
Attending Physician Change Form 

Patient Name:  Date of Change:  

Physician Name:  *Phone Number:  

 

 

By completing this form, I acknowledge: 

1. I was given the right to select the Attending Physician of my choice to oversee my hospice care.  

2. I can change my Attending Physician of choice at any time upon written notice.  

 

__________________________________   ________________________________ 

Signature       Print Name 

 

 


