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                  DEPARTMENT OF NEUROSCIENCES

INFORMED CONSENT PROCESS DOCUMENTATION
STUDY TITLE: 
___________________________________________________________



___________________________________________________________
PROTOCOL#:
_______________
SUBJECT#:

_______________
Participant ICF UCSD Version/Date: _____________ 
Study Partner/Caregiver ICF UCSD Version/Date (if not applicable write N/A): __________
Investigator/Designee:
· I provided the subject with a copy of the Informed Consent form with ample time for review.  The subject received a copy of the ICF initially on ___/____/_____. 
            DD/MM/YYYY

· I gave the subject ample time to review and ask questions before completing any assessments.
· I explained and discussed the nature, purpose, requirements, duration, and risk of the study. 

· I discussed alternative therapies/treatments. 

· I provided the subject with contact details for study staff and emergency care. 

· All questions were answered to the subject’s satisfaction.  
· The Investigator was available during the ICF process and answered the participant’s questions. 
· The subject was reminded that participation is completely voluntary and he/she has the right to withdraw without penalty.
· The Informed Consent was obtained in a language understandable to the subject prior to any study procedures.  
· I provided to the subject a signed copy of the Inform Consent Form and the HIPAA (Health Insurance Portability and Accountability Authorization) form and a copy of the California Bill of Rights. 
​___________________________________________
______________________________
Person Conducting ICF: Research Coordinator

Date and Time of Consent (HR:MM)
____________________________________________

Principal Investigator:
ICF Verified By ________________________________      _____________________________
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