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Short Form Consent to Participate in Research
Study Title: [Provide Title]
Principal Investigator: ______________________
You are invited to participate in a research study. Before you agree, the researcher will explain the study's purpose, methods, and duration. They will also tell you about any procedures, possible risks or discomforts, benefits, and alternative treatments you may consider. Additionally, the researcher will explain how they will maintain the confidentiality of your information. 
If applicable, they will share details about any compensation or medical care if you are harmed, potential unforeseen risks, and the circumstances under which your participation may end. They will inform you of any costs and what happens if you decide to withdraw from the study. You will also learn when you receive updates about new findings that could affect your decision, and how many people will participate in the study.
If you agree to participate, you will be provided with a signed copy of this document along with a written summary of the research. 
If you have any questions or concerns about injuries, please get in touch with the study team.
Name: _________________ Phone:____________________Email: ______________________

If you have questions regarding your rights as a research subject, please get in touch with the Trinity Health Of New England Institutional Review Board (which is a group of people who review the research to protect your rights) at 860-714-4068.  You may also write to: 
Institutional Review Board
Trinity Health Of New England
260 Ashley Street, 3rd floor
Hartford, CT  06105

Your participation in this research is entirely voluntary. If you choose not to participate or decide to withdraw, you will not face any penalties or lose any benefits.
By signing this document, you confirm that you have received an oral explanation of the research study and that you agree to participate willingly.

[bookmark: _Hlk209603015]Signature of Participant	        (Print Name) 	Date


Signature of Participant Legal Authorized               ( Print Name)	Date                       
Representative 	


Signature of witness	        (Print Name) 	Date


Signature of Person Obtaining Consent          (Print Name)                                      Date    	     
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