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Certificate Of Consent To Treatment - Artificial Nutrition
T2C

The Mental Health (Care and Treatment) (Scotland) Act 2003 (the Act)

Hospital

Ward / Clinic

The following form is to be used:

Where by or under the direction of the patient’s RMO, the patient is given the following treatment that they are capable of consenting
to and not refusing consent for: provision of nutrition by artificial means.

For patients aged 18 or older, this form should be completed by the patient's RMO.

For patients under the age of 18, the RMO should complete the form if they are a child specialist. If the RMO is not a child specialist,
an approved medical practitioner (AMP) who is a child specialist should complete the form.

Instructions

Where not completing this form electronically, to ensure accuracy of information, please observe the following conventions:

Write clearly within the boxes in
BLOCK CAPITALS
and in BLACK or BLUE ink

Where a text box has a reference number to the left, you can extend your response on plain paper where there is insufficient space in
the box.  Extension sheet(s) should be clearly labelled with Patient's name and CHI number, and each extended response should be
labelled with the appropriate text box reference number.

For example Shade circles like this ->

                Not like this ->

Surname

First Name(s)

Other / Known As

Title

DoB
dd / mm / yyyy

Postcode

/ /

CHI Number

Patient's home
address

'Other / Known As' could include any name / alias that the patient would prefer to be known as.

Patient Details

The patient is detained in, or under the management / care of:

v7.1

There is no statutory requirement that you use this form but you are strongly recommended to do so.  This form draws attention to some good
practice and procedural requirements under the Mental Health (Care and Treatment) (Scotland) Act 2003.

<< Please enter NF1 1AB if no fixed abode

Gender

Male Female Prefers not to say Not listed

If not listed, please specify
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I am the patient's RMO and I am a child specialist; or

I am not the patient's RMO. I confirm that I am a child specialist

Note

RMO Details

Surname

First Name

Hospital

Approved under section 22 of the Act by:

Health Board

GMC Number

Ward / Clinic
(If appropriate)

Title

e-mail address

Telephone No.

NHS

To be completed where the patient is under the age of 18

If consent to treatment has been withdrawn (in writing or otherwise) then the treatment can not be given

Patient's Name CHI Number

I, the above named RMO or AMP confirm that:

(a) the patient is capable of consenting to the treatment;

Patient's consent to treatment

Details of the patient's consent in writing to the treatment

The patient signed this consent on (date) / /

(b) the patient has consented in writing to the treatment (see note below)

A copy of the patient's consent in writing is attached.
NB you should not complete this form before the
patient signs the consent form as you are declaring
on this form that the patient’s written consent
exists.

The Commission advises that you should complete
this form as soon as possible after the patient
signs the consent form, and no later than 7 days
after they do so.

Certification

and

Surname

First Name

Hospital

Approved under section 22 of the Act by:

Health Board

GMC Number

Ward / Clinic
(If appropriate)

Title

e-mail address

Telephone No.

NHS

Details of approved medical practitioner completing this form if not the RMO
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Details Of Treatment

Date

Signature

/ /
Please send a copy of this form to the Mental Welfare Commission within seven days of completing it.

Certification by RMO or AMP

Description of the treatment including route of administration, treatment goal and duration of treatment

1

Treatment can be authorised by this certificate until (date) / /

Patient's Name CHI Number

Note: duration of treatment should also be recorded in the description of treatment as above.


	T 2C v7.1
	Page 1
	Page 2
	Page 3


	@PGIDXCNT1: 1
	@PGIDXCNT2: 1
	@PGIDXCNT3: 1
	@ACROVAR: Exchange
	@ACROVER: 15.00630527
	@PARA: 
	@USERID: 
	@LOOKUP: 
	@@FP: 
	@FORMID: 39125
	@PROCESSID: 
	@SAVEFORLATER: 
	@SUBMITURL: 
	@FORMDATA: 
	@FORMURL: 
	@FORMHEADER: 
	@DATAID: 
	@RESPONSEMSG: 
	@RESPONSEERR: 
	@OPENEX: 0
	@RESPONSEURL: 
	@FORMHASLOADED: 1
	@LOOKUPDONE: 
	@SAVEAS: 
	@@patientDob-0: 
	@@patientDob-1: 
	@@patientDob-2: 
	@@consentDate-0: 
	@@consentDate-1: 
	@@consentDate-2: 
	@@dmpOrRmoSignatureDate-0: 
	@@dmpOrRmoSignatureDate-1: 
	@@dmpOrRmoSignatureDate-2: 
	@@treatmentExpiryDate-0: 
	@@treatmentExpiryDate-1: 
	@@treatmentExpiryDate-2: 
	chiNumber: 
	patientLastName: 
	patientFirstName: 
	otherKnownAs: 
	title: 
	gender#X: Off
	patientDob: 
	genderOther: 
	patientAddressLine1: 
	patientAddressLine2: 
	patientAddressLine3: 
	patientAddressLine4: 
	patientAddressLine5: 
	patientPostCode: 
	detentionHospital: 
	detentionWard: 
	rmoLastName: 
	rmoFirstName: 
	rmoGmcNumber: 
	rmoTitle: 
	rmoHospital: 
	rmoClinic: 
	rmoTelephone: 
	RMOemail: 
	rmoHealthBoard: 
	choice1#0: Off
	choice1#1: Off
	ampLastName: 
	ampFirstName: 
	ampGmcNumber: 
	ampTitle: 
	ampHospital: 
	ampClinic: 
	ampTelephone_2: 
	ampEmail: 
	ampHealthBoard: 
	choice3#X: Off
	choice4#X: Off
	choice7#X: Off
	consentDate: 
	treatment: 
	treatmentExpiryDate: 
	dmpOrRmoSignature: 
	dmpOrRmoSignatureDate: 
	Completion_example: 25 MARKET ST
	patientChiLink: 
	patientChiLink1: 
	patientNameLink: 
	patientNameLink1: 
	choice10: 3
	choice5: 1
	choice6: 1


