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KENT COUNTY COUNCIL





ADOPTION AGENCY





BIRTH PARENT(S) CONSENT FOR MEDICAL & DENTAL CARE & TREATMENT IN ADOPTIVE PLACEMENT








NAME OF CHILD ________________________ DOB ___________








I/we ______________________, birth parent(s) of _______________


(child’s name) delegate consent for the following categories of medical and dental care and treatment, to the prospective adopters during the period prior to adoption.





(Please delete as appropriate)


Routine medical and dental care treatment





Health and dental check-ups





Routine immunisations/vaccinations, sight and hearing tests





Additional check-ups, examinations, tests or minor procedures specifically recommended by the doctor or dentist with whom the child is registered whilst looked after by Kent County Council





In an emergency, major medical and dental treatment and/or surgery recommended by a registered doctor or dentist, including the administration of an anaesthetic





Any medical examination and development assessments necessary prior to adoption





Name:      _______________________________________________





Address:  _______________________________________________





                _______________________________________________





Signed     __________________________ Date ________________











Signed:    ____________________________________





Date:        ____________________________________














                                  











