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Baylor Scott & White Pulmonary and Critical Care Specialists - Dallas 

PATIENT BEHAVIOR AGREEMENT 

 

I understand that in order for me as a patient to benefit from health care provided to me, I am responsible for 

participating in the determination of my medical care plans and to follow recommended treatment plans.  I also 

understand that a good patient/physician/medical staff relationship is based on mutual respect and trust.   

 

Patient Responsibilities: 

 

1. Refrain from abusive behavior, harassment, and/or intimidation of staff in any form. 

Inappropriate behavior such as profanity, abusive language of any type, acting disrespectfully, intensifying your 

voice, harassment of any type, or actions deemed inappropriate toward any staff are regarded very seriously and 

is absolutely unacceptable behavior in this facility. If this should occur, the patient will be asked to refrain from 

such language or actions. If the patient chooses not to comply, other actions may occur such as formally ending 

our provider-patient relationship. 

 

2. Compliance with prescribed regimen of health care. 

Cooperate with all necessary examination, testing and treatment recommended. If you are unwilling to do so, 

we will consider you responsible for the consequences and you should seek treatment elsewhere. Your refusal 

includes, but is not limited to: 

 Refusal of medication 

 Refusal of laboratory and imaging tests 

 Refusal of other medically necessary interventions and/or treatments 

 Refusal of nursing care 

 Refusal to discharge 

 Other: ______________________________________________________________________________ 

 

_________________________________________________________________________. 

 

3. Make and keep appointments (OUTPATIENT ONLY)  

The patient understands making and keeping appointments is a priority to provide appropriate care and 

treatment. Continued care is essential to your health and failure to follow your plan of care may have significant 

consequences, such as formally ending our physician-patient relationship.  

 

I, ________________________________________, understand that my signature indicates that I am in 

agreement with the outlined patient responsibilities.  

 

My continued ability to receive medical care and treatment will be contingent upon my adherence to this 

agreement.  I understand that if I violate this agreement, I may be subject to termination from my 

provider.   

 

 

_________________________________________________       ____________________  

Signature            Date/Time 

 

  

 

  


