
Participant Informed Consent for Clinical Research 
 

Study title for participants: Taxi STEP (Social networks, Technology, and 
Exercise through Pedometers)  

Official study title for internet search on http://www.ClinicalTrials.gov:  
Taxi STEP (Social networks, Technology, and Exercise through Pedometers)  

Lead Researcher: 646-888-8054

Overview and Key Information 
What am I being asked to do? 

Taking part in this study is your choice.  

Why is this study being done? 

http://www.clinicaltrials.gov/


What is the usual approach?

What are my other choices if I decide not to take part in this study? 

What will happen if I decide to take part in this study? 



What are the risks and benefits of taking part in this study? 

Risks 

Benefits 

If I decide to take part in this study, can I stop later?



Are there other reasons why I might stop being in the study? 

What is the purpose of this study? 

What are the study groups?  



What extra tests and procedures will I have if I take part in this study? 

Before you begin the study:

During the study: 

o

o

 







What risks can I expect from taking part in this study?

What are my responsibilities in this study? 



o
o
o
o

Is there a conflict of interest for this study?  

What are the costs of taking part in this study? 

What happens if I am injured or hurt because I took part in this study?  



Who will see my medical information? 



Where can I get more information? 

http://cancer.gov/
http://www.clinicaltrials.gov/


Research Authorization for the Use and Disclosure of  
Protected Health Information (PHI) 

 Taxi STEP (Social networks, Technology, and Exercise through Pedometers) 

1. What protected health information about me will be used or shared 
with others during this research? 

2. Who will use or share my protected health information? 



3. With whom outside of MSK may my protected health information be 
shared? 

4. Why will my protected health information be used by or shared by 
MSK or others? 



5. For how long will my protected health information be used or shared 
with others? 

6. Statement of privacy rights: 

Notice concerning HIV-related information 



Participant Informed Consent/Research Authorization for Clinical Research  

Statement of professional obtaining consent  

( ). 

Consenting professional must personally sign and date 

Consenting professional’s 
signature  

 Date: 

Consenting professional’s name 
(Print) 

 

Participant’s (or Legally Authorized Representative’s [LAR’s)]) statement 

Participant/LAR must personally sign and date 
Participant/LAR 
signature 

Date: 

Participant/LAR 
name (Print) 

 

LAR relationship to 
participant 

 

Witness signature (if required) 

Name of witness:

Signature of witness: ______________________________ Date:

Interpreter (if required)  
Name of interpreter (if present):
ID number (if phone interpreter): 

. 


	PotenetialCOIMain

