
Against Medical Advice Form

Patient information

Name: Date of birth:

Medical record number: Date:

Hospital / clinic information

Facility name:

Attending physician: Unit / department:

Reason for hospital visit / admission

Description of proposed treatment

Proposed treatment / procedure:

Risks and benefits of proposed treatment:

Alternatives to proposed treatment:

Risks of refusing treatment: (check all that apply)

Worsening of condition

Complications

Permanent injury

Death

Other:



Patient's acknowledgement

I, __________________________________________, acknowledge that I have been informed of my 

current medical condition and the recommended treatment or procedure. I have been explained the 

potential benefits and risks of the recommended treatment, as well as the risks of refusing such 

treatment. I have had the opportunity to ask questions and understand the information provided.

I understand that refusing the recommended treatment may result in the worsening of my condition, 

complications, permanent injury, or death. Despite this, I choose to leave the hospital/clinic and refuse 

the recommended treatment against the medical advice of my healthcare provider.

Patient's declaration

I release the hospital/clinic, its staff, and my healthcare provider from any liability for any adverse 

effects that may result from my decision to refuse the recommended treatment and leave against 

medical advice.

Patient's signature: __________________________________  Date: _________________________

Witness information

Witness name & signature: ______________________________  Date: ______________________

Physician's statement

I, __________________________________________, have discussed the patient's medical condition, 

the recommended treatment, and the potential risks of refusing treatment. The patient has indicated an 

understanding of the information provided and has chosen to refuse the recommended treatment and 

leave against medical advice.

Physician's signature: __________________________________  Date: ______________________


	Name: John Stevens
	Date of birth: 01/15/1980
	Medical record number: 12345678
	Date: 07/04/2024
	Facility name: General Hospital
	Attending physician: Dr. Jane Garcia
	Unit  department: Emergency Department
	Date_3: 07/04/2024
	Date_4: 07/04/2024
	Date_2: 07/04/2024
	Reason for hospital visit  admission: Chest pain and shortness of breath
	Proposed treatment  procedure: Hospital admission for further cardiac evaluation and monitoring, including blood tests, ECG, and possible stress test.
	Risks and benefits of proposed treatment: Benefits include accurate diagnosis and appropriate treatment of potential cardiac issues, which could prevent serious complications.
Risks include potential side effects from medications and procedures, but these are outweighed by the benefits of early detection and treatment.
	Alternatives to proposed treatment: Observation and outpatient follow-up with a cardiologist within 24 hours.
	Other: Potential heart attack or stroke
	Patient's name: John Stevens
	Witness name & signature: Mary Johnson
	Physician's name: Dr. Jane Garcia
	Physician's signature: 
	Patient's signature: John Stevens
	Check Box1.0.0: Yes
	Check Box1.0.1: Yes
	Check Box1.1.0: Yes
	Check Box1.1.1: Yes
	Check Box1.2.0: Yes


