Please format the Children’s Hospital signature lines as follows.  Please note:  the site will submit the signature lines as appropriate to the research.
[bookmark: _GoBack]Child’s Name: ______________________________________________	_________________
	First	Middle Initial	Last	Date of birth

	First Parent/Guardian Consent for Child’s Participation:
I consent to allow my child to participate in this study.

____________________________________________________	_____________
1st Parent/Guardian Signature	Date

Print Name: ___________________________________________	_____________
Relationship to Participant:     Mother    Father   Guardian 	Time



	Second Parent/Guardian Consent for Child’s Participation: (if available)
I consent to allow my child to participate in this study.

____________________________________________________	_____________
2nd Parent/Guardian Signature	Date

Print Name: ___________________________________________	_____________
Relationship to Participant:   Mother    Father   Guardian	Time



	Child Participant Ages 13-17 Who Can Read This Consent: 
I consent to participate in this study

____________________________________________________	_____________
Child Participant (Age 13-17) Signature	Date

Print Name: ___________________________________________	_____________
	Time



	Adult Participant (18 years of age or older) or Re-Consent for Self Participation:
I consent to participate in this study

____________________________________________________	_____________
Adult Participant Signature	Date

Print Name: ___________________________________________	_____________
	Time




	Consent form explained by
I have given this research subject (or his/her legally authorized representative, if applicable) information about this study that I believe is accurate and complete.  The subject has indicated that he or she understands the nature of the study and the risks and benefits of participating.

____________________________________________________	_____________
Signature	Date
Title:  Principal Investigator 	 Sub Investigator 	 Research Coordinator

Print Name: ___________________________________________	_____________
	Time




	Witness Signature (if applicable)

____________________________________________________	Date_____________
Witness of Signature:		Witness of consent process:	
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