Regional University Hospital Carlos Haya. Malaga

DOCUMENT OF INFORMED CONSENT

Last Name:………………………………………………………………………….
Name:……………………………………………………………………………….

Clinical History nº:……………………………….Date:…………………………...

USE OF BLOOD, BIOLOGICAL FLUIDS AND TISSUE

-During the evolution of you illness we will have to obtain samples of blood, biological fluids or tissue.

-These samples are necessary to establish a diagnosis and evaluate the response to treatment.

-To establish the diagnosis and evaluate the response only part of the sample is needed, and the remaining sample is either stored or destroyed.

-For an adequate advancement in Biomedical Investigation, it is necessary to study blood samples, biological fluids and tissue belonging to patients with different illnesses. For this reason it would be very helpful if you let us use whatever is left of your samples once the diagnostic process is complete. 
-If you authorize this we guarantee that:

   1. All of the material will be treated with the most confidentiality possible.

   2. You will never be punctured to obtain material for and investigation; all the material we use is leftover from your tests.

   3. We will always follow the current legislation in this matter.
PERSONALIZED RISKS

Due to each patient’s particular situation (only to be completed if they exist):

…………………………………………………………………………………………….

DECLARATIONS AND SIGNATURES:
-Declaration of the patient:

           -That the following doctor has informed about: 

                    · The finality of the studies to be made with my blood, biological fluid and  tissue samples

               · The guarantees that are offered to ensure their correct use

               · That I may revoke my consent in any moment

          -I have understood the information I have received and have had the chance to make questions

Name……………………………………   Signature………………………………….

·Declaration of the doctor, having adequately informed the patient.

Name……………………………………   Signature………………………………….

·Declaration of the family member, close friend or legal representation in the case of the patient being incapable of receiving the information.
Name……………………………………   Signature………………………………….

·Declaration of the witness.

Name……………………………………   Signature………………………………….

