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Consent for self-medication programme

	Service user name
	
	Date
	

	Consultant
	
	Ward
	

	Date discussed at multidisciplinary meeting
	


Checklist

 FORMCHECKBOX 
  Is the service user confused or have an unstable mental state?

 FORMCHECKBOX 
  Is there history of overdose or substance misuse?

 FORMCHECKBOX 
  Previous compliance problems, if so what?

 FORMCHECKBOX 
  Can the service user open child resistant closures?

 FORMCHECKBOX 
  Can the service user read labels? (Literacy, eyesight)

 FORMCHECKBOX 
  Can drug regimen be simplified?

	Nurse signature
	
	Pharmacist signature
	


Additional information
Approval for self medication

	Approved for self-medication programme Stage 1 by

	
	(consultant)
	
	(date)


	Approved for self-medication programme Stage 2 by

	
	(consultant)
	
	(date)


	Approved for self-medication programme Stage 3 by

	
	(consultant)
	
	(date)


	Approved for self-medication programme Stage 4 by

	
	(consultant)
	
	(date)


Consent by service user

I have had the self medication programme explained to me and I wish to take part.  I have been given information about my medication and understand that I can withdraw my consent at any time.

	Service user signature
	
	Date
	

	Witnessed by
	


Withdrawal of consent

I do not wish to continue with the self-medication programme & withdraw my consent.

	Service user signature
	
	Date
	

	Witnessed by
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