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Information sheet for participants aged 12-17 years old
Title of the study: Enter the simple title of the study here

Hello,
At the department XXX, where you are currently staying
, we want to perform a study in patients who receive intravenous nutrition (meaning through a tube directly in the bloodstream)
.

For this study we want to collect information like your age, weight, some general information about your illness and information about the prescribed intravenous diet. We can easily find this data in your patient file.

Hereby we would like to ask for your cooperation to participate in this study, so we want to ask for your permission to collect and review the above mentioned information in your patient file
. The study will be conducted by Dr. XXX
. 

Your participation in this study is entirely free and voluntary. This also means that you can withdraw from the study at any time without this having consequences for yourself or your parents.

Participation in this study will not bring any benefit to you and no extra effort is expected from you outside of the normal procedures in your department.

All data will be treated confidentially and processed anonymized/coded 
(this means that nobody will know your name), in accordance with the law on your privacy.

By signing the informed consent form below, you give your permission to participate in this study. If you want to know more about the study, you can contact your treating doctor or the investigator XXXX
.

INFORMED CONSENT FORM
	I,
	___________________________ (name of the participant in capital letters) declare


· that I have read this form.

· that I have been able to ask all my questions and am satisfied with the answer.

· that I understand that my data will be viewed by the people who have the right to do so.

· that I understand that participation is completely voluntary.

· that I have had sufficient time to think about my participation.


I agree to participate in this study.
	Name and first name of the participant


	Signature
	Date

	Name and first name investigator*

	Signature
	Date


2 copies must be completed. The original is kept by the investigator in the hospital for a period of 20 years, the copy is given to the participant.

*Tick by the investigator if you agree
	I declare that I have provided the necessary information regarding this study (the nature, the purpose, and the foreseeable effects) orally and a copy of the information document to the participant.
	

	I confirm that no pressure has been exerted on the participant to allow him/her to participate in the study and I am prepared to answer any additional questions.
	


��Vermeld hier de titel van de studie in het Engels en vereenvoudigd voor niet medisch opgeleide deelnemers


�Verwijderen indien niet van toepassing


�Gelieve aan te passen specifiek voor de studie


��Kort schetsen wat van de deelnemer verwacht wordt.





�Aanpassen aan de studie


�Toe te voegen: bijv. studenten universiteit, dokter, apotheker, …





�Verplichte tekst


�Aan te passen: voordelen en nadelen van de studie vermelden. Eventuele bijwerkingen van de studieprocedures moeten hier ook toegevoegd worden.


��Schrappen wat niet van toepassing is! Let op het onderscheid tussen gepseudonimiseerde (=gecodeerde) data en anonieme data!


�Gelieve hier de contactgegevens van de onderzoeker/arts toe te voegen.
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