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RESEARCH SUBJECT INFORMATION AND CONSENT FORM 

TITLE: African American Cancer Clinical Trial Decisions: Testing Tailored Messages

VCU IRB NO: HM20002965

PRINCIPAL INVESTIGATOR:    Richard Brown, PhD
Dept. of Social and Behavioral Health
School of Medicine, 
Virginia Commonwealth University, P.O. Box 980149
Richmond, VA 23298-0149
Telephone: 804-628-3340; Fax: 804-828-5440; 
Email: rbrown39@vcu.edu 

Please read this form carefully. It tells you about the research study and what you will be asked to do if you agree to 
participate. Please be sure to ask any questions that you may have about the study. You can contact Dr. Richard 
Brown (Principal Investigator) at any time to discuss your involvement in this study. This form will help you think 
about this study. Feel free to discuss with family or friends before making your final decision to participate in this 
study.

PURPOSE OF THE STUDY 

Research shows that patients who take an active role in making decisions about their health care have better results, 
such as lower anxiety. Also, physicians are known to give more information and support to patients who actively 
communicate with them. By active, we mean that patients ask more questions of their doctor or express their 
concerns. One method that may promote active patient communication in consultations is providing personal and 
relevant (or tailored) health messages. The tailored heath messages patients will receive in this study are 
personalized written information about clinical trials that are prepared depending on a patient’s information or likes 
and dislikes, such as how they prefer to make decisions. We want to see how these tailored messages might change 
the way doctors and patients talk with each other about a clinical trial. 
 
 DESCRIPTION OF THE STUDY AND YOUR INVOLVEMENT

In this study we will focus on African American cancer patients who may be eligible for a therapeutic cancer clinical 
trial. To assess the effectiveness of a tailored heath message intervention we will evaluate the impact of two different 
levels of tailored messages (deep vs shallow tailoring) on consultation communication. We will also assess the 
impact of providing or not providing the patient’s oncologist with the tailored messages prior to the trial 
consultation. We also want to evaluate if the tailored messaging intervention impacts communication behaviors 
between cancer patients and their caregivers. 

Study Activities 
This type of study is known as a “randomized controlled trial.” People who join this study will be randomly placed 
into one of four groups, like drawing numbers from a hat.

If you are in Group 1 or 2, you will receive an information brochure (tailored messages) based on your Electronic 
Medical Record data. After assenting to the study over the phone, this information brochure would have been mailed 
to you to read and share with family members and friends ahead of your consultation to discuss a clinical trial. 
Participants in Group 2 will also have this brochure given to their physicians. 

If you are in Group 3 or 4, you will receive an information brochure (tailored messages) based on your Electronic 
Medical Record data and survey responses. After assenting to the study over the phone, this information brochure 
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would have been mailed to you to read and share with family members and friends ahead of your consultation to 
discuss a clinical trial. Participants in Group 4 will also have this brochure given to their physicians.  

No matter what group you are in, all participants will be asked to complete questionnaires before receiving the 
information brochure, before and after meeting with your physician to discuss a clinical trial, and one month after the 
consultation. A Research Assistant (RA) will call you to complete the first and last survey over the phone, the first 
survey must be completed approximately one week before your appointment to discuss a clinical trial. The surveys 
done before and after the consultation can be completed in-person.

If a family member/care giver comes with you to your consultation appointment, we will ask them to complete a 
questionnaire about communication. If no one is present, the RA will ask you to nominate someone that you feel is 
influential in your decision making and provide their contact information so that a study member can contact them to 
fill out the questionnaire.

The consultation between you and your physician will be audio recorded. The Research Assistant (RA) will set up a 
digital audio recorder in the consultation room immediately prior to the discussion. Once the recorder has been 
turned on the RA will leave the room. The RA will not re-enter the room until the consultation is complete, when the 
RA will return to remove the audio recorder. Consultations will be audio recorded to allow us to gather data about 
patient-physician communication and the level of patient activation in the consultation.

