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စာျဖင့္ေရးသားထားသည့္ Aေၾကာင္းၾကားၿပီးျဖစ္ေၾကာင္း သေဘာတူညီခ်က္ စာရြက္စာတမ္း 

ဤစာရြက္စာတမ္းကို Aေၾကာင္းAရာAား နားလည္ေစႏိုင္မည့္ ဘာသာစကားျဖင့္ ေရးသားရမည္ျဖစ္ၿပီး ႏႈတ္ျဖင့္ 
ေျပာျပသည့္ Aခ်က္Aလက္မ်ားAား စာျဖင့္ေရးသား မွတ္တမ္းတင္ထားသည့္ Aႏွစ္ခ်ဳပ္ႏွင့္Aတူ ပူးတြဲထားရိွရမည္။ 

သုေတသန ေလ့လာမႈတြင္ ပါဝင္ေဆာင္ရြက္ေပးရန္ သင့္Aား ေတာင္းဆိုထားပါသည္။ 

ပါဝင္ရန္ သေဘာမတူမီ သုေတသနေလ့လာေရး ဆရာဝန္က သင့္Aား ေAာက္ပါAခ်က္မ်ားကို ေျပာျပရပါမည္-  
(i) ေလ့လာမႈ ျပဳလုပ္ရသည့္ Aေၾကာင္းျပခ်က္၊ လုပ္ေဆာင္မည့္Aရာမ်ားႏွင့္ ထိုသုေတသန ေလ့လာမႈတြင္ သင္ 

ပါဝင္ရမည့္ Aခ်ိန္ကာလ၊ 
(ii) စစ္ေဆးမႈမ်ားႏွင့္ စမ္းသပ္စစ္ေဆးဆဲျဖစ္ေသာ ျပဳစုကုသမႈမ်ား၊  
(iii) သင့္Aေနျဖင့္ ရရိွလာႏိုင္သည့္ Aႏၱရာယ္မ်ား (သို႔) ေဘးထြက္ဆိုးက်ိဳးမ်ား၊ သုေတသနေလ့လာမႈေၾကာင့္ 

ရရိွလာႏိုင္သည့္ Aက်ိဳးေက်းဇူးမ်ား၊  
(iv) သုေတသနေလ့လာမႈတြင္ မပါဝင္ရန္ သင္ ဆံုးျဖတ္လိုက္လွ်င္ သင့္Aေနျဖင့္ လက္ခံ ရရိွႏိုင္သည့္ Aျခား 

ျပဳစုကုသမႈမ်ားႏွင့္  
(v) သုေတသန ေလ့လာမႈမွတ္တမ္းမ်ားကို သိမ္းဆည္းထားမည့္ နည္းလမ္းႏွင့္ ၎တို႔Aား ၾကည့္ရႈခြင့္ရိွသူမ်ား။ 

ေAာက္ပါ AေျခAေနတစ္ရပ္ရပ္ Aက်ံဳးဝင္လွ်င္ ေလ့လာေရးဆရာဝန္သည္ ေAာက္ပါတုိ႔Aေၾကာင္းကို သင့္Aား 
ေျပာျပရမည္-  

(i) သုေတသနျပဳ ေလ့လာမႈေၾကာင့္ သင့္Aား ထိခုိက္ဒဏ္ရာ ျဖစ္ေစပါက ရရိွမည့္ ေငြေပးေခ်မႈ၊  
(ii) ႀကိဳတင္မသိရိွႏုိင္သည့္ Aျခား ျဖစ္လာႏိုင္သည့္ Aႏၱရာယ္မ်ား၊  
(iii) သုေတသနျပဳ ေလ့လာေရးဆရာဝန္မွ သင့္Aား ေလ့လာမႈတြင္ မပါဝင္ခိုင္းေတာ့ရျခင္း၏ Aေၾကာင္းျပခ်က္မ်ား၊  
(iv) ေလ့လာမႈတြင္ သင္ပါဝင္သည့္Aခါ ျဖစ္ေပၚမည့္ ကုန္က်စရိတ္မ်ား၊  
(v) သုေတသန ေလ့လာမႈတြင္ မပါဝင္ေတာ့ရန္ သင္ ဆုံးျဖတ္လုိက္လွ်င္ ျဖစ္ပြားမည့္Aရာမ်ား၊  
(vi) ေလ့လာမႈတြင္ ဆက္လက္ပါဝင္လုိျခင္းရွိမရိွ သင့္စိတ္ခံစားခ်က္ကုိ ထိခုိက္ေစမည့္ ရွာေဖြေတြ႕ 

