






Addenbrooke's Hospital 'il/:J.i 
Cambridge University Hospitals NHS Foundation Trust 

Please read this form carefully. If your treatment has been planned 
in advance, you should already have your own copy, which 
describes the benefits and risks of the proposed treatment. If not, 
you will be offered a copy now. Do ask if you have any further 
questions. The staff at Addenbrooke's are here to help you. You have the right to change your mind at any 
time before the procedure is undertaken, including after you have signed this form. 
Training doctors and other health professionals is essential to the continuation of the Health Service and 
improving the quality of care. Your treatment may provide an important opportunity for such training, where 
necessary under the careful supervision of a senior doctor. You may, however, decline to be involved in the 
formal training of medical and other students without this adversely affecting your care and treatment. 

Please read the following: 

I understand that I will have the opportunity to discuss the details of anaesthesia with an 
anaesthetist before the procedure, unless the urgency of my situation prevents this. (This only 
applies to patients having general or regional anaesthesia.) 
I understand that you cannot give me a guarantee that a particular person will perform the 
procedure. The person undertaking the procedure Will, however, have appropriate experience. 
I understand that any procedure in addition to those described on this form will only be carried 
out if it is necessary to save my life or to prevent serious harm to my health. 
I have been told about additional procedures which may become necessary during my 
treatment. I have listed below any procedures that I do not wish, without further 
discussion, to be carried out. 

I understand that any tissue (including blood) removed as part of the procedure or treatment 
will be anonymised and may be used for teaching or quality control, and stored or disposed of 
in a manner regulated by appropriate, ethical, legal and professional standards. 
I understand that all research will be approved by a research ethics committee and undertaken 
in accordance with appropriate ethical, legal and professional standards. 
I understand that the research may be conducted within a hospital, university, not for profit 
organisation or a company laboratory. 

Please tick boxes to indicate you either agree/disagree to the three points below. Yes No 
I agree that tissue (including blood) not needed for my own diagnosis or treatment can be D D 
used for research which may include genetic research. If you wish to withdraw your 
consent for the use of your tissue (including blood) for research, please contact the Patient 
Advice and Liaison Service at Addenbrooke's Hospital. 
I agree to the use of photography for the purpose of diagnosis and treatment. D D 

D DI agree to anonymised photographs being used for medical teaching.
 

I confirm that the risks, benefits and alternatives of this procedure have been discussed
 
with me and I have read and understood the above and agree to the procedure (or course of
 
treatment) on this form.
 
Patient's signature: Date: .
 

Name (PRINT): .
 
If the patient is unable to sign but has indicated his/her consent, a witness should
 
sign below. Young people may also like a parent to sign here (see gUidance notes).
 
Witness' signature: Date: .
 
Name (PRINT): .
 
Confirmation of consent (to be completed by a health professional when the
 
patient is admitted for the procedure, if the patient has signed the form in advance)
 
On behalf of the team treating the patient, I have confirmed with the patient that
 
s/he has no further questions and wishes the procedure to go ahead.
 

Signature....................................................................... Date: .
 
Name (PRINT): Job Title: .
 

White copy - patients notes Yellow copy - for patient 
Date: February 2007 File: CFPIOOl Page 2 of 2 
Consent for: Form l_Adult Generic 



Addenbrooke's Hospital r:lfll.1 
Cambridge University Hospitals NHS Foundation Trust 

Cambridge Brain Bank 
A Division of Addenbrooke's Human Tissue Bank 

Human Tissue Authority License No. 12318 

Department of Histopathology, Box 235, Addenbrooke's Hospital 
Hills Road, Cambridge CB2 2QQ 

Tel (01223) 217336, Fax (01223) 256122 
E-mail brbank@addenbrookes.nhs.uk 

Declaration of Consent 
For Brain and Bodily Fluid Donation by Donor 

This form must accompany the donor at the time of the post mortem 

Name of Donor . 
Please Initial 

Have you read the attached information sheet on post-mortem 
brain donation (version 2009.4 dated 22/06/09), and have you 
been given a copy to keep? 

D 
YES 

D 
NO 

Do you confirm that your questions have been answered 
satisfactorily and that you have a good understanding of the 
information sheet and the procedure? 

D 
YES 

D 
NO 

Are you aware that your gift of brain tissue and related 
fluids will be placed in the custody of the Cambridge Brain 
Bank, licensed by the Human Tissue Authority, License no. 
12318)? 

YES D NO D 

Do you understand that you can change your mind about brain 
donation any time without giving a reason or explanation by 
contacting the Cambridge Brain Bank directly? 