If you decide to be in this research study, you will need to confirm that you have read and understood your 
involvement in this study. You will also confirm that you have had all of your questions answered. After reading this 
entire consent form, you will need to sign the consent section on Page 5. 

RISKS AND DISCOMFORTS

Some people may feel uncomfortable when answering some of the questions in the questionnaires. If you feel 
uncomfortable you may skip a question or stop participating altogether. Some patients may be uncomfortable with 
having their consultation audio recorded. 

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

In this study we will need to use information from your medical records for research purposes. This section provides 
details regarding who will have access to your information and the type of information we will need. 

Authority to Request Protected Health Information
The following people and/or groups may request my Protected Health Information:

 Principal Investigator and Research Staff     Study Sponsor    
 Research Collaborators     Institutional Review Boards   
 Data Safety Monitoring Boards    Government/Health Agencies  
 Others as Required by Law

Authority to Release Protected Health Information 
The VCU Health System (VCUHS) may release the information identified in this authorization from my medical 
records and provide this information to:  

 Health Care Providers at the VCUHS    Principal Investigator and Research Staff     
 Study Sponsor   Research Collaborators     
 Data Coordinators   Institutional Review Boards     
 Data Safety Monitoring Boards      Government/Health Agencies     
 Others as Required by Law
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Once your health information has been disclosed to anyone outside of this study, the information may no longer be 
protected under this authorization.

Type of Information that may be Released
The following types of information may be used for the conduct of this research:

 Complete health record  Diagnosis & treatment codes  Discharge summary
 History and physical exam  Consultation reports  Progress notes
 Laboratory test results  X-ray reports  X-ray films / images
 Photographs, videotapes Complete billing record  Itemized bill
 Information about drug or alcohol abuse  Information about Hepatitis B or C tests
 Information about psychiatric care  Information about sexually transmitted diseases
 Other (specify):       

Expiration of This Authorization  
 This authorization will expire when the research study is closed, or there is no need to review, analyze 
and consider the data generated by the research project, whichever is later.

 This research study involves the use of a Data or Tissue Repository (bank) and will never expire.
  Other (specify):       

Right to Revoke Authorization and Re-disclosure
You may change your mind and revoke (take back) the right to use your protected health information at any time. 
Even if you revoke this Authorization, the researchers may still use or disclose health information they have already 
collected about you for this study. If you revoke this Authorization you may no longer be allowed to participate in 
the research study. To revoke this Authorization, you must write to the Principal Investigator.

BENEFITS TO YOU AND OTHERS

You may also feel that the intervention has helped you be more active in the consultation and make a well informed 
trial decision. You will have the opportunity to subscribe to email updates about the progress and results of this 
study. The information we learn from people in this study may be useful to other cancer patients. Your participation 
will also contribute to scientific knowledge.    

PAYMENT FOR PARTICIPATION

You will receive $25 as compensation for your participation. Participants will be given a $10 gift card after the 
consultation. A $15 gift card will be mailed after the 1-month post consultation questionnaires are complete.

COSTS

There are no costs for participating in this study other than your time. 

ALTERNATIVES

You may choose not to participate in this research study. Your medical care will not be affected by this decision.

CONFIDENTIALITY

All data is being collected only for research purposes. Your data will be identified by an ID number. ID numbers are 
randomly generated and a code will link your number with study data. The data will be entered in a password 
protected database that is accessible only to study personnel. Potentially identifiable information about you will 
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consist of surveys, audiotapes and transcripts of consultations, and data obtained from your medical record. Your 
name, phone number, and email address will allow us to track your information over time. 
All personal identifying information will be kept in password protected files. The audio recording transcriptions will 
not include your name and the audio digital files will be saved on a secure, password-protected computer. All 
identifying information will be removed and destroyed at the end of the study. Also, the code linking identifiers to 
the study data will be destroyed at the completion of the study. A data file without any identifiable information will 
be kept indefinitely. Access to all data will be limited to study personnel. To protect your privacy and 
confidentiality, a data and safety monitoring plan has been established. 

