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Documentation of Capacity

	Protocol Title:

	Use the full protocol title as used in the DSRB Application



	Principal Investigator & Contact Details:

	Include full name, address and phone number




I examined _____________________________ on ____________________ for the purpose of determining whether he / she is capable of understanding the purpose, nature, risks, benefits, and alternatives of the research, making a decision about participation, and understanding that the decision about participation in the research will involve no penalty or loss of benefits to which the patient is otherwise entitled, for the above project. 

On the basis of this examination I have arrived at the conclusion that 

[   ]
this patient has capacity at this time

[   ]
there is doubt about this patient’s capacity at this time

[   ]
this patient clearly lacks this capacity at this time

Name / Stamp of Assessor
Signature
Date
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