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Children’s Short Breaks Fostering Service
Notification of and Consent to a change in medication. 

	Name and Date of Birth of child:


	
	Name of short break carer:
	

	Name of child’s GP:
	
	Name of child’s consultant:


	

	Name of child’s Social Worker/EH Lead:
	
	Name of Supervising Social Worker:
	


MEDICATION PRESCRIBED 

	Medication Name
	Strength/Dose
	Route
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PARENT/GUARDIAN CONSENT

I am hereby notifying my child’s short break carer (named above) of a change in my child’s medication.

I agree that the details which I have outlined above are correct and have been prescribed by a GP or Consultant in respect of my child.

SIGNED………………………………………………….. Parent/guardian

Name………………………………………………………

DATE………………………………………………………
Notification of and Consent to a change in medication/MN/February 2024