You may be asked to provide your social security number in order to receive payment for your participation. Your 
social security number is required by federal law. It will not be included in any information collected about you for 
this research. Your social security number will be kept confidential and will only be used in order to process 
payment.

A description of this clinical trial will be available on http://www.ClinicalTrials.gov, as required by U.S. Law. This 
website will not include information that can identify you. At most, the website will include a summary of the 
results. You can search this website at any time. We will not tell anyone the answers and responses you give us. 
What we find from this study may be presented at meetings or published in papers, but your name will never be used 
in these presentations or papers. 

VOLUNTARY PARTICIPATION AND WITHDRAWAL

You do not have to participate in this study. If you choose to participate, you may stop at any time without any 
penalty. You may also choose not to answer particular questions that are asked in the study. If you choose not to take 
part in this study, or if you withdraw after you have started, you will not be penalized in any way, nor will the quality 
of care you receive be affected. 

Your participation in this study may be stopped at any time by the study staff without your consent. The reasons 
might include:
 the study staff thinks it necessary for your health or safety;
 you have not followed study instructions;
 administrative reasons require your withdrawal.

QUESTIONS

In the future, you may have questions about your participation in this study. If you have any questions, complaints, 
or concerns about the research, contact Richard Brown (Principal Investigator):

Richard Brown, PhD
Dept. of Social and Behavioral Health
School of Medicine, 
Virginia Commonwealth University, P.O. Box 980149
Richmond, VA 23298-0149
Telephone: 804-628-3340; Fax: 804-828-5440; 
Email: rbrown39@vcu.edu 

The researchers named above are the best people to call for questions about your participation in this study. 
If you have general questions about your rights as a participant in this or any other research, you may contact:

Office of Research
Virginia Commonwealth University
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800 East Leigh Street, Suite 3000, P.O. Box 980568, 
Richmond, VA 23298
Telephone: (804) 827-2157

Contact this number for general questions, concerns, or complaints about research. You may also call this number if 
you cannot reach the research team or if you wish to talk to someone else. General information about participation in 
research studies can also be found under the heading “Information for Research Volunteers” at 
http://www.research.vcu.edu/human_research/index.htm. 

Do not sign this consent form unless you have had a chance to ask questions and have received satisfactory answers 
to all of your questions.  

PROVIDING INFORMED CONSENT TO PARTICIPATE IN THIS STUDY 

If you decide to participate in this study, you will need to provide your consent. You can provide consent by signing 
the consent section below. A copy of this form will be provided to you. Please keep that copy of this consent form 
for your records. 

CONSENT 

I have been provided with an opportunity to read this consent form carefully. All of the questions that I wish to raise 
concerning this study have been answered. By signing this consent form, I have not waived any of the legal rights or 
benefits, to which I otherwise would be entitled. My signature indicates that I freely consent to participate in this 
research study. I will receive a copy of the consent form once I have agreed to participate.

______________________________________________________
Participant Name (Printed)

______________________________________________________ ________________
Participant Signature Date

_____________________________________________________
Name of Person Conducting Informed Consent Discussion/Witness (Printed)

_________________________________________________________ ________________
Signature of Person Conducting Informed Consent Discussion/Witness Date

 

________________________________________________ _______________
Principal Investigator Signature Date 
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RESEARCH SUBJECT INFORMATION AND CONSENT FORM 

TITLE: African American Cancer Clinical Trial Decisions: Testing Tailored Messages

VCU IRB NO: HM20002965

PRINCIPAL INVESTIGATOR:    Richard Brown, PhD
Dept. of Social and Behavioral Health
School of Medicine, 
Virginia Commonwealth University, P.O. Box 980149
Richmond, VA 23298-0149
Telephone: 804-628-3340; Fax: 804-828-5440; 
Email: rbrown39@vcu.edu 

Please read this form carefully. It tells you about the research study and what you will be asked to do if you 
agree to participate. Please be sure to ask any questions that you may have about the study. You can contact Dr. 
Richard Brown (Principal Investigator) at any time to discuss your involvement in this study. This form will 
help you think about this study. Feel free to discuss with family or friends before making your final decision to 
participate in this study.

