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CHYPS Consent Policy

1 Introduction
The powers to treat Children and Young People are contained within the Children Act and,
for Young People aged 16 and 17 years, in the Mental Capacity Act.
This policy sets out the relevant requirements of both the Children Act 1989 (CA), Mental
Capacity Act 2005 (MCA) and associated Codes of Practice when treating Children and
Young People.
1.1

Purpose of policy

This policy promotes good practice when treating Children and Young People. Adherence
to this policy will ensure compliance with the CA, MCA and associated Codes of Practice.
1.2

Scope of policy

This policy details the roles and responsibilities of all staff concerned with the admission
and treatment of a Child or Young Person and aims to ensure that staff are aware of the
legal requirements and how to apply in their daily practice.
The policy applies to the care and treatment of a Child or Young Person, in inpatient or
community services, who is not detained under the MHA.
The provisions of the Children Act apply to children and young people up to the age of 18.
The provisions of the MCA apply to Young People aged 16/17 years (and older).
This policy does not cover consent and decision making for treatment for mental disorder
for a child or young person who is detained under the Mental Health Act. Please refer to
the Consent to Treatment (MHA) policy.

1.3

Principles

This policy outlines the legal requirements and principles when decisions need to be made
for a child or young person.
In this policy “Child” refers to someone aged under 16 years, and “Young Person” to
someone who is 16/17 years of age.

2 Duties
Director of Corporate Affairs
To ensure an appropriate policy is in place which adheres to the requirements of the MCA
and associated Code of Practice and the Children Act 1989.
Senior Managers
To ensure this policy is properly implemented within their designated areas of
responsibility and all staff properly adhere to the principles herein.
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Consultants
To ensure this policy is implemented in daily practice.
All Staff
To adhere to the requirements of this policy to ensure that a Child or Young Person is
treated in accordance with this policy.

3 Definitions
Term
Child
CA
Consent

Fraser guidelines
Gillick competent
HRA
MCA
MHA
Mental Disorder
Parental
Responsibility
Treatment

Young Person

Definition
A person aged under the age of 16.
Children Act 1989
The voluntary and continuing permission of the patient to receive
a particular treatment, based on knowledge of the purpose,
nature, likely effects and risks of that treatment, including the
likelihood of success and any alternatives to it.
Cover when contraceptive and sexual health advice can be given
to a Child without parental consent.
The test to determine whether a Child has the competency to
consent.
Human Rights Act 1998
Mental Capacity Act 2005
Mental Health Act 1983
Any disorder or disability of the mind
Someone defined by s.3 of the Children Act 1989 (s.3)
Medical treatment for Mental Disorder which is for the purpose of
alleviating or preventing a worsening of a mental disorder or one
or more of its symptoms or manifestations. Includes medication,
nursing, psychological intervention and specialist mental health
habilitation, rehabilitation and care.
A person aged 16 or 17 years.

4 Assessing a Child’s competence or a Young Person’s capacity to
consent
Before relying on the consent of a child or young person it is necessary to ascertain
whether they can give valid consent.
The capacity of a Young Person aged 16 or 17 to consent is assessed in accordance with
the MCA, while the test for children under 16 is determined by considering whether they
are “Gillick competent”.
Practitioners with expertise in working with children and young people should be consulted
in relation to these assessments.

In all cases Practitioners should consider the following three questions:
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•
•

•

Has the Child or Young Person been given the relevant information in an
appropriate manner (such as age appropriate language)?
Have all practicable steps been taken to help the Child or Young Person make the
decision?
o Steps to help the Child or Young Person feel at ease.
o Ensuring that those with Parental Responsibility are available to support their
child (if that is what the Child or Young Person would like)
o Giving the Child or Young person time to absorb information at their own
pace
o Considering whether the Child or Young Person has any specific
communication needs (and if so, adapting accordingly)
Can the Child or Young Person consent or not to the proposed intervention?

