
SAMPLE REFUSAL OF TREATMENT 
 
 
 

 
I, _______________, refuse to consent to the following treatment/procedure/ 
diagnostic test/medication/referral as recommended by my physician, _______________ 
M.D./D.O.: 
 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________ 
  
Dr. _______________ has explained the recommended treatment, the benefits and risks 
involved, the possible alternatives to the treatment, and the consequences of my refusal to my 
health and well-being, and I understand all of this information.  
 
Dr. _______________ has given me the opportunity to ask questions, and the doctor has 
answered my questions about the proposed treatment.   
 
I understand that my refusal is against the medical advice of my doctor. 
 
 
 
______________________________                  ___________________________  
            (Patient’s Signature)                (Date) 
 
_____________________________         ___________________________
 (Physician’s Signature)             (Date) 
 
_____________________________         ___________________________
 (Witness Signature)                         (Date) 
 

 

 

 

 

 
 
This resource may not be reprinted, in part of in whole, 
without the prior, express consent of Professional 
Solutions Insurance Company. 

www.psicinsurance.com 
P.O. Box 9118, Des Moines, IA 50306 

 
If you would like to discuss a particular situation, please 
contact our risk management division at 1-888-336-2642 
or riskmanagement@psicinsurance.com.  

 

 
Information provided is offered solely for general 
information and educational purposes. It is not offered 
as, nor does it constitute, legal advice or opinion. You 
should not act or rely upon this information without 
seeking the advice of an attorney.  
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