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CONSENT FORM

Recording information in the UK “Adult North Star Network for Duchenne Muscular Dystrophy Management Database”.

Please    initial box
1. [image: image2.jpg]


I confirm that I have read the information sheet titled “Recording information in the UK 

Adult North Star Network for Duchenne Muscular Dystrophy Management Database”.
I have had the opportunity to consider the information, ask questions and have
had these answered satisfactorily.

2. I understand that my participation is voluntary and that I am free to withdraw at any time
without giving any reason, without my medical care or legal rights being affected.

3. I give consent for clinical information to be collected, recorded, and saved in the 
Adult North Star Network for Duchenne Muscular Dystrophy Database, and accessed 
by the medical team caring for me.

4. I give my consent for my childhood North Star information to be accessed by the medical 

team caring for me and merged with new clinical information (only for individuals who 

have participated to the North Star Database during childhood).
5. I give consent for my anonymised clinical information to be used for analysis such as, 

clinical audit, research, evaluation and health service planning.
6. I understand that the information data will be collected / recorded on this and future clinic 
visits.
Name of Participant

Date



Signature

Name of Person

Date



Signature
taking consent
Patient Details (or pre-printed label) 			Clinical lead………………………….	


Hospital Number ………………………………. 			


Patient’s Surname …………………………….. 


Patient’s first names …………………………… 


Date of birth …………………………………….. 


NHS number ……………………………………
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