5 Parental Responsibility
Parental Responsibility refers to the rights, duties, powers and responsibilities in respect of
their Child or Young Person.
Parental Responsibility includes the right to consent to treatment on behalf of a Child or
Young Person.
Where agreement can’t be achieved as to what is in the best interests of the child, it may
be necessary to seek a ruling from the Courts, whilst meanwhile only providing emergency
treatment that is essential to preserve life or prevent serious deterioration.
5.1

Who has Parental Responsibility?

A mother automatically has Parental Responsibility.
For a Child whose birth was registered from 15th April 2002 in Northern Ireland, 1st
December 2003 in England and Wales and 4th May 2006 in Scotland, both of the child's
parents have Parental Responsibility if they are registered on the child's birth certificate.
The acquisition of Parental Responsibility by a father varies dependant on where the birth
was registered:
For births registered in England, Wales or Northern Ireland - A father acquires
Parental Responsibility if he is married to the mother at the time of the child's birth or
subsequently. An unmarried father will acquire Parental Responsibility if he is recorded on
the child's birth certificate (at registration or upon re-registration) from 1st December 2003
in England or Wales and from 15th April 2002 in Northern Ireland.
For births registered in Scotland - A father acquires Parental Responsibility if he is
married to the mother at the time of the child's conception or subsequently. An unmarried
father will acquire Parental Responsibility if he is recorded on the child's birth certificate (at
registration or upon re-registration) from 4th May 2006.
For births registered outside the United Kingdom - The above rules for the country
where the child resides apply.
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An unmarried father, whose child's birth was registered before the dates mentioned above,
or afterwards if he is not recorded on the child's birth certificate, does not have Parental
Responsibility even if he has lived with the mother for a long time.
However, the father can acquire Parental Responsibility by way of a court registered
Parental Responsibility agreement with the mother or by obtaining a parental responsibility
order or a Residence Order from the Courts.
Married step-parents and registered civil partners can acquire Parental Responsibility in
the same ways.
Parental Responsibility awarded by a Court can only be removed by a Court.
Parents do not lose Parental Responsibility if they divorce – neither can a separated or
divorced parent relinquish Parental Responsibility.
A testamentary guardian will acquire Parental Responsibility if no one with Parental
Responsibility survives the testator.
A guardian appointed by a court will also acquire Parental Responsibility.
When a Child or Young Person is adopted, the adoptive parents are the Child or Young
Person’s legal parents and automatically acquire Parental responsibility.
A local authority acquires Parental Responsibility (shared with anyone else with parental
responsibility) while the child is subject to a Care or Supervision Order.
Foster parents rarely have Parental Responsibility.
For a child born under a surrogacy arrangement, Parental Responsibility will lie with the
surrogate mother (and husband if married) until the intended parents either (a) obtain a
Parental Order from a Court under the Human Fertilisation and Embryology Act 1990 or
(b) adopt the child.
Same sex partners will both have parental responsibility if they were civil partners at the
time of the treatment, eg donor insemination or fertility treatment.
For same-sex partners who aren't civil partners, the 2nd parent can get parent
responsibility by either applying for parent responsibility if a parent agreement was made,
or becoming a civil partner of the other parent and making a parental responsibility
agreement or jointly registering the birth.
Healthcare staff do not have parental responsibility, but they do have power to take
proportionate action to safeguard a Child or Young Person and keep them safe from harm.

5.2 When does Parental Responsibility end?
In England, Wales and Northern Ireland, Parental Responsibility ends when a Young
Person reaches 18 years.
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(In Scotland, only the aspect of Parental Responsibilities concerned with the giving of
“guidance” endures until 18 years, guidance meaning the provision of advice. The rest is
lost when the young person reaches 16 years.)

