Attachment 5. 
Consents
A. Guidelines for Obtaining Consent

B. Model Script for Consent to Contact

C.
Model Consent Forms


1.
 Sample Script to Introduce the Longitudinal Child and Family Outcome Study

2.   Consent to Contact


3.
Informed Consent—Caregiver Version


4.
Informed Assent—Child Version


5.
Informed Consent—Young Adult Version 
D. National Evaluation Consent Forms

1.   Informed Consent—Staff (System-of-Care Assessment) 



2.   Informed Consent—Caregiver (System-of-Care Assessment)


3.   Informed Consent—Youth (System-of-Care Assessment)


4.   Informed Assent—Youth (System-of-Care Assessment)


5.   Informed Consent—Parent/Guardian Approval for Youth Participant (System-of-Care   Assessment)


6.   Informed Consent—Record Review (System-of-Care Assessment)

7. 
Informed Consent (Sustainability Study)

8.
Informed Consent—Provider (Evidence-Based Practices Study)


9.  
Informed Consent—Provider (Evidence-Based Practices Study, Optional Questions)


10. Informed Consent—Director/Administrator (Evidence-Based Practices Study, ORC)

5.A.

Guidelines for Obtaining Consent

 SEQ CHAPTER \h \r 1PHASE V OF THE NATIONAL EVALUATION
GUIDELINES FOR OBTAINING CONSENT
Step 1
Caregivers of children with a serious emotional disorder (SED) will be asked for permission to be contacted about participating in the study as they present themselves at the primary agency or agencies managing intake into the system of care. A provider at the agency will explain the study to the caregiver and ask for his/her willingness to be contacted by an interviewer at a later date. As part of the process, the caregiver will be informed that his/her consent to be contacted is voluntary. Refusing or accepting to be contacted will not influence the child’s treatment or the family’s relationship with the agency in any way. If the caregiver agrees to be contacted, he/she will sign a consent to contact form. As part of this consent to be contacted, the caregiver also agrees for a staff member of the study to examine the child’s service records to determine eligibility in the study.

Step 2
A staff member of the study will determine eligibility of each family who has agreed to participate in the study. If a child meets inclusion criteria, an interviewer trained in the administration of consent will contact the caregiver to set up a meeting at the caregiver’s home or any other place that is convenient to the caregiver. At the meeting, the interviewer will fully explain the study to the caregiver, including the purpose of the study, participation in the study, the types of questions that will be asked, risks and benefits, and remuneration. In addition, the interviewer will emphasize that the caregiver has the right to skip any questions that he/she does not want to answer, and that he/she can discontinue his/her participation in the study at any time. After the caregiver has read the Informed Consent Form or it has been read to him/her, the interviewer will answer any questions that the caregiver may have concerning participation in the study. If the caregiver agrees to participate, consent will be obtained from the caregiver by signing the Informed Consent Form with the interviewer signing as a witness.

Step 3
Assent will be obtained from the child in the same way as consent is obtained from the caregiver, with the exception that the caregiver will be present during the procedure and will sign the Assent Form of the child as well. In addition, the interviewer will always read the Assent Form to the child to avoid the possibility that the child’s reading skills are not adequate enough to read the form by him/herself. The caregiver’s guardianship of the child will be established by the interviewer as part of the assent process.

In the rare instance where a caregiver or child is unable to understand the consent/assent process, they will not be selected for this research project. Both caregiver and child have to consent/assent to be eligible to participate in the study at baseline data collection. For follow-up data collections, either the caregiver or the child may participate. The child, however, may only participate in follow-up data collection with the consent of the caregiver. 
5.B.

Model Script for Consent to Contact
PHASE V OF THE NATIONAL EVALUATION
MODEL SCRIPT FOR CONSENT TO CONTACT

“Our agency is taking part in a national evaluation of services provided to youth and their families in [site]. We are very interested in understanding the needs of children and families in our community and improving the services that are provided. A staff member would like to interview you and your child. The interview should take about two hours for you and one hour for your child, if he or she is 11 years old or older. You will be paid $20.00 for your interview, and your child will be paid $20.00 for his or her interview. The information you provide is completely confidential and will be used for evaluation purposes only. Your participation and the information you give will not affect the services you receive here or anywhere else.
“We are encouraging all families to participate. This is a chance for you to do something that can really help families like yourself. The information you give will help us find out what kinds of services children need and how these services can be provided in an effective manner in [site] and other parts of the country. We are encouraging everyone to participate in the evaluation. More than 200 families will be participating. Your opinion is very important to us. By signing this form you are simply giving us permission to contact you to explain more about the study and invite you to take part.

“Let’s go over this form together.” 

5.C.

Model Consent Forms

5.C.1.

Sample Script to Introduce the Longitudinal Child and Family Outcome Study
Sample Script to Introduce the 

Longitudinal Child and Family Outcome Study

The services your child will be receiving are funded, in part, by the Federal Center for Mental Health Services.  Funds have also been provided to conduct an evaluation of the services children and families receive.  Their goal is to improve services in the future and to make it easier for children and families to receive the care they need.  We would like to talk to you about the study to see if your family might want to participate.