ရိွခ်က္Aသစ္မ်ားAေၾကာင္း သင့္Aား ေျပာျပမည့္Aခ်ိန္ႏွင့္  
(vii) သုေတသန ေလ့လာမႈတြင္ ပါဝင္မည့္ လူAေရAတြက္။ 
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သုေတသန ေလ့လာမႈတြင္ ပါဝင္ရန္ သင္သေဘာတူလွ်င္ ေလ့လာေရးဆရာဝန္က ဤသုေတသနေလ့လာမႈAေၾကာင္း 
ေရးသားထားေသာ Aႏွစ္ခ်ဳပ္ႏွင့္Aတူ ၎ကို လက္မွတ္ထိုးၿပီးေနာက္ ဤေဖာင္ပုံစံမိတၱဴကို သင့္Aား ေပးAပ္ရမည္။ 

ဤသုေတသနေလ့လာမႈႏွင့္ ပတ္သက္ျပီး ေမးခြန္းတစ္စံုတစ္ရာရီွပါက သုိ႔မဟုတ္ ၄င္းေၾကာင့္နာက်င္ခဲ့ရသည္ဟု 
ခံစားရပါက       Aား  
တြင္ လြတ္လပ္စြာဆက္သြယ္ႏိုင္ပါသည္ 

သေဘာတူညီခ်က္ (သို႔) ဤေလ့လာေရးတြင္ ပါဝင္သည့္Aတြက္ သင့္ရပိုင္ခြင့္မ်ားAေၾကာင္း 
ထပ္ေဆာင္းAခ်က္Aလက္မ်ားကို သိရိွလိုလွ်င္ Aဖြဲ႕Aစည္းဆိုင္ရာ ျပန္သုံးသပ္ေရးဘုတ္Aဖြဲ႕ (Institutional Review 
Board Office) ရုံး၏ ဖုန္းနံပါတ္ (615) 322-2918 (သို႔) ဖုန္းေခၚခ Aခမ့ဲျဖစ္ေသာ ဖုန္းနံပါတ္ (866) 224-8273 သို႔ 
ဆက္သြယ္ပါ။ 

ဤသုေတသန ေလ့လာေရးတြင္ မပါမျဖစ္ ပါဝင္ရမည္ မဟုတ္ပါ။ ဤသုေတသန ေလ့လာေရးတြင္ မပါဝင္ရန္ သင္ 
ေရြးခ်ယ္ႏိုင္ၿပီး သင္၏ က်န္းမာေရး ေစာင့္ေရွာက္မႈ၊ ဝန္ေဆာင္မႈမ်ား (သို႔) Aျခားရပိုင္ခြင့္မ်ားကို မေျပာင္းလဲဘ ဲ
Aျခားျပဳစုကုသမႈမ်ားကို ရယူႏုိင္သည္။  ဤသုေတသန ေလ့လာမႈတြင္ ပါဝင္ျခင္းကို Aခ်ိန္မေရြး ရပ္တန္႔ႏုိင္သည္။ 
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ဤသုေတသန ေလ့လာမႈတြင္ ပါဝင္ရန္ သေဘာတူသူ၏ ရွင္းလင္းခ်က္ 
ဤသုေတသန ေ့လလာမႈAေၾကာင္း ကြ် ႏု္ပ္Aား ႏႈတ္ျဖင့္ ရွင္းျပၿပီး ျဖစ္ပါသည္။  ကြ် ႏု္ပ္၏ ေမးခြန္းAားလုံးကို 
ေျဖဆိုၿပီးျဖစ္ကာ ဤေလ့လာမႈတြင္ ပါဝင္ရန္ ကြ် ႏု္ပ္က မိမိသေဘာဆႏၵAေလ်ာက္ လြတ္လပ္စြာ ေရြးခ်ယ္ပါသည္။ 