6 A Child
A Child under 16 can consent if they are competent; a child’s age alone is an unreliable
predictor of competence.
6.1

Gillick competence

Children under 16 can consent if they have sufficient understanding and intelligence to
fully understand what is involved in a proposed treatment, including its purpose, nature,
likely effects and risks, chances of success and the availability of other options.
If they pass the test they are considered “Gillick competent” and their consent cannot
be overruled by the Child’s parents. Clinicians should not rely on the consent of a
someone with Parental Responsibility to admit or treat a child who is competent to
make the decision and does not consent to it. Although in the past the Courts have
found that a person with Parental Responsibility can overrule their child’s refusal, such
decisions were made before the introduction of the HRA and since then court decisions
concerning Children (and Young People) have given greater weight to their views.
If the child does not pass the test they are not considered “Gillick competent”, and so
someone with Parental Responsibility (or the Courts) would be required to consent.
There is no lower age limit for the Gillick test to be applied.

6.2

Gillick competence test

When considering whether a child has the competence to decide about the proposed
intervention, healthcare staff should consider the following questions:
•
•
•
•

6.3

Does the child understand the information that is relevant to the decision that needs
to be made?
Can the child hold the information in their mind long enough so that they can use it
to make the decision?
Is the child able to weigh up that information and use it to arrive at a decision?
Is the child able to communicate their decision (by talking, using sign language or
any other means)?

Fraser Guidelines

The Fraser guidelines deal with the specific issue of giving contraceptive and sexual
health (including sexually transmitted infections and termination of pregnancy) advice
to those under the age of 16 without parental consent.
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Advice can be given in this situation as long as:
1. The Child has sufficient maturity and intelligence to understand the nature and
implications of the proposed treatment
2. The Child cannot be persuaded to tell her parents or to allow the doctor to tell them
3. The Child is very likely to begin or continue having sexual intercourse with or
without contraceptive treatment
4. Their physical or mental health is likely to suffer unless he/she received the advice
or treatment
5. The advice or treatment is in the Child’s best interests.
Health care staff should still encourage the Child to inform his or her parent(s) or get
permission to do so on their behalf, but if this permission is not given they can still give
the Child advice and treatment. If the conditions are not all met, however, or there is
reason to believe that the Child is under pressure to give consent or is being exploited,
there would be grounds to break confidentiality.
There is no lower age limit for the Fraser guidelines to be applied. However children
under the age of 13 are not legally able to consent to any sexual activity, and therefore
any information that such a person was sexually active would need to be referred to the
SPFT Safeguard team, regardless of the results of the Gillick test.

7 Young Person – aged 16/17 years
There is a presumption that a Young Person has the legal capacity to consent to surgical,
medical or dental treatment. This also applies to any associated procedures (for example,
investigations, anaesthesia or nursing care). (See Family Law Reform Act 1969 – Section
8)
When assessing a Young Person’s capacity to make a decision practitioners should be
aware that in some cases a Young Person may be unable to make a decision for other
reasons, for example a Young Person who is informed that they need to be admitted into
hospital may, in the particular circumstances of the case, be unable to make a decision.
This might be because they find themselves in an unfamiliar and novel situation, having
never before been asked to absorb that type and quantity of information, or they are
worrying about the implications of deciding one way or the other, either because of
themselves or because of outside influences such as the wishes of parents. Care must be
given to help the Young Person understand all the necessary issues in these
circumstances.
7.1

Capacity test

To determine whether a Young Person lacks capacity to make particular decisions, the
MCA sets out a two-stage test of capacity:
Stage 1 - Does the person have an impairment of, or a disturbance in the functioning
of, their mind or brain?
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This requires proof that the Young Person has an impairment of the mind or brain, or
some sort of disturbance that affects the way their mind or brain works. If the Young
Person does not have such an impairment or disturbance of the mind or brain, they will
not lack capacity under the MCA.
Stage 2 – Does the impairment or disturbance mean that the person is unable to make
a specific decision when they need to?
The impairment or disturbance must affect the Young Person’s ability to make the
specific decision when they need to. But first the Young Person must be given all
practical and appropriate support to help them make the decision for themselves.
A Young Person would be unable to make a decision if they cannot:
1.
2.
3.
4.

7.2

Understand information about the decision to be made
Retain that information in their mind
Use or weigh that information as part of the decision-making process, or
Communicate their decision by any means.

