Bemidji State University

Student Center for Health & Counseling

REFUSAL OF TREATMENT FORM

              





 
DATE:___________________

This is to certify that I,________________________________,a client of Bemidji State 

University Student Center for Health and Counseling, am refusing treatment against the advice of
Name                                            


Title 
(staff member of the Bemidji State University Student Center for Health & Counseling)
I acknowledge that I have been informed of the risks involved and hereby release the attending clinician and SCHC of Bemidji State University from all responsibility and any ill effects which may result from my action.

___________________________________________
__________
__________
Client's Signature





Date

_____________________________________________





Witness






Date
Form- 6.10A Refusal.Treatment
