MEDICATION CONSENT FORM
Participant Name:______________________________________                 Plan Date:______________
Legal Representative Name: _____________________________
Prescribing Physician(s), if prescription: ______________________

Consent Agreement:  In accordance with Wyoming Statute 33-21-154, I hereby recognize that the person(s) and/or provider organization(s) listed herein, and employees of the provider organization(s), are known as designated “friends”.  I hereby authorize these “friends” to assist the participant named on this form with medication and medical protocols during the following dates: _____________ to _____________. (Consent not valid over one year)
Name of person(s) or Waiver Provider Organization(s) who have permission to assist:
________________________________
________________________________

________________________________
________________________________

Waiver providers, who assist with medications, must do so in accordance with the Developmental Disabilities Division’s standards for Medication Assistance.  While I understand that every effort will be made to comply with the exact instructions from the physician and Division standards, I release the  person(s) or provider(s) listed and their personnel from liability, direct and indirect, which may result or accrue by reason of assistance of such medication, the failure to assist with it, or the improper assistance thereof.


I have read and understand this authorization, dated this _______ day of _________, 20__.

_______________________________________
(Participant or Legal Representative Signature)

This consent will expire: ________________________________________________________________

                                                  (Specification of the date, event, or condition upon which consent expires)

Special Instructions (If Any): ________________________________________________________________________________________________________________________________________________________________________
	REVOCATION SECTION
This consent is being revoked with my permission for the following provider(s):

_____________________________

_____________________________

_____________________________

__________________________________

Participant/Guardian Signature      Date


Developmental Disabilities Division
Adopted 7/2009


