NOTICE: THIS DOCUMENT CONTAINS SENSITIVE DATA



CAUSE NO. ______________________________________

IN THE INTEREST OF

§

IN THE DISTRICT COURT OF






§






§
___________________ COUNTY, TEXAS






§

__________________________,
§






§
___________ JUDICIAL DISTRICT

CHILD



§

NOTIFICATION REGARDING TEMPORARY DESIGNATION TO CONSENT FOR MEDICAL TREATMENT AND PSYCHOTROPIC MEDICATION
The Texas Department of Family and Protective Services files this notification, pursuant to Family Code Section 266.004(c), to notify the court and the parties that on _____________ (date) the following DFPS employee was designated on a temporary basis to exercise informed consent for medical treatment and/or psychotropic medication on behalf of DFPS or its agent for _________________________ (enter name of child) due to one or more of the following reasons: 
· The designated primary and back up medical consenters did not receive timely  notice of the medical and/or psychiatric appointment to allow the designated medical consenter to attend; 

· The designated primary and backup medical consenters were unable to be present due to illness or other unforeseen circumstance; or
· An emergency existed whereby the child needed immediate treatment and a delay in medical or psychiatric care could have put the youth in danger.
This temporary designation: 
· is effective for only 24 hours.  
· is effective as of:     __________________ (AM/PM) on____/___/______ (date) and expires at __________________ (AM/PM) on_____/_____/______ (date).
· applies only to consent for medical or psychiatric treatment of a child by an employee who has been briefed on the child’s condition and trained to provide informed consent about the treatment or procedure. 
· does not supersede or replace any pre-existing notifications of individual responsibility for medical decision-making.
This form must be filed in the court where this child's current DFPS Form 2096 Notification Regarding Consent to Medical Care was filed and a copy provided to each party, not later than the fifth business day after the temporary designation is made. 

Temporary DFPS Medical Consenter
_______________________________________________

Approved by 

_______________________________________________

Title
In the event the above-named person needs to be contacted, the following person can provide assistance: [DFPS worker, supervisor, or developmental disability specialist can be listed here regardless of who is designated above.]

____________________________________

Name

_____________________________________

Address

_____________________________________

Telephone

_____________________________________
Email

K-905-2196