First, you need to know that whether you participate in this study is completely up to you.  If you decide not to participate, your child’s and family’s services will not be affected in any way.  You should also know that if you decide to participate now and later change your mind, you can withdraw from the evaluation at any time.

If you decide to participate, you will be asked some questions about your child and family, and about the services you have received.  We will want to ask you these questions now and every 6 months for up to 3 years. The maximum number of times we would interview you would be seven times in a 3-year period.  Each interview will take between 1 hour an 15 minutes and 1 hour and 45 minutes.  If your child is 11 years old or older, we would like to ask him/her some questions in a separate interview.  That interview will take about an hour.  You and your child will be paid $_______ for each interview.

We know that some of the information you would be giving us might be private and personal.  Be assured that all the information you share will be kept strictly confidential.

When would be a good time for someone to talk to you about participating in the study? Would that also be a good time to do the first interview with you and your child (if applicable)?
5.C.2.

Consent to Contact

 SEQ CHAPTER \h \r 1PHASE V of the NATIONAL EVALUATION
Consent to Contact
Purpose
This study is part of a national evaluation of services for children and families in your community.  In this study, we are interested in finding out about your child’s behavior and functioning, the kinds of services you and your child receive, and how you feel about these services.  We would like your permission to contact you and your child to participate in the study.

Contact for Further Information
If you agree to be contacted and to receive additional information about the study, it will be necessary for a member of the project staff to look at your child’s current service records to determine if you and your child are eligible to participate.  If you are selected for the study, an interviewer will contact you to further explain the study to you and your child. 

Your child’s care will in no way be affected by whether or not you agree to be contacted regarding participation in this study.

Confidentiality
Any information from this study will be kept confidential.  Special precautions will be taken to protect your and your child’s privacy.  The forms in the study will be coded so that they cannot be associated with individual names.  The information that is collected will be used only in reports in which individual names are never used or in which individuals are never identified.

By signing this contact consent form, I am aware that:

A member of the project staff will look at my child’s current service records and might contact me and my child to give us a complete description of the study and invite us to participate.

I understand that my signature on the next page indicates that I have read this form or it has been read to me.  By signing my full name on the next page, I understand that I might be contacted, using the information that I provide, to receive a complete description of the study and an invitation to participate.










_______









   (parent/caregiver initials)
Contact Information
Referring Clinician/Provider: _________________________________________






First



Last

Caregiver’s Name: _________________________________________________






First



Last

Child’s Name: _____________________________________________________






First



Last

Caregiver’s Address:  __________________________________________________




__________________________________________________

Caregiver’s Telephone Number(s):
Home  ______________________ 






Work _______________________

Caregiver’s Primary Language: English 
Non-English 










(Identify): _____________________

Child’s Primary Language: English
Non-English 









(Identify): _____________________

Signature of Caregiver: ______________________

Date: ______________________

Signature of Witness: _______________________

Date: ______________________

5.C.3.
Informed Consent—Caregiver Version

 SEQ CHAPTER \h \r 1 Sample  SEQ CHAPTER \h \r 1Informed Consent – Caregiver

(Suggested Content and Wording)

 SEQ CHAPTER \h \r 1Purpose
The Center for Mental Health Services in the United States Department of Health and Human Services is studying systems of care. These systems of care are funded to improve services for children and families.  The (system of care name) where your child has received services is a part of this project. This project will be used to help make services for children and families better. 

 SEQ CHAPTER \h \r 1Description of Participation
As a part of this project, you will be interviewed up to seven times. We will talk with you as services begin. Then you will be contacted every 6 months for up to 24 months after services began. You will be interviewed even if you and your child no longer receive services from (system of care name).  We will talk with you at home, or at any other place that is best for you.  In the interviews, you will be asked about your child, your family, and about your services. This will take about two hours. 

As part of the project, we would also like to make use of your child’s school and other records. These would include disciplinary, attendance, and transfer records. They may also include juvenile court records, records from the department of human services and child protection, and mental health services records related to your child’s care.

If your child reaches age 11 at any time during this project, we will ask your child if we can interview him or her. At that time, we will ask for your permission to talk to your child. We will also describe the interview process to your child.

 SEQ CHAPTER \h \r 1Risks and Benefits
There are no direct benefits to you being a part of this project. You may benefit from the services you receive. You may also learn new things about yourself. As a result of this project, services for children with mental health needs may get better. You may feel uncomfortable when talking about personal matters. We have taken steps to protect your privacy.

 SEQ CHAPTER \h \r 1Compensation
If you agree to take part in this project, you will receive $20 for your first interview. You will be paid $20 for each interview at 6, 12, 18, 24, 30, and 36 months. Payment is made for the time you give to be interviewed.

Contact Information

If you have any questions about this evaluation project, you can call (Evaluator) to have your questions answered. You can call him/her collect at (555) 555–5555. To Contact the Institutional Review Board that reviewed this project, call (555) 555–5555.

