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Informed Refusal Form
Patient Name _______________________________________________ Date __________
_____

Diagnosis ________________________________________________________
_____________

Dr. ________(Dr. Name)___________ recommends that I receive the following treatment, test or evaluation:

Dr. ________(Dr. Name)___________ has explained to me I should receive this care because:

Dr. _______ (Dr. Name) ____________ has explained to me that if I do not follow this recommendation, I might have the following consequences:

Despite these reasons, I have decided to not follow Dr. _________(Dr. Name)__________'s advice. 

Dr. ________(Dr. Name)____________ has given me the opportunity to ask my questions regarding the treatment, test or evaluation. My questions have been answered to my satisfaction, and I confirm that I do not want the treatment, test or evaluation.

I also understand that by refusing this treatment, test or evaluation Dr. ________(Dr. Name)_______ may be unable to give me the standard of care required by him/her. As a result, Dr. _______ (Dr. Name)_______ may dismiss me from his/her practice.

I release Dr. _______(Dr. Name)________ from any liability that may occur as a result of my refusal.

Signature ________________________________________________ Date __________
______


Patient's or Legal Guardian's/Representative's Signature

Witness' Signature ________________________________________ Date __________
______

Witness’ Printed Name ____________________________________________________
_______

I have explained the purpose, reasons and benefits of the proposed treatment, test or evaluation, as well as the risks and consequences of proceeding or not proceeding with the treatment, test or evaluation. I have answered all of the patient's questions and I believe the patient/guardian/representative fully understands my answers and explanations.

Dr. _______(Dr. Name)_________’s Signature ________________________________
___________

PLEASE PLACE A COPY IN THE PATIENT'S CHART

