MISSOURI MEDICAL TREATMENT REFUSAL FORM

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

[PATIENT CITY], [PATIENT STATE]
[PATIENT ZIP CODE]

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

RE: Refusal of Medical Treatment

1. DECLARATION OF PATIENT
1.1 I, [PATIENT FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily and knowingly make this refusal of medical treatment.
1.2 I understand that I have the right to consent to or refuse medical treatment, and that this right is protected under Missouri law, including the Missouri Health Care Decisions Act, Chapter 404, Revised Statutes of Missouri.
1.3 This form expresses my informed refusal of the medical treatment described below.

2. MEDICAL CONDITION AND TREATMENT REFUSED
2.1 Description of Medical Condition: [DESCRIPTION OF MEDICAL CONDITION]
2.2 Medical Treatment Being Refused: [DESCRIPTION OF MEDICAL TREATMENT BEING REFUSED]
2.3 Name of Attending Physician: [ATTENDING PHYSICIAN NAME]
2.4 Physician Address: [PHYSICIAN STREET ADDRESS]
2.5 [PHYSICIAN CITY], [PHYSICIAN STATE]
[PHYSICIAN ZIP CODE]
2.6 Date Treatment Was Recommended: [DATE TREATMENT WAS RECOMMENDED]

3. INFORMED CONSENT AND ACKNOWLEDGMENT OF RISKS
3.1 I acknowledge that my attending physician, [ATTENDING PHYSICIAN NAME], has explained to me the nature of my medical condition and the recommended treatment.
3.2 I acknowledge that my physician has explained the risks, benefits, and alternatives to the treatment being refused.
3.3 I understand that by refusing this treatment, I may experience the following consequences: [DESCRIPTION OF POTENTIAL CONSEQUENCES OF REFUSAL]
3.4 I understand that my refusal may result in worsening of my condition, serious injury, disability, or death.
3.5 I have had the opportunity to ask questions and have received answers satisfactory to me.

4. VOLUNTARY REFUSAL
4.1 I make this refusal freely and voluntarily, without coercion, duress, or undue influence from any person.
4.2 I understand that I may revoke this refusal at any time.

5. REVOCATION
5.1 This refusal may be revoked by me at any time, either orally or in writing, regardless of my physical or mental condition.
5.2 Any revocation shall be communicated to my attending physician and documented in my medical record.

6. PERSONS TO BE NOTIFIED
6.1 Name: [CONTACT PERSON NAME]
6.2 Relationship: [RELATIONSHIP TO PATIENT]
6.3 Telephone Number: [CONTACT TELEPHONE NUMBER]
6.4 Address: [CONTACT STREET ADDRESS]
6.5 [CONTACT CITY], [CONTACT STATE]
[CONTACT ZIP CODE]

7. WITNESSES
7.1 Witness Name: [WITNESS 1 FULL NAME]
7.2 Witness Address: [WITNESS 1 STREET ADDRESS]
7.3 [WITNESS 1 CITY], [WITNESS 1 STATE]
[WITNESS 1 ZIP CODE]
7.4 Witness Signature: [WITNESS 1 SIGNATURE]
7.5 Date: [WITNESS 1 DATE]
7.6 Witness Name: [WITNESS 2 FULL NAME]
7.7 Witness Address: [WITNESS 2 STREET ADDRESS]
7.8 [WITNESS 2 CITY], [WITNESS 2 STATE]
[WITNESS 2 ZIP CODE]
7.9 Witness Signature: [WITNESS 2 SIGNATURE]
7.10 Date: [WITNESS 2 DATE]

8. NOTARY ACKNOWLEDGMENT
8.1 State of Missouri
8.2 County of [COUNTY NAME]
8.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that they executed the same for the purposes therein contained.
8.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
8.5 Notary Public Name: [NOTARY PUBLIC NAME]
8.6 Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
8.7 Notary Seal: [NOTARY SEAL]

9. PATIENT SIGNATURE
9.1 Patient Signature: [PATIENT SIGNATURE]
9.2 Date: [PATIENT SIGNATURE DATE]
9.3 Printed Name: [PATIENT FULL NAME]

10. PHYSICIAN ACKNOWLEDGMENT
10.1 I, [ATTENDING PHYSICIAN NAME], have discussed with the patient the medical condition, the recommended treatment, the risks and consequences of refusal, and the alternatives available.
10.2 Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]
10.3 Date: [PHYSICIAN SIGNATURE DATE]
10.4 Printed Name: [ATTENDING PHYSICIAN NAME]
10.5 Medical License Number: [PHYSICIAN LICENSE NUMBER]
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