











LEGAL NOTICE/DISCLAIMER
The information contained in this document does not establish a standard of care, nor does it constitute legal advice. The information is for general informational purposes only and is written from a risk management perspective to aid in reducing professional liability exposure. Policyholders are encouraged to consult with their personal attorneys for legal advice, as specific legal requirements may vary from state to state.








REFUSAL OF CARE FORM

Patient: ________________________________________________ Date of Birth: ____________________

Medical condition at issue: ________________________________________________________________

Advising Doctor:______________________________________________________________________

Patient/Legal 
Representative
Initials
_____ Doctor [name of doctor] has recommended that I, or an individual for whom I am a legal representative,
undergo the following test(s), referral(s), consultation(s), treatment(s), or procedure(s):
______________________________________________________________________________________________________________________________________________________________________
_____ Doctor [name of doctor] has explained to me the risks and benefits of the recommended care, including:
_______________________________________________________________________
_______________________________________________________________________
_____ 	Doctor [name of doctor] has explained to me appropriate alternatives to the recommended care, including:
	________________________________________________________________________
	________________________________________________________________________
_____ 	Doctor [name of doctor] has explained the risks and consequences of not receiving the recommended
test(s), referral(s), consultation(s), treatment(s), or procedure(s).  Specifically, I have been advised of the following material risks in refusing the above recommended care: 
______________________________________________________________________________________________________________________________________________________________________

_____	I have had the opportunity to ask questions about the proposed recommended care and the risks 
associated with my refusal of care and my questions have been answered to my satisfaction. 

I have considered all my options and understand the risks of declining the recommended plan of treatment. I have decided NOT to accept/permit the test(s), referral(s), consultation(s), treatment(s), or procedure(s) listed above.    

______________________________________   ___________________   ________________
Patient/Legal Representative Signature		        Date                                 Time

______________________________________	____________________________________
Patient/Legal Representative Printed Name		Legal Representative Relationship to Patient

______________________________________	________________	  ______________
Witness Signature						Date			Time

I have recommended the above medical care for this patient. To the best of my knowledge, the patient or patient’s legal representative understands the material risks associated with refusal of the above care, including the specific risks listed above.

_____________________________________   __________________   __________________
Doctor Signature                                             	  Date                                 Time
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