


RESPONSIBLE PARTY’S CONSENT TO CRUSH MEDICATIONS

I, ________________________________________, the Responsible Party for resident, __________________________________________, authorize designated staff of (Name of Facility here) to crush medications to ease swallowing and/or enhance the taste of the medication. I understand that this resident may not be cognitively aware of medication being crushed; however, resident will be informed when medication is being provided. I understand that (Name of Facility here) will consult with the physician and/or pharmacist regarding each medication to be crushed and the physician’s order to that effect shall be maintained in the resident’s chart.



_______________________________________________		Resident Name
_______________________________________________		Responsible Party Name
_______________________________________________		Responsible Party Signature
_______________________________________________		Date










	



