




















 
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) 
 
 
PSD 0417 (04/2021)       CONFIDENTIAL 



 
CONSENT TO OPERATION, POST OPERATIVE CARE,      Patient:   
MEDICAL TREATMENT, ANESTHESIA, OR OTHER           SID:  «     DOB:   
PROCEDURE                                            Facility:  _______      Date:   
_______________________________________________________________________________________________ 
You have the right and obligation to make decisions concerning your health care. The physician must provide you with the 
information and advice concerning the proposed procedure so that you can make an informed decision. 
 
(1)  Explain the nature of the condition(s) in                     Any section below which does not apply to the proposed    
professional and ordinary language.   treatment may be crossed out.  All sections crossed out must 
PROFESSIONAL:  ____________________________ be initialed by both the physician and the patient. 
____________________________________________  
ORDINARY LANGUAGE:  _____________________ (6) I consent to the administration of (general, spinal, regional, 
____________________________________________ local) anesthesia by my attending physician, by an 
AT _________________________________________ anesthesiologist, a nurse anesthetist, or other qualified party 
       under the direction of a physician as may be deemed necessary.   
(2)  Describe procedures(s) to be performed in   I understand that all anesthetics involve risks that may result in 
professional and ordinary language, if appropriate. complications and possible serious damage to such vital organs 
PROFESSIONAL:  ____________________________ as the brain, heart, lungs, liver and kidney. 
____________________________________________ 
ORDINARY LANGUAGE:______________________ These complications may result in paralysis, cardiac arrest 
  ___________________________________________ and related consequences or death from both known and  
____________________________________________ unknown causes. 
AT__________________________________________   
       (7)  I consent to the use of transfusion of blood and blood 
(3)  I recognize that, during the course of the operation,  products as deemed necessary.  I have been informed of the 
post operative care, medical treatment, anesthesia, or risks which are transmission of disease, allergic reactions,  
other procedure, unforeseen conditions may necessitate and other unusual reactions.  
my above-named physician and his or her assistants, to  
perform such surgical or other procedures as are  (8)  Any tissue or part surgically removed may be disposed necessary to 
preserve my life and bodily functions. of by the hospital or physician in accordance with accustomed 
       practice. 
(4)  I have been informed that there are many significant  
risks, such as severe loss of blood, infection, cardiac (9)  Any additional comments may be inserted here:   
arrest and other consequences that can lead to death or  _________________________________________________ 
permanent or partial disability, which can result from  _________________________________________________ 
any procedure. 
       (10)  I have had the opportunity to ask questions about this  
(5)  No promise or guarantee has been made to me as to  form. 
 result or care._________________________________________________________________________________ 
     FULL DISCLOSURE       
 
[  ] I AGREE TO AUTHORIZE THE PROCEDURE DESCRIBED ABOVE AND I AGREE THAT MY PHYSICIAN 
HAS INFORMED ME OF THE: 
 a)  DIAGNOSIS OR PROBABLE DIAGNOSIS. 
 b)  NATURE OF THE TREATMENT OR PROCEDURE RECOMMENDED. 
 c)  RISKS OR COMPLICATIONS INVOLVED IN SUCH TREATMENT OR PROCEDURES. 
 d)  ALTERNATIVE FORMS OF TREATMENT, INCLUDING NON-TREATMENT, AVAILABLE. 
 e)  ANTICIPATED RESULTS OF THE TREATMENT. 
____________________________________________________  ____________________________________ 
Patient/Other Legally Responsible  Person  Sign,   If   Applicable  Date 
____________________________________________________  ____________________________________ 
Physician                                                        Date 
_______________________________________________________________________________________________ 
PSD 0427 (11/97)                                           CONFIDENTIAL 



PSD 0575 (10/22)                                                               CONFIDENTIAL
   

INFORMED CONSENT FOR MENTAL HEALTH SERVICES 

 
NATURE AND PURPOSE 
I understand that mental health services may include the use 
of a variety of psychosocial and pharmacological therapies, 
as well as psychological assessments and/or diagnostic 
evaluations. The purposes of mental health services are to 
alleviate symptoms of serious mental disorders, attain 
improved functioning, and prevent relapse. Additional goals 
of treatment may include the development of self-
understanding, enhanced coping skills, and self-
improvement. I am aware that mental health services are 
available upon request (e.g., by submitting a medical request, 
telling the nurse at sick call). 
 
BENEFITS/RISKS 
I understand that while psychosocial and pharmacological 
therapies may provide significant benefits, it may also pose 
risks. Psychosocial therapies may elicit uncomfortable 
thoughts and feelings, or may lead to the recall of troubling 
memories. Medications may have unwanted side effects. 
 
FEES 
All screenings, examinations, and treatments required by the 
Department of Public Safety or nationally accepted 
correctional standards are free. Inmate requested non-
emergency medical services have a $3.00 co-payment fee. 
 
PRIVACY STATEMENT 
In general, I understand that the information shared with 
mental health professionals is confidential and mental health 
information will not be released to external agencies without 
my consent. I further understand that there are specific 
limitations to this confidentiality in which it may be 
necessary to discuss information about my treatment with 
others. Examples of such conditions include, but are not 
limited to, the following: 

 
1) if there is a risk of imminent danger that I may harm 

myself or others; 
2) if there is suspicion that a child is being sexually or 

physically abused or is at risk of such abuse; 
3) if a court order is issued for the release of medical 

and/or mental health records; 
4) if my mental state and history is an issue in civil, 

personal injury, or other forms of grievances; 
5) if personnel within the Department of Public Safety 

have a need to know. 
 
CONSENT TO MENTAL HEALTH SERVICES 
I authorize and consent to mental health care, including 
psychiatric and psychological assessment and treatment, 
which my treating physician and other mental health 
providers find to be necessary and which is given or 
performed at their direction. I understand that mental health 
services are provided by a range of mental health 
professionals, some of whom are in training. All 
professionals-in-training are supervised by licensed staff. I 
understand that I may refuse mental health services at any 
time. 
 
I acknowledge that this facility has not made any guarantees 
to me as to the results of psychiatric and psychological 
assessments and treatments. If I have any additional 
questions regarding this consent form or about my diagnosis, 
evaluation, treatment, risks or complications, alternative 
forms of assessment and/or treatment, and anticipated course 
and results of treatment, I may discuss them with members 
of my treatment team. 
 

I certify that I have read this Informed Consent for Mental Health Services form and that I am the patient, or the 
patient’s authorized representative. On my own behalf (and on behalf of the patient) I accept and agree to participate 
in mental health services offered to me and to be bound by the above, a copy of which will be made available to me 
upon request. 
 
X   X  
 Print Name of Patient or Authorized Representative Print Name of PSD Representative 
 
X   X  
 Signature of Patient or Authorized Representative Date Signature of PSD Representative Date 
 

 
 The patient is unable to sign for the following reason(s): 

   
 Reason(s) 

X   X  
 Print Name of PSD Representative  Signature of PSD Representative Date 
 


	COR.10.G.05 Informed Consent and Right to Refuse.pdf
	PSD 0417 Refusal of Tx & Rx.pdf
	STATE OF HAWAII
	HEALTH CARE DIVISION


	PSD 0427 Consent Procedure Operation & Tx.pdf
	PSD 0575 Informed Consent MH Serv.pdf
	PRIVACY STATEMENT
	CONSENT TO MENTAL HEALTH SERVICES


