Authorization for Participation
Please fill out this section if you are going to participate in either part of the study

The Face and Hands of Dravet Syndrome

Kathleen J. Nolan, MD, Resident, Department of Pediatrics, IWK Health Centre
Carol S. Camfield, MD, FRCP(C)Department of Pediatrics and Psychology, Dalhousie University; Division of Neurology and Medical Genetics, IWK Health Centre
Peter R. Camfield, MD, FRCP(C)Department of Pediatrics, Dalhousie University; Division of Neurology, IWK Health Centre
Your child’s sex:



Month and year of birth:           
(mm/yyyy)

Has your child had SCN1A mutation testing?
Y
or 
N      or       I don’t know

Mutation identified?
Y
or 
N
Which mutation?



           


Sibling’s sex (if applicable):
M   or  
F
Sibling’s month and year of birth:
      (mm/yyyy)

Signature Page

Study title:  The Face and Hands of Dravet Syndrome – Photographic Measurements
Please fill out this section if you are participating in the first part of the study (taking measurements from photographs of your child)
Participant Authorization

I have read or had read to me this information and authorization form and have had the chance to ask

questions which have been answered to my satisfaction before signing my name. I understand the

nature of the study and I understand the potential risks. I understand that I have the right to

withdraw my child from the study at any time without affecting his or her care in any way. I have received a copy of the Information and Authorization Form for future reference. I freely agree to participate in this research study.

Name of Participant:








Name of Parent:  








Parent Signature (digital):







I authorize for  photographs of my child to be used in future publications or presentations by Drs. Nolan, Camfield or Camfield.  I understand that my child will never be identified by name.  I understand that if I choose for my child’s photographs not to be used in future publications this will not impact my participation in the study.  Additionally, I understand that I can withdraw my authorization for publication of my child’s photographs at any time by contacting the researchers.

Check one:

YES



NO


Do you wish to receive a summary of the results?
Y
or
N

Mailing or email address for distribution of results:

Date: 






Time:




Signature Page

Study title:  

The Face and Hands of Dravet Syndrome – Photograph Booklet for Pediatric Neurologists
Please fill out this section if you are participating in the second part of the study (photographs to be shown to pediatric neurologists)
Participant Authorization

I have read or had read to me this information and authorization form and have had the chance to ask

questions which have been answered to my satisfaction before signing my name. I understand the

nature of the study and I understand the potential risks. I understand that I have the right to

withdraw my child from the study at any time without affecting his or her care in any way. I have received a copy of the Information and Authorization Form for future reference. I freely agree to participate in this research study.

Name of Participant:







Name of Parent:  







Parent Signature (digital signature):








I authorize for photographs of my child to be used in future publications or presentations by Drs. Nolan, Camfield or Camfield.  I understand that my child will never be identified by name.  I understand that if I choose for my child’s photographs not to be used in future publications this will not impact my participation in the study.  Additionally, I understand that I can withdraw my authorization for publication of my child’s photographs at any time by contacting the researchers.

Check one:

YES




NO


Do you wish to receive a summary of the results?
Y
or
N

Mailing or email address for distribution of results:

Date: 






Time:
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