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DASH: Desmopressin for reversal of Antiplatelet drugs in Stroke due to Haemorrhage 

 

IRAS Project ID: 233744   CTA ref: 03057/0070/001-0001 

 

Name of Researcher: ___________________________________________ 
 

Name of Participant:  ___________________________________________ 
 

I confirm that I have been given a copy of the Patient Information Sheet (Version 2.0 dated 11 Jan 2019) 
and I agree that I /my relative or friend / this stroke patient (delete as appropriate)  
 

• Will take part in the DASH study 

• For my medical records to be accessed, blood samples to be taken and stored and brain scans 
used by the study team 

• To be followed up at 3 months  

• For my GP to be informed 

• For my contact details to be collected and used for the purpose of the study 

• For my confidential data to be used in further research analysis about ICH.  
 

I understand that I am free to withdraw from the study at any point without giving a reason. 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Patient consent – to be completed if participant has capacity to consent 
 
______________________ ______________      ____________________ 
Name of Participant   Date           Signature 
 
________________________ ______________      ____________________ 
Name of Person taking consent  Date           Signature 

 
________________________ ______________      ____________________ 
Name of Witness if participant  Date           Signature 
unable to physically sign 

Personal or professional nominee consent - to be completed if participant does 
not have capacity to consent 
 
________________________ ______________      ____________________ 
Name of Person giving    Date    Signature 
nominee consent    

 

 

Relationship to patient (please tick):   Relative/carer/friend        Healthcare Professional 

 
______________________ ______________      ____________________ 
Name of Person taking consent  Date    Signature   

 

 
Telemedicine used (please tick if Yes)    

 

________________________ ______________      ____________________ 
Name of Witness if consent taken Date    Signature 
over the telephone     
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