PURPOSE OF THE STUDY 

Research shows that patients who take an active role in making decisions about their health care have better 
results, such as lower anxiety. Also, physicians are known to give more information and support to patients who 
actively communicate with them. By active, we mean that patients ask more questions of their doctor or express 
their concerns. One method that may promote active patient communication in consultations is providing 
personal and relevant (or tailored) health messages. The tailored heath messages patients will receive in this 
study are personalized written information about clinical trials that are prepared depending on a patient’s 
information or likes and dislikes, such as how they prefer to make decisions. We want to see how these tailored 
messages might change the ways doctors and patients talk with each other about a clinical trial. We also want to 
see if the tailored messaging intervention impacts communication between cancer patients and their family 
members/caregivers. 

DESCRIPTION OF THE STUDY AND YOUR INVOLVEMENT

In this study we are focusing on African American cancer patients who may be eligible for a therapeutic cancer 
clinical trial. This type of study is known as a “randomized controlled trial”. Patients who join this study will be 
randomly placed into one of four groups. Group 1 will receive tailored messages based on their EMR 
(electronic medical record) prior to consultation. Group 2 will receive tailored messages based on their EMR 
and their physician will receive a copy of the messages. Group 3 will receive tailored messages based on their 
EMR and survey responses. Group 4 will receive tailored messages based on their EMR and survey responses 
and their physician will receive a copy of the messages. 

Study Activities 
When you arrive for the consultation appointment with your family member/care receiver who is receiving 
treatment, a study research assistant (RA) will approach you. The RA will review a family member/care giver 
information sheet with you and seek your informed consent. The RA will then guide you through answering a 
questionnaire about your communication with your family member/care receiver. 
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In case you are not physically present on the day of the consultation, the RA will ask the participating patient to 
nominate a family member/care giver whom they consider to be influential in their decision-making. Then the 
RA will gather the family member/care giver contact details. If you are the nominated person, the RA will call 
you within one week of the patient’s consultation. During that call the RA will review the family member/care 
giver information sheet and ask for verbal assent to participate in this study. The RA will then administer the 
questionnaire by phone.

If you decide to be in this research study, you will need to confirm that you have read and understood your 
involvement in this study. You will also confirm that you have had all of your questions answered. After 
reading this entire consent form, you will need to sign the consent section of this form on Page 4. 

RISKS AND DISCOMFORTS

There is a risk of feeling uncomfortable while answering some of the questions in the questionnaire. If you feel 
uncomfortable at any time you may skip a question or stop participating altogether. 

BENEFITS TO YOU AND OTHERS

You will have the opportunity to subscribe to email updates about the progress and results of this study. The 
information we learn from people in this study may be useful to other cancer patients. Your participation will 
also contribute to scientific knowledge.    

 PAYMENT FOR PARTICIPATION

You will receive a $5 gift card as compensation for participating and completing the survey. If you are seen in-
person, the gift card will be given to you at that time. If you complete the survey over the phone, the gift card 
will be mailed. 

COSTS

There are no costs for participating in this study other than your time. 

ALTERNATIVES

You may choose not to participate in this research study. Medical care, for you or for your family member/care 
receiver, will not be affected by this decision.

CONFIDENTIALITY

All data is being collected only for research purposes. Your data will be identified by an ID number. ID 
numbers are randomly generated and a code will link your number with the study data. The data will be entered 
in a password protected database that is accessible only to study personnel. Potentially identifiable information 
about you may consist of your name, survey responses, phone number, and email address. 

