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LOCAL CONTACT INFORMATION

TITLE:         	[…]

PROTOCOL NO.:	[Sponsor’s Protocol #]
	UM eProst # […]
	 		
SPONSOR:			[Sponsor’s Name]

INVESTIGATOR:		[Principal Investigator Name], MD
	University of Miami – Sylvester Comprehensive Cancer Center
                                         	1475 NW 12th Avenue
                                         	Miami, Florida 33136
	                               	United States
                                            
STUDY RELATED 	[Principal Investigator Name], MD
PHONE NUMBERS:	[Daytime Telephone Number] (Office)
305-243-1000 (24-Hour)
                                                


COMENSATION FOR INJURY LANGUAGE 

If you are hurt or get sick as a result of being in this study, treatment will be available in most cases. If you have insurance, your insurance company may or may not pay for these costs. If you do not have insurance, or if your insurance company refuses to pay, you will be expected to pay. Funds to compensate for pain, expenses, lost wages, and other damages caused by injury are not available.  This policy does not prevent you from trying to obtain compensation through the legal system.

MY SIGNATURE AGREEING TO TAKE PART IN THE STUDY

_________________________________________________
Printed Name of Participant

_________________________________________________		________________________
Signature of Participant (if applicable/over X years old)		Date

_________________________________________________
Printed Name of Parent/Legally Acceptable Representative, if applicable

_________________________________________________		     ________________________
Signature of Parent/Legally Acceptable Representative, if applicable   Date

_________________________________________________
Printed Name of Parent/Legally Acceptable Representative, if applicable

_________________________________________________		     ________________________
Signature of Parent/Legally Acceptable Representative, if applicable   Date

_________________________________________________
Printed Name of Witness, if applicable

_________________________________________________		________________________
Signature of Witness, if applicable				Date

_________________________________________________
Printed Name of Person Obtaining Consent

_________________________________________________		________________________
Signature of Person Obtaining Consent				Date

