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REFUSAL TO PERMIT BLOOD TRANSFUSION

Date:

I request that no blood derivatives be administered to

during this hospitalization. | hereby release the hospital, its personnel, and the attending physician,

from any responsibility whatsoever for unfavorable reactions or any untoward results due to my refusal to
permit the use of blood or its derivatives and | fully understand the possible consequences of such refusal on

my part.

NAME OF PATIENT:

SIGNATURE OF PATIENT:

SIGNATURE OF PATIENTS SPOUSE:

WITNESS:

When patient is a minor or incompetent to give consent:
SIGNATURE OF PERSON AUTHORIZED TO CONSENT FOR PATIENT

PRINT: SIGNATURE

RELATIONSHIP TO PATIENT:




