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PRotocolised Evaluation of permiSSive blood pressure targets versus Usual care
Consent Form - Parent or Legal Guardian, 
Version 1.0, 10 February 2021
	To be completed by the Researcher:

	Hospital name:
	

	Trial ID:
	

	Child’s full name:
	



	To be completed by the Parent or Legal Guardian:

	Once you have read and understood each statement – if you agree, please write your initials in each box

	1. I confirm that I have read and understood the Participant Information Sheet (version 1.0, 10 Feb 2021) for the above research study. I have had the opportunity to consider the information, ask questions and have had these answered satisfactorily.


	2. I understand that participation is voluntary, and that I am free to withdraw consent at any time, without giving any reason and without my child’s medical care or legal rights being affected.


	3. I agree for my child to continue to take part in this study. 


	4. I agree for the Hospital NHS Trust research team to access my child’s medical records and collect and send the full anonymised dataset securely to the Intensive Care National Audit and Research Centre (ICNARC) which is coordinating the study. 



	5. I agree that identifiable data related to my child (including name, date of birth, postcode and NHS number), may be processed by individuals from ICNARC,  NHS Digital or NHS Wales Informatics Service where it is relevant to the participation in this research.



	6. I agree that my child’s medical records, held by the NHS, may be looked at by authorised individuals from ICNARC, the Sponsor or regulatory authorities to check that the study is being carried out correctly. 



	7. I agree for ICNARC to send me a questionnaire to find out how my child is doing in one year’s time. 


	8. I agree that the information collected in the study will be used to support other research in the future, and may be shared anonymously with other researchers. 


	9. I would like to be contacted about any future related studies. 




	Your signature:
	
	Date: 
	

	Your full name (PRINT): 
	
	
	

	Researcher signature:
	
	Date: 
	

	Researcher full name (PRINT):
	
	
	
	


Once signed please turn over and complete
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Parent or Legal Guardian contact information

To be completed by the Parent or Legal Guardian:
Please provide your complete your details below in BLOCK CAPITALS for how you would like to receive the questionnaire (as detailed on point 6 of the Consent Form) 

	Email address:
	

	Telephone number(s):
	

	[bookmark: _Hlk54777783]Postal address:
	

	
	

	
	

	
	

	Postcode:
	
	
	
	
	
	
	
	




	Please confirm whether you would prefer to receive questionnaires by email or by post: 

	Email: ☐
	Post: ☐





1 copy for patient and parent/guardian; 1 copy for Investigator Site File; 1 copy to be kept with hospital notes
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