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Child or Young Person’s Name:					Date of Birth:
Permissions for Screening and Assessment for NHS Continuing Care for Children Below 18 Years of Age
Always retain a copy of this completed form in the patient’s notes.
Child or Young Person Details:
	Name:
	Date of Birth:
	Gender:
Male    Female 

	Home address:
	
	

	
	Primary GP:

	
	Add:

	Post Code:
	No:
	

	
	Current Location:

	NHS No:
	



In order that we at  						
(Referral organisation) can seek additional provision through NHS Continuing Care and provide the best service for the referred child or young person, we will need to pass on information that you or they have given to us, to other responsible agencies and people working with your child. Any information that is passed on will be done so in accordance with the Data Protection Act

	Referral made by:
	Referral Date:




A. Parent or Guardian Permission to Share Information

	Parental Responsibility / Guardianship           as appropriate
	Yes
	No

	I am the person with legal parental responsibility for the above named child or young person
	
	

	The local authority has parental responsibility for the above named child or young person. Please name the responsible local authority and the person permitted to sign consent.


	
	

	Does the child or young person have the capacity to assent?
If yes, Ignore Best Interest below and sign section A then go direct to sections B, C and D.
If no, please complete the Best Interest section below, and section B only. Please sign both.
	
	



	Best Interest Checklist
	Yes
	No
	How

	I have made every possible attempt to permit and encourage the child or young person to take part in the assessment process.
	
	
	

	I have tried to identify all the things that the child or young person would take into account if they were making the decision or acting for themselves.
	
	
	

	I have tried to find out the views of the child or young person who lacks capacity, including past / present wishes and feelings, any beliefs and values and any other factors that the child or young person themselves would be likely to consider if they were making the decision or acting for themselves.
	
	
	

	I confirm that I have not made assumptions about their best interest on the basis of the child or young person’s age, appearance, condition or behaviour.
	
	
	



	Signature:
	Print name:

	Date:
	Relationship / Designation:

	E-mail:
	Contact  Number:




B. Parent or Guardian Permission to Share Information
	
	 as appropriate

	I agree that it is in the child or young person’s best interest that the information provided in this assessment may be shared with health, Social care and Education staff; service providers who contribute to their care and any agencies acting on behalf of these organisations in line with NHS Sheffield CCG fair processing notice which can be found at https://www.sheffieldccg.nhs.uk/Downloads/About%20US/Looking%20after%20your%20information/Sheffield%20CCG%20Privacy%20notice/Sheffield%20FPN%20Jul2017%20internet%20version.pdf 
	

	I understand that this information will be used for the purpose of providing a service, or care for the individual.
	

	I understand that I may withdraw consent to share information at any time and know how to do this.

	

	I have understood that certain restrictions can be made in the sharing of information if it is deemed in the best interest of the individual.
	

	Therefore, the following restrictions should apply:



	

	I understand that this information will be held securely on paper and on computer in accordance with the Data Protection Act
	




	Signature:
	Print name:

	Date:
	Relationship / Designation:

	E-mail:
	Contact  Number:

	Address:



Always retain a copy of this completed form in the patient’s notes.

A completed copy must be forwarded with the checklist referral to the Continuing Care Team at:
	
	Children and Young People’s Continuing Care Team
Sheffield CCG
722 Prince of Wales Road
Sheffield 
S9 4EU

AND

syicb-sheffield.childrenscc@nhs.net 

C. Child or Young Person who has Capacity

	Sheffield CCG wish to include the child or young person in the decision making process for Continuing Care assessment and review. This is to empower children and young people to the extent of their capacity. If a child or young person has capacity, the term used when obtaining their agreement is assent. This will be in addition to parental consent.
	 as appropriate

	I have received written information on both the Continuing Care process and the Appeal Pathway. This has been explained to me and I am aware that I can withdraw consent at any time.
	

	I have been informed about the potential consequences of the assessment, for example, change of care provision. 
	

	I agree to the NHS Sheffield CCG Continuing Care checklist, Fast Track Pathway, Decision Support Tool and all subsequent reviews being undertaken.
	

	I agree to relevant information being gathered, collated and shared, where necessary and relevant, both as part of the CCG NHS Continuing Care process and also, as part of any potential dispute process which may occur, to include the preparation of the case file for the CCG and Independent Review Panel at the Strategic Health Authority / Parliamentary and Health Service Ombudsmen (PHSO).
	



	I should like the following person / representative involved in the assessment.

	
Name:

Contact  Number:
	
Relationship:

E-mail:



	Signature of child or young person:
	Date:

	Print Name:
	

	Signature of Witness 
(if individual unable to sign)
	Date:

	Signature of Witness 
(if individual unable to sign)
	Date:




	D. Assent to Share and Protect your Personal Information

	 as appropriate

	I agree that the information provided in this assessment may be shared with health, Social Care and Education staff, service providers who contribute to my care and any agencies acting on behalf of these organisations for the purpose / process relating to NHS Continuing Care including audit and training.
	

	I understand that this information will be used in the assessment of my eligibility for NHS Continuing Care funding and may be used for the purpose of providing a service or care to me.
	

	I understand that I may withdraw my consent to share information at any time.
	

	I understand that I have the right to restrict what information may be shared and with whom that that this may affect the provision of care to me.
	

	I have made the following restrictions (if applicable)

	I understand that my information will be held securely on paper and on computer in accordance with the Data Protection Act 1998.
	



	Signature of child or young person:
	Date:

	Print Name:
	

	Signature of Witness 
(if individual unable to sign)
	Date:

	Signature of Witness 
(if individual unable to sign)
	Date:
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