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Staff to complete
Participant ID:
Initials:


	

The TIMES Study: TaIlored ManagEment of Sleep for people with dementia and mild cognitive impairment

Consultee Declaration Form

Please initial each box if you agree with the statement. If you are unsure about anything then please ask.
	Consultee Statements
	Consultee
 Initials

	1. I confirm that I have read the Participant Information Sheet for consultees, dated……/………/……, Version….. I have been consulted about [name of potential participant]’s participation in this research project. I have had the opportunity to ask questions about the study and understand what is involved.
	

	2. I understand that favourable advice on the views and wishes of the PLWD/MCI lacking capacity in relation to their participation is required from myself, as well as consent from a family or paid carer of the patient, for the patient/carer pair to participate in this study.
	

	3. In my opinion he/she would have no objection to taking part in the above study.
	

	4. I understand that:
· [name of potential participant] can stop taking part at any time
· They do not have to give a reason to stop
· Their medical care or legal rights will not be affected
· If they withdraw, information already collected will be kept
	

	5. I understand how their personal details will be stored and used.

	

	6. I understand that relevant sections of their medical notes and data collected during the study, may be looked at by individuals from the University of Exeter, University of Hull, University of East Anglia, regulatory authorities, or from their participating GP Practice, where it is relevant to them taking part in this research and that their information may be securely shared with other NHS service providers responsible for delivering the study. I give permission for these individuals to have access to their records.
	

	7. I understand that if [name of potential participant] tells you anything that suggests that someone may be at risk, you will pass this information on to a relevant health or social care professional or authority
	

	8. I understand that [name of potential participant]’s GP will be told they’re in the study.
	

	9. I understand that the information collected about [name of potential participant] may be used to support other ethically approved research in the future and may be shared anonymously with other researchers.
	



	Optional
	YES
	NO

	10. If [name of potential participant] stops taking part in this study, I agree for their carer and GP to continue to report information about the health of [name of potential participant’s], while their carer remains in the study
· I understand that I can change my mind, and that the study team will ask confirmation of this statement if [name of potential participant] is withdrawn from the study
	
	










           														
Name of Consultee				Date (dd/mm/yyyy)			Signature
(BLOCK CAPITALS)  


Relationship of consultee to participant: 			





			               	  								
Name of person undertaking consultation	Date (dd/mm/yyyy)		Signature
(BLOCK CAPITALS)  




Note to researcher: Original in the site file, copy to the participant, copy scanned or filed into the medical notes.
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