delegate:

Print Name:

Date:
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