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Refusal of Medical Service/Product 

Date _____________________

Patient Name: _________________________________________________

Date of Birth: _______________

Insurance ID # or Social Security # ____________________

As is your right, you have elected to refuse a specific medical service or product.  Please be advised that you should notify your physician and any other healthcare professionals involved in your care of your decision to do so, as this may impact other decisions to be made in your case.  It is your responsibility to make this notification of your refusal of service to the appropriate parties.  

	Specific Service or Product:




Please notify us immediately if you decide to rescind this decision.  Re-testing and/or recertification of your medical need may be necessary if you change your decision in the future.  Your opportunity for insurance reimbursement or coverage guidelines may change and be denied due to this decision.  Feel free to contact our office prior to signing below for more information on this matter.
_______________________________________

__________________

Signature of Patient






Date

_______________________________________

__________________

Signature of Family Member or Authorized by Law

Date

Representative ONLY if patient is unable to sign
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136 Main Street ( Hackettstown, NJ 07840 ( (908) 813-3003 ( Fax: (908) 813-3002

755 Memorial Parkway ( Hillcrest Professional Plaza ( Phillipsburg, NJ 08865 ( (908) 213-1015 ( Fax: (908) 213-1016

174 Highway 31 North ( Sportsman Plaza ( Flemington, NJ 08822 ( (908) 806-3144 ( Fax: (908) 806-3627
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