 SEQ CHAPTER \h \r 1Confidentiality
All responses will be treated confidentially. We have taken steps to protect your privacy. The information obtained in your interview will be used for this project. Only authorized people will have access to the information. None of the interview forms that we use in the study have your name on them. They only have special codes.  Papers with your name on them will be kept in a locked filing cabinet.  In reports, your answers will be grouped with those of others. We will never mention your name. 

Also, we have applied for a Confidentiality Certificate from the Federal government to protect the people who interview you from being forced, even under a court order or subpoena, to identify you. An exception to confidentiality is if we learn about child abuse or neglect or if you tell the person who interviews you that you plan to harm yourself or someone else, then he/she will tell a doctor or some other authority so that you can get help.  Interviewers may report child abuse. In addition, the federal agency funding this research may see your information if it audits us. The Confidentiality Certificate does not imply that the government has approved or disapproved of this project.

 SEQ CHAPTER \h \r 1Rights Regarding Decision to Participate

I understand that if I agree to take part in this project, I can change my mind and quit at any time.  If I change my mind and quit, any information I gave to the project will be destroyed, if this is what I want. If I decide not to be in this project, it will not affect services for my child and family. It also will not affect services that we might want in the future. 

Voluntary Consent

I have read this form or, it has been read to me, and  I understand what it says.  My questions have been answered.  A copy of this form will be given to me.  By signing my name below, I freely agree to take part in this project.

Caregiver/Guardian (Type or Print Full Name):  

______________________________________

Signature of Caregiver/Guardian:  

________________________________________


Date:  ___/___/____

Name of Child (Print) ___________________________________


Date:  ___/___/____

5.C.4.
Informed Assent—Child Version
Sample  SEQ CHAPTER \h \r 1Informed Assent – Youth Version
 (Suggested Content and Wording)

 SEQ CHAPTER \h \r 1Purpose
The (system of care name) in your community provides services to children and families. The Center for Mental Health Services in the federal government wants to know more about these services. They want to know how well these services work. ORC Macro is talking to children and families in the (system of care name) to learn more about how to make these services better.  

The person who takes care of you has been asked questions for this project in the past. Because you are now 11 years old, we would like to ask you questions. You will be able to tell us about yourself and what you think about your services. 

 SEQ CHAPTER \h \r 1Description of Participation
You will have an interview every 6 months. You may have up to seven interviews. You may have fewer interviews, depending upon when you started services.  We can talk with you in your home or any other place that is best for you.  Each interview will take about one hour.

You will be asked questions about how you feel. You will be asked about what you do at home, in school, and in your neighborhood. You will be asked about what you do with your family and friends. You will be asked about the services you have had.  We will still ask to talk to you if you stop getting services. 

We would like you to let us look at your school records. These records include your grades, how much you were absent, and if you were ever in detention. We want to look at court records and records about your services.


 SEQ CHAPTER \h \r 1Risks and Benefits
You will not get any benefits from being in this project. A risk is that you may feel uncomfortable about answering questions about yourself.

 SEQ CHAPTER \h \r 1Compensation
You will receive $20 for each interview to thank you for your time.

Contact Information

If you have any questions about this evaluation project, you can call (Evaluator) to have your questions answered. You can call him/her collect at (555) 555–5555. To Contact the Institutional Review Board that reviewed 
 SEQ CHAPTER \h \r 1Confidentiality
Anything we learn about you will be kept as secret as possible.  None of the interview forms that we use in the study have your name on them. They only have special codes.  Papers with your name on them will be kept in a locked filing cabinet.  In reports, your answers will be grouped with those of others. We will never mention your name. 

There are some times when we cannot promise to keep your name secret. If you tell the person who interviews you that you plan to hurt yourself or someone else, then she/he will have to tell a doctor or some other authority so that you can get help.  Interviewers must obey State laws and report certain kinds of diseases that other people can catch. And they must report child abuse.

Also, we have applied for a Confidentiality Certificate from the Federal government to protect the people who interview you from being forced, even under a court order or subpoena, to identify you. An exception to confidentiality is if we learn about child abuse or neglect or if you tell the person who interviews you that you plan to harm yourself or someone else, then he/she will tell a doctor or some other authority so that you can get help.  Interviewers may report child abuse. In addition, the federal agency funding this research may see your information if it audits us. The Confidentiality Certificate does not imply that the government has approved or disapproved of this project.

 SEQ CHAPTER \h \r 1Rights Regarding Decision to Participate
I understand that I will not be in trouble if I do not want to be in the study or if I decide to quit later.   I do not have to answer questions that I do not want to answer.  If I change my mind and quit, all of my answers to questions will be destroyed, if that is what I want.  No one will say that I can’t be in other projects because I don’t want to be in this project.  No one can say that I cannot get services because I don’t want to be in this project.

Voluntary Assent
I read this form or it has been read to me.  I understand what it says.  My questions (if any) have been answered.  A copy of this form will be given to me.  By signing my name below, I freely agree to be in the project.

