
INFORMED CONSENT FORM
to Participate in Research, and

AUTHORIZATION 
to Collect, Use, and Disclose Protected Health Information (PHI)

INTRODUCTION

GENERAL INFORMATION ABOUT THIS STUDY

1. Name of Participant ("Study Subject")

2. What is the Title of this research study (this “Research Study”)?

3. Whom do you call if you have questions about this Research Study (the “Study
Team”)?

4. Who is paying for this Research Study?

5. In general, what do you need to know about this Research Study?
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a) In general, what is the purpose of the research, how long will you be 
involved?  

b) What is involved with your participation, and what are the procedures to be 
followed in the research? 

c) What are the likely risks or discomforts to you? 

d) What are the likely benefits to you or to others from the research? 

e) What are the appropriate alternative procedures or courses of treatment, if 
any, that might be helpful to you? 
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WHAT CAN YOU EXPECT IF YOU PARTICIPATE IN THIS STUDY?

6. What will be done as part of your normal clinical care (even if you did not 
participate in this Research Study)? 

7.  What will be done only because you are in this Research Study? 
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might

8. What identifiable health information will be collected about you and how will it be 
used?

9. With whom will this health information be shared?
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•
•

•

10. How long will you be in this Research Study?

11.How many people are expected to take part in this Research Study?

WHAT ARE THE RISKS AND BENEFITS OF THIS STUDY AND 
WHAT ARE YOUR OPTIONS?

12.What are the possible discomforts and risks from taking part in this Research 
Study?
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13a. What are the potential benefits to you for taking part in this Research Study?

13b. How could others possibly benefit from this Research Study?

13c. How could the Research Team members benefit from this Research Study?

14.What other choices do you have if you do not want to be in this study? 
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15a. Can you withdraw from this study?

15b.Can the Principal Investigator withdraw you from this Research Study? 

WHAT ARE THE FINANCIAL ISSUES IF YOU PARTICIPATE?

16. If you choose to take part in this Research Study, will it cost you anything?
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17.Will you be paid for taking part in this Research Study?

nonresident aliens

18.  What if you are injured while in this Research Study?  
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SIGNATURES

SomaLogic Clinical Information Sharing Consent

non-identifiable
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