REVOCATION OF MEDICAL TREATMENT CONSENT FORM

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

Patient Email Address: [PATIENT EMAIL ADDRESS]

Name of Healthcare Provider or Facility: [HEALTHCARE PROVIDER OR FACILITY NAME]

Provider or Facility Address: [PROVIDER OR FACILITY STREET ADDRESS]

[PROVIDER OR FACILITY CITY, STATE, ZIP CODE]

Date of Original Consent: [DATE OF ORIGINAL CONSENT]

Date of Revocation: [DATE OF REVOCATION]

RE: Revocation of Consent to Medical Treatment

1. IDENTIFICATION OF PARTIES
1.1 Patient: The undersigned patient is [PATIENT FULL NAME], born on [PATIENT DATE OF BIRTH], residing at [PATIENT STREET ADDRESS], [PATIENT CITY, STATE, ZIP CODE].
1.2 Healthcare Provider: The healthcare provider or facility whose consent is being revoked is [HEALTHCARE PROVIDER OR FACILITY NAME], located at [PROVIDER OR FACILITY STREET ADDRESS], [PROVIDER OR FACILITY CITY, STATE, ZIP CODE].
1.3 Authorized Representative: If this form is completed by a person other than the patient, the representative is [REPRESENTATIVE FULL NAME], acting in the capacity of [RELATIONSHIP OR LEGAL AUTHORITY], with contact information at [REPRESENTATIVE TELEPHONE NUMBER] and [REPRESENTATIVE EMAIL ADDRESS].

2. STATEMENT OF REVOCATION
2.1 Revocation: I, [PATIENT FULL NAME], hereby revoke all prior consent to medical treatment, procedures, examinations, and interventions previously granted to [HEALTHCARE PROVIDER OR FACILITY NAME] on [DATE OF ORIGINAL CONSENT], to the fullest extent permitted by law.
2.2 Scope of Revocation: This revocation applies to all consent previously given for [DESCRIBE SCOPE OF TREATMENT OR PROCEDURES BEING REVOKED].
2.3 Effective Date and Time: This revocation is effective immediately upon [DATE OF REVOCATION] at [TIME OF REVOCATION], or upon receipt by the healthcare provider, whichever occurs later.
2.4 Continuing Care: I understand that this revocation does not require any healthcare provider to continue or discontinue any treatment contrary to applicable law, professional obligations, or emergency medical standards.

3. ACKNOWLEDGMENT OF RISKS
3.1 Informed Acknowledgment: I acknowledge that I have been informed of the possible consequences of revoking consent, including but not limited to [DESCRIBE POTENTIAL RISKS OR CONSEQUENCES].
3.2 Voluntary Decision: I confirm that this revocation is made voluntarily, without coercion or undue influence, and that I understand its contents.
3.3 No Guarantee of Outcome: I understand that revoking consent may affect the availability, continuity, and outcome of medical care, and that no guarantee of any particular result has been made to me.

4. INSTRUCTIONS TO HEALTHCARE PROVIDER
4.1 Duty to Acknowledge: The healthcare provider or facility is requested to acknowledge receipt of this revocation in writing within [NUMBER OF DAYS] days.
4.2 Recordkeeping: The healthcare provider or facility is requested to place a copy of this revocation in the patient's medical record and to note the revocation in the patient's file.
4.3 Notification: The healthcare provider or facility is requested to notify all relevant treating personnel of this revocation.
4.4 Contact for Questions: Any questions regarding this revocation may be directed to [CONTACT NAME] at [CONTACT TELEPHONE NUMBER] or [CONTACT EMAIL ADDRESS].

5. DISTRIBUTION OF COPIES
5.1 Copies Provided To: Copies of this revocation have been provided to [NAME AND ADDRESS OF RECIPIENT 1], [NAME AND ADDRESS OF RECIPIENT 2], and [NAME AND ADDRESS OF RECIPIENT 3].
5.2 Original Retained By: The original of this revocation is retained by [NAME OF PERSON RETAINING ORIGINAL] at [ADDRESS WHERE ORIGINAL IS RETAINED].

6. SIGNATURES
6.1 Patient Signature: I have read and understand this Revocation of Medical Treatment Consent Form and sign it freely and voluntarily.

Patient Signature: [PATIENT SIGNATURE]

Printed Name: [PATIENT FULL NAME]

Date: [DATE OF PATIENT SIGNATURE]
6.2 Witness Signature: This revocation was signed in my presence, and I believe the signer to be of sound mind and acting voluntarily.

Witness Signature: [WITNESS SIGNATURE]

Printed Name: [WITNESS FULL NAME]

Address: [WITNESS STREET ADDRESS]

[WITNESS CITY, STATE, ZIP CODE]

Date: [DATE OF WITNESS SIGNATURE]
6.3 Authorized Representative Signature (if applicable): I am authorized to act on behalf of the patient and sign this revocation in that capacity.

Representative Signature: [REPRESENTATIVE SIGNATURE]

Printed Name: [REPRESENTATIVE FULL NAME]

Capacity: [RELATIONSHIP OR LEGAL AUTHORITY]

Date: [DATE OF REPRESENTATIVE SIGNATURE]

7. NOTARIZATION (IF REQUIRED)
7.1 State of: [STATE]
7.2 County of: [COUNTY]
7.3 Sworn and subscribed before me on [NOTARIZATION DATE] by [NAME OF SIGNER].

Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

Printed Name: [NOTARY PUBLIC FULL NAME]

Commission Number: [NOTARY COMMISSION NUMBER]

Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

Seal: [NOTARY SEAL]

8. ACKNOWLEDGMENT OF RECEIPT BY HEALTHCARE PROVIDER
8.1 Receipt Acknowledged By: [NAME AND TITLE OF PROVIDER REPRESENTATIVE]
8.2 Signature: [PROVIDER REPRESENTATIVE SIGNATURE]
8.3 Date and Time Received: [DATE AND TIME RECEIVED]
8.4 Facility Name: [HEALTHCARE PROVIDER OR FACILITY NAME]
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