                                               Personal Declaration Form

Medical Consent Awareness and Personal Declaration Form
If you are seeking medical treatment through government-paid or affiliated doctors, and wish to ensure that your medical preferences are respected and recorded, prior to any treatment being administered, you may type-up, print and complete the sample forms provided below. Once signed, submit them to the hospital’s patient-relations department or admissions staff and request that they be added to your personal medical file. Keep a signed copy for your own records. 

This process helps protect your rights and ensures that your consent preferences are clear and documented, preventing any misunderstanding regarding your treatment choices.

Note: “These forms will not be provided by your medical facility, exercise your rights.”






























Cover Note for Hospital Submission


To: Hospital Admissions / Patient Relations / Health Records Department

From: __________________________ (Full Name)

Date: __________________________

Subject: Request for Inclusion of Patient Statement in Medical Record

Dear Sir or Madam,

Please find attached my Patient Statement of Medical Consent Preferences. I am requesting that this document be included in my official medical record to ensure that my treatment preferences are clearly noted and respected in accordance with my rights under provincial health and privacy laws.

I understand that hospitals maintain established procedures for record-keeping and patient correspondence, and I respectfully ask that this document be filed in the appropriate section of my record for reference by any treating physicians or healthcare personnel.

Kindly confirm receipt of this document by signing and dating a copy for my personal records, and by noting in my file that this statement has been received and attached.

Thank you for your time and cooperation.

Sincerely,

Signature: __________________________

Printed Name: __________________________

Health Card Number (optional): __________________________

Contact Email: ___________________________ Contact Phone: ___________________


Patient Relations Signature: _____________________________________ (Full Name)
Date: _________________________






Patient Statement of Medical Consent Preferences
To whom it may concern:

I, ________________________ (full name), am a competent adult capable of making my own medical decisions. This statement is to be included in my medical record. If I am not of legal age, consent will be provided by a parent or legal guardian acting on my behalf.

I do not consent to the administration of any biogenic or biologic injections, biologic agents, or vaccinations of any kind unless such procedures are first fully explained to me in writing and I provide explicit, separate, and informed consent at that time.

No vaccine, biologic product, or biogenic substance is to be administered to me under any general or blanket consent form. Any future consent must be obtained directly from me if I am of the legal age of consent. All related information prior to consent must be provided and must specify the exact product, manufacturer, and purpose.

In the event that I become unable to speak, comprehend, or otherwise communicate due to medical injury, sedation, or any form of incapacity while under medical care, I direct my decisions to be made by my (parent, family member, or legal guardian) as they shall act as my voice and decision-maker.

This statement does not limit or refuse emergency treatment required to preserve my life or prevent immediate harm, unless that treatment involves any of the above-mentioned categories.


Signed: _________________________
Date: _________________________
Witness (optional): _________________________

