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 1. Anemia Testing of Children – Total Sample 
 2. Venous Blood and Vaginal Swabs – Tashkent City 
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CHILDHOOD ANEMIA 

CONSENT PROCESS STATEMENT 
UZBEKISTAN HEALTH EXAMINATION SURVEY 

As part of this survey, we are studying anemia among children under five years of age.  We re-

quest your cooperation in this regard.  This will assist the Government of Uzbekistan to develop programs 

to prevent and treat anemia among children.   

Anemia is a serious health problem in Uzbekistan.  An important cause of anemia in Uzbekistan 

is poor nutrition.  However, if a person is found to have anemia, the person can be given iron/folic tablets 

to cure the disease. 

If you decide to have your child tested for anemia, we will request that you allow us to take a few 

drops of blood from your child’s finger for the test.  We will use disposable sterile instruments that are 

clean and completely safe.  Your child will feel a slight pinch when the blood is drawn.  There is essen-

tially no risk to your child from this procedure.  The result(s) of the test(s) will be given to you right after 

the blood is taken.  The results of the tests will be kept confidential and will not be shown to other per-

sons.  Are there any questions about the blood testing that you would like to ask me now? 

May I ask you now to give your consent to have the test(s) conducted on your child?  If you de-

cide not to have the test(s), it is your right, and we will respect your decision.  Now please tell me whether 

you agree to allow me to test your child. 

AFTER EXPLAINING THE ABOVE, IF THE RESPONDANT AGREES TO HAVE FINGERPRICK 

BLOOD DRAWN FOR ANEMIA TESTING HAVE THE RESPONDANT SIGN ON THE LINE 52 OF 

BIOMARKERS DATA COLLECTION FORM FOR EACH CHILD.    

Sample No. 
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Questions You May Have About the UHES 

Are the tests I may be asked to take safe? 
We care about your safety. During the administration of these tests, you 

will be examined by a doctor. The tests and measurements we conduct 

have been selected because they are safe. We would like to point out 

that as in any similar examination, there may be some slight discomfort or 

soreness resulting from the collection of a blood specimen.  

Do I have to participate? 
Participation in all portions of the study is completely voluntary. This 

means that you may decline to participate in all or part of the study. 

There is no penalty for refusing to participate. Of course, we hope that 

everyone will participate, because without your participation, our infor-

mation on the health of the nation may not be accurate. The results of 

your examination will be used to add to the results of all others participat-

ing in this important study and will contribute to a better understanding of 

the health of all persons living in Uzbekistan.  

What are the benefits of my participation? 
You will receive the results of important health tests that will help you to 

understand your own health status. Although we will give you the results of 

this test, we will not be able to provide you with any further testing or 

treatment. In addition, you are given the opportunity to make an impor-

tant contribution to the health of a nation by combining the results of your 

examination with those of thousand of other Uzbeks.  

How can I receive the results of my tests? 
The results of the anemia tests, the lead tests, the blood pressure and 

body measurements will be given to you immediately, with the exception 

of the chlamydia test as indicated below. If you so choose, the results of 

your tests can be mailed to your doctor.  

Who else will find out about my results? 
If you would like, we will also send a copy of your test results to your doc-

tor. In order for us to give this information to your doctor, you must indi-

cate this on the last page of this brochure. Other than you and, if you 

choose, your doctor, nobody will be given the results from your tests. 

How can I receive the results of my chlamydia test? 
To ensure maximum privacy, the results of your chlamydia exam will only 

be mailed directly to your doctor, and not to your home. If you do not 

wish your doctor to receive these results, you may decline to participate 

in this exam. If you wish, you may instead choose to take the examination 

and not have results sent to your physician.  

What will happen to my specimens after they are tested? 
They will be destroyed after analysis. Your confidentiality will always be 

strictly maintained, and no link will be made between your results and your 

identity.
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SP Name:______________________________________________     ID#:__________________________________                       

Your participation in this examination is completely voluntary. You may choose to participate in all, some, or none of 

the examinations.  If you wish to decline to take an examination, you may do so by checking the appropriate box 

listed below. Please check the box next to any test that you wish to participate in. 

I WISH TO TAKE THE FOLLOWING EXAMINATION(S): 

� Cholesterol 

� HDL and LDL 

� Hemoglobin A1C   

� Triglycerides 

� Hepatitis B 

� Lead

� Chlamydia                                       

SAMPLE PERSON 18 YEARS AND OLDER: 

I have read the attached brochure explaining the nature and purpose of the UHES and I voluntarily consent to 

participate in all portions of the examination, except for those portions which are noted above, and for information 

regarding me to be released only as described in this brochure.  

