
Catholic Charities Consent to Participate in a Research Study
	Title of Study:
	

	Program:

	Name:
	
	
	Phone:
	


Introduction

· You are being asked to be in a research study of [insert general statement about study].  

· You were selected as a possible participant because [explain how subject was identified, include any exclusionary criteria].  

· We ask that you read this form and ask any questions that you may have before agreeing to be in the study. 
Purpose of Study  

· The purpose of the study is [explain research question and purpose in lay language].

· Ultimately, this research may be [published as part of a book on…, presented as a paper, etc.].  

Description of the Study Procedures

· If you agree to be in this study, you will be asked to do the following things: [explain procedures and tasks; identify any procedures that are experimental; describe length of time for participation, frequency and duration of procedures; etc.]  

*[If applicable, explain any alternative procedures or courses of treatment available to the subject.]

Risks/Discomforts of Being in this Study

· The study has the following risks.  First, [explain first risk, including the likelihood of the risk]. Second, [explain second risk, including the likelihood of the risk].  Third, …

· [If there are no foreseeable risks, state as such] There are no reasonably foreseeable (or expected) risks.  There may be unknown risks.

Benefits of Being in the Study

· The benefits of participation are [explain benefits of participation that will be gained by the participants and/or other. If a benefit is not likely to occur to each participant do not include.  

· [If there are no expected benefits, state as such.] 
Confidentiality [choose one of the following]

· This study is anonymous.  We will not be collecting or retaining any information about your identity.

· The records of this study will be kept strictly confidential. Research records will be kept in a locked file, and all electronic information will be coded and secured using a password protected file. [If audio or video tape recordings are made, explain specifically who will have access to them, if they will be used for educational purposes, and when they will be erased/destroyed and indicate how they will be destroyed or erased.]  We will not include any information in any report we may publish that would make it possible to identify you. 

· Your identity will be disclosed in the material that is published.  However, you will be given the opportunity to review and approve any material that is published about you.
Right to Refuse or Withdraw
· The decision to participate in this study is entirely up to you.  You may refuse to take part in the study at any time without affecting your relationship with CC.  CC does not condition treatment, payment, benefit eligibility, or enrollment activities on the signing of this form.
Right to Ask Questions and Report Concerns

· You have the right to ask questions about this research study and to have those questions answered before, during or after the research.  If you have any further questions about the study, at any time feel free to contact, [name] at [email] or by telephone at [phone number].  If you like, a summary of the results of the study will be sent to you. If you have any other concerns about your rights as a research participant that has not been answered by the investigators, you may contact [name and phone].
· If you have any problems or concerns that occur because of your participation, you can report them to the [name] at the number above. Alternatively, concerns can be reported by completing a CC client Grievance Form, which can be provided by a CC staff member.
Expiration and Right to Revoke Authorization

· Except to the extent that research has already been conducted in reliance on this authorization, at any time I can revoke this authorization by submitting a notice in writing. Unless revoked, this authorization will not expire upon signature. 
Re-disclosure

I understand the information disclosed by this authorization may be subject to re-disclosure by anyone receiving it, and the information disclosed will no longer be protected by the Health Insurance Portability and Accountability Act of 1996.  CC and its personnel are hereby released from any responsibility or liability for disclosure of research information to the extent indicated and authorized herein.   The information authorized for release may include records that may indicate the presence of drug and alcohol abuse, psychiatric care, sexually transmitted disease, hepatitis B or C testing, and/or other similarly sensitive information, I agree to its release, if not applicable please check here.  

Consent

· Your signature below indicates that you have decided to volunteer as a research participant    for this study, and that you have read and understood the information provided above. You will be given a signed and dated copy of this form to keep, along with any other printed materials deemed necessary by the study investigators.   
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