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CONSENT FORM

I, _________________________________, agree to participate in a research study titled "{insert title here}" conducted by {your name here} from the Department of {insert Department here} at Erskine {College or Seminary} under the direction of {Insert faculty member name here}, Department of {tell which} (864-379-####). I understand that my participation is voluntary.  I can refuse to participate or stop taking part without giving any reason, and without penalty.  I can ask to have all of the information about me returned to me, removed from the research records, or destroyed.  

The reason for this study is to test {describe here}.  

If I volunteer to take part in this study, I will be asked to do the following things:

1) {Describe in depth and in order} 

No risk is expected but I may experience some discomfort or stress when {anything appropriate} or when the researchers ask me questions about {whatever you are asking about}. 






As an incentive, I will receive {describe incentive} for answering questions. Even if I do not participate in the full study, I will still receive the incentives.

No information about me, or provided by me during the research, will be shared with others without my written permission, except if it is necessary to protect my welfare (for example, if I were injured and need physician care) or if required by law.  I will be assigned an identifying number and this number will be used on all of the questionnaires I fill out.  

The investigator will answer any further questions about the research, now or during the course of the project, by contacting the researcher at: {your e-mail and phone number here}.

I understand that I am agreeing by my signature on this form to take part in this research project and understand that I will receive a signed copy of this consent form for my records.

_________________________   


_______________________

__________

Name of Researcher



Signature



Date

Telephone: ________________

Email: ____________________________

_________________________   


_______________________

__________

Name of Participant



Signature



Date

Please sign both copies, keep one and return one to the researcher.

Additional questions or problems regarding your rights as a research participant should be addressed to Dr. Robert J.F. Elsner, Chairperson, Institutional Review Board, Erskine College, PO Box 338 Due West, SC 29639, USA; Telephone (864) 379-6686; E-Mail Address: elsner@erskine.edu
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