Appendix 2 

Consent Form for treatment of valganciclovir or ganciclovir for congenital CMV

Child’s Name:
CHI number:

Consultant Neonatologist:
Date: 
I understand my child has been diagnosed with congenital cytomegalovirus and I wish them to receive ganciclovir/valganciclovir treatment for this. 

I have received and read the parent information leaflet congenital CMV treatment 

I understand the course of treatment is 6 months and requires regular blood tests and outpatient appointments as per my child's treatment plan. 

I have received a copy of the treatment plan for my child

I understand the risks  associated with treatment including potential long term risk as detailed in the parental information leaflet. 

Name of doctor responsible for discussion with parents

Signature

Date
Name of parent out guardian 

Signature 

Date 
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