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PARENTAL AUTHORIZATION FOR CONTINUED PROVISION OF PSYCHOTROPIC MEDICATION UPON A CHILD BEING TAKEN INTO CARE.

This Form must be completed by the Child Protective Investigator for all cases where a child removed from his or her home under s. 39.401, F.S., and the child is currently prescribed and taking any psychotropic medication for any reason.  This completed form must be submitted to CLS as part of the CLS Psychotropic Medication Packet immediately upon completion
I  ___________________________ (Print Child Protective Investigator Name) certify that the following information concerning the psychotropic medications listed in this form is accurate at the time I removed the child from the home under s. 39.401, F.S.:

 FORMCHECKBOX 
      Upon removing the child from the child’s home, I took the psychotropic medications listed in this document into custody.  This medication is in its original container, and is a current prescription for the child or  FORMCHECKBOX 
  the prescription was confirmed by ___________________, a qualified medical practitioner, on ___________________(date)_____.

Section 1:
Child’s Name:  ________________________________________________
 DOB:  ___________________
Child’s Height: _________ 

Child's Weight: ______________
Mother (if rights not terminated): 

Phone: 
Email: 



Father (if rights not terminated): 

Phone: 
Email: 




I ____________________________( Print name of parent or legal guardian) certify that  my child ___________________________ (print child’s full name) is currently prescribed and taking the listed medications and by my signature I am giving authorization to the Department of Children and Families to continue to provide the listed medications and continue any listed behavioral health services.

Signature of Parent:  __________________________________________________   Date: _________________


Section 2:  (Note:  This Section only needs to be completed if a parent does not authorize continuing this medication by signing above.)

 FORMCHECKBOX 
      Parental authorization to continue the psychotropic medications listed in this document was not obtained, because:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________.

 FORMCHECKBOX 
      I have contacted the physician identified as the child’s prescribing physician ____________________ or another physician _______________________ and he/she advised me that continuing this medication is necessary for the child’s well-being, because: __________________________________________________________________________________________________________________________________________________________________________________________________________________________.
 FORMCHECKBOX 
      I notified the child’s parent that the psychotropic medication listed in this document is being provided to the child.

 FORMCHECKBOX 
      The following additional information supports the request for the shelter order to include authorization to continue the psychotropic medication listed in this document:  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature of Child Protective Investigator:  __________________________________________________   Date: _________________
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