VOLUNTEER AGREEMENT AFFIDAVIT

For use of this form, see AR 70-25 or AR 40-38; the proponent agency is OTSG.

PRIVACY ACT OF 1974

Authority: 10 USC 3013, 44 USC 3101, and 10 USC 1071-1087.

Principle Purpose: = To document voluntary participation in the Clinical Investigation and Research Program. SSN and home address will be used
for identification and locating purposes.

Routine Uses: The SSN and home address will be used for identification and locating purposes. Information derived from the study will be
used to document the study; implementation of medical programs; adjudication of claims; and for the mandatory reporting of
medical conditions as required by law. Information may be furnished to Federal, State and local agencies.

Disclosure: The furnishing of your SSN and home address is mandatory and necessary to provide identification and to contact you if
future information indicates that your health may be adversely affected. Failure to provide the information may preclude
your voluntary participation in this investigational study.

PART A(1) - VOLUNTEER AFFIDAVIT

Volunteer Subjects in Approved Department of the Army Research Studies

Volunteers under the provisions of AR 40-38 and AR 70-25 are authorized all necessary medical care for injury or disease which is the
proximate result of their participation in such studies.

1, ,  SSN ,
having full capacity to consent and having attained birthday, do hereby volunteer/give consent as legal
representative to participate

(Research study)

under the direction

conducted at

(Name of Institution)

The implications of my voluntary participation/consent as legal representative; duration and purpose of the research study; the methods and
means by which it is to be conducted; and the inconveniences and hazards that may reasonably be expected have been explained to me by

| have been given an opportunity to ask questions concerning this investigational study. Any such questions were answered to my full and
complete satisfaction. Should any further questions arise concerning my rights/the rights of the person | represent on study-related injury,
| may contact

at

(Name, Address and Phone Number of Hospital (Include Area Code))

I understand that | may at any time during the course of this study revoke my consent and withdraw/have the person | represent withdrawn
from the study without further penalty or loss of benefits; however, I/the person | represent may be required (military volunteer) or requested
(civilian volunteer) to undergo certain examination if, in the opinion of the attending physician, such examinations are necessary for my/the
person | represent's health and well-being. My/the person | represent's refusal to participate will involve no penalty or loss of benefits to which
| am/the person | represent is otherwise entitled.

PART A(2) - ASSENT VOLUNTEER AFFIDAVIT (MINOR CHILD)

I, ,  SSN , having full

capacity to assent and having attained birthday, do hereby volunteer

to participate

(Research Study)

under the direction of

conducted at

(Name of Institution)

(Continue on Page 2)
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PART A(2) - ASSENT VOLUNTEER AFFIDAVIT (MINOR CHILD) (Cont’d.)

The implications of my voluntary participation; the nature, duration and purpose of the research study; the methods and means by
which it is to be conducted; and the inconveniences and hazards that may reasonably be expected have been explained to me by

| have been given an opportunity to ask questions concerning this investigational study. Any such questions were answered to my full
and complete satisfaction. Should any further questions arise concerning my rights | may contact

at

(Name, Address and Phone Number of Hospital (Include Area Code))

| understand that | may at any time during the course of this study revoke my consent and withdraw from the study without further
penalty or loss of benefits; however, | may be requested to undergo certain examination if, in the opinion of the attending physician,
such examinations are necessary for my health and well-being. My refusal to participate will involve no penalty or loss of benefits to
which | am otherwise entitled.

PART B - TO BE COMPLETED BY INVESTIGATOR

INSTRUCTIONS FOR ELEMENTS OF INFORMED CONSENT: (Provide a detailed explanation in accordance with Appendix C, AR 40-38
or AR 70-25.)

| do D do not D (check one & initial) consent to the inclusion of this form in my outpatient medical treatment record.
SIGNATURE OF VOLUNTEER DATE SIGNATURE OF LEGAL GUARDIAN (If volunteer is a minor)
PERMANENT ADDRESS OF VOLUNTEER TYPED NAME OF WITNESS
SIGNATURE OF WITNESS DATE
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