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Department of xxxx

8001 Natural Bridge Road

St. Louis, Missouri 63121-4499

Telephone:  314-516-xxxx

Fax: 314-516-xxxx

E-mail: xxxx@umsl.edu

Assent to Participate in Research Activities (Minors)

Insert Title of Research

1.  My name is [identify yourself to the child by name].

2. I am asking you to take part in a research study because we are trying to learn more about [outline what the study is about in language that is both appropriate to the child's maturity and age] .

3. If you agree to be in this study [describe what will take place from the child's point of view in language that is both appropriate to the child's maturity and age].

4.  [Describe any risks to the child that may result from participation in the research.]

5.  [Describe any benefits to the child from participation in the research.]

6. Please talk this over with your parents before you decide whether to participate.  I also will ask your parents to 

give their permission for you to take part in this study. [The following statement will not be applicable in therapeutic protocols.] Even if your parents say "yes," you still can decide not to do this.

7. If you don't want to be in this study, you don't have to participate. Remember, being in this study is up to you, and no one will be upset if you don't want to participate or if you change your mind later and want to stop.

8. You can ask any questions that you have about the study. If you have a question later that you didn't think of now, you can call me at [insert your telephone number] or ask me next time. [If applicable: You may call me at any time to ask questions about your disease or treatment.]

9. [This section may be omitted if you have determined that no PHI will be used or generated in the study.] Protected Health Information (PHI) is any information about your health that someone could use to identify you.  If you decide to participate in this study, that means you agree to let me use and share your PHI.  [Discuss PHI needed for the study.  Sample PHI statements ]

10. Signing your name at the bottom means that you agree to be in this study. [If the study is related to treatment insert the following: Your doctors will continue to treat you, whether or not you participate in this study.] You and your parents will be given a copy of this form after you have signed it.

_____________________________________________

_____________________________________________

Participant’s Signature                                            Date  

Participant’s Printed Name

_____________________________________________

_____________________________________________

Parent or Guardian’s Signature                               Date         
Parent or Guardian’s Printed Name

______________
_________________

Participant’s Age
Grade in School

The Notice of Privacy Practices (a separate document) describes the procedures used by UM-SL to protect your information.  If you have not already received the Notice of Privacy Practices, I will make one available to you.



________  I have been offered a copy of the UM-SL Notice of Privacy Practices.



      Initial