Youth’s Name (Type or Print Full Name):  

______________________________________

Signature of Youth:  ________________________________________


Date:  ___/___/____

I, _____________________________________, have read the above. My child may participate.    (Caregiver/Guardian)


Guardian’s Signature:  ______________________________________



Date:  ___/___/____


 5.C.5.

Informed Consent—Young Adult Version

 SEQ CHAPTER \h \r 1Informed Consent – Young Adult Version
(Suggested Content and Wording)

 SEQ CHAPTER \h \r 1Purpose
 SEQ CHAPTER \h \r 1The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of programs that are funded to improve community-based mental health services for children and families.  You were invited to participate in this project because you received such services.  At that time, your family agreed to participate in the project we are doing.  Now that you are 18 and a legal adult, we need to ask you again if you would like to continue participation in the project.  In this project, we are interested in finding out about how you feel; what you do at home, in school, and in the neighborhood; the kinds of services you have received; and how you feel about these services.  The results of the project will be used to help improve the quality of services for children and families.  The national evaluation is authorized by Section 565 of the Public Health Service Act.  

 SEQ CHAPTER \h \r 1Description of Participation
 SEQ CHAPTER \h \r 1We will interview you four to seven times depending on whether you entered the study at the beginning or towards the end.  Participation includes follow-up interviews every 6 months while you are in the evaluation.  We will ask you to continue to participate in the project even if you do not receive services any longer.  The interviews will be conducted in your home or any other place that is convenient for you.  Each visit will take about 1 hour.

You will be asked questions about your behavior at home, in school, and in the community.  We will also ask you questions about your family and your experiences with the services you have received, including mental health and substance use services.

As part of the project, we would like your permission to make use of your school records, including disciplinary, attendance, and transfers, and other records related to services you may have received (for example, juvenile court records, records from the department of human services and child protection, mental health services records).  Your agreement to participate in this project and your signature on this form provide your permission for the release of any of these records.

 SEQ CHAPTER \h \r 1Risks and Benefits
You will not get any benefits from being in this project. A risk is that you may feel uncomfortable about answering questions about yourself.

 SEQ CHAPTER \h \r 1Compensation
You will receive $20 for each interview to thank you for your time.

Contact Information

If you have any questions about this evaluation project, you can call (Evaluator) to have your questions answered. You can call him/her collect at (555) 555–5555. To Contact the Institutional Review Board that reviewed this project, call (555) 555–5555.

 SEQ CHAPTER \h \r 1Confidentiality
Anything we learn about you will be kept as secret as possible.  None of the interview forms that we use in the study have your name on them. They only have special codes.  Papers with your name on them will be kept in a locked filing cabinet.  In reports, your answers will be grouped with those of others. We will never mention your name. 

There are some times when we cannot promise to keep your name secret. If you tell the person who interviews you that you plan to hurt yourself or someone else, then she/he will have to tell a doctor or some other authority so that you can get help.  Interviewers must obey State laws and report certain kinds of diseases that other people can catch. And they must report child abuse.

Also, we have applied for a Confidentiality Certificate from the Federal government to protect the people who interview you from being forced, even under a court order or subpoena, to identify you. An exception to confidentiality is if we learn about child abuse or neglect or if you tell the person who interviews you that you plan to harm yourself or someone else, then he/she will tell a doctor or some other authority so that you can get help.  Interviewers may report child abuse. In addition, the federal agency funding this research may see your information if it audits us. The Confidentiality Certificate does not imply that the government has approved or disapproved of this project.

 SEQ CHAPTER \h \r 1Rights Regarding Decision to Participate
I understand that I will not be in trouble if I do not want to be in the study or if I decide to quit later.  I do not have to answer questions that I do not want to answer.  If I change my mind and quit, all of my answers to questions will be destroyed, if that is what I want.  No one will say that I can’t be in other projects because I don’t want to be in this project.  No one can say that I cannot get services because I don’t want to be in this project.

Voluntary Consent
I read this form or it has been read to me.  I understand what it says.  My questions (if any) have been answered.  A copy of this form will be given to me.  By signing my name below, I freely agree to be in the project.

Young Adult’s Name (Type or Print Full Name):  

______________________________________

Signature of Young Adult:  

________________________________________


Date:  ___/___/____

5.D.

National Evaluation Consent Forms

5.D.1.

Informed Consent—Staff (System-of-Care Assessment)

 SEQ CHAPTER \h \r 1System/Program__________________________



Interviewer___________________

Interviewed______________________________



Assessment #_________________

INFORMED CONSENT

System-of-Care Assessment

Staff

The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of children’s mental health services and systems of care. You are invited to participate in this evaluation because your community has received funding to improve community-based mental health services for children and families. Your input is important to helping us understand how systems of care serve children and what works best. We are asking you to participate in a ______ hour face-to-face interview with a trained interviewer who will ask you to respond to a set of questions about the children’s mental health system of care in your community. These same questions are asked of other evaluation participants who perform similar functions in their communities. Here are some things we want you to know about participating in the interview:

•
Participation in the interview is completely voluntary.

