ENSURE THAT FRASER HEALTH LETTERHEAD IS USED FOR ALL CONSENT FORMS.
ENSURE THAT A CURRENT DATE AND VERSION # FOR THE FRASER HEALTH SITE IS INCLUDED 
ON THE FORM.  

THIS CONSENT FORM IS NOT STUDY SPECIFIC
[Identify Fraser Health Research Site, e.g. Surrey Memorial Hospital, Langley Public Health Unit] 
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	  Fraser Health Research Ethics Board

Department of Evaluation and Research Services

#400, 13450 102nd Avenue, Surrey, BC  V3T 0H1

Phone:  604.587.4436  Fax:  604.930.5425


CONSENT TO CONTACT FOR FUTURE PARTICIPATION IN RESEARCH
Principal Investigator/Research Group:  
[Insert Name]
Phone: 




[Insert Phone No.]
Pager:




[If Applicable]
Research Group Name: 


[If Applicable]
The Fraser Health Authority includes research scientists and physicians who conduct research in their area of interest at Hospitals and community sites within the Fraser Health. We are interested in contacting patients who have used our services in order to ask if they would be interested in participating in any of our research projects. We would like your permission for a person from our [research] staff to contact you at some future time. [This paragraph may be revised to meet the needs of individual research areas]. 

The information you provide will be used exclusively to maintain contact with you for this reason and in the manner described below. Filling out this form is entirely voluntary: 

• You do not need to complete this form if you do not wish to be contacted. 

• If you do check the ‘NO’ box to indicate that you do not wish to be contacted, you may change your mind at any time. 

• If you do agree to be contacted, you may change your mind at any time without affecting any support or treatment you receive from Fraser Health. 

All information you provide will be kept confidential and will not be used for any other purpose than to contact you to inform you about an upcoming research study that you might be interested in participating in. 

Do you wish to be contacted?  

YES


NO

If you have circled “YES”, please indicate how you would like to be contacted by checking the boxes below.

Do you wish to be contacted by phone?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
If yes, your phone number is:











Is it ok to leave a message?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 
Do you wish to be contacted by regular mail?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
If yes, your mailing address is:












Do you wish to be contacted by email?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, your email address is:












By signing below, I confirm that I am 19 years of age or older and that I have read and understand this consent-to-contact form.  I also understand that I can refuse to be contacted by staff of [Insert Name of Research Group/Principal Investigator] and that this will not affect my medical care in any way. 
I hereby give consent to [Insert Name of Research Group/Principal Investigator] to contact me to ask me for the purposes indicated above, within the <24 month period> from the date of signing this consent: 
Name (please print) 









Signature





 Date






If you have any questions or concerns regarding this form, please feel free to contact [Insert Research Group Contact Name, Phone Number and Address, Fax No. is optional]
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