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	Affix Patient Identification Label Here

	
	Surname
	UR Number

	
	Given Name
	DOB
	Sex

	
	Address

	
	Suburb Town
	Postcode

	This form is to be completed giving due consideration to the     <<< insert policy name >>> 

of the
 <<< insert hospital name   >>>.

	Declaration of the medical officer (to be completed by the medical officer obtaining the patient’s declaration).

	Tick (() the boxes or cross out and initial any changes or information not appropriate.

	I have informed the patient/patient’s guardian of the risks involved in their continuing use of the complementary or alternative medicine(s) listed below.

	I have recommended that the patient cease use of the complementary or alternative medicine(s) listed below.

	I have given the patient / patient’s guardian opportunity to discuss the risk of continuing use of the complementary or alternative medicine(s) listed below.

	The patient / patient’s guardian has indicated that the patient will continue to use the complementary or alternative medicine(s) listed below.

	List the complementary or alternative medicine(s) that the patient is using.  Include Aust L/R number where available.

	List the specific risks to this patient that have been identified relating to their continuing use of the complementary or alternative medicine(s) listed above.

	Details of the medical officer obtaining the patient’s declaration.

	Full Name (Please print)
	Position/Title

	Signature
	Date

	Details of the medical officer with overall responsibility for treatment (if different).

	Full Name (Please print)
	Position/Title

	Signature
	Date
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	Surname
	UR Number

	
	Given Name
	DOB
	Sex

	
	Address

	
	Suburb/Town
	Postcode

	Patient’s Declaration

	Please read the information carefully and tick (() the following to indicate that you have understood the information that has been provided to you.  Any specific concerns should be discussed with your doctor prior to signing the declaration form.


	The doctor has explained my / the patient’s medical condition and prognosis to me.  

	The doctor has also explained the risks associated continuing use of complementary or alternative medicine(s) listed over the page, including the risks that are specific to me/the patient and the likely outcomes.

	I understand that I have the right to change my mind and not take the complementary or alternative medicine(s) at anytime, including after I have signed this form.  I understand that I must tell the doctor if this occurs.

	I declare that I / the patient intend/s to use complementary or alternative medicine(s) listed over the page against the doctor’s advice.  

	Details of the Person Signing the Declaration

	Relationship to the person intending to continue use of the complementary or alternative medicine(s)



Self



Parent



Guardian



	Full Name (Please print)

	Signature
	Date

	Interpreter’s Declaration

	Specific Language Requirements (if any)
	

	
	

	Interpreter service required?
	
Yes
No

	I confirm that I have accurately interpreted the contents of this form, the risk information and related conversation(s) between the patient / person giving consent and the doctor.



	Interpreter’s Full Name (Please print)

	Signature
	Date


MR ________________ PATIENT DECLARATION TO USE CAMs