•
You may choose to discontinue the interview at any time, for any reason.

•
Your name will not be used in any reports about this interview and no quotes will be attributed to you.

•
There will be no direct benefit to you from participating in this evaluation. The risk may be the discomfort some people feel when expressing their opinions or talking about their experiences.

•
A report that combines what we learn from all of the interviews conducted in your community will be sent to the children’s mental health services program director and other program partners. They may share that report with others at their discretion.

•
Any questions you have about the evaluation will be answered before the interview begins.

•
Any questions you may have after the community visit is concluded may be directed to Freda Brashears at ORC Macro, Atlanta, GA (404) 321-3211.

•
Your signature below indicates that you understand the above and agree to participate.

Participant Printed Name ___________________________________________________________

Participant Signature _______________________________________________________________

Witness____________________________________________________________________________
Date_______________________________________________________________________________
(2 signed forms: 1 for the interview participant and 1 for the interviewer)
5.D.2. 

Informed Consent—Caregiver (System-of-Care Assessment)

 SEQ CHAPTER \h \r 1System/Program__________________________



Interviewer___________________

Interviewed______________________________



Assessment #_________________

INFORMED CONSENT

System-of-Care Assessment

Caregiver
The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of children’s mental health services and systems of care. You are invited to participate in this evaluation because your community has received funding to improve community-based mental health services for children and families. Your input is important to helping us understand how systems of care serve children and what works best. We are asking you to participate in a 90-minute face-to-face interview with a trained interviewer who will ask you to respond to a set of questions about the children’s mental health system of care in your community. These same questions are asked of all caregivers who have agreed to participate in this evaluation. Here are some things we want you to know about participating in the interview:

•
Participation in the interview is completely voluntary.

•
You may choose to discontinue the interview at any time, for any reason.

•
Your name will not be used in any reports about this interview and no quotes will be attributed to you.

•
There will be no direct benefit to you from this participating in the evaluation. The risk may be the discomfort some people feel when expressing their opinions or talking about their experiences. The services your child and family receive will not be impacted in any way by anything said during the interview.

•
You will be given $25 in appreciation for your participation in the evaluation. 

•
A report that combines what we learn from all of the interviews conducted in your community will be sent to the children’s mental health services program director and other program partners. They may share that report with others at their discretion.

•
Any questions you have about the evaluation will be answered before the interview begins.

•
Any questions you may have after the community visit is concluded may be directed to Freda Brashears at ORC Macro, Atlanta, GA (404) 321-3211.

•
Your signature below indicates that you understand the above and agree to participate.

Participant Printed Name ______________________________________________________________

Participant Signature _________________________________________________________________
Witness______________________________________________________________________________

Date_________________________________________________________________________________
(2 signed forms: 1 for the interview participant and 1 for the interviewer)

5.D.3.

Informed Consent—Youth (System-of-Care Assessment)

 SEQ CHAPTER \h \r 1System/Program__________________________



Interviewer___________________

Interviewed______________________________



Assessment #_________________

Informed Consent

System-of-Care Assessment

Youth 
The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of children’s mental health services and systems of care. You were asked to take part in an interview because you are a youth receiving services in a system-of-care community. You will be participating in a 45-minute face-to-face interview with me. I received training to help me do my best as your interviewer. I will ask a set of questions about youth involvement in systems of care. With this interview, we hope to find out about the different ways youth are involved in their system of care. For example, youth may be involved in planning their own services, participating in youth groups, or making decisions about things that may affect other youth. If you decide to take part in this interview, here are some things you should know:

· Your participation is completely by your own choice.

· The information you provide is strictly confidential. This means that your name will not be used in any reports from this interview. This also means that your name will not be linked to anything you say. 

· You will receive $15 for participating today. 
· You may choose to stop the interview at any time and for any reason. You may choose not to answer a question. You will still receive your payment and our thanks.
· Other than receiving the payment, there is no other direct benefit from taking part in this interview. Some youth may feel discomfort when expressing their opinions or sharing experiences.
· Any questions you have about this interview and the study will be answered before the interview begins. If you have questions after the interview, you may contact Freda Brashears at ORC Macro, Atlanta, GA (404) 321-3211.
· Your signature below shows that you understand all of the above information. It also means that you agree to take part. We will provide you with a copy of this consent form.
Participant Printed Name ______________________________________________________________

Participant Signature __________________________________________________________________
Witness______________________________________________________________________________

Date_________________________________________________________________________________
(2 signed forms: 1 for the interview participant and 1 for the interviewer)
5.D.4.

Informed Assent—Youth (System-of-Care Assessment)

 SEQ CHAPTER \h \r 1System/Program__________________________



Interviewer___________________

Interviewed______________________________



Assessment #_________________

Informed Assent

System-of-Care Assessment

Youth 
The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of children’s mental health services and systems of care. You are invited to participate in this evaluation because your community has received funding to improve community-based mental health services for children and families. You were asked to participate in an interview because you receive services in a system-of-care community. You will be participating in a 45-minute face-to-face interview with me. I received training to help me do my best as your interviewer. I will ask a set of questions about youth involvement in systems of care. With this interview, we hope to find out about the different ways youth are involved in their system of care. For example, youth may be involved in planning their own services or taking part in youth groups. If you decide to take part in this interview, here are some things you should know:

· Your participation is completely by your own choice.

