


DISCHARGE AGAINST MEDICAL ADVICE

Patient name: _______________________

Date of birth: _______________________

This is to certify that I the undersigned (Patient) [or if Patient is in capacitated, I the undersigned, ____________________, as the healthcare decision maker/proxy for Patient], am requesting the immediate release of Patient from ____________________________ (“HOSPITAL”) so that Patient can be transferred to ________________________, an alternative facility that has agreed to accept him. 

I acknowledge that I [Patient], am requesting that Patient be discharged from HOSPITAL at my [his] own insistence and against the advice of my [his] physicians and HOSPITAL.  

I have been advised of the possible dangers to my [Patient’s] life or health from this departure, and I have taken action to mitigate these risks by arranging for Patient to be hospitalized at an alternative facility where I [he] will receive medical care. 

I hereby assume the risks and consequences involved and release HOSPITAL from any liability in connection with Patient’s leaving HOSPITAL against medical advice.


WITNESS: : ___________________________		PATIENT:____________________________________________

							IF PARTY DEMANDING DISCHARGE IS OTHER THAN PATIENT:
Signature of Witness:					
							Signature of Party:

Relationship:

Date:

Signature of Person Receiving Demand:


	

	This is not in lieu of legal advice. Please consult with an attorney before providing this to your healthcare provider.                           1	
