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Date:____________________________________




Patient’s Name: ___________________________              DOB:________________________________







REFUSAL OF ADVANCED DIRECTIVES

I _____________________________________ was offered and educated on what Advanced Directives were. I ________________________________ understand what has been explained to me in reference to a Living Will, a Healthcare Surrogate, and DNR (Do Not Resuscitate). 

I am refusing at this time, to sign the indicated form(s) below and have them included as part of my medical records.

____ Living Will
____ Healthcare Surrogate
____ DNR (Do Not Resuscitate)














         Patient’s Signature                                    Print Name                                                          Date






      Witness’ Signature                                        Print Name                                                           Date 





Hallandale Location   1117 E Hallandale Beach Blvd, Hallandale Beach, FL 33009 · 954.454.6300 · Fax 954.391.6893
Hollywood Location   4050 D Sheridan Street, Hollywood, FL 33021 · 954.989.7441 · Fax 954.391.6893

www.safecare.com

