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(Form to be on headed paper)

Name:

Date of Birth:

Hospital Number:

Centre:

Trial Number:

PATIENT CONSENT FORM (For older children and those > 16 years) 
For MRC UKALL 2003

Name of Researcher: 

The patient should complete this sheet him/herself. (Please circle one answer and initial)

At diagnosis
1. I confirm that I have read and understood the information contained in the information 

sheet version 7 dated August 2009






Yes/No

2. I have had the opportunity to ask questions and had satisfactory answers to them
 
Yes/No

3. I understand that my participation is voluntary and that I am free to withdraw at any time, 
Yes/No

without giving any reason.

Information from your medical notes will be passed to the UKCCSG (United Kingdom Childhood Cancer Study Group), the CCRG (Childhood Cancer Registry Group), the local Registry, the Regional Cancer Registry, the LRF/UKCCG Cytogenetics database and appropriate central trials offices, but all personal details will be treated with the strictest security and confidentiality.

4. Do you give permission for your information to be 

collected, stored, passed on for national registration and used

for research in this centre?







Yes/No

5. Do you give permission for your  left-over samples to be stored and used for future 

Yes/No

ethically approved studies











6. Do you give permission for us to inform your GP about this trial?



Yes/No

7. Do you agree to taking part  in UKALL 2003?





Yes/No

8. Do you agree to take part in the Asparaginase study?




Yes/No

9. Information about you will be gathered from the Office for National Statistics through the flagging system.

Do you agree to the Office for National Statistics providing us with 


Yes/No

information about you for long term follow-up purposes through the flagging system?


PATIENT
Name (block letters) …………………………………………..

Signed ………………………………………………………Date …………………………………….

DOCTOR/RESEARCH NURSE TAKING CONSENT (please delete)

Name (block letters) ……………………………………………
Signed ……………………………………………………..  Date …………………………………….
At day 35 – Consent for Randomisation
10. Do you agree to take part in the trial randomisations as explained in the information sheet?
Yes/No

PATIENT
Name (block letters) …………………………………………..

Signed ………………………………………………………Date …………………………………….

DOCTOR/RESEARCH NURSE TAKING CONSENT (please delete)

Name (block letters) ……………………………………………

Signed ……………………………………………………..  Date …………………………………….
