SPRINGIELD COLLEGE

INSTITUTIONAL REVIEW BOARD

ADVERSE EVENT REPORT FORM

For  Study Participant

Name (please print)_____________________________Date____________
Address______________________________________________________

_____________________________________________________________

e-mail______________________________Telephone__________________

Please complete this form if you have suffered any physical or emotional injury as a result of your participation in a study. Please identify the study in which you participated and the primary investigator of the study as well as a description of the adverse event. Be as specific as possible.

Name of study:__________________________________________________

Principal Investigator:______________________________________________

Adverse event (use additional sheet if necessary):________________________

Date of injury:________________Location:______________________________

Did you notify the principal investigator of the injury?______yes_____no

Participant’s Signature____________________________Date_____________
Please return this form to:

Dr. Betty L. Mann

Associate Vice President, Graduate Education and Research

263 Alden Street

Springfield College

Springfield, MA 01109

