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[INSTITUTION NAME] 
ADULT WOMEN AND MEN AND EMANCIPATED MINORS 15-17 YEARS 
INFORMED CONSENT FORM

[bookmark: OLE_LINK2][bookmark: OLE_LINK1]Study Title:  [INSERT COUNRTY] Malaria Behavior Survey [INSERT YEAR]
Principal Investigator:  [INSERT NAME]
IRB No.:  [INSERT IRB NUMBER]
PI Version Date:  [INSERT IRB PROTOCOL VERSION NUMBER AND DATE OF PROTOCOL VERSION]

Hello, my name is ______________ [INSERT DATA COLLECTOR NAME]. I am here today on behalf of [INSERT NAMES OF ALL STUDY PARTNERS, SUCH AS THE PI’S INSTITUTION, NMCP AND/OR RESEARCH FIRM]. We want to tell you about a research study we are doing. Research allows us to collect information from people to help us answer questions about health. We are working to know more about what people in this community know, believe and do about malaria. We are asking you to help us in our research study because you live in this household and are 
· an adult woman or man, or
· considered an emancipated minor/adult between the ages of 15-17 years because you are married or have a child or are pregnant. 
What you should know about this study
· You are being asked to join a research study.  
· This consent form explains the research study and your part in the study.  
· You are a volunteer.  You do not have to join the study; it is your choice.  There will be no penalty if you decide to not join, and if you join, you may quit at any time.  
· If you agree to join this study, you will be asked to complete a questionnaire with some questions about malaria, bed net usage, pregnancy care, indoor spraying for malaria prevention, and treatment for malaria. Some of the questions are personal and could be embarrassing. We will not share your answers with others in your family or community. The questionnaires/your answers will be recorded in this [SHOW THE RESPONDENT THE DATA CAPTURE DEVICE] and the device will be kept in a separate locked location, with your responses securely stored. They will not have your name or address recorded anywhere on them, just a special ID number. 
You can decide not to answer any questions that you do not want. You can stop the questionnaire at any time, or you can withdraw from the study at any time. You can agree to participate now, and you can change your mind later.  All you have to do is tell us. The questionnaire will take approximately 35 minutes to 1 hour and will take place in a private area. We will only interview you once during this study.
Risks/Discomforts
There are no physical risks from taking part in this survey. It is possible some questions we ask may make you feel uncomfortable or embarrassed, but we will make sure that we speak in a place where you feel comfortable to talk. There is a small risk that someone could learn about your responses, but we will do everything that we can to make sure that does not happen. Your responses will not be shared with anyone outside of the study team. 
We will also not share the responses of other people that we interview in this household with you. If we share the data from this study outside the data team, you will not be identified. We have recorded first names or nicknames of people in your household to make the household interview easier, but we will not keep this information in the data. If you sign this form, it will be kept in a locked room separate from the responses you provide and from the information that we collect on your household. 
[MODIFY THIS PARAGRAPH ACCORDING TO RELEVANT CONTEXT] In following coronavirus safety guidelines, we ask you to wear your face mask during this entire interaction. We will identify a private outdoor space if possible, that will allow us to maintain 2m/6ft physical distance between us. We will both wash our hands with soap and water (if available) and we have hand sanitizer available for use as well. 

Protecting Data Confidentiality 
The information collected in this study will be used only for research purposes. The data may be shared with other people beyond the study staff, but only in a way that will not reveal who you are. You will not be identified personally in any publications that result from this study.
Benefits
There is no direct benefit to you for answering the questions. However, the information you provide will help us know if current malaria prevention programs in [INSERT COUNTRY] are working, as well as inform the development of future programs focused on malaria and other health issues, which will benefit the people of [INSERT COUNTRY] in general. 
Payment
There will be no compensation for your participation in this study.

Do you have any questions?


Who do I call if I have questions or problems?

If you have any more questions or concerns about this study, you can contact [INSERT LOCAL CONTACT NAME, TITLE, INSTITUTION AND PHONE NUMBER].
You can also contact [INSERT NAME OF LOCAL IRB THAT APPROVED THE STUDY] if you have questions about your rights as a study participant. Contact them if you feel you have not been treated fairly or if you have other concerns. Their contact information is: [INSERT NAME OF LOCAL IRB THAT APPROVED THE STUDY, THEIR ADDRESS, PHONE NUMBER AND EMAIL ADDRESS] 

What does your signature on this consent form mean?
Your signature on this form means:
· You have been informed about this study’s purpose, procedures, possible benefits and you understand them clearly.
· You have answered the coronavirus screening questions truthfully and understand the coronavirus safety procedures we are taking during this interaction.
· You have been given the chance to ask questions before you sign.
· You have voluntarily agreed to be in this study. 


Do you agree to participate in the interview?             Yes                   No


Please sign your name/mark below as your permission to participate. We will give you a copy of this form to keep for yourself and we will keep the other copy for our study records. 
[If they do not agree to participate in the study, thank them for their time.]


________________________________________________________________________________________________________
Signature/mark of the participant 				(Print Name) 				Date/Time 



________________________________________________________________________________________________________
[bookmark: _Hlk531868204]Signature of Person Obtaining Consent 				(Print Name) 				Date/Time


If the participant is unable to read or write and provide a signature above, and it is culturally appropriate, ask them to mark a “left thumb impression” in the box below. In addition, obtain the signature of a witness who is able to confirm that the informed consent process was properly conducted.

________________________________________________________________________________________________________
Signature of Witness					(Print Name) 				Date/Time
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