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Department of Veterans Affairs
VA Research Consent Form

Continuation Page    of   

Subject Name:      
Date:      
Title of Study:      
Principal Investigator:      
VAMC: 405 White River Jct, VT



VA Policy  The VA medical facility shall provide necessary medical treatment to you as a research subject injured as a result of participation in a research project approved by a VA Research and Development Committee and conducted under the supervision of one or more VA employees in accordance with Federal regulations.  If injury or illness are a result of non-compliance with the study procedures, you and

your insurance provider may be charged for that care.  Additional compensation may or may not be available under federal law.  Further information regarding eligibility for medical care and compensation under

federal law in the event of injury or illness may be obtained from the Business Office  at (802) 295-9363 extension 5030.  You may also contact the Medical Center's Patient Representative at (802) 295-9363 extension 6293.

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 and/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 VA or other benefits to which I am entitled.  I may withdraw from this study at any time without penalty or loss of future medical care at the 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 802-295-9363, extension _____, during the day and the on-call doctor at 802-295-9363 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 copy of this consent form.

Signature of Subject





  Date


   Time

Signature of Investigator or Investigator Representative
Signature of Witness 


Investigator Initials (if Investigator did not sign above) __________



*Initial of patient or representative acknowledging receiving a copy of this informed consent: 
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CPHS Approval date/renewal date __________ 
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