______________________________________________  _____________________ 
ပါဝင္သူ၏ လက္မွတ္ ရက္စြဲ။ ။ 

______________________________________________  _____________________ 
မ်က္ျမင္သက္ေသ၏ လက္မွတ္ ရက္စြဲ။ ။ 

______________________________________________  ______________________ 
ဘာသာျပန္သူ၏ (ရိွပါက) 

Signature of Participant Date

Signature of Witness Date

Signature of Interpreter (if applicable)

ရက္စြဲ။ ။ Date
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 1 of 2 06/01/2017 

 
SHORT FORM WRITTEN INFORMED CONSENT DOCUMENT 

 
This document must be written in a language understandable to the subject and should be 

attached to a written summary of the information that is presented orally. 
 
  
You are being asked to take part in a research study. 
 
Before you agree, the study doctor must tell you about:  

(i) the reason for doing the study, the things that will be done and how long you will be in the study; 
(ii) any tests or treatments that are experimental;  
(iii) any risks or side effects you can expect, and good effects that might come from the study;  
(iv) other treatments you could get if you decide not to be in the study; and  
(v) how the study records will be kept and who can see them. 

 
When any of the following things apply, the study doctor must also tell you about:  

(i) payment in case you are injured because of the research study;  
(ii) the possibility of other risks that are not known;  
(iii) reasons why the study doctor may take you out of the study;  
(iv) costs to you if you take part in the study;  
(v) what will happen if you decide to stop being in the study;  
(vi) when you will be told about new findings which may affect how you feel about staying in the 

study; and  
(vii) how many people will be in the study. 

[Insert if your study is using an investigational drug, device or biologic, otherwise please delete]  A 
description of this clinical trial will be available on www.clinicaltrials.gov, as required by U.S. Law.  This 
Web site will not include information that can identify you.  At most, the Web site will include a summary 
of the results.  You can search this Web site at any time. 
 
 
If you agree to be in the study, the study doctor must give you a copy of this form after it is signed along 
with a written summary of the study. 
 
If you have any questions about this research study or if you feel you have been hurt because of this 
study, please feel free to contact (INSERT NAME OF CONTACT) at (CONTACT’S PHONE NUMBER). 
 
[IF THE STUDY INCLUDES A FACULTY ADVISOR, INSERT THE FOLLOWING: You can also contact 
my Faculty Advisor, (INSERT NAME OF FACULTY ADVISOR) at (INSERT FACULTY ADVISOR’S 
NUMBER)].   
 
[IF THE STUDY DOCTOR HAS A PAGER, INSERT THE FOLLOWING: If you cannot reach the 
research staff, please page the study doctor at (INSERT INVESTIGATOR’S PAGER NUMBER)]. 
 
For additional information about giving consent or your rights as a participant in this study, contact the 
Institutional Review Board Office at (615) 322-2918 or toll free at (866) 224-8273. 
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You do not have to be in this research study. You may choose not to be in this study and get other 
treatments without changing your healthcare, services or other rights.  You can stop being in this study at 
any time. 
 
 
 
STATEMENT BY PERSON AGREEING TO BE IN THIS STUDY 
The research study has been explained to me verbally.  All my questions have been answered, 
and I freely and voluntarily choose to take part in this study. 
 
 
______________________________________________  _____________________ 
Signature of Participant      Date 
 
 
 
______________________________________________  _____________________ 
Signature of Witness      Date 
 
 
 
______________________________________________ ______________________ 
Signature of Translator (if applicable)    Date 
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