Patient Consent Form
For a patient's consent to the use of images and/or information about them in a case report.
Name of patient: _______________________________________________
Relationship to patient (if patient not signing this form):

Description of the photo, image, text or other material ("Material") about the patient:

Provisional title of case report in which the Material will be included:


CONSENT
I, ________________________________, give my consent for the Material about me/the patient to be included in a case report submitted to [Name of Case Report Competition/Organisation].
I confirm that I:
· have seen the photo, image, text or other material about me/the patient
· have read the case report to be submitted
· am legally entitled to give this consent
I understand the following:
1. The Material will be published without my/the patient's name attached. However, I understand that complete anonymity cannot be guaranteed and that it is possible that someone who knows me/the patient may recognise me/the patient.
2. The Material may include details of my/the patient's medical condition or injury, including diagnosis, prognosis, treatment, surgery and outcome.
3. The case report may be made available to healthcare professionals, students, academics and others, including through online or digital platforms.
4. The case report, including the Material, may be shared or reproduced in connection with the case report competition and related educational or promotional activities.
5. The text of the case report may be edited for style, grammar and consistency.
6. I/the patient will not receive any financial benefit from the use or publication of the case report.
7. I understand that I may revoke my consent at any time before the case report has been published or otherwise made publicly available. Once the case report has been published, it may no longer be possible to withdraw the Material.
8. This consent form will be retained securely and confidentially by the organisation responsible for the case report competition for no longer than necessary and in accordance with applicable data protection requirements.

Signed
Signature: ___________________________________
Print name: __________________________________
Relationship to patient, if applicable: ______________________________
Address: ______________________________________________________
Email address: _________________________________________________
Telephone number: ______________________________________________
Date: _________________________________________________________

If signing on behalf of the patient
Please give the reason why the patient is unable to provide consent themselves:



If the patient is under 18 but has sufficient understanding
The patient should also confirm their agreement:
Signature: ___________________________________
Print name: __________________________________
Date of birth: __________________________________
Date: _________________________________________

Details of the person who explained and administered this form
Signature: ___________________________________
Print name: __________________________________
Position: _____________________________________
Institution/Organisation: ______________________________________
Email address: ________________________________________________
Telephone number: _____________________________________________
Date: ________________________________________________________

