Cumbria Care                                                                                  M4 Appendix 8 NPM


NON - PRESCRIPTION MEDICATION - GP CONSENT FORM

Dear Doctor (Name) 
(Home Name) operates a limited non prescription medication policy as follows:

INSERT THE MEDICATION / DOSE HERE
We request your permission to administer the above listed medicine(s) at the request of the service user named below.  This would be up to the maximum dose for 48 hours. The service user will be monitored closely during this period and if any deterioration is noted, further guidance will be requested from yourself. 
Name of service user:




Date of birth: 

Yours sincerely

Service / Home manager

…………………………………………………………………………………………

I do  FORMCHECKBOX 
 / do not  FORMCHECKBOX 
 * authorise the administration of the above non-prescription medication as described.

Doctors name      
Doctor’s signature …………………………………………

Date……………………………………………………….

*Please add cross as appropriate
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