MEDICAL CONSENT FORM FOR FOSTER CARE PROVIDERS

[FOSTER CARE PROVIDER NAME]
[FOSTER CARE PROVIDER ADDRESS]
[CITY, STATE, ZIP CODE]
[PHONE NUMBER]
[EMAIL ADDRESS]

[FOSTER CARE AGENCY NAME]
[AGENCY ADDRESS]
[CITY, STATE, ZIP CODE]
[AGENCY PHONE NUMBER]
[AGENCY CONTACT PERSON]

[CHILD'S FULL NAME]
[CHILD'S DATE OF BIRTH]
[CHILD'S PLACEMENT DATE]
[CASE NUMBER]

RE: MEDICAL CONSENT FOR [CHILD'S FULL NAME]

1. PURPOSE AND SCOPE OF CONSENT

1.1 Purpose: This Medical Consent Form authorizes the foster care provider named above to consent to routine and emergency medical, dental, and mental health care for the foster child named above while the child is placed in the provider's care.

1.2 Scope: This consent applies to examinations, diagnostic procedures, treatment, and preventive care provided by licensed physicians, dentists, mental health professionals, and other licensed health care providers.

1.3 Duration: This consent is effective from [EFFECTIVE DATE] and remains in effect until [EXPIRATION DATE] or until the child's placement with the provider ends, whichever occurs first.

2. AUTHORIZED MEDICAL CARE

2.1 Routine Care: The foster care provider is authorized to consent to routine medical care, including but not limited to physical examinations, immunizations, laboratory tests, and treatment of common illnesses.

2.2 Dental Care: The foster care provider is authorized to consent to routine dental examinations, cleanings, fillings, and other non-surgical dental treatment.

2.3 Mental Health Care: The foster care provider is authorized to consent to routine mental health assessments, counseling, and therapy, subject to any limitations set forth by the placing agency or court.

2.4 Prescription Medications: The foster care provider is authorized to obtain and administer prescription medications as directed by a licensed health care provider, in accordance with agency policy.

3. EMERGENCY MEDICAL CARE

3.1 Emergency Consent: In the event of a medical emergency, the foster care provider is authorized to consent to emergency medical treatment, including hospitalization, surgery, and anesthesia, when delay could endanger the child's health or life.

3.2 Notification: The foster care provider shall notify the placing agency and the child's legal guardian or caseworker as soon as practicable after emergency treatment is provided.

3.3 Emergency Contact: The primary emergency contact for this child is [EMERGENCY CONTACT NAME] at [EMERGENCY CONTACT PHONE NUMBER].

4. LIMITATIONS AND EXCLUSIONS

4.1 Non-Routine Procedures: This consent does not authorize elective surgery, experimental treatment, or other non-emergency major procedures without prior written approval from [AUTHORIZING PARTY NAME AND TITLE].

4.2 Psychotropic Medications: Consent to initiate or change psychotropic medications requires prior approval from [AUTHORIZING PARTY NAME AND TITLE], except in an emergency as described in Section 3.

4.3 Religious or Personal Objections: Any known religious, cultural, or personal objections to specific treatments are as follows: [DESCRIBE OBJECTIONS OR STATE NONE].

5. MEDICAL INFORMATION

5.1 Known Allergies: [LIST KNOWN ALLERGIES OR STATE NONE KNOWN]

5.2 Current Medications: [LIST CURRENT MEDICATIONS OR STATE NONE]

5.3 Chronic Conditions: [LIST CHRONIC CONDITIONS OR STATE NONE]

5.4 Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME], [PRIMARY CARE PHYSICIAN PHONE NUMBER]

5.5 Health Insurance Information: [INSURANCE PLAN NAME], [POLICY NUMBER], [GROUP NUMBER]

6. PROVIDER RESPONSIBILITIES

6.1 Record Keeping: The foster care provider shall maintain records of all medical appointments, treatments, and medications and shall provide copies to the placing agency upon request.

6.2 Communication: The foster care provider shall promptly inform the placing agency and the child's caseworker of any significant medical events, diagnoses, or changes in treatment.

6.3 Compliance: The foster care provider shall comply with all applicable agency policies, court orders, and state laws governing medical consent for children in foster care.

7. ACKNOWLEDGMENTS

7.1 The foster care provider acknowledges that this consent is limited to the authority granted by the placing agency and applicable law.

7.2 The foster care provider acknowledges that consent obtained outside the scope of this form may be invalid and agrees to seek proper authorization when required.

7.3 The foster care provider acknowledges receipt of the child's known medical history and emergency contact information.

8. SIGNATURES

8.1 Foster Care Provider Signature: _________________________________________ Date: [DATE]

8.2 Foster Care Provider Printed Name: [FOSTER CARE PROVIDER NAME]

8.3 Agency Representative Signature: _________________________________________ Date: [DATE]

8.4 Agency Representative Printed Name: [AGENCY REPRESENTATIVE NAME]

8.5 Agency Representative Title: [AGENCY REPRESENTATIVE TITLE]

8.6 Legal Guardian or Caseworker Signature (if required): _________________________________________ Date: [DATE]

8.7 Legal Guardian or Caseworker Printed Name: [LEGAL GUARDIAN OR CASEWORKER NAME]

9. WITNESS

9.1 Witness Signature: _________________________________________ Date: [DATE]

9.2 Witness Printed Name: [WITNESS NAME]

9.3 Witness Address: [WITNESS ADDRESS]
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