

This sample letter will assist you in creating a unique letter for your practice. This sample letter is in a general format that does not account for varying state laws. Consult your state law to ensure compliance with any state-specific rules and regulations.

Sample Ob Withdrawal from Care or Termination Letter

[Date]
Dear [Patient’s name or name of parent or legal guardian for minor or incompetent patients]:

[I/we/the practice] will no longer be your treating physician(s) because of [insert your reason for termination or use language similar to one of the following]:
your lack of cooperation in your medical treatment and non-compliance with treatment recommendations; or
the disruptive nature of your [child’s, partner’s, etc.] behavior at your last appointment, which impairs impairing our ability to maintain a patient-physician relationship; or
your failure to keep scheduled appointments; or
your/your partner’s conduct in my/the office; or

the breakdown in the physician-patient relationship. 

It is necessary for you to [insert the advice, recommendation, or regimen] for important health reasons. If you fail to do so, it may have the following effects on your health and/or the health of your unborn baby: [insert consequences of not following recommendations].
While [I/we/the practice] will continue to provide care for you and your unborn baby for the next 30 days, no treatment will be rendered by my office thereafter. The final day [I/we] will be available to provide care to you is [insert date]. [I/we/the practice] recommend you find a new treating physician as soon as possible. Names of other physicians are available through the local medical society at [insert phone number], specialty society at [insert phone number], or local hospital physician referral service at [insert phone number]. You can also contact your health insurance company for a list of obstetricians who are accepting new patients. 

[My/our] office will forward a copy of your medical record to your new physician upon receipt 
of your written authorization. A form authorizing us to release a copy of your medical record 
is enclosed.
Sincerely,

[Signature]
[Physician’s Name]
Enclosure

Note: Withdrawal of care letters should be mailed via regular mail and U.S. Post Office Certified Mail, Return Receipt Requested. A copy of the letter should be kept in the patient’s medical 
record along with the Certified Mail information. Please call ProAssurance Risk Management 
for assistance.