All personal identifying information will be kept in password protected files. All identifying information will be 
removed and destroyed at the end of the study. Also, the code linking identifiers to study data will be destroyed 
at the completion of the study. A data file without any identifiable information will be kept indefinitely. Access 
to all data will be limited to study personnel. To protect your privacy and confidentiality, a data and safety 
monitoring plan has been established. 
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You will be asked to provide your social security number in order to receive payment for your participation.  
Your social security number is required by federal law.  It will not be included in any information collected 
about you for this research.  Your social security number will be kept confidential and will only be used in order 
to process payment.

A description of this clinical trial will be available on http://www.ClinicalTrials.gov, as required by U.S. Law. 
This website will not include information that can identify you. At most, the website will include a summary of 
the results. You can search this website at any time. We will not tell anyone the answers and responses you give 
us. What we find from this study may be presented at meetings or published in papers, but your name will never 
be used in these presentations or papers. 

VOLUNTARY PARTICIPATION AND WITHDRAWAL

You do not have to participate in this study. If you choose to participate, you may stop at any time without any 
penalty. You may also choose not to answer particular questions that are asked in the study. If you choose not to 
take part in this study, or if you withdraw after you have started, you will not be penalized in any way, nor will 
the quality of care you, or your family member/care receiver, receive be affected. 

Your participation in this study may be stopped at any time by the study staff without your consent. The reasons 
might include:
 the study staff thinks it necessary for your health or safety;
 you have not followed study instructions;
 administrative reasons require your withdrawal.

QUESTIONS

In the future, you may have questions about your participation in this study. If you have any questions, 
complaints, or concerns about the research, contact Richard Brown (Principal Investigator):

Richard Brown, PhD
Dept. of Social and Behavioral Health
School of Medicine, 
Virginia Commonwealth University, P.O. Box 980149
Richmond, VA 23298-0149
Telephone: 804-628-3340; Fax: 804-828-5440; 
Email: rbrown39@vcu.edu 

The researchers named above are the best people to call for questions about your participation in this study. 
If you have general questions about your rights as a participant in this or any other research, you may contact:

Office of Research
Virginia Commonwealth University
800 East Leigh Street, Suite 3000, P.O. Box 980568, Richmond, VA 23298
Telephone: (804) 827-2157

Contact this number for general questions, concerns, or complaints about research. You may also call this 
number if you cannot reach the research team or if you wish to talk to someone else. General information about 
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participation in research studies can also be found under the heading “Information for Research Volunteers” at 
http://www.research.vcu.edu/human_research/index.htm. 
Do not sign this consent form unless you have had a chance to ask questions and have received satisfactory 
answers to all of your questions.  

PROVIDING INFORMED CONSENT TO PARTICIPATE IN THIS STUDY 

If you decide to participate in this study, you will need to provide your consent. You can provide consent by 
signing the consent section below. A copy of this form will be provided to you. Please keep that copy of this 
consent form for your records. 

CONSENT 

I have been provided with an opportunity to read this consent form carefully.  All of the questions that I wish to 
raise concerning this study have been answered.  

By signing this consent form, I have not waived any of the legal rights or benefits, to which I otherwise would 
be entitled. My signature indicates that I freely consent to participate in this research study. I will receive a copy 
of the consent form once I have agreed to participate.

______________________________________________________
Participant Name (Printed)

______________________________________________________ ________________
Participant Signature Date

______________________________________________________
Name of Person Conducting Informed Consent Discussion/Witness (Printed)

_________________________________________________________ ________________
Signature of Person Conducting Informed Consent Discussion/Witness Date

 

________________________________________________ _______________
Principal Investigator Signature Date 
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RESEARCH SUBJECT INFORMATION AND CONSENT FORM 

TITLE: African American Cancer Clinical Trial Decisions: Testing Tailored Messages

VCU IRB NO: HM20002965

PRINCIPAL INVESTIGATOR:    Richard Brown, PhD
Dept. of Social and Behavioral Health
School of Medicine, 
Virginia Commonwealth University, P.O. Box 980149
Richmond, VA 23298-0149
Telephone: 804-628-3340; Fax: 804-828-5440 
Email: rbrown39@vcu.edu 

Please read this form carefully. It tells you about the research study and what you will be asked to do if you 
agree to participate. Please be sure to ask any questions that you may have about the study. You can contact Dr. 
Richard Brown (Principal Investigator) at any time to discuss your involvement in this study. This form will 
help you think about this study. Feel free to discuss with family or friends before making your final decision to 
participate in this study.