Young person with capacity who consents

If the Young Person is capable of giving valid consent then it is not legally necessary to
obtain consent from a person with Parental Responsibility in addition to the consent of
the Young Person. It is, however, good practice to involve the Young Person’s family
in the decision-making process if the Young Person consents to their information being
shared.
7.3

Young Person with capacity who refuses to consent

Parental consent (by someone with Parental Responsibility) should not be relied upon
when the Young Person has capacity to make the particular decision. Although in the
past the courts have found that a person with Parental Responsibility can overrule the
young person’s refusal, such decisions were made before the introduction of the
Human Rights Act (HRA) and since then court decisions concerning Children and
Young People have given greater weight to their views.
If the admission and/or treatment is for a mental disorder, then consideration should be
given to whether assessment under the MHA is required.

7.4

Young person who lacks capacity to consent

A person with Parental Responsibility is generally able to consent to the Young Person
receiving care or medical treatment where they are assessed as lacking capacity to
make that particular decision. They should act in the Young Person’s best interests.
However if a Young Person lacks the mental capacity to make a specific care or
treatment decision, healthcare staff providing treatment can carry out treatment or care
with protection from liability (Section 5 of the MCA) whether or not a person with
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Parental Responsibility consents. They must follow the principles within the MCA and
make sure that the actions they carry out are in the Young Person’s best interests.
They must make every effort to work out and consider the Young Person’s wishes,
feelings, beliefs and values – both past and present – and consider all other relevant
factors (see Chapter 5 of the MCA Code of Practice).
When assessing a Young Person’s best interests, healthcare staff must take into
account the views of anyone involved in caring for the young person and anyone
interested in their welfare, where it is practical and appropriate to do so.
If a Young Person has said they do not want their parents to be consulted, it may not
be appropriate to involve them (for example where there have been allegations of
abuse). It is recommended that the Trust Safeguarding team are contacted in this
instance.
If there is a disagreement about whether the proposed care or treatment is in the best
interests of a Young Person, or there is disagreement about whether the Young Person
lacks capacity and there is no other way of resolving the matter, it would be prudent for
those in disagreement to seek a declaration or other order from the appropriate court.
If this may be required please contact the Legal Services Team at Swandean for
advice.
If the admission and/or treatment is for a mental disorder, then consideration should be
given to whether assessment under the MHA is required.

7.5

Deprivation of Liberty

It is important to determine whether the admission to hospital and assessment and/or
the treatment proposed amounts to a deprivation of liberty.
In establishing whether there is a deprivation of liberty the circumstances of each case
should be considered, looking at a range of factors, such as the type and duration of
the restrictions imposed on the person and the impact of such restrictions on that
person.
Decisions as to whether the Child or Young Person’s admission and/or treatment
amounts to a deprivation of liberty must be considered on a case by case basis.
Where a Child or Young Person is admitted informally, the question of whether the care
regime amounts to a deprivation of liberty must be kept under regular review. This is
because although initially informal admission might be appropriate because the Child
or Young Person’s care plan involves only restrictions of liberty, a change in
circumstances may mean that the restrictions placed upon the Child or Young Person
amount to a deprivation of liberty for which lawful authority will be needed.
An additional and significant factor when considering whether the proposed
intervention in relation to a Child or Young Person is a restriction of liberty or amounts
to a deprivation of liberty is the role of parental control and supervision. Practitioners
will need to determine whether the care regime for, and restrictions placed on, the
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Child or Young Person accord with the degree of parenting control and supervision that
would be expected for a Child or Young Person of that age.
For example, whereas it is usual for a child under 12 years not to be allowed out
unaccompanied without their parent’s permission, this would not usually be an
acceptable restriction on a 17 year old.
Account also needs to be taken of the
particular experience of the Child or Young Person. For example, a younger child who
has been caring for their parent, including shopping for the household and/or
accompanying their parent to medical appointments, might not be used to being
prevented from out unaccompanied.
In the case of D (A Child) [2019] UKSC 42, the Supreme Court held where a 16/17
year old cannot (or does not) give their own consent to circumstances satisfying the
“acid test” in Cheshire West, then the child is to be seen as deprived of their liberty.
That is so whether or not the parent(s) are either seeking to consent to these
arrangements if imposed by others or directly implementing them themselves. An
application to the Court of Protection should be considered.
Where practitioners consider they may be depriving a young person of their liberty,
contact the Legal Services Team at Swandean for advice.

