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Thompson Rivers University

900 McGill Road

Box 3010

Kamloops, BC

V2C 0C8

Telephone (250) 828-5000
	Informed Consent for Minors and Captive and Dependent Populations by Parent, Guardian and/or Other Appropriate Authority to Participate in a Research Project or Experiment



Note:
The University, and those conducting this project, subscribe to the ethical conduct of research and to the protection at all times of the interests, comfort, and safety of subjects.  This form, and the information it contains, is given to you for your own protection and full understanding of the procedures, risks and benefits involved.

Having been asked by (name of chief researcher) _____________________________________________of the _______________________________________________________ Division/Department of Thompson Rivers University, telephone number _______________________, to consent on behalf of (name of child/patient/other) _______________________________________, to participate in a research project entitled:  _________________________________________________________________________________________, encompassing the following purpose and procedures and time commitment:  ____________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I certify that I understand the procedures to be used.  I have tried as fully as possible to explain the procedures to (name of child/patient/other):  _____________________________________________________ and to obtain the subject's consent.  If the subject displays any sign of distress or reluctance to participate in any aspect of this research she/he will be withdrawn from the research procedure, and this will be brought to my attention.

I also understand that I may ask any questions or register any complaint I might have about the project with either the chief researcher named above or with _____________________________________    Dean/Chairperson of _________________________________________, TRU.

Copies of the results of this study, upon its completion, may be obtained by contacting:  ___________________ 

I agree that the subject will participate by ________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________

(state what the subject will do)

as described above, during the period:  _________________________________________________________ at ________________________________________________________________________________________

(place where procedures will be carried out)

NAME (Please print):  _______________________________________________________________________ ADDRESS:  _______________________________________________________________________________ __________________________________________________________________________________________

I have read and understood the above information regarding this project, voluntarily agree to participate in the project and understand that I have the right to withdraw my consent at any time.  I understand that the subject's identity and any information obtained will be kept confidential through the process of _______________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I have received a copy of this consent form and a subject feedback form.

SIGNATURE:  ___________________________________________    DATE__________________________

RELATIONSHIP TO SUBJECT:  ______________________________________________________________

…………………………………………………………………………………………………………………………….

I agree to have audio/visual data or other representation _____________________(describe) collected which entails 

___________________ and will be used for _____________________________________ and will be destroyed by 

__________________________________________________________________________ (How and When)

Signature
  Date 


(Researcher to delete this audio/visual waiver if not applicable)
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