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PARENT/GUARDIAN CONSENT FORM  
 
GP ADHD Shared Care Program: 
A Child & Adolescent Mental Health Services (CAMHS) initiative in 
partnership with GP Partners Australia (GPPA) 
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 I am aware continued prescriptions for my child/dependent’s medication will not be issued without ٱ

attending advised Specialist review appointments.  

 

 I understand failure of my child/dependent to attend review appointments with their Specialist, except in ٱ

extenuating circumstances, will lead to termination of the shared care agreement with the GP 

 

 I will ask my child/dependent’s Specialist or ADHD Shared Care GP for information at any time I or my ٱ

child/dependent does not have a clear understanding of the treatment.  

 

 I will tell my child/dependent’s Specialist and Shared Care GP of any other medication’s my ٱ

child/dependent is taking, including over-the counter products, herbal supplements and naturopathic 

preparations. 

 

 I will safely store my child/dependent’s medications in a child-proof cupboard ٱ

 

 I have read the patient information leaflet included with my child/dependent’s medication and will report ٱ

any side effects or concerns to my child/dependent’s ADHD Shared Care GP and Specialist. 

 

 I will adhere to the treatment as advised, and will let my Shared Care GP and Specialist know if there ٱ

are any problems with this. 

 

 I understand there are no special costs for the GP ADHD Shared Care Program but that my ٱ

child/dependent’s ADHD Shared Care GP’s normal out-of-pocket costs will continue to apply. 

 

 I will seek explicit information regarding any out-of-pocket costs with my child/dependent’s Shared Care  ٱ

GP prior to booking an appointment under their care. 

 

Acknowledging the above, I hereby consent to my child/dependent’s enrolment in GP ADHD Shared Care 

Program. 

 
I also consent to the sharing of relevant health information regarding my child/dependent with the following 
members of their health care team (please leave blank if do not apply): 
 
□ Child & Adolescent Mental Health Service (CAMHS)  
□ Paediatrician …………………………………………………………………………………………………… 
□ General Practitioner …………………………………………………………………………………………………….… 
□ Psychiatrist…………………………………………………………………………………………………………........... 
□ Private therapists, e.g. ADHD therapist, developmental educator, psychologist, Occupational Therapist 
…………………………………………………………………………………………………………………………………… 
□ Other ………………………………………………………………………………………………………………………… 
 
Signature:  ......................................................      **PLEASE SIGN HERE** 
 
Printed Name:…………………………………………. 
 
Date: ……../………../……… 
 
Valid until ……../……../…….. unless withdrawn earlier in writing. 


