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ST. LUKE’S UNIVERSITY HEALTH NETWORK
SURROGATE CONSENT FOR A RESEARCH PROTOCOL



Department: __________________________________

Principal Investigator: ___________________________	Telephone: ___________________

Co-Investigator(s): ______________________________	Telephone: ___________________

Medical Study Title: ____________________________________________________________

Lay Study Title: ________________________________________________________________ 

Name of Subject: _______________________________



COMPLETE SECTIONS “A,” “B” AND “C” BELOW.


A. REASON FOR SURROGATE CONSENT:


Reason for Subjects Inability to Give Informed Consent:
 
________________________________________________________________________


Signature of Investigator 

____________________________________________________

















B.  SURROGATE INFORMATION:

☐ Court Order Authorizing Guardian Consent
	
    Date of Order: __________    Name of Guardian_____________________

☐ Power of Attorney  
	  
     Name: ______________________________________________________

☐ Spouse    
                  	                        
    Name: ______________________________________________________

☐ Parent                                                     

    Name: ______________________________________________________

☐ Adult Child     
                                      
    Name: ______________________________________________________

☐ Adult Brother/Sister
	   
    Name: ______________________________________________________

☐ Other Adult Relative	
  
     Name: ______________________________Relationship: _______________________ 

☐ An adult who has knowledge of the patient’s preferences and values, including but   
     not limited to religious and moral beliefs 

      Name: _____________________________ Relationship: _______________________






C. PATIENT’S ASSENT TO PARTICIPATE:

☐ The subject’s assent to inclusion in the study was sought and obtained.

☐ The subject’s assent to inclusion in the study was sought and denied.

☐ The subject’s assent was not sought.


Reason for Subject’s Inability to Assent: 

__________________________________________________________________________

__________________________________________________________________________


























Signatures: 


								
Name of Surrogate


					____________		
Surrogate Signature			Date				


					
Name of Person Conducting 		
Consent			

					_____________
Signature of Person Conducting 	Date
Consent	


I, _____________________________ (Treating Physician Name), have reviewed the 

procedure, the risks, and alternative with the patients surrogate on __________________ 
                                                                                                                          (Date).

___________________________
Name of Treating Physician


____________________________                                  _________________
Signature of Treating Physician                                 	   Date
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