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Independent Doctor’s Assessment of Patient’s Capacity for Participation in Medical Research 

(Consent by another person on behalf of the participant)

Medical Research Only

	Study Title
	

	Protocol Number
	

	Sponsor
	

	Principal Investigator
	

	Research Site
	


Definition of “independent doctor” for purpose of this assessment:

“Independent doctor”, in relation to medical research, means a doctor who is not involved in, nor connected to, the research, other than a professional interest in the area of the research.

I, _______________________________________ (name of independent doctor)

being a registered medical practitioner within Australia and being an independent doctor in relation to the proposed research, have provided an  assessment of patient 

_________________________(name) in relation to their capacity to consent to participation in medical research.

In conducting this assessment I have considered:

a) the person’s medical, mental and physical condition

b) the severity of the person’s condition and the prognosis for the protected person

c) the current stage of treatment and care required for the person

d) any other circumstances relevant to the person

e) the nature of the medical research, including the type of treatment or care provided by the research and the timeframe for the research

According to my assessment of the patient, it is my belief that the patient:

Is likely to regain capacity in time to provide his/her own consent for participation in this medical research 
OR 

Is NOT likely to regain capacity in time to provide his/her own consent for participation in this medical research 
The reasons for my belief are as follows:

Name: _____________________________

Medical specialty (of applicable) ------------------------

Position: ___________________________

Address: ----------------------------------------------

Signature: __________________________

Date: ______________________________

A COPY OF THIS SIGNED FORM MUST BE PROVIDED BY THE RESEARCHER TO THE PERSON HOLDING A POWER OF ATTORNEY OR THE GUARDIAN OF THE PERSON CONCERNED BEFORE CONSENT TO MEDICAL RESEARCH IS PROVIDED

THE ORIGINAL MUST BE HELD ON THE PATIENT’S RESEARCH FILE
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