[image: ]Dnaagdawenmag Binnoojiiyag Child & Family Services
□ YES
□ NO
Considered High Risk?

Psychotropic Drugs
(16 or under, 16 or over, Parent’s Consent)

Check the appropriate box:

	Child is 16 years of age or under and to receive psychotropic drugs / medication (Requires case worker’s consent)

	Child is 16 years of age or older and to receive psychotropic drugs / medication (Requires Youth’s consent)

	Parent’s consent permitting DCAS/Service Provider to provide child with psychotropic drugs/medications ((Where the Child/youth is in care under a TCA)



I	 	
(name of parent, child, service provider or lawful custodian) (Print)

give	 	
(name of service provider) (Print)

permission to give	 	
(name of child) (Print)	(d.o.b)

the following medication	 	

	Dr.	 	
	has explained the



medication to me and I agree to its use.

(a) What the medication is supposed to do

[bookmark: Specify_purpose:]Specify purpose:



(b) How much is needed

[bookmark: Specify_dosage:]Specify dosage:


(c) How often and for how long the medication needs to be taken

	Specify times to be given:
	

	Specify duration:
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Consent to Administer and to Share Information with respect to
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runny nose, increased appetite, weight gain, nervousness, acne, dry skin, difficulty concentrating, or difficulty sleeping



The client specific plan for any side effects observed are


The client specific plan for refusing medication is



Are there any follow up tests required? No 	Yes 	, If Yes, please specify test and timeline


Were the dangers of mixing substances and medications explained to the child/youth? Yes 	No 	If No, please explain

Child has no issues taking his medication. This will be reviewed with the child in an age appropriate manner and caregivers at the next medication review.
 	__ 	

Was the child/youth given the opportunity to speak to the prescribing Doctor/Pharmacist? Yes 	No 	If No, please explain



	I give my permission for Dr.   	
	and


(Prescribing physician)

 	  to share information about	 	
(service provider)	(child)


Date

(Signature of person giving consent)
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The risks/side effects involved are dizziness, drowsiness, fatigue, nausea, constipation,


Page 2 of 3
Rev. June 2019

· Psychotropic medications are prescribed “as needed” (Pro Re Nata or PRN) and /or are used “as needed” more than twice a day or for three or more consecutive days;
· A child or youth is prescribed two or more psychotropic medications at the same time;
· A child under the age of seven is prescribed psychotropic medication;
· A psychotropic medication prescription that has not been reviewed by a health practitioner in more than six months;
· Any psychotropic medication that is stopped suddenly and abruptly by a child or youth without discussion with a health practitioner; or
· Any other situation which causes concern in the opinion of the Child Protection worker or alternate caregiver.
□	I have reviewed the information on this form with the child/youth, 	and
(Name of child/youth)
am satisfied that he/she, as of this date, understands, has capacity and is consenting to the administration of the medication as prescribed.

OR
□	The child/youth, 	has been assessed as not having the capacity to
(Name of child/youth)
understand or consent to the administration of this medication and as such, I have reviewed the information on this form with the parent/guardian of the child/youth, 	and am
(Name of Parent/Guardian)
satisfied that he/she, as of this date, understands and is consenting to the administration of the medication as prescribed to the child/youth.

OR
□	The child/youth, 		has been assessed as not having the capacity to (Name of child/youth)
understand or consent to the administration of this medication. I have been advised that Dnaagdawenmag Binnoojiiyag Child and Family Services has the authority to consent to the administration of the medication and as such, have reviewed the Information on this form with,
 	, an authorized representative of DBCFS, and he/she, as (Name of authorized representative of Agency)
of this date, understands and is consenting to the administration of the medication as prescribed to the child/youth.







Witness (signature)	Youth-12 yrs (Signature)	Date






Witness (signature)	Legal Guardian (Signature)	Date

Note: Before signing, please ensure that one of the three options boxes above is completed.
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