Refusal of Medical Care Release

to Be Signed by Patient/Parent/Legal Guardian
Date:__________________________________

I,______________________________________ , acknowledge that

__________________________________________________________________ explained my condition to me and advised me of the potential risks and/or complications which could or would arise from refusal of medical care. I have also been advised that other unknown risks and/or complications are possible. Being aware that there are known and unknown potential risks and/or complications, it is still my desire to refuse the advised medical care.

I do hereby release _________________________________________________________________from all liability resulting from any adverse medical condition(s) caused by my refusal of the recommended medical care.

Signature of Patient/Parent/Legal Guardian:

_________________________________________________

Date:______________________________________________

Witness: ___________________________________________

If witness acted as translator, check here: _________

Name of translator:___________________________________

Adapted from the College of Physicians and Surgeons of Ontario, 2005, Methadone Maintenance Guidelines, Appendix K. This document is available for download as part of the OpiATE Project Toolkit: please visit methadonesaveslives.ca. 