8 Resolving disagreements
Where there are disagreements between the health care team and the child/young person
and/or their family, mediation may be used as means to resolve the issue.
For further advice and guidance contact the Legal Services Team at Swandean.

9 Recording assessments of competency and capacity
Young Person (16/17 years) - A record of the Young Person’s capacity to consent and
any consequent consent or refusal should be recorded on a Carenotes “Mental Capacity
Assessment over 16” form.
Child (under 16 years) - For inpatient admission and treatment, assessments of
competency for chidren aged 16 years and under must be recorded on the Gillick
Competency Assessment form (Appendix 1). Assessment for medication for community
patients may be recorded using Appendix 2.

9.1

Patient signatures

The provision of a patient signature does not demonstrate patient involvement. The
priority is for the clinician to demonstrate patient involvement, engagement and
empowerment in the process.
It is essential that patients are supported to be engaged in the process of reaching
decisions which affect their care and treatment. Consultation with patients involves
helping them to understand the information relevant to decisions, their own role and the
Page 11 of 17
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roles of others who are involved in taking decisions. Where a decision is made that is
contrary to the patient’s wishes, that decision and the authority for it should be
explained to the patient using a form of communication that the patient understands.
Someone with parental responsibility should be involved where the patient wishes or if
the patient lacks the capacity or competency to understand.
The discussion with the patient must be fully recorded on the Carenotes
Capacity/consent form or paper Competency form (Appendix 1 or 2) and include:
-

Detail of the treatment plan/proposed intervention.
Reasons for the capacity/competency decision.
Information and supports provided to the patient as part of the discussion/decisionmaking process.
Views of the patient and family/carers (where appropriate)
Detail of the decision made.

ECT treatment – due to the nature of ECT treatment it has been agreed that the existing
practice for obtaining the signature of a consenting patient will remain unchanged.

10 Safeguarding
If a young person under the age of 16 presents to a health care professional, then
discloses a history raising safeguarding concerns:
•

•

•

If they are not deemed to be Gillick competent, the health professional is obliged to
raise the issue as a safeguarding concern and escalate their concerns through the
safeguarding process with Childrens Social Care and inform/consult with the SPFT
Safeguarding team.
If they are deemed to be Gillick competent and disclosure is considered essential to
protect them from harm or to be in the public interest, the health professional should
escalate concerns through the safeguarding processes and inform/consult with the
SPFT Safeguarding team.
In both cases, the health professional should inform the young person of this
action, unless doing so could pose significant additional risk for their safe care.

It is reasonable for the local authority or police to decide whether it is appropriate to inform
the parents of the concerns raised. In some circumstances this may not be in the best
interest of the young person.
Where the clinical team identify signs or potential signs of neglect, or where a Child or
Young Person does not attend or is not brought to appointments, inform/consult with the
SPFT Safeguarding team. Also refer to the guidance provided by the Safeguarding Adults
Board/Local Safeguarding Children’s Board in the case of Child T - see Reference
documents.
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11 Development, Consultation and Ratification
This policy reflects the Children’s Act 1989, the Mental Capacity Act 2005 and the
associated Code of practice 2015.
Policy and Procedure to be reviewed and amended by the Mental Health Act Services
Team. To be ratified by the Professional Practice Forum.