PURPOSE OF THE STUDY 

In this study we want to evaluate the effects of a patient and physician education intervention. Research shows 
that patients who take an active role in making decisions about their health care have better results, such as 
lower anxiety. Also, physicians are known to be more informative and supportive with actively communicating 
patients. One communication method that has demonstrated efficacy to promote patient activation (which is 
characterized by asking questions, expressing concerns and being assertive) in consultation communication is 
providing personal and relevant (or tailored) health messages. The tailored heath messages patients will receive 
in this study are personalized written information about clinical trials that are prepared depending on a patient’s 
likes and dislikes, such as how much information they want and how they prefer to make decisions. Tailored 
health messages will be used to directly intervene in the physician-patient clinical trial consultation 
communication process to increase patient activation in the consultation.
 
DESCRIPTION OF THE STUDY AND YOUR INVOLVEMENT

In this study we are focusing on African American cancer patients who may be eligible for a therapeutic cancer 
clinical trial. To assess the effectiveness of a tailored heath message intervention we will evaluate the impact on 
consultation communication of two different levels of tailored messages (deep vs shallow tailoring). We will 
also assess the additional impact of either providing or not providing the patient’s oncologist with a copy of the 
tailored messages prior to the trial consultation. The efficacy of tailored messaging has been the subject of 
considerable research attention. This study will be the first study to utilize the methodology in the cancer 
clinical trial communication setting and the first to involve physicians in the intervention process. 

This study is a randomized controlled trial. Patients who join this study will be randomly placed into one of four 
groups. Group 1 will receive tailored messages based on their EMR (electronic medical record) prior to 
consultation. Group 2 will receive tailored messages based on their EMR and their physician will receive a copy 
of the messages. Group 3 will receive tailored messages based on their EMR and survey responses. Group 4 
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will receive tailored messages based on their EMR and survey responses and their physician will receive a copy 
of the messages. 

Study Activities
Physician Demographics - Prior to participation, you will be asked to provide information about your age, 
gender, race, specialty, years of practice, and years recruiting patients to Phase I, II and III clinical trials. 

Patients will be consented prior to their participation. If a patient is in Group 2 or Group 4 their tailored health 
message brochure will be provided to you before the consultation. You will be asked to review the brochure 
prior to the clinical trial consultation.

The clinical trial consultation you have with the consented patients will be audio recorded. The Research 
Assistant (RA) will set up a digital audio recorder in the consultation room immediately prior to the discussion. 
Once the recorder has been turned on the RA will leave the room. The RA will not re-enter the room until the 
consultation is complete, when the RA will return to remove the audio recorder. Consultations will be audio 
recorded to allow us to gather data about patient-physician communication and the level of patient activation in 
the consultation.

If you decide to be in this research study, you will need to confirm that you have read and understood your 
involvement in this study. You will also confirm that you have had all of your questions answered and 
understand your participation in this study. After reading this entire consent form, you will need to sign the 
consent section of this form on Page 4. 

RISKS AND DISCOMFORTS

There may be a risk of feeling uncomfortable with the audio recording of consultations. 

BENEFITS TO YOU AND OTHERS

You will not receive any monetary compensation for your participation. You may feel that the intervention has 
helped you be more informative and supportive in interacting with actively communicating patients. You will 
have the opportunity to subscribe to email updates about the progress and results of this study. The information 
we learn from people in this study may be useful to other cancer patients and practicing physicians. Your 
participation will also contribute to scientific knowledge. 
 
