








 
STATE OF HAWAII 

 
DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION 
 

REFUSAL TO CONSENT TO MEDICAL/SURGICAL/DENTAL TREATMENT/MEDICATION 
 

 
 
NAME: _____________________________________  SID: ______________  DOB: ___________ 
 
FACILITY: ________________    DATE: ____________          TIME: ___________ 
 
I, the undersigned patient, refuse the following treatment and/or medication:  ___________________ 
 
_________________________________________________________________________________ 
              (Describe Treatment and/or Medication) 
 
The risk of refusing treatment or medication has been explained to me and I accept the risk involved.  
I release the State, the Department, the facility administration and personnel, the Health Care 
Division administration and medical personnel from any responsibility or liability for any 
unfavorable reaction, outcome, or any untoward results due to this refusal on my part to accept 
treatment or medication. 
 
__________________________________________    ______________    
(Signature of Patient)         (Date) 
 
I, the undersigned, have explained to the above named patient the risk involved in refusing treatment 
or medication recommended for the patient’s continued good health and I witness the patient’s refusal 
of the recommended treatment or medication 
 
________________________ ______________________________ _______________ 
(Print Name)    (Signature & Title)    (Date) 
 
A referral has been made to a provider:  YES   NO 
 
I have reviewed this case and if necessary have further counseled this patient on the risk of refusing 
treatment or medication. 
 
________________________ ________________________________ ____________ 
(Print Name of Provider)  (Signature & Title)    (Date)   
 
* If the patient refuses treatment and/or medication and refuses to sign this consent, please have 
refusal witnessed by another correctional employee. 
 
I have witnessed the above named patient refuse the recommended treatment or medication and I 
have also witnessed the patient’s refusal to sign this consent form. 
 
_________________________ _______________________________ ____________ 
(Print Name & Title)   (Signature & Title)    (Date) 
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STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

HEATH CARE DIVISION 

 
PSD 0426 (04/2021) 

 
SPECIAL MEDICAL DIET 

 
 
TO:           _________Food Services Manager 
                 (Facility) 
 
FROM:     Medical Unit            Provider Name: _______________________ 
 
RE:          _________________________________   SID:_________    Housing:______   
                     (Inmate Name) 
 
FOOD ALLERGIES:  ____________________________________________________ 
 
_____________________________________________________________________ 
 
Is to be placed on the following Medical Diet: 
 
 
__  Low Cholesterol/Low Fat                __ 3gm Low Sodium, no added salt     __ 2gm Low Sodium 
 
__ 2,200 kcal Diabetic, HS snack        __ 1,800 kcal Diabetic                          __ Low Purine       
 
__ High Protein                               __ Renal 80gm Protein, 2gm Potassium   
 
__ Wired Jaw                                       __ Soft Bland                                         __ Full liquids 
   
__ Clear Liquid                                    __ Lactose Restricted                           __ Vegetarian 
 
__ Lacto-Ovo-Vegetarian                     __ Mechanical Soft 
                                       
Special Instructions: 
 
__ Paper plate only, no bones, no plastic wrap, paper spoons only (at facilities with paper 
spoons), no other utensils 
 
__ Meals to Module 
 
__ No Caffeine 
 
 
Start Date:  __________ 
 
 
Stop Date:  __________ 

____________________________________ 
Copy to: Food Service & Housing                                         Nurse Signature 
 



STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION 
 

AUTHORIZATION REVIEW 
 
Facility: _______________                                                 Requesting Provider: _________________ 
 

PATIENT INFORMATION URGENCY  Check  
NAME:    NOW         
SID:   Urgent (1-14 days)    
DOB:   Routine (2-12 wks)  
ANTICIPATED RELEASE DATE:   Standard (3-6 months)  
SERVICE/ TEST REQUESTED:    

 
History Related to Request: _________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Pertinent Physical Findings, Lab, Diagnostic Radiology: __________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Medical Necessity (could potential diagnosis compromise longevity)? __________________________________ 
_______________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Does Patient have pain and/or functional disability?  _____________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
When Relevant (other diagnoses or medications): _______________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 

Reviewing Provider: _______________ Date: ______  �  APPROVED  �  DENIED  
                                 (Requires recommendation)  

Comments: _____________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Panel Signatures: ______________   ________________   _______________   _______________ 
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