Dentis!:s Refusal of Treatment/Referral
g Choice

Date:

Patient:

Date of Birth:

[ have been informedbyDr. ___

(O Iconsidered the proposed treatment, benefits, risks, and alternative options.

O Allof my questions have been answered to my satisfaction; I have voluntarily chosen to refuse treatment or
referral.

O Iunderstand that my decision goes against my doctor’s advice. My condition may worsen, require more therapy,
tooth /teeth loss, or other conditions and I accept all responsibility for my decision.

Patient/Legal Guardian Name: ____________________________
Patient/Legal Guardian Signature:
Interpreter (if needed):
Witness:

This document is provided by Dentists Choice™ as a sample template and is intended for informational purposes only. Since informed consent is Patient
and Treatment specific, it is essential that you customize this form to your specific needs while ensuring strict compliance with your state Laws. This
sample form or any other publications or forms provided by Dentists Choice™ do not constitute clinical or legal advice. Any person should direct any
specific legal or dental questions to a competent attorney or dental professional.
The information on this website or in related publications may include topics that are not covered by your insurance policy. This information does not
imply coverage. Please refer to your insurance policy for specific coverage details.