· The information you provide to us is strictly confidential. This means that your name will not be used in any reports from this interview. It also means that we will not link your name to anything you say. 

· You will receive $15 for taking part today. 
· You may choose to stop the interview at any time and for any reason. You also may choose not to answer a question. You will still receive your payment and our thanks. 
· Other than receiving the payment, there is no other direct benefit in taking part in this interview. Some youth may feel a little uncomfortable when expressing their opinions or sharing their experiences. 
· Any questions you have about this interview and the study will be answered before the interview begins. If you have questions after the interview, you may contact Freda Brashears at ORC Macro, Atlanta, GA (404) 321-3211.
· Although your parent or guardian has agreed for you to participate, we still need your signature below to show that you understand all of these instructions. It also shows that you agree to take part in the interview. We will provide you with a copy of this assent form.
Participant Printed Name ______________________________________________________________

Participant Signature __________________________________________________________________
Witness______________________________________________________________________________

Date_________________________________________________________________________________

(2 signed forms: 1 for the interview participant and 1 for the interviewer)
5.D.5. 

Informed Consent—Parent/Guardian Approval for Youth Participant 

(System-of-Care Assessment)

 SEQ CHAPTER \h \r 1System/Program__________________________



Interviewer___________________

Interviewed______________________________



Assessment #_________________

INFORMED CONSENT

System-of-Care Assessment

Parent/Guardian Approval for Youth Participant

The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of children’s mental health services and systems of care. We are asking your permission to have your child participate in a 45-minute face-to-face interview with a trained interviewer who will ask a set of questions about youth involvement in systems of care. Specifically, the purpose of the interview is to find out the different ways in which youth are involved in their system of care. For example, youth may be involved in planning their own services, participating in youth groups, and making decisions about things that may affect other youth. Your child was asked to participate because he/she currently receives services in a system-of-care community. If you decide to allow your child to participate, here are some things you should know: 
· Your child’s participation is completely his/her choice.

· Your child’s name will not be used in any reports from this interview and no quotes will be attributed to your child. The information provided is strictly confidential.

· Your child may stop the interview at any time and for any reason or choose to not answer a question, without penalty or loss of benefits.

· Your child will receive $15 for his/her participation. 

· Other than the payment, there will be no direct benefit to your child from participating in this interview. Some youth may feel uncomfortable when expressing their opinions or talking about their experiences. Your child’s participation and anything said in the interview will not affect the services your child and family receive any way.  

· Any questions you or your child has about this interview and the study will be answered before the interview begins. If you have questions after the interview, you may contact Freda Brashears at ORC Macro, Atlanta, GA (404) 321-3211.
· Your signature below indicates that you understand the above and agree to have your child participate. You will be provided with a copy of this consent form.
Participant Printed Name ____________________________________________________________
Participant Signature ________________________________________________________________

Witness____________________________________________________________________________
Date_______________________________________________________________________________
(2 signed forms: 1 for the interview participant and 1 for the interviewer)
5.D.6.

Informed Consent—Record Review (System-of-Care Assessment)

 SEQ CHAPTER \h \r 1System/Program__________________________


Assessment Date_________________

INFORMED CONSENT for RECORD REVIEW

System-of-Care Assessment

The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of children’s mental health services and systems of care. You are invited to participate in this evaluation because your community has received funding to improve community-based mental health services for children and families. Your input is important to helping us understand how systems of care serve children and what works best. We are asking for your permission to review the case record of services provided to you and your child through this program. We review the case records for the purpose of learning about how the program is developing and in determining the program’s adherence to system-of-care principles. We review case records in all programs across the nation for the same purpose. Here are some things we want you to know about participating in the national evaluation:

•
Participation is completely voluntary.

•
No identifying information about your child or family is obtained from or recorded in notes taken on the case record review.

•
Your name will not be used in any reports resulting from the national evaluation

•
There will be no direct benefit to you from this participating in the record review or national evaluation. The services your child and family receive will not be impacted in any way.

•
A report that combines what we learn from all of the information gathered from the system-of-care program in which you and your child participate will be sent to the children’s mental health services program director and other program partners. They may share that report with others at their discretion.

•
Any questions you have about the record review or evaluation will be answered before the case record is reviewed.

•
Any questions you have about the record review or national evaluation may be directed to Freda Brashears at ORC Macro, Atlanta, GA (404) 321-3211.

•
Your signature below indicates that you understand the above and agree to participate in the national evaluation.