_______________________________________________________________________________________________________ 

Signature of sample person if 18 years or older Date 

PARENT OR GUARDIAN OF SAMPLE PERSON UNDER 18 YEARS OF AGE: 

I have read the attached brochure explaining the nature and purpose of the UHES and give my voluntary permission 

for my child to participate in all portions of the examination, except for those portions which are noted above, and 

for information regarding my child to be released only as described in this brochure.  

______________________________________________________________________________________________________ 

Signature of parent or guardian Date

For women age 15 – 49: to ensure privacy, chlamydia test results will only be mailed directly to your 

doctor.  Would you like your chlamydia results sent to your doctor? 

� NO, I would not like my chlamydia test result to be sent to my 

doctor.

� YES, I would like my chlamydia test result to be sent to my doc-

tor. 

Name of Doctor: ____________________________     

Address:_________________________ 

___________________________________________________ 

Would you like your other test results to be mailed to your home? 

� NO, I would not like my other examination results sent to my home. 

� YES, I would like my other examination results sent to my home (except for chlamydia test 

for women; the result will be sent only to the respondent’s doctor of choice). 

Address:_________________________ 

___________________________________________________ 

If you wish, we will also provide a copy of your other test results to your doctor in addition to 

sending them to you at your home. If you wish us to send a copy of your results to your doctor, 

please put your doctor’s name in the space provided. 

� NO, I would not like my other examination results sent to my doctor. 

� YES, I would like my other examination results sent to my doctor at the address given: 

NAME OF DOCTOR _____________________________________________________________________ 

ADDRESS ______________________________________________________________________________ 
Information contained on this form which would permit identification of any individual  has been collected with a 

guarantee that it will be held in strict confidence, will be used only for purposes stated for this study, and will not be 

disclosed or released to others without the consent of the individual or establishment
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3. CONSENT FORM FOR CHILDHOOD ANEMIA 
AND VITAMIN A TESTING IN FERGHANA OBLAST 
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CONSENT PROCESS STATEMENT 
UZBEKISTAN HEALTH EXAMINATION SURVEY 

Name of sample person ___________________  ID#__________________________ 

 As part of this survey, we are studying anemia and vitamin A among children under five years of 
age in the Ferghana Oblast.  We request your cooperation in this regard.  This will assist the Government 
of Uzbekistan to develop programs to prevent and treat anemia and Vitamin A deficiencies among chil-
dren.

Anemia and vitamin A deficiency are a serious health problems caused by poor nutrition.  If a 
person is found to have anemia, the person can be given iron folic tablets to cure the disease.  Vitamin A 
deficiency can be treated with vitamin A supplements to the diet.  

If you decide to have your child tested for anemia we will request that you allow us to take a few 
drops of blood from your child’s finger.  For vitamin A testing we will need an additional small vile from 
your child's vein.   We will use disposable sterile instruments that are clean and completely safe.  Your 
child will feel a slight pinch when the blood is drawn.  There is essentially no risk to your child from this 
procedure.  The result(s) of the anemia test(s) will be given to you right after the blood is taken.  The re-
sult(s) of the vitamin A testing will be mailed to you in 2 or 3 months.  We can also send the results of the 
vitamin A to your physician if you choose.  All the results of the tests will be kept confidential and will 
not be shown to other persons.  Are there any questions about the blood testing that you would like to ask 
me now? 

May I ask you now to give your consent to have the test(s) conducted on your child?  If you de-
cide not to have the test(s), it is your right, and we will respect your decision. Will you sign an agreement 
to allow me to test your child. 

I AGREE  FOR _______________________ TO GIVE A (FEW) DROP(S) OF BLOOD  FOR ANEMIA 
TESTING

(NAME OF RESPONDENT) 

Signature of responsible person ____________________________________________________

 I AGREE  FOR _______________________ TO GIVE A VILE OF BLOOD FOR VITAMIN A TEST-
ING

(NAME OF RESPONDENT) 

Signature of responsible person ____________________________________________________

Address to which results should be sent ______________________________________________

I would like results to be sent to my doctor: __________ 
Name of physician ______________________________________________________________
Address of physician ____________________________________________________________

Signature of Interviewer_________________________  Date:__________________

Sample No. 
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