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Nova Scotia Health Authority Research Ethics Board

Centre for Clinical Research, Room 118

5790 University Ave., Halifax, NS  B3H 1V7  
Phone: 473-2126      Fax: 473-5620 



  
  

Access to Personal Health Information

Consent Form

I agree to have my personal health information accessed for research purposes to determine my eligibility to participate in a research study.

If I am eligible, I may be contacted by a research staff member to see if I am interested in participating in a research study.

I understand that participation is completely voluntary and a refusal to participate will have no effect on my medical care.

__________________________________


__________________________
       Patient’s Name (please print)




Date (yyyy/mm/day)
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Patient’s Signature






To be completed by Staff only


Patient MRN:  


Patient Encounter No.:   


Patient MSI No. (optional):  
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