Participant Printed Name _____________________________________________________________

Participant Signature _________________________________________________________________
Witness______________________________________________________________________________

Date_________________________________________________________________________________
(2 signed forms: 1 for the interview participant and 1 for the interviewer)
5.D.7.
Informed Consent (Sustainability Study)

 SEQ CHAPTER \h \r 1 SEQ CHAPTER \h \r 1
Sustainability Survey

Informed Consent Form

Purpose of the Survey
The Center for Mental Health Services in the United States Department of Health and Human Services is studying system-of-care programs. These programs are funded to improve services for children and families. A key issue for systems of care is the ability to sustain the system-level changes and services over time. These programs also have the goal to continue to develop and evolve after their federal funding cycle ends. Results of the national evaluation of this program suggest that grant communities differ in their ability to maintain services and system-level changes when federal funding ends. Different factors affect the ability of systems of care to sustain themselves. Some of these factors relate to the approach used to develop and finance the system of care, and some relate to the larger context in which the system of care operates.

The current study will assess how funded grant communities sustain their systems of care beyond their federal grant period. The study will provide information useful to persons who create policies at federal and state levels. It will also be useful to local systems of care. The study approach involves learning from the experience of earlier and more recently funded grantees.

We are asking you to participate in this study because your community received funding from the Center for Mental Health Services to develop a system of care to improve community-based mental health services for children and families. Your input is important to helping us understand how systems of care serve children and what works best. We are asking you to complete this survey about the children’s mental health system of care in your community. 

Here are some things we want you to know about completing the survey:

•
Completing this survey is completely voluntary. 

•
You may choose not to answer questions and you may stop answering questions at any time, for any reason. There are a few items to which you must respond. These items make it possible for only those items to which you should respond will be shown to you. 

•
Completing the survey will take about 45 minutes. You may stop and restart the survey. You can stop the survey by closing your Internet browser. All of your responses to that point will be saved. To continue the survey, reenter your username and password on the survey Web site to continue the survey where you left off.

•
Any information that you provide will be kept strictly confidential. No one other than project staff will know who you are or know what answers you gave.  Any reports from this survey will report results in group form. Your name will not be used in any reports about this survey, and no quotes will be used that would identify you individually.

•
There will be no direct benefit to you for completing the survey. The risk may be the discomfort some people feel when expressing their opinions when their names are known.

•
A report that combines what is learned from all of the completed surveys will be sent to the children’s mental health services program director and other program partners. They may share that report with others at their discretion.

Any questions you have about the study at any time can be answered by Brigitte Manteuffel at ORC Macro, Atlanta, Georgia, at (404) 321-3211, or at Brigitte.A.Manteuffel@orcmacro.com.



By signing your name below, you certify that you have read the above and that you understand its content. You freely agree to participate in this project.
Signature:__________________________________________________
Date:____________________

5.D.8.
Informed Consent—Provider (Evidence-Based Practices Study)
 SEQ CHAPTER \h \r 1PHASE V of the NATIONAL EVALUATION
Informed Consent—Provider

Evidence-Based Practices Study
Purpose
The Center for Mental Health Services of the United States Department of Health and Human Services is sponsoring a national evaluation of programs that are funded to improve community-based mental health services for children and families.  You are invited to participate in this project because as part of this evaluation, we are conducting a special substudy to determine practitioner knowledge, perception, and use of evidence based practices. The national evaluation is authorized by Section 565 of the Public Health Service Act. Any questions concerning the project can be answered by calling Walter R. McDonald & Associates, Inc. collect at (301) 881–2590 and asking for _____________________.

Description of Participation
Participation includes completing a Web-based survey that will document use of and attitudes about the treatment services you provided. This survey will take approximately 35 minutes. 

Risks and Benefits
There will be no direct benefit to you from this project (except for potential personal gratification in contributing to the development of effective services for children with serious emotional disturbance and their families).  There are no risks associated with provider participation in this substudy.

Compensation
If you agree to participate in this project, you will receive $25 in compensation for your time. 

Confidentiality
Information will be kept confidential.  Special precautions will be taken to protect your privacy.  All forms in the project will be coded so that they cannot be associated with individual names.  In reports, information about all practitioners will be summarized together and individual names will never be mentioned.  To further protect confidentiality, we have obtained a Certificate of Confidentiality from the United States Department of Health and Human Services.  The Certificate will protect the members of the research staff from being forced, even under a subpoena, to release any information in which you are identified.  Exceptions to the Certificate of Confidentiality are information on child abuse and neglect, which we are required by law to report to the appropriate local and state agency, or information about imminent danger to yourself or others that is obtained during the interviews.

Rights Regarding Decision to Participate
I understand that if I agree to participate, I have the right to change my mind and withdraw from the project at any time.  I also understand that if I decide not to participate in the project, this will in no way affect the services that the families in my caseload are receiving or will receive in the future.

Voluntary Consent
By signing this consent form, I certify that I have read the preceding and that I understand its content.  My questions (if any) have been answered.  A copy of this consent form will be given to me.  My signature below means that I freely agree to participate in the project.

