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Subject Name: 

Subject Date of Birth: 


[Name of Institution or Facility Where Research is Being Conducted]
of Aurora Health Care [Include only if appropriate]
[City], Wisconsin

MY “YES” OR “NO” LETTER

(Assent form for children between the ages of 7-10)

Title of Study:  

Principal Investigator’s Name:  

My name is  ___________________________________________________.

I have <<insert disease or condition>>.  I have talked with _____________________________________________ about a research study at <<insert where the study is being conducted>> for children who have <<insert disease or condition>>.  

This study is trying to learn more about my disease and how to help other children who have <<insert disease or condition>>.  I will take a medicine called <<insert name of medication>> that might <<indicated desired effect, “help my asthma”>>, but it might not.  Being in this study might make my <<insert disease or condition>> better or it might not.  I will be going to the doctor a lot of times over <<insert length of study in months or years>>, and having some special <<insert any study activities the child will receive as part of being in this study, e.g. “breathing tests” for an asthma study>> tests that should not hurt.  I will have a blood test <<insert number of blood draws>> times in the <<insert length of study in months or years>>, and this might hurt a little bit.  My parents/guardians have said that it’s OK for me to be in this study.  My doctor has talked to me about the following things:

· What this research study is about

· What my part in the study would be and what I would have to do

· What good things might happen to me

· What bad things might happen to me

· That this treatment might not help me at all

· What other treatment I can get if I don’t want to be in this study

· That the things they learn in this study might someday help other children with my disease

· That I can ask questions I have at any time before, during, or after the study

· I don’t have to do this if I don’t want to

· I can stop being in this study once I start, but that I should talk to my doctor first

_____

YES, I will be a part of this study.

_____

NO, I will not be a part of this study.

____________________________________________            ________________________
_________________________

Write your name here




How old are you?

What’s today’s date?

This is the name of the person who explained this study to me (to be completed by the person obtaining assent):

  Print name and title of person obtaining consent

  Signature of person obtaining consent



Telephone


Date
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