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	If used for letter, type addressee starting here

	                                         Department name
Address line 1

Address line 2

Address line 3

Address line 4

Address line 5

Tel .XXXX XXXXXX

Fax XXXX XXXXXX


Service Evaluation:  Insert TITLE
Lead Clinician/Evaluator: Name, Job Role

(Add other members of the Evaluation team)
You are being asked to consider taking part in a project evaluating [NAME SERVICE]. Evaluations help us to understand if a service being delivered is achieving a good standard of care, and can highlight areas for improvement. This information can be useful for other clinicians and members of the health care team. A service evaluation may be published (in print or online) for others to read, and/or presented at a conference.  This form explains the purpose of this service evaluation.  Please read this form carefully and take your time to make your decision and ask any questions that you may have.
The purpose of this service evaluation is to (insert specific reason for service evaluation) 
Your information being used or requested for the service evaluation includes (insert specific demographic/clinical/Outcome/Questionnaire information here – state for each type of info if it will be obtained from clinical records or asked additionally).  

 (Insert lead clinician name) is required to protect your privacy and not disclose your personal information (information about you and your health that identifies you as an individual e.g. name, date of birth, NHS/hospital number). When the service evaluation is published or presented, your identity will not be disclosed. During the conduct of the evaluation, your personal information will be kept confidential, and no identifiable information about you used or collected for the service evaluation will be shared with anyone outside of the   NSFT service evaluation team.

You will not directly benefit from participating in this service evaluation.  The information that can be shared with other health care professionals, however, may improve the services and care that is received by others in the future. 
Taking part in this service evaluation is entirely your choice and voluntary. You may choose not to take part or you may change your mind at any time.  However, once the service evaluation is written and published, it will not be possible for you to withdraw your permission.  Your decision to withdraw or decline participation will not affect the quality or nature of clinical care that you receive from the NSFT. 

Allowing your information to be used in this service evaluation will not involve any additional costs to you. You will not receive any reimbursement.  

You will be told about any new information relating to this service evaluation that may affect you.

Your initials and signature below means that you have read the above information about this service evaluation and have had a chance to ask questions to help you understand how your information will be used, and that you give permission to allow your information to be used in this evaluation

If you have any questions please contact (insert name) at PHONE NUMBER. 

Service Evaluation Consent Form
Service Evaluation Title: INSERT TITLE 
                                                                                                                          Please Initial Each Box
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1. The service evaluation has been fully explained to me and all of my 

questions have been answered to my satisfaction.
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2. I allow access to my personal health information (medical records) 

as explained in this form.

3. I understand that my confidential information will not be accessible

by anyone outside of my clinical care or service evaluation team.

4. I understand that any information given by me may be 

used in future reports, publications, articles or presentations 

by the team involved in the service evaluation. 

5. I have been informed of the risks and benefits, if any, 

of allowing my information to be used in this evaluation. 

6. I have been informed that I do not have to participate in this 

service evaluation.

7. I have read each page of this form.


8. I have agreed to participate in this service evaluation.
__________________________        _______________________        _____________________

Name of Participant     
             Signature


          Date

__________________________        _______________________        _____________________

Name of Lead Clinician  
             Signature


          Date

(2 copies should be taken – 1 copy to the participant, 1 kept in medical records)
Chair: Gary E Page

Chief Executive: Michael Scott 

Trust Headquarters: Hellesdon Hospital, Drayton High Road, Norwich, NR6 5BE

Tel: 01603 421421    Fax: 01603 421440    www.nsft.nhs.uk
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