Provider (Type or Print Full Name): ________________________________________________
Signature of Provider:                                                                        Date: ___________________

5.D.9.
Informed Consent—Provider (Evidence-Based Practices Study, Optional Questions)
 SEQ CHAPTER \h \r 1PHASE V of the NATIONAL EVALUATION
Informed Consent—Provider

Evidence Based Treatment Study
Purpose
The Center for Mental Health Services of the United States Department of Health and Human Services is sponsoring a national evaluation of programs that are funded to improve community-based mental health services for children and families.  You are invited to participate in this project because as part of this evaluation, we are conducting a special substudy to determine practitioner knowledge, perception, and use of evidence based practices. The national evaluation is authorized by Section 565 of the Public Health Service Act. Any questions concerning the project can be answered by calling Walter R. McDonald & Associates, Inc. collect at (301) 881–2590 and asking for _____________________.

Description of Participation
Participation includes completing a Web-based survey that will document use of and attitudes about the treatment services you provided. This survey will take approximately 20–25 minutes. You may be offered an opportunity to complete an additional set of questions that will take an additional 5–10 minutes.

Risks and Benefits
There will be no direct benefit to you from this project (except for potential personal gratification in contributing to the development of effective services for children with serious emotional disturbance and their families).  There are no risks associated with provider participation in this substudy.

Compensation
If you agree to participate in this project, you will receive $15 in compensation for your time for completing the initial survey, and $10 for completing the additional set of questions, for a total of $25. 

Confidentiality
Information will be kept confidential.  Special precautions will be taken to protect your privacy.  All forms in the project will be coded so that they cannot be associated with individual names.  In reports, information about all practitioners will be summarized together and individual names will never be mentioned.  To further protect confidentiality, we have obtained a Certificate of Confidentiality from the United States Department of Health and Human Services.  The Certificate will protect the members of the research staff from being forced, even under a subpoena, to release any information in which you or the participating families are identified.  Exceptions to the Certificate of Confidentiality are information on child abuse and neglect, which we are required by law to report to the appropriate local and state agency, or information about imminent danger to yourself or others that is obtained during the interviews.

Rights Regarding Decision to Participate
I understand that if I agree to participate, I have the right to change my mind and withdraw from the project at any time.  I also understand that if I decide not to participate in the project, this will in no way affect the services that the families in my caseload are receiving or will receive in the future.

Voluntary Consent
By signing this consent form, I certify that I have read the preceding and that I understand its content.  My questions (if any) have been answered.  A copy of this consent form will be given to me.  My signature below means that I freely agree to participate in the project.

Provider (Type or Print Full Name): ________________________________________________
Signature of Provider:                                                                        Date: ___________________

5.D.10.
Informed Consent—Director/Administrator 
(Evidence-Based Practices Study, ORC)
 SEQ CHAPTER \h \r 1PHASE V of the NATIONAL EVALUATION
Informed Consent—Director/Administrator

Evidence Based Treatment Study
Purpose
The Center for Mental Health Services of the United States Department of Health and Human Services is sponsoring a national evaluation of programs that are funded to improve community-based mental health services for children and families.  You are invited to participate in this project because as part of this evaluation, we are conducting a special substudy to determine program administrator knowledge, perception, and monitoring of evidence based practices. The national evaluation is authorized by Section 565 of the Public Health Service Act. Any questions concerning the project can be answered by calling Walter R. McDonald & Associates, Inc. collect at (301) 881–2590 and asking for _____________________.

Description of Participation
Participation includes completing a web-based survey that will document administration of and attitudes about the treatment services you monitor. This survey will take approximately 20–25 minutes. 

Risks and Benefits
There will be no direct benefit to you from this project (except for potential personal gratification in contributing to the development of effective services for children with serious emotional disturbance and their families).  There are no risks associated with your participation in this substudy.

Compensation
If you agree to participate in this project, you will receive $10 in compensation for your time for completing the survey. 

Confidentiality
Information will be kept confidential.  Special precautions will be taken to protect your privacy.  All forms in the project will be coded so that they cannot be associated with individual names.  In reports, information about all agencies will be summarized together and individual names will never be mentioned.  To further protect confidentiality, we have obtained a Certificate of Confidentiality from the United States Department of Health and Human Services.  The Certificate will protect the members of the research staff from being forced, even under a subpoena, to release any information in which you are identified.  Exceptions to the Certificate of Confidentiality are information on child abuse and neglect, which we are required by law to report to the appropriate local and state agency, or information about imminent danger to yourself or others that is obtained during the interviews.

Rights Regarding Decision to Participate
I understand that if I agree to participate, I have the right to change my mind and withdraw from the project at any time.  I also understand that if I decide not to participate in the project, this will in no way affect the services that the families served by the agency or agencies that I am affiliated with are receiving or will receive in the future.

Voluntary Consent
By signing this consent form, I certify that I have read the preceding and that I understand its content.  My questions (if any) have been answered.  A copy of this consent form will be given to me.  My signature below means that I freely agree to participate in the project.

Provider (Type or Print Full Name): ________________________________________________
Signature of Provider:                                                                        Date: ___________________










