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ANTIBIOTICS IN MISCARRIAGE SURGERY (Aims) TRIAL
[image: ]
Trial ID
Date of Form




	
	
	
	
	
	
	
	






Please print on a local headed paper with the Local Hospital/Centre details and Logo.
Hospital ID
Participant Initials









Please initial the boxes below
Please initial the boxes below
Please initial the boxes below
Please initial the boxes below

CONSENT FORM

1. I have read/ or had read to me, the information sheet for the AIMS study (version 1.0, dated 21.03.2013) and have had the opportunity to consider the information, ask questions, and have these answered satisfactorily.




1. I understand that participation in this study is entirely voluntary and that I am free to withdraw at any time, without giving a reason and without my medical care being affected.




1. I understand that my medical notes may be looked at by members of the research team, and by regulatory bodies auditing research practice.




1. I consent to taking part in the AIMS study, which will require me taking the antibiotics or dummy tablet before my miscarriage surgery.




1. [bookmark: _GoBack]I agree to return for a follow-up appointment 2 weeks after my surgery, or before if I become unwell and for the study team to also contact me to gather information about my health after the surgery.






1. I agree to allow the AIMS research team to try and obtain information about my wellbeing from hospital registries or from relatives or friends if the team has not been able to contact me directly for more than 2 weeks

1. I agree to a sticker describing my involvement in the study to be placed in my personal health record.

1. I am also happy for information about me related to the study being stored on a password protected computer system, which will be backed-up in a separate location to keep this information safe





	Participant’s signature 
(or thumbprint)
	Print name
	Date
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	Witness’s signature 
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	Midwife’s/ Doctor’s signature
	Print name
	Date
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When completed 1 form for participant, 1 form for researcher/site file, 1 form for medical notes
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