D 
YES 

D 
NO 

Do you agree to the retention of the whole brain, blood and a 
sample of cerebrospinal fluid for ethically approved research 
studies and medical research including genetic research? YES D NO D 

May the donated tissue and bodily fluids be used for educating 
medical staff? D

YES 
D

NO 

May the donated tissue and bodily fluids be used for quality 
control in NHS associated laboratories? This is to ensure the 
overall quality of laboratory test results. 

D 
YES 

D 
NO 

Do you agree that ethically approved research projects may 
have access to your medical records for research purposes? D 

YES 
D 

NO 
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I confirm that in the event of my death I wish to donate my brain and 
related fluids to the Cambridge Brain Bank Laboratory for use in medical 
research as indicated. 

Signed: . 

Name in capitals: Date: . 

Witness Signature: . 

Name in Capitals: Date: . 

Details of Person Taking Consent 

Signed . 

Name . 

Job Title . 

Date . 

Contact Telephone Number . 

Brain and Tissue Bank Contacts: 

Tissue Bank Manager Research Nurse 

Mrs Beverley Haynes Mrs Jenny Wilson 

~ Department of Histopathology, Department of Histopathology, 

Box 235, Addenbrooke's Hospital Box 235 Addenbrooke's Hospital 

Hills Road, Cambridge CB2 2QQ Hills Road, Cambridge CB2 2QQ 

Contact Telephone Number: Contact Telephone Number: 

01223 217336 01223 217336 

Mobile: 07847 808704 

Email: jwilson12@nhs.net 
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CONTACT DETAILS: 

Name of Donor: 

Date of Birth of Donor: 

Address: 

Tel. No.: 

Name of Next of kin Or Name of Nominated Individual:­

Relationship to donor Address 

Address 

Contact Telephone Number 

Contact telephone number 

Name of Doctor (G.P.): 

Name of Surgery: 

Address: 

Tel. No.: 
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Addenbrooke's Hospital wm 
Cambridge University Hospitals NHS Foundation Trust 

Cambridge Brain Bank 
A Division of Addenbrooke's Human Tissue Bank 

Human Tissue Authority License No. 12318 

Department of Histopathology, Box 235, Addenbrooke's Hospital 
Hills Road, Cambridge CB2 2QQ 

Tel (01223) 217336, Fax (01223) 256122 
E-mail brbank@addenbrookes.nhs.uk 

Consent For Donation Of Brain And Bodily Fluid
 
By Next Of Kin Or Nominated Individual
 

This form must accompany the donor at the time of the post mortem 

Name of Donor . 

Please Initial 

Have you read the attached information sheet on post-mortem 
brain donation (version 2009.4 dated 22/06/09), and have you 
been given a copy to keep? 

D 
YES 

D 
NO 

Do you confirm that your questions have been answered 
satisfactorily and that you have a good understanding of the 
information sheet and the procedure? 

D 
YES 

D 
NO 

Are you aware that the gift of brain tissue and related 
fluids will be placed in the custody of the Cambridge Brain 
Bank, licensed by the Human Tissue Authority, License no. 
12318)? 

YES D NO D 
Do you understand that you can change your mind about brain 
donation any time without giving a reason or explanation by 
contacting the Cambridge Brain Bank directly? 

D 
YES 

D 
NO 

Do you agree to the retention of the whole brain, blood and a 
sample of cerebrospinal fluid for ethically approved medical 
research including genetic research? YES D NO D 

May the donated tissue and bodily fluids be used for educating 
medical staff? D

YES 
D

NO 

May the donated tissue and bodily fluids be used for quality 
control in NHS associated laboratories? This is to ensure the 
overall quality of laboratory test results. 

D 
YES 

D 
NO 

Do you agree that ethically approved research projects may 
have access to the donor's medical records for research 
purposes? 

D 
YES 

D 
NO 
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Signed: . 

Name in capitals: Date: . 

Witness Signature: . 

Name in Capitals: Date: . 

Details of Person Taking Consent 

Signed . 

Name . 

Job Title . 

Date . 

Contact Telephone Number . 

