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 MANDALUYONG CITY MEDICAL CENTER    
                                           Declaration “WITHDRAWAL AND/OR 

         WITHOLD OF TREATMENT OF PATIENT”

(Next-of-kin)






MD2010-007-01N    
[  ] ER      [  ] SERVICE   [  ] PAY               [  ] PEDIA        [  ] OB-GYNE   [  ] SURGERY     [  ] MEDICINE                                        

         
                                                             [  ] OPHTHA    [  ] ENT            [  ] PICU / NICU / MICU / LMA / PIDW


I, 








, of legal age, and with resident and postal address at 










 do hereby declare:


I am the 



 of 







 who



          (Relation to Patient)




(Name of Patient)

is presently confined at 


Floor, Room 

 Bed ____ of the Mandaluyong City Medical Center who is not in a mental capacity to act or to make a declaration with juridical effects.


Based on the certification of two physicians, one of whom is the attending physician of the patient, there is no reasonable probability for him/her to recover and death would occur whether or not life-sustaining procedures are applied, and that application of such procedures would only artificially prolong the dying process.


In view of the foregoing, I hereby direct that all procedures to prolong his/her life be withdrawn or withheld, and that he/she be permitted to die naturally with grace and dignity, and only the administration of medications or performance of procedures deemed necessary to relieve his/her suffering be instituted.

(Next-of-kin)

SIGNED IN THE PRESENCE OF:

Attested by:

Attending Physician




Concurring Physician

INTERPRETER’S DECLARATION

I confirm that I have accurately interpreted the contents of this form and the related conversations between the patient and the doctor.

Need for an interpreter. 

Language (spoken) 



  
Disability (Specify) 




 


Signature over printed name (Interpreter)



Date/Time
	NAME:
	AGE:
	HOSP. REC. #

	DATE OF BIRTH:
	SEX: 
	CASE NO.:
	ROOM/BED #: 