12 Equality and Human Rights Impact Assessment (EHRIA)
The Trust is committed to ensuring that all people accessing its services are treated with
respect and dignity. This includes consideration of gender, race, disability, sexual
orientation, marriage & civil partnership, gender identity, pregnancy & maternity, age and
religion & belief.
Guidelines within this policy apply to all relevant patients. Where a patient may have
additional needs related to their religion, disability, gender, sexual orientation, marriage &
civil partnership, gender identity, pregnancy & maternity, age, race and culture, staff should
consider this when making assessment or decision and accommodate this where possible.
The policy has been equality impact assessed in accordance with the Procedural
Documents Policy.

13 Monitoring Compliance
MH Law Services to undertake an audit every 6 months to monitor compliance in the
inpatient setting and report to clinical leads and to MHA Committee.

14 Dissemination and Implementation of Policy
14.1 Dissemination
This policy will be uploaded onto the Trust website by the Governance Support Team.
Publication will be announced via the Communications e-bulletin to all staff. All staff
working with children and young people will be made aware of this policy at team meetings
and supervisions.
14.2

Training

All staff working with children and young people will be provided with opportunity to
discuss their responsibilities under this policy at team meetings and supervisions.

15 Document Control Including Archive Arrangements
This policy will be stored and archived in accordance with the Trust Procedural Documents
Policy.

16 Reference Documents
Children’s Act 1989
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Mental Health Act 1983
Mental Health Act Code of Practice 2015
Mental Capacity Act Code of Practice 2007

CQC Guidelines on Gillick competency and Fraser guidelines (October 2018)
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-8-gillick-competency-fraserguidelines

GMC - Making Decisions (2019)
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/0-18-years/makingdecisions
CQC – Brief Guide to capacity and consent for under 18’s (December 2017)
CQC
20180228_briefguide

BMA – Parental responsibility (2008)
BMA
parentalresponsibility

Commentary on D (A Child) [2019] UKSC 42 by 39 Essex Chambers:
https://www.39essex.com/cop_cases/in-the-matter-of-d-achild/?mc_cid=d70c8a235a&mc_eid=822f808373
Parental Responsibility
https://www.gov.uk/parental-rights-responsibilities/who-has-parental-responsibility
East Sussex Safeguarding Adults Board - Learning Together from Serious Case Reviews Child T
Child T learning
briefing.pdf

17 Cross Reference
•
•

ECT Policy
Mental Capacity Act Policy
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GILLICK COMPETENCE (UNDER 16s) ASSESSMENT AND CONSENT FORM
ADMISSION TO HOSPITAL AND TREATMENT

This form is to be completed by the admitting doctor or treatments prescriber whenever consent to admission to
hospital, initial treatment or ongoing treatment is required. This competency assessment form is also to be used if the
child or young person is detained under the Mental Health Act 1983 and the treatment prescriber (Responsible
Clinician) is assessing competency/consent under Section 63 (for every new treatment during the first 3 months of
detention) and Section 58 after the expiry of the first 3 months of detention(for treatment decision making and the
appropriate treatment form (T2, SOAD request, T3, Section 62 urgent treatment form).

Admitting doctor/treatment prescriber: _______________________________________________
Ward/unit: Chalkhill
Child / Young persons name: ________________________________________________________
DOB: ___________________ Age on date of assessment: ________NHS number: _____________
Proposed intervention:
CHILDREN (UNDER 16)
COMPETENCE ASSESSMENT (GILLICK/FRASER COMPETENCE)

Competence is assessed relative to a child`s maturity, intelligence and understanding rather than their numerical age.

Decision to be made:

To be assessed as competent, the child needs to comprehend the nature and implications of the treatment. When
considering a child`s competence, consider the following:

Is the child able to understand the information related to the decision?
Is the child able to retain the information for long enough to reach a decision?
Is the child able to use or weigh the information in order to reach a decision?
Is the child able to communicate their decision by any means?
The child is assessed to be Gillick competent

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Reasons for concluding that the child is or is not Gillick competent:
Were all reasonable steps taken to maximize the child`s competence to make the decision?
(Using parents to explain, using sign language, using pictures etc.)

