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ARTP Professional Qualifications – Patient Consent Form

[bookmark: _GoBack]Candidate Name: ____________________

As the acting patient for the ARTP Professional Qualifications, I consent to being video recorded so that the examination can be reviewed by an ARTP assessor.
I understand that the recording may be used to improve quality assurance for ARTP assessors and used for training purposes.
I can also confirm that I am not familiar with performing the lung function test and/or the equipment/software used. I understand that any evidence that I am supporting the candidate, eg. pre-empting instructions or providing advice or information, may result in the examination being marked as a fail. 


Name: _________________________

Date: __________________________

Signature: ______________________
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