COSTS

There are no costs for participating in this study other than your time. 

ALTERNATIVES

You may choose not to participate in this research study. 

CONFIDENTIALITY

All data is being collected only for research purposes. Your data will be known by ID numbers. These ID 
numbers are randomly generated and a key will link your number with study data. The data will be entered in a 
password protected database that is accessible only to study personnel. 
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Potentially identifiable information about you will consist of your name and contact information, so that we can 
track your information over time. All identifying information will be removed and destroyed at the end of the 
study. Also, the key linking identifiers to study data will be destroyed at the completion of the study. The audio 
recording transcriptions will not include your name and the audio digital files will be saved on a secure, password-
protected computer. A data file without any identifiable information will be kept indefinitely. Access to all data 
will be limited to study personnel. To protect your privacy and confidentiality, a data and safety monitoring 
plan has been established. 

A description of this clinical trial will be available on http://www.ClinicalTrials.gov, as required by U.S. Law.  
This website will not include information that can identify you. At most, the website will include a summary of 
the results. You can search this website at any time. We will not tell anyone the answers and responses you give 
us. What we find from this study may be presented at meetings or published in papers, but your name will never 
be used in these presentations or papers. 

VOLUNTARY PARTICIPATION AND WITHDRAWAL

You do not have to participate in this study. If you choose to participate, you may stop at any time without any 
penalty. You may also choose not to answer particular questions that are asked in the study. If you choose not to 
take part in this study, or if you withdraw after you have started, you will not be penalized in any way. 

Your participation in this study may be stopped at any time by the study staff without your consent. The reasons 
might include:
 the study staff thinks it necessary for your health or safety;
 you have not followed study instructions;
 administrative reasons require your withdrawal.

QUESTIONS

In the future, you may have questions about your participation in this study. If you have any questions, 
complaints, or concerns about the research, contact Richard Brown (Principal Investigator):

Richard Brown, PhD
Dept. of Social and Behavioral Health
School of Medicine, 
Virginia Commonwealth University, P.O. Box 980149
Richmond, VA 23298-0149
Telephone: 804-628-3340; Fax: 804-828-5440 
Email: rbrown39@vcu.edu 

The researchers named above are the best people to call for questions about your participation in this study. 
If you have general questions about your rights as a participant in this or any other research, you may contact:

Office of Research
Virginia Commonwealth University
800 East Leigh Street, Suite 3000, P.O. Box 980568
Richmond, VA 23298
Telephone: (804) 827-2157
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Contact this number for general questions, concerns, or complaints about research. You may also call this 
number if you cannot reach the research team or if you wish to talk to someone else. General information about 
participation in research studies can also be found under the heading “Information for Research Volunteers” at 
http://www.research.vcu.edu/human_research/index.htm. 

Do not sign this consent form unless you have had a chance to ask questions and have received satisfactory 
answers to all of your questions.  

PROVIDING INFORMED CONSENT TO PARTICIPATE IN THIS STUDY 

If you decide to participate in this study, you will need to provide your consent. You can provide consent by 
signing the consent section below. A copy of this form will be provided to you. Please keep that copy of this 
consent form for your records. 

CONSENT 

I have been provided with an opportunity to read this consent form carefully.  All of the questions that I wish to 
raise concerning this study have been answered.  

By signing this consent form, I have not waived any of the legal rights or benefits, to which I otherwise would 
be entitled. My signature indicates that I freely consent to participate in this research study. I will receive a copy 
of the consent form once I have agreed to participate.

______________________________________________________
Participant Name (Printed)

______________________________________________________ ________________
Participant Signature Date

______________________________________________________
Name of Person Conducting Informed Consent Discussion/Witness (Printed)

_________________________________________________________ ________________
Signature of Person Conducting Informed Consent Discussion/Witness Date

 

________________________________________________ _______________
Principal Investigator Signature Date 
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