Consent for Medical Treatment and Information Sharing
Name






Date of Birth
Ethnicity





Key Worker
Legal Status

CONSENT TO MEDICAL TREATMENT

I/We, who have parental responsibility for the child named above, agree to an initial health assessment and subsequent review health assessments, routine medical treatment including any current treatment, therapy or medication. Also routine dental treatment and the immunisations below.

	I consent to the following immunisations (tick as appropriate)
	Yes
	No

	Diphtheria, Tetanus, Polio and Pertussis (whooping cough)
	
	

	Pneumococcal vaccine
	
	

	Measles, Mumps and Rubella (MMR)
	
	

	Haemophilius influenza type B (Hib)
	
	

	Meningitis C
	
	

	Rota Virus
	
	

	Meningitis B
	
	

	Influenza vaccine (seasonal flu)
	
	

	Meningitis ACWY vaccine (given at 17-18 year olds)
	
	

	HPV (girls only
	
	


INFORMATION SHARING

In order to ensure that your child’s health needs are met we will share with health professionals that your child has become looked after and ask them to share information about your child’s health and any future appointments this will include your child’s GP

Signature of parent(s) or those with parental responsibility

	Name
	

	Relationship to child
	

	Date
	

	Signature
	


	Name
	

	Relationship to child
	

	Date
	

	Signature
	


