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Sample Standardized Consent Form


Home Visitor Attendance at Well-Child Visits
1. Purpose of this Form: 
This form is designed to provide you with information about the opportunity for a home visitor to accompany you and your child during your well-child visit at the community health center. The home visitor’s role is to support both your family and your healthcare team to ensure that you and your child receive the best care and services possible. By signing this form, you are giving your consent to allow the home visitor to attend the well-child visit with you.

2. Purpose and Benefits of Home Visitor Attendance
The goal of having a home visitor accompany you to the well-child visit is to enhance the coordination of care, support, and resources available to you and your family. The benefits include: 
· Improved Communication: The home visitor can help facilitate communication between you and the healthcare team, ensuring that all of your questions are answered.
· Emotional and Practical Support: The home visitor can provide emotional support, assist with understanding medical instructions, and help you address any concerns about your child’s health or development.
· Access to Additional Resources: The home visitor can offer information about other services that may be helpful to your family, such as community programs, financial assistance, or early childhood services.
· Ongoing Support: The home visitor can help ensure that any recommendations or follow-up care from the well-child visit are understood and followed through. By having a home visitor accompany you, you will receive additional support to ensure that both the medical and social needs of your family are met.

3. Your Role and Consent
By signing this consent form, you agree to the following:
· You are willing to have a trained home visitor attend your well-child visit at the health center.
· You understand that the home visitor will be present to provide support and may assist with communication, understanding medical advice, and providing additional resources.
· You acknowledge that your participation in this process is voluntary and that you may withdraw your consent at any time without affecting the care you receive at the health center.
· You consent to the sharing of necessary health information between the healthcare team and the home visitor for the purpose of coordinating care and providing support during your visit.
· You understand that the home visitor will respect your privacy and confidentiality in accordance with health information privacy laws.

4. Confidentiality
All information shared during the well-child visit will be treated as confidential. The home visitor will maintain confidentiality of all personal health information shared, and no information will be disclosed without your explicit permission, except as required by law.

5. Voluntary Participation
Your participation in this process is voluntary, and you may choose not to have the home visitor accompany you to your well-child visit. If you choose not to have a home visitor attend the visit, this will not affect the care or services you and your child will receive at the health center.

6. Consent
Please review the information provided above and sign below to indicate your consent to allow a home visitor to accompany you to your well-child visit:
· Parent/Guardian Name: ________________________
· Child’s Name: _______________________________
· Home Visitor Name: __________________________
· Health Center Name: _________________________
· Well-Child Visit Date: _________________________

By signing below, I agree to allow the home visitor to accompany me and my child to the well-child visit and to assist with the coordination of care as outlined in this consent form.
· Parent/Guardian Signature: ____________________________
· Date: ____________________________
· Home Visitor Signature (optional): _______________________

7. Contact Information
If you have any questions or concerns about this consent form or the process, please feel free to contact:
· Community Health Center Contact: _____________________
· Phone: __________________________
· Email: ___________________________
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