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Medication Refusal Form














Witness Statement





Date:











Responsible person name & surname:



































Description of Accident





Signature:





Signature:





Date:





Signature:





Victim name & surname:





Witness name & surname:





I the undersigned, observed the above named person (victim) review and sign the statement above following the explanation carried out by the responsible person. The victim was alert and did not appear confused. The victim appeared to understand the statement and did not state otherwise.





Date:





I understand that the accident I was involved in, may present a risk to my health if I do not seek medical care from a physician.				


I the undersigned, assume the risks and consequences involved and release those offering to treat and/or transport me, as well as their employers, from the responsibility whatsoever for any unfavourable conditions or injuries caused by my refusal. I refuse treatment and/or transportation to a policlinic or hospital. I waive all actions and claims by me or on my behalf resulting from my refusal of treatment and/or transportation.			



































