MISSISSIPPI MEDICAL TREATMENT REFUSAL FORM

Patient Name: [PATIENT FULL NAME]
Patient Date of Birth: [PATIENT DATE OF BIRTH]
Patient Address: [PATIENT STREET ADDRESS]
[CITY], [STATE] [ZIP CODE]
Patient Telephone: [PATIENT TELEPHONE NUMBER]
Medical Record Number (if applicable): [MEDICAL RECORD NUMBER]

RE: Refusal of Medical Treatment

1. PATIENT INFORMATION

1.1 Patient Name: [PATIENT FULL NAME]
1.2 Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Address: [PATIENT STREET ADDRESS], [CITY], [STATE] [ZIP CODE]
1.4 Telephone Number: [PATIENT TELEPHONE NUMBER]
1.5 Name of Healthcare Facility: [FACILITY NAME]
1.6 Facility Address: [FACILITY STREET ADDRESS], [CITY], [STATE] [ZIP CODE]
1.7 Attending Physician: [PHYSICIAN NAME]
1.8 Date of Admission or Visit: [DATE OF ADMISSION OR VISIT]

2. DECLARATION OF REFUSAL

2.1 I, [PATIENT FULL NAME], being of sound mind and having been fully informed of my medical condition, hereby voluntarily refuse the following medical treatment, procedure, or intervention: [DESCRIBE TREATMENT OR PROCEDURE BEING REFUSED].

2.2 I understand that this refusal applies to the treatment described above and to any related procedures reasonably necessary to carry out that treatment.

3. ACKNOWLEDGMENT OF INFORMATION

3.1 I acknowledge that [PHYSICIAN NAME] has explained to me, in language I understand, the nature of my medical condition and the purpose of the recommended treatment.

3.2 I acknowledge that I have been informed of the material risks, benefits, and alternatives to the treatment being refused, including the consequences of refusing treatment.

3.3 I acknowledge that I have been informed of the probable medical consequences of my refusal, which may include: [DESCRIBE POSSIBLE CONSEQUENCES, INCLUDING WORSENING OF CONDITION, DISABILITY, OR DEATH].

3.4 I acknowledge that I have had the opportunity to ask questions about my condition, the recommended treatment, and the consequences of refusal, and that all my questions have been answered to my satisfaction.

3.5 I acknowledge that I have been offered the recommended treatment and that I understand I may withdraw this refusal at any time.

4. VOLUNTARY NATURE OF REFUSAL

4.1 I declare that this refusal is made voluntarily and free from coercion, duress, or undue influence by any healthcare provider, family member, or other person.

4.2 I understand that my decision to refuse treatment will not affect my right to receive other appropriate medical care, comfort care, or pain management.

4.3 I understand that no guarantee has been made to me concerning the outcome of my decision to refuse treatment.

5. WITHDRAWAL OF REFUSAL

5.1 I understand that I may revoke this refusal at any time by notifying my attending physician or the healthcare facility in writing or orally.

5.2 Any revocation shall be documented in my medical record and shall be effective upon communication to the attending physician or facility staff.

6. HEALTHCARE PROVIDER ATTESTATION

6.1 I, [PHYSICIAN NAME], attest that I have explained to the patient the nature of the patient's condition, the recommended treatment, the material risks and benefits of that treatment, the alternatives available, and the probable consequences of refusing treatment.

6.2 I attest that the patient appeared to understand the information provided and made this refusal voluntarily.

6.3 Physician Signature: [PHYSICIAN SIGNATURE]
6.4 Physician Printed Name: [PHYSICIAN NAME]
6.5 Date: [DATE OF PHYSICIAN SIGNATURE]
6.6 License Number: [PHYSICIAN LICENSE NUMBER]

7. WITNESS ATTESTATION

7.1 Witness Name: [WITNESS FULL NAME]
7.2 Witness Address: [WITNESS STREET ADDRESS], [CITY], [STATE] [ZIP CODE]
7.3 Witness Signature: [WITNESS SIGNATURE]
7.4 Date: [DATE OF WITNESS SIGNATURE]

7.5 Witness Name: [SECOND WITNESS FULL NAME]
7.6 Witness Address: [SECOND WITNESS STREET ADDRESS], [CITY], [STATE] [ZIP CODE]
7.7 Witness Signature: [SECOND WITNESS SIGNATURE]
7.8 Date: [DATE OF SECOND WITNESS SIGNATURE]

8. PATIENT SIGNATURE

8.1 I have read or had read to me the contents of this form, and I understand and agree to the statements contained herein.

8.2 Patient Signature: [PATIENT SIGNATURE]
8.3 Patient Printed Name: [PATIENT FULL NAME]
8.4 Date: [DATE OF PATIENT SIGNATURE]

8.5 If the patient is unable to sign, the following person signs on the patient's behalf at the patient's direction:

8.6 Representative Name: [REPRESENTATIVE FULL NAME]
8.7 Relationship to Patient: [RELATIONSHIP TO PATIENT]
8.8 Representative Signature: [REPRESENTATIVE SIGNATURE]
8.9 Date: [DATE OF REPRESENTATIVE SIGNATURE]

9. INTERPRETER CERTIFICATION (IF APPLICABLE)

9.1 Interpreter Name: [INTERPRETER FULL NAME]
9.2 Language Interpreted: [LANGUAGE]
9.3 Interpreter Signature: [INTERPRETER SIGNATURE]
9.4 Date: [DATE OF INTERPRETER SIGNATURE]

10. COPIES

10.1 A copy of this completed and signed form shall be placed in the patient's medical record and a copy shall be provided to the patient or the patient's representative upon request.
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