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Declaration of Patient’s Refusal of:
 FORMCHECKBOX 
Surgery        FORMCHECKBOX 
Anaesthesia          FORMCHECKBOX 
Transfusion         FORMCHECKBOX 
Diagnostics        FORMCHECKBOX 
Treatment
	Patient –  

first name and surname:
	
	Personal ID No. 

(Policyholder No.):
	

	Date of birth:
(if different from Personal ID No.)
	
	Medical insurance company No.:
	

	Patient’s permanent address:
(or any other address)
	
	
	


	Information about the patient's health condition



	Information about the necessary medical intervention


	Consequences of the refusal of necessary medical intervention for the patient’s health


Patient’s declaration
	I have been instructed in a comprehensible manner about my medical condition, the nature of the disease and the expected course of my disease.

	The doctor has explained properly to me the consequences of my refusal of necessary medical care or intervention for my future life and health, and has advised me of possible consequences of such a refusal.

	I have been allowed to ask the doctor additional questions which have been answered to me.

	I have understood all these explanations and instructions communicated and provided to me by the doctor.


	Patient’s Refusal of Medical Intervention:

	Following the above-mentioned familiarization with my medical condition and with the instructions I hereby declare that I have understood all the information and that I am aware of all unfavourable consequences, including the risk of danger to my health, or my life, and I hereby r e f u s e  the necessary medical intervention.


Patient advice
Should urgent performance of an examination or treatment intervention be required in order to save the patient’s life or health, the attending doctor is entitled to decide about the performance of the intervention (pursuant to Act 20/1966 Coll., on public healthcare, as amended)
	Date:
	Hour
	Patient’s signature

	
	
	


	First name and surname of the doctor who instructed the patient
	Signature of the doctor who instructed the patient
	Seal of the healthcare facility

	
	
	


	If the patient is unable to sign, specify the reasons why the patient could not attach his/her signature: 

	

	How did the patient express his/her will:

	

	First name and surname of the healthcare worker/witness
	Signature of the healthcare worker/witness
	Date:
	Hour
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