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CONSENT TO PARTICIPATE IN LOW-RISK RESEARCH 

(Consent by another person on behalf of the participant)

	
Study Title
	

	Protocol Number
	

	Sponsor
	

	Principal Investigator
	

	Research Site
	


On behalf of _________________________________________(name of person for whom consent is provided)
I, _______________________________________ (name of person providing consent)

Being:

a person with Enduring Power of Attorney in relation to the person named above 
YES  NO 
OR

a guardian of the person named above 




YES  NO 
OR

a health attorney for the person named above



YES  NO 
and if a heath attorney being

a) the domestic partner of the person concerned, OR


YES  NO 
b) their carer, OR






YES  NO 
c) a close relative or friend of the person



YES  NO 
(if you fit in more than one category tick the higher category on the list of health attorney options)

have READ and UNDERSTOOD the information sheet, considered the decision-making principles, and agree to the participation of the person named above in the low-risk research described in that information sheet, namely insert study title

This is a guiding document. Please amend or remove any of the following content to ensure the document meets the requirements of your project. Please tick boxes which apply to your decision
In relation to this Low- risk research study I have read the Participant Information Sheet and have been informed of the following points:

1. Approval has been given by the ACT Health Human Research Ethics Committee.

2. The aim of the study is to state aims
3. The results obtained from the study may or may not be of direct benefit to me.

4. The study procedure will involve state what is involved (including audio and/or video recording, interventions/length of data storage/transcription/destruction)
· Audio recording

· Video recording

5. Should I have any problems or queries about the way in which the study was conducted, and I do not feel comfortable contacting the research staff, I am aware that I may contact the ACT Health Human Research Ethics Committee Secretariat, Canberra Hospital, Yamba Drive, Garran ACT 2605 (ph: 02 5124 5659 or ethics@act.gov.au)


6. I can refuse my relative/loved one taking part in this project or withdraw them from it at any time without affecting their medical care or any other service or treatment they are receiving..

7. I understand that while the results of the research will be made accessible my relative/loved one’s involvement and their identity will not be revealed.

8. I have not accepted a fee or other benefit for consenting or refusing to consent to this research    
9. I am not involved in or connected to this research except with respect to the participation of the person on whose behalf I am giving consent 
After considering all these points, I accept the invitation for my relative/loved one to participate in this study.  

Name: (please print) __________________________Date: ______________

Signature (Person providing consent) ________________________

Investigator: (please print) ________________________Date: ______________

Signature (Investigator) _______________________
�This is required information. Do not delete or alter


�Required statement





Page 2 of 5
[Version No. XX   Date:  day month year]
Low Risk Research Consent Form for Participation on Behalf of Another Person Template,
version 2, October 2022
Page 2 of 2
[Version No. XX   Date:  day month year]
Low Risk Research Information Sheet for Participation on Behalf of Another Person Template,
version 2, October 2022

[image: image3.png]ACT Canberra Health
Government Services




