	
	
	

	STANFORD UNIVERSITY   Video Use Consent Form
	
	

	Protocol Director:
	
	
	

	Protocol Title: 
	IRB# XXXXX



As part of this research project, we have made a videotape recording of you while you participated in the experiment. We would like you to indicate what uses of this videotape you are willing to consent to by initialing below. You are free to initial any number of spaces from zero to all of the spaces, and your response will in no way affect your credit for participating. We will only use the videotape in ways that you agree to. In any use of this videotape, your name would not be identified. If you do not initial any of the spaces below, the videotape will be destroyed.

(AS APPLICABLE)

A checkmark or initial indicates that you give your permission for the following:
____The videotape can be studied by the research team for use in the research project.
	
	


____The videotape can be shown to subjects in other experiments.
	
	


____The videotape can be used for scientific publications.
	
	


____The videotape can be shown at meetings of scientists interested in the study of emotion. 
	
	


____The videotape can be shown in classrooms to students. 
	
	


____The videotape can be shown in public presentations to nonscientific groups.
	
	


____The videotape can be used on television and radio. 
	
	


FOR QUESTIONS ABOUT THE STUDY
· Appointment Contact: If you need to change your appointment, please contact (insert name) at (insert phone number).

· Questions, Concerns, or Complaints: *If you have any questions, concerns or complaints about this research study, its procedures, risks and benefits, or alternative courses of treatment, you should ask the Protocol Director.  You may contact them now or later at (insert name, email address, and phone number of Protocol Director).

· Emergency Contact: *If you feel you have been hurt by being a part of this study, or need immediate assistance please contact (insert name of Emergency Contact) at (insert Emergency Contact’s phone number) or (if applicable) the Faculty Sponsor, (insert name of Faculty Sponsor) at (insert Faculty Sponsor’s phone number).

· Alternate Contact If you cannot reach the Protocol Director, please contact (name) at (phone number and/or pager number).

· Independent of the Research Team Contact: *If you are not satisfied with the manner in which this study is being conducted, or if you have any concerns, complaints, or general questions about the research or your rights as a research study subject, please contact the Stanford Institutional Review Board (IRB) to speak to an informed individual who is independent of the research team at 650-723-2480 or toll free at 
1-866-680-2906.   Or write to the Stanford IRB, Stanford University, 1705 El Camino Real, Palo Alto, CA 94306.  

I have read the above description and give my consent for the use of the videotape as indicated above.
 
_____________________________________
               ____________

Signature of Adult Participant



  
   Date

_____________________________________            


Print Name of Adult Participant                                        

When consent is obtained from a legally authorized representative (LAR) or representatives (e.g., parent(s), guardian or conservator), include signature lines for representatives and a description of their authority to act for the participant.

_____________________________________
               ____________        

Signature of Legally Authorized Representative (LAR)

  Date 

(e.g., parent, guardian or conservator)   

_____________________________________            


Print Name of LAR                                        

_____________________________________

LAR’s Authority to Act for Participant 



(e.g., parent, guardian or conservator)

_____________________________________
               ____________ 

(If available) Signature of Other Parent or Guardian  
            Date      

_____________________________________            


Print Name of Other Parent or Guardian                                        

_____________________________________

Authority to Act for Participant 





_____________________________________
               ____________ 

Signature of Person Obtaining Consent


  
  Date

_____________________________________            


Print Name of Person Obtaining Consent



  
 

The extra copy of this signed and dated consent form is for you to keep.
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