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	Dublin West Child Primary Care Psychology Service
Parent / Guardian Consent Form


Child’s Name: ______________________Date of Birth:_________________

Written Consent from a child’s parent(s) / legal guardian(s) is required to accept a referral to the Child Primary Care Psychology Service.
	Please Tick:
	Yes
	No

	I consent to my child being referred to the Primary Care Psychology Service.
	□
	□

	I consent to the Primary Care Psychology Service referring my child on to other services if this is considered appropriate and in my child’s best interest.   
	□
	□

	I consent to allowing access to all files and reports that exist which the Psychologist may consider necessary for purposes of assessment and /or intervention
	□
	□

	I consent to the Primary Care Psychology Service contacting and obtaining relevant information from crèche/preschool/school and from any relevant professionals/services.     
	□
	□


	I consent to Primary Care Psychology Services liaising with other services under our HSE remit in order to avoid unnecessary duplication and delays in service provision.     
	□
	□

	I give permission for information about my child to be held by Primary Care Psychology Service in accordance with obligations under the Data Protection Acts 1988, 2003 and 2018.
	□
	□

	I consent to Primary Care Psychology Services contacting me by email with a view to sharing relevant resources or information regarding service provision (if Yes, please provide your email address below).
	□
	□


Please turn over

	Please Tick:
	Yes
	No

	Have both parents/guardians signed consent below?
	□
	□

	If No, are you the sole legal guardian? (In which case, your consent alone will suffice)
	□
	□

	If No, do you have contact details for other legal guardian?
	□
	□

	Name of Parent/Guardian 2:

	Address of Parent /Guardian 2:

	

	Phone No. of Parent / Guardian 2:


Parent/Guardian 1:

Parent/Guardian 2:

Printed Name:_______________________
​​​​​​Printed Name:____________________
Signature:__________________________  
Signature:________________________
Phone No.:_________________________ 
Phone No._______________________
Email*_____________________________           
Email*___________________________

*if consenting to contact by email
*if consenting to contact by email
***We cannot accept a child’s referral unless all sections of this form are completed.***
Limits to Confidentiality:

Please note that there are limitations to confidentiality when attending the Primary Care Psychology Service. In circumstances where concerns arise regarding the safety and wellbeing of a child or adult, your confidentiality cannot be guaranteed. Please see http://www.tusla.ie/services/child-protection-welfare for more information. 

Please contact us at 01-795 5305 if you have any questions about this form.

Please return from to: Primary Care Psychology Service, The Maple Unit, Cherry Orchard Hospital Campus, Ballyfermot Road, Dublin 10
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