University of Colorado Cancer Center Lung Cancer SPORE
Signed Request for Specimen and Clinical History Transfer


	When you sign this form, you are agreeing to donate your deceased family member’s lung cancer specimens and clinical history to the University of Colorado Lung Cancer SPORE biobank for lung cancer research. This means that you have read this consent form, your questions have been answered, and you have decided to complete the donation.  Your signature also means that you are permitting the University of Colorado Lung Cancer SPORE biobank to use your family member’s personal health information for research purposes.  Personally identifying information will be removed from the clinical history and specimens before the biobank distributeds them to researchers.


This signed consent form will be kept on file – please keep a copy for your own records.  

PLEASE SIGN & 

RETURN ONLY THE NEXT PAGE TO:

Mary K. Jackson
Team Manager - Specialized Program of Research Excellence [SPORE]

University of Colorado Cancer Center

13001 E 17th Place MS B-189

Aurora, CO   80045
P 303-724-1650

mary.k.jackson@ucdenver.edu
1. I agree my family member’s specimens and clinical history may be requested by the SPORE and subsequently stored in the SPORE’s biobank. 
2. I understand that 
· My family member’s specimens and clinical history may at any time be used for lung cancer research selected by the SPORE biobank
· The biobank will remove personally identifying information from specimens and clinical history before providing them to researchers.
· I will not have access to the research results based on my family member’s specimens and clinical history.
Please indicate whether you may be contacted:

	(
	YES, I may be contacted by the SPORE Patient Advocate if there are any questions about my family member’s specimen or clinical history.

	(
	YES, I may be contacted by the SPORE Team Manager if there are any questions about my family member’s specimen or clinical history.

	(
	NO, please do not contact me.


Hospital where specimen(s) and/or clinical history is stored 

	Name:
	

	Address:
	

	City:
	
	State:
	
	Zip:
	

	Phone:
	
	
	
	
	


DECEASED PATIENT’S INFORMATION
	First Name
	

	Last Name
	

	Date of Birth:
	
	Date of Death:
	

	Address of Record:
	

	City:
	
	State:
	
	Zip:
	


SUBMITTING FAMILY MEMBER’S INFORMATION

	First Name
	

	Last Name
	

	Date of Birth:
	
	Phone:
	

	Address:
	

	City:
	
	State:
	
	Zip:
	

	Phone:
	
	Email:
	


AUTHORIZED FAMILY MEMBER’S SIGNATURE
	Name (Please Print)
	

	Relationship to Patient
	
	Date:

	Signature
	


2

