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Age/sex.....% 7 [_!: : \.MVW ................ 4/\,0 $/0,D/o,W/o.D: r‘
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ey og“OS:‘;I:)l; ;i): il and congent agree to participate in THe project entitled “EJOMT

S a pilot study.” 4

. a study.
I have been inf s o
S Bac toilldor:led that this project is for the study of gliomas ,as I may suffer from (in cas¢ 4 sumetfzier
roach for d : OUt. Objectives of this Project and have been i;lformed that these are to develo-p :, done
:::)follow ul: ll:gnos: o toeent, [y Willingly be a part of these studies and any tests ‘hat-w":st:gativc
- 1 have beep : 3 11 the inV!

procedures. I also e €xplained anq have understood the necessity and the nature of a PR E

i in
‘and that the diagnosed profile of my tissue sample generated will bee
f brain tissue,

understanding the state o

. i €
I understand fhat tests will be performed with 1cm of tissue sample and Sml of blood that TS takenntll:)::y
from the routine clinjca) Procedure being performed. I have been told that I do not have to spend 22

e . . : ; .n
S PATUSIDAte Ity projede T undsiiad that if I have any questions about the study the investigaing
physician will clarify the same tomy s

% . informing any
atisfaction. I understand that during the project, without info .
reason I can withd

raw my Participation in this project.

I hereby state that I am aware of all issu
with this study to release information obt
forum for the betterment of understand

i 3 iated
es involved and give my consent to the mvestlgator(s) ass(.)ecll:::ic
ained as a result of my participation in this study t(.’ any.lslﬂ ot be
ing the state of human gliomas and that my identity will n
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revealed and privaey and confidentiality will be maintained. During the study, if some results are of so

+'s i o havi v tood
benefit to the barticipants, the sume wil! be couveyed to them by ific 5 iysiciaii. Thus having fully unders

¢ couveyed (o them by inc p
the procedure and implications of the above study, I agree to participate in the same.

To become a part of this project, I hereby sign and confirm the following:

e I have read all the information in this informed consent form and I have had adequate time to think

about it.

All my questions have been answered to my satisfaction.

I voluntarily agree to participate in this project, to follow the necessary procedures and to provide
necessary information to the investigators.

¢ I understand that I can freely choose to stop being a part of this study at any time.
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