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[bookmark: medicationrefusal]MEDICATION REFUSAL WAIVER



Name of Foster Home:						
Name of Foster Child:							
Date of Birth:								
Name of Prescribed Medication:					
Time and Date of Refusal:						


I 		              		 have been offered my prescribed medication and I am refusing to take it.  I am aware of the possible side effects associated with not taking this medication and I understand that continued refusal to take this medication may result in serious harm to myself.  I also understand that my legal guardian and prescribing physician may be informed of my decision.



											
Signature of Foster Child:				Date and Time:



											
Signature of Foster Parent/Staff:			Date:


