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Form C: Permanently opt out (cease) from breast screening due to best interests (MCA)

To:
NHS Breast Screening Programme
[Breast Screening Unit]
[Address 1]
[Address 2]	
[Town], [Postcode]

Please permanently opt out (cease) the woman named below from the NHS Breast Screening Programme under a ‘best interests’ decision. I confirm that the decision has been made in accordance with the current Mental Capacity Act and the following key requirements for permanently opting out (ceasing) under a 'best interests' decision have been met: 
· efforts to support the woman to make her own decision have been exhausted and the woman’s lack of capacity has been formally acknowledged by the decision-maker

· the case has been considered individually, including a case conference with an appropriate family member or other personal representative of the woman 


· the decision and all supporting evidence have been fully documented and stored within the woman’s medical record

· [bookmark: _Hlk14081808]the woman's representative has confirmed that the situation will be reconsidered if the woman's personal circumstances change. 
Name of woman to be opted out permanently (ceased):

_______________________________________________________________________

Address: _______________________________________________________________

 _______________________________________________________________________

NHS No.: _______________________________ Date of birth: _____________________

Screening Number: ________________________



Decision Maker (legally accountable member of the panel)


Signature of decision maker: ________________________________________________

Printed Name of decision maker: _____________________________________________

Position and Organisation of decision maker: ___________________________________

Address of decision maker.: _________________________________________________

Date: ________________________


Appropriate family member or another personal representative 

Signature: ______________________________________________________________

Printed Name: ___________________________________________________________

Date: ________________________

For breast screening service use only 

[bookmark: _Hlk18311129]Confirmed by Consultant Breast Radiologist, Consultant Radiographer, Breast Surgeon or Breast Clinician:


Signature: ____________________________________________________________

Printed Name: _________________________________________________________

Job Title: _____________________________________________________________

Date: ________________________________________________________________
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