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Developing of a model of care for the long term follow-up of childhood cancer survivors
Participant consent form
I, .................................................................................................................................(name) of ............................................................................................................................(address)
agree to participate in the study, as described in the attached information sheet.

I acknowledge that I have read the information sheet explaining the study and everything has been explained to me to my satisfaction.

I understand that I can withdraw from the study at any time without impacting my relationship with the Sydney Children’s Hospital or any staff members involved in my care.

I agree that data gathered in the study may be published, but that this will be done in a way that my identity will be protected.

I understand that if I have any questions relating to my participation in this research, I may contact Ms Christina Signorelli on telephone (02) 9382 3115 and she will be happy to answer my questions.

I acknowledge receipt of a copy of this Consent Form and the Information Sheet.

Complaints may be directed to the Research Ethics Secretariat, Human Research Ethics Committee of the South Eastern Sydney Local Health District, Prince of Wales Hospital, Randwick NSW 2031 Australia (phone 02-9382 3587, fax 02-9382 2813, email  RSOSESLHD @sesiahs.health.nsw.gov.au). Please quote the study reference number: 12/173.
Signature of participant 






_________________________  
_______________________ 

_______________

Please PRINT name 

Signature



Date

Signature of witness 



_________________________ 
_______________________ 

_______________

Please PRINT name 

Signature



Date

Signature of investigator 



_________________________ 
_______________________

_______________

Please PRINT name

Signature



Date

Developing of a model of care for the long term follow-up of childhood cancer survivors
REVOCATION OF CONSENT

I hereby wish to WITHDRAW my consent to participate in the study described above and understand that such withdrawal WILL NOT jeopardise any treatment or my relationship with the hospital or my medical attendants.

Signature of participant 


_________________________  
_______________________ 

_______________

Please PRINT name 

Signature



Date

The section for Revocation of Consent should be forwarded to:
Ms Christina Signorelli
Kids Cancer Centre, Level 1

Sydney Children’s Hospital, High St
Randwick, NSW 2031
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