  






A phase III multicentre randomised clinical trial comparing rituximab with CHOP given every 14 days and rituximab with CHOP given every 21 days for the treatment of patients with newly diagnosed diffuse large B cell non-Hodgkin’s lymphoma – A trial developed by the National Cancer Research Institute Lymphoma Study Group and adopted by the National Cancer Research Network

Sub-protocol for the collection and storage of buccal DNA samples (funded by Cancer Research UK – The Translational Research in Clinical Trials Committee)

Consent Form

Thank you for reading the information about the research project.  If you think you would like to help, please read and sign this form and return it in the stamped addressed envelope provided.

Please initial the box if you agree with the statement

	
	Please initial

	1. I have read the attached patient information sheet (version 1, 24.03.06) and have been given a copy to keep.  I have been able to ask questions about the project and I understand why the research is being done.
	

	
	

	2. I understand that my participation in this study is entirely voluntary and that I will not receive any payment. I am free to withdraw my consent at anytime without giving a reason and without my medical treatment or legal rights being affected.
	

	
	

	3. I am willing to provide 2 buccal samples and for  DNA extracted from my samples and to be stored and retained for use in any future research projects. 
	

	
	

	
	

	4. I give my permission for a research team member to access, examine and record information from my hospital medical records.
	

	
	

	5. I am happy for my family doctor (GP) to be informed that I am helping with this study. 
	

	
	

	
	

	6. I understand that all information I give will be treated confidentially and will not be used or released in such a way that I could be identified. I am aware that the data and samples will be used anonymously and so I will not receive feedback on any of the results.   
	

	
	

	7. I am assured that any future research projects will be approved by the relevant ethics committees. 


	

	
	

	
	
	
	
	

	
	
	
	
	

	Name of patient (Block Capitals)






	Signature 
	Date

	
	
	
	
	

	Name of Witness (Block Capitals)
	Signature
	
	
	Date

	(If required) 



Trial Number





PLEASE RETURN THE TOP TWO COPIES OF THIS FORM IN THE ENVELOPE PROVIDED. THE YELLOW COPY IS FOR YOU TO KEEP








Freephone: 0800 3280655
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