Give evidence

Can the decision be delayed because the child is likely to regain competence in the near future?
Yes/No
Was a carer or staff member consulted as part of the assessment of competence?
Please state who was consulted:
I have informed and explained the young person’s competency status to them
Yes/No

If no please confirm that you have flagged this up with the nurse in charge so it can be followed up ASAP
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CHILDREN (UNDER 16)
CONSENT TO ADMISSION TO HOSPITAL / FOR TREATMENT
CHILDREN WITH GILLICK COMPETENCE
The child has consented to the proposed intervention

Yes/No

(If a Gillick competent child does not consent, it is dangerous to rely on consent by a person with parental
responsibility due to post-Human Rights Act 1998 case law which reflects the increased autonomy of children as they
develop and gives greater weight to their views.)

CHILDREN ASSESSED AS NOT GILLICK COMPETENT
Consent by a person with parental responsibility and the proposed intervention is within the scope
of parental responsibility
Yes/No

(If a child is not Gilick competent, proposed treatment can be given with parental consent if proposed intervention is
within the scope of parental responsibility. If proposed treatment is outside the scope of parental responsibility, child
cannot be given the proposed treatment unless they meet the admission criteria for the Mental Health Act 1983 or
the court has authorized the treatment)

CONSENT MUST BE:
Based on an adequate knowledge of the purpose, nature, likely effects and risks of that treatment
including the likelihood of its success, the consequences of the treatment not occurring, any
alternatives to it and the right to withdraw consent
Free from undue pressure
Given following an opportunity to ask questions
With the knowledge that the proposed treatment is prescribed within its license/outside its
licensed indication/is an unlicensed medication (Delete as appropriate)
Medication leaflet given to young person / person with parental responsibility
If no, give reasons:

Yes/No

SIGNED (TREATMENT PRESCRIBER): _______________________________DATE: ______________
If the child is assessed to have Gillick competence and has consented to the proposed
intervention, please ask to sign below:
SIGNED (CHILD): ________________________________________ ______DATE: ______________
If the child is assessed not to be Gillick competent and a person with parental responsibility has
consented to the proposed intervention, please ask to sign below:
SIGNED (PERSON WITH PARENTAL RESPONSIBILITY):
____________________________________________________________DATE: _______________
Remember to consider whether use of the Mental Health Act is appropriate where the child is not
consenting to care and treatment for mental disorder.

Page 16 of 17

CHYPS Consent Policy

Appendix 2

Children’s Mental Health Service Medication Consent Form
Tick each box when you agree with the statement. (* delete as appropriate)

Patient name: …………………………………… CIS ID…………………
Recommended medication: …………………………... to treat …..………………….[diagnosis].
Allergies or sensitivities …………………………………………………………………
Some children under the age of 16 may have competence to agree to treatment themselves and
the prescriber is able to assess this.
 This form is completed by the child because they have been assessed as being competent to
agree to medication.
 This form is completed by the parent/ carer (within the scope of parental responsibility) as the
child does not have the competence to consent to medication.

I confirm that:
 The prescriber has explained the likely benefits and possible side effects of using the
medication and the option of not using it; and I have understood the explanation.
 I have been given a patient medication leaflet for the above medication, which covers side
effects.
 I had enough time to consider my decision and to ask questions.
 I understand that this medication is being prescribed within its license / outside its licensed
indication / as an unlicensed medicine*. The prescriber has explained what this means.
 I understand that I can change my mind and withdraw my consent at any time and I will inform
the prescriber.
 I have also discussed the following factors which can affect mental health:
o
o
o

Lifestyle choices (exercise, healthy diet, sleep hygiene etc.)
The impact of substances, smoking, alcohol
Contraceptive advice if relevant (some medications may be a risk to unborn babies)

 The prescriber has discussed other possible treatment options as follows:
 I consent to the above medication being prescribed on behalf of the named patient above

Sign:

[Print name]

[Date]

Child/ parent / carer / guardian*
__________________________________________________________________________________

Witnessed by:
Sign:

[Print name]
Doctor / Non-medical prescriber*

[Date]

