PATIENT TERMINATION LETTER

[DATE]

[PRACTICE NAME]
[PRACTICE STREET ADDRESS]
[PRACTICE CITY, STATE, ZIP CODE]
[PRACTICE PHONE NUMBER]
[PRACTICE FAX NUMBER]

[PATIENT NAME]
[PATIENT STREET ADDRESS]
[PATIENT CITY, STATE, ZIP CODE]

RE: NOTICE OF TERMINATION OF PATIENT-PHYSICIAN RELATIONSHIP

Dear [PATIENT NAME]:

This letter serves as formal notice that [PRACTICE NAME] will terminate its professional relationship with you as a patient, effective [TERMINATION EFFECTIVE DATE], which is at least thirty (30) days from the date of this letter.

1. PATIENT INFORMATION

1.1 Patient Name: [PATIENT NAME]

1.2 Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Medical Record Number: [MEDICAL RECORD NUMBER]

1.4 Date of Last Visit: [DATE OF LAST VISIT]

1.5 Treating Physician: [TREATING PHYSICIAN NAME]

2. REASON FOR TERMINATION

2.1 Reason for Termination: [REASON FOR TERMINATION]

2.2 Additional Explanation (if any): [ADDITIONAL EXPLANATION]

3. EFFECTIVE DATE OF TERMINATION

3.1 Termination Effective Date: [TERMINATION EFFECTIVE DATE]

3.2 This termination shall become effective on the date stated above, which is not less than thirty (30) days following the date of this letter, unless applicable law or a documented patient safety concern requires otherwise.

4. CONTINUITY OF CARE

4.1 You are advised to seek care from another qualified healthcare provider as soon as possible.

4.2 Upon your written authorization, a copy of your medical records will be forwarded to your new provider.

4.3 We will provide you with a copy of your medical records upon your written request, subject to applicable law and any permitted fees.

4.4 We will remain available to provide emergency care and to address urgent medical needs during the notice period until the effective date of termination.

4.5 We will provide prescription refills for existing medications during the notice period, at the discretion of the treating physician, to allow sufficient time for you to establish care with a new provider.

5. REFERRAL RESOURCES

5.1 Referral Provider or Practice: [REFERRAL PROVIDER OR PRACTICE NAME]

5.2 Referral Contact Information: [REFERRAL CONTACT INFORMATION]

5.3 Additional Referral Resources: [ADDITIONAL REFERRAL RESOURCES]

5.4 You may also contact your health insurance plan or a local medical society for assistance in locating a new provider.

6. TRANSFER OF MEDICAL RECORDS

6.1 To request transfer of your medical records, please complete and sign the enclosed medical records release authorization form.

6.2 Send the completed authorization to:

[RECORDS DEPARTMENT NAME]
[RECORDS DEPARTMENT STREET ADDRESS]
[RECORDS DEPARTMENT CITY, STATE, ZIP CODE]
[RECORDS DEPARTMENT PHONE NUMBER]
[RECORDS DEPARTMENT FAX NUMBER]

6.3 Records will be transferred within a reasonable time after receipt of a valid written authorization.

7. PRESCRIPTION AND TREATMENT DURING NOTICE PERIOD

7.1 Prescription Refills: [PRESCRIPTION REFILL INSTRUCTIONS]

7.2 Ongoing Treatments or Referrals: [ONGOING TREATMENT OR REFERRAL INSTRUCTIONS]

7.3 Emergency Care Instructions: In the event of a medical emergency, call 911 or go to the nearest emergency department.

8. PATIENT RESPONSIBILITIES

8.1 You remain responsible for any outstanding balances owed to [PRACTICE NAME] for services rendered prior to the effective date of termination.

8.2 You are responsible for arranging follow-up care with a new provider before the termination effective date.

8.3 You are responsible for requesting transfer of your medical records in accordance with Section 6.

9. ACKNOWLEDGMENT OF RECEIPT

9.1 I acknowledge that I have received and read this Notice of Termination of Patient-Physician Relationship.

9.2 Patient Signature: ______________________________

9.3 Patient Printed Name: [PATIENT NAME]

9.4 Date: [DATE]

10. PRACTICE SIGNATURE

10.1 Authorized Representative Name: [AUTHORIZED REPRESENTATIVE NAME]

10.2 Authorized Representative Title: [AUTHORIZED REPRESENTATIVE TITLE]

10.3 Signature: ______________________________

10.4 Date: [DATE]

11. DELIVERY METHOD

11.1 This letter was delivered by: [DELIVERY METHOD]

11.2 Date of Delivery: [DATE OF DELIVERY]

11.3 Tracking or Confirmation Number (if applicable): [TRACKING OR CONFIRMATION NUMBER]

12. CONTACT INFORMATION FOR QUESTIONS

12.1 If you have questions regarding this notice, please contact:

[CONTACT PERSON NAME]
[CONTACT PERSON TITLE]
[CONTACT PHONE NUMBER]
[CONTACT EMAIL ADDRESS]

This notice is provided in accordance with applicable federal and state laws and regulations governing the termination of the patient-physician relationship.
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