Brain and Tissue Bank Personnel: 

Tissue Bank Manager Research Nurse 

Mrs Beverley Haynes Mrs Jenny Wilson 

Department of Histopathology, Department of Histopathology, 

Box 235, Addenbrooke's Hospital Box 235 Addenbrooke's Hospital 

Hills Road, Cambridge CB2 2QQ Hills Road, Cambridge CB2 2QQ 

Contact Telephone Number: Contact Telephone Number: 

01223 217336 01223 217336 

Mobile:07847 808704 

Email: jwilson12@nhs.net 
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CONTACT DETAILS: 

Name of Donor: 

Date of Birth of Donor: 

Address: 

Tel. No.: 

Name of Next of kin Name of Nominated Individual:­

Relationship to donor Address 

Address 

Contact Telephone Number 

Contact telephone number 

Name of Doctor (G.P.): 

Name of Surgery: 

Address: 

Tel. No.: 

Version: 1.4 22/06/2009 Page 3 of 3 



Addenbrooke's Hospital r:lTm 
Cambridge University Hospitals NHS Foundation Trust 

Cambridge Brain Bank 
A Division of Addenbrooke's Human Tissue Bank 

Human Tissue Authority License No. 12318 

Department of Histopathology, Box 235, Addenbrooke/s Hospital 
Hills Road, Cambridge CB2 2QQ 

Tel (01223) 217336, Fax (01223) 256122 
E-mail brbank@addenbrookes.nhs.uk 

Registering interest for Completion by Next of Kin
 
or Nominated Individual For Brain and Bodily Fluid Donation
 

Name of Donor . 
Please Initial 

Have you read the attached information sheet on post-mortem 
brain donation (version 2009.4 dated 22.06.09), and have you 
been given a copy to keep? 

D 
YES 

D 
NO 

Do you confirm that your questions have been answered 
satisfactorily and that you have a good understanding of the 
information sheet and the procedure? 

D 
YES 

D 
NO 

Are you aware the gift of brain tissue and related fluids will be 
placed in the custody of the Cambridge Brain Bank, licensed 
by the Human Tissue Authority, License no. 12318)7 

YES D NO D 

Do you understand that you can change your mind about brain 
donation any time without giving a reason or explanation by 
contacting the Cambridge Brain Bank directly? 

D 
YES 

D 
NO 

Signed: . 

Name in capitals: Date: . 

Witness Signature: . 

Name in Capitals: Date: . 

Details of Person Taking Consent 

Signed . 

Name . 

Job Title . 

Date . 

Contact Telephone Number . 
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Brain and Tissue Bank Contacts: 

Tissue Bank Manager 

Mrs Beverley Haynes 

Department of Histopathology, 

Box 235, Addenbrooke's Hospital 

Hills Road, Cambridge CB2 2QQ 

Contact Telephone Number: 

01223 217336 

CONTACT DETAILS:
 

Name of Donor:
 

Date of Birth of Donor:
 

Address:
 

Tel. No.:
 

Name of Next of kin
 

Relationship to donor
 

Address
 

Contact telephone number 

Research Nurse 

Mrs Jenny Wilson 

Department of Histopathology, 

Box 235 Addenbrooke's Hospital 

Hills Road, Cambridge CB2 2QQ 

Contact Telephone Number: 

01223 217336 

Mobile: 07847 808704
 

Email: jwilson12@nsh.net
 

Name of Nominated Individual: ­

Address 

Contact Telephone Number 
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Other family members Other family members:­

Relationship to donor Relationship to donor 

Address Address 

Contact telephone number Contact Telephone Number
 

Name of Doctor (G.P.):
 

Name of Surgery:
 

Address:
 

Tel. No.:
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Flowchart In The Event of a Brain Donor Death 

IInstructions for GPs (in Grey) I 
Nursing Staff/Carer/NO 

to Phone Brain Bank on call 

!,~~~~g!':O~J%~~::c~ 
-' rvjc~JJi~~lrc~,'~1iifi~at~Qt: 

theie~,~~~)oflDeath 
'~:ali"d~fax0~to 

B'rainJ Bank, 
(,012,23' 25612,2) 

GJ!" to) faj(; MedicaI 
Certi'fiE,~t'$ of £ayse of 

~~C:ltI1torel~~ant 
Mq",t..,aFy' follo,wing 
insttuc::tibns: from 

BrainfBank 

GP co tacted by 
Undertakers if 

Cremation Form 
requires 

completion 

(01223 217336) ...--. 
Brain Bank contacts GP 

ASAP 

Brain B·ank contacts 
Family/Nursing Home. 

Consent documents faxed 
to family 

Brain Bank arranges 
transfer of body by 

undertakers to relevant 
mortuary 

Brain retrieved and 
couriered to Brain Bank 

if necessary 

Body collected by 
Family Undertaker 

for burial or 
cremation 

Family fax completed 
consent documents 
back to Brain Bank 

Brain Bank sends 
thanks to the family 

for their donation 


