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[bookmark: _Hlk28184216]Research Title .................................................................................................................................................
Signed Date of Consent:  Date……………………….. Month.................................. Year..............................
	
I have read the attached information sheet for research participants dated ………………. 
and I voluntarily consent to participate in this research project.

I have received a copy of the consent document that I have signed and dated along with the information sheet for research participants. Before signing this consent document, I was explained by the investigator(s) about the research objectives, the duration of the research, the research methodology, the potential risks or adverse effect associated with the research or its pharmacological interventions. Furthermore, the anticipated benefits and alternative treatment modalities were detailed. I had sufficient time and opportunity to ask questions until I understood well, and the investigator(s) answered all of my questions willingly without hiding anything until I was satisfied.

I have been informed by the investigator (s)  that if any injury or harm occurs as a result of the aforementioned research, I will receive appropriate medical treatment at no cost. 
(specify whether compensation will be provided by the research sponsor or not / compensation details)

I have the right to withdraw from the study at any time without having to provide a reason. Such withdrawal will not compromised the standard of care, medical treatment or any legal rights to which I am otherwise entitled.

My personal information will be kept confidential and will only be disclosed with my consent. Other individuals on behalf of the research sponsor, the Ethics Committee, the Food and Drug Administration may be permitted to access and process my data only for the purpose of verifying the accuracy of the data. By agreeing to participate in this study, I have consented to allow the review of my medical record.

No additional data will be collected after I request to withdraw from participating in the research project and that all documents and/or samples used for verification that can be traced back to me will be destroyed.

I understand that I have the right to review or correct my personal information and can revoke the consent for the use of my personal information by notifying the principal investigator. I acknowledge that the research data, including my de-identified medical records, will be subject to various processes such as data collection, digital recording , verification, analysis, and reporting for academic purposes, including potential future applications in medical or pharmaceutical research.
     
I confirm that I have carefully read and understood all the aforementioned information.  I voluntarily agree to participate in this research and hereby sign this informed consent form.

This document is signed by ................................................................................................................................................
(Print name: ...........................................................................................................................................................................)
Date ............ Month ............................ Year ...............

	
I have explained the research objectives, the research methodology, the potential risks or adverse effect associated with the research or its pharmacological interventions. Furthermore, the anticipated benefits and alternative treatment modalities were explained in detail to the research participant named above. All inquiries were clarified before the participant name above signed the consent document.
	
Investigator's signature: ...................................................................................................................................................
(Print name: ......................................................................................................................................................................)
Date ............ Month ............................ Year ...............
			

	
			
Witness: .............................................................................................................
(Print name: …………………………………………………………………………………………….)  
Date ............ Month ............................ Year ...............


In case of the fingerprint signatures of the participant

Witness 1: .............................................................................................................
(Print name: …………………………………………………………………………………………….)  

Witness 2: .............................................................................................................
(Print name: …………………………………………………………………………………………….)  

Date ............ Month ............................ Year ...............


		

Version…… Date……………………
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