
DECLINE TESTING AND OR CONSULTS AND OR
TREATMENT FORM FOR PATIENTS

I__________________ decline and refuse any
recommended testing, consults, and or treatments
advised and or scheduled today or in the past which
I have not gone for. The benefits and risks of advice for
testing, consults, and or treatment have been reviewed
with me.
 
My signature below indicates I feel the risks of the advised
testing, consults, and or treatment exceed the benefit. I
understand by signing below I may be refused medical care
in the future by DOCTOR IN THE FAMILY.
 
 




