The UNIVERSITY OF CHICAGO

The Division of the Biological Sciences ( The University of Chicago Medical Center
ASSENT BY MINOR SUBJECT FOR PARTICIPATION IN A RESEARCH PROTOCOL

Protocol Number:



Name of Subject:  










Medical History Number:  





STUDY TITLE:  













Doctors Directing Research:  [include PI & at least 1 other investigator] 

Address:

Telephone Number:

We are asking you to be in a research study.  A member of the research team will explain to you what is involved in this study.  If you decide to be in this study, you will be asked to sign your name at the end of this form.
Why are my doctors doing this study? 

This study will help your doctors to learn  





.

How many people will take part in this study? 
About 
 kids will take part in this study at the University of Chicago.

What will I be asked to do? 
In this study, you will be asked to …  [Provide a lay description of the procedures to be followed and identify any procedures (or drugs/devices) that are considered “experimental.”  Provide a brief lay description of the study.]

During this study, your doctors will collect information about you as part of this study.   [Please describe and list all data to be collected and used for this research study.]
How long will I be in this study? 

We think you will be in the study for


.

How will this study affect me? 
[List the physical and non-physical risks of participating in the study. Non-physical risks may include such thing that may make the child feel sad.] 
You can stop any time.  Your doctors will not be mad at you if you want to stop.

Will this study help me? 
[Identify if there are any benefits.] We also hope that this study will help us to help other kids like you.
What if I don’t want to be in this study? 
You don’t have to be in this study if you don’t want to.  You can stop at any time.  Your doctors will still try to help you feel better even if you don’t want to be in this study.
Will anyone else know I’m in this study? 

Your doctors will not tell anyone else that you are in this study unless you say it is okay.
What if I want to stop? 
You can choose not to be in this study at any time.  Your doctors will still try to make you feel better even if you don’t want to be in this study.
Who do I talk to if I have any questions? 
If you have any questions, you can ask your doctors and your mom or dad.
ASSENT
Please sign your name here if you want to be in this study
Signature of Subject:  










Date:  



Time:  

   AM/PM (Circle)

PERSON OBTAINING CONSENT

I have explained to 


 the nature and purpose of the study and the risks involved.  I have answered and will answer all questions to the best of my ability.  I will give a signed copy of the consent form to the subject and family.

Signature of Person Obtaining Consent:  





Date:  



Time:  

   AM/PM (Circle)

INVESTIGATOR/PHYSICIAN:

Signature of Investigator/Physician  





Date:  



Time:  

   AM/PM (Circle)

 [List consent form version date, the page number, and the total number of pages]


