Post-Incident Medical Evaluation

Declination Form

Date of Incident: ___________________________________________________
Employee Name: __________________________________________________

Brief Description of Incident and Injury: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I have been offered, free of charge, a medical evaluation for treatment and have freely declined.  I understand that this declination does not prevent me from seeking medical treatment at a later date.

Employee Signature: _________________________________Date: _________

Supervisor Signature: ________________________________Date: _________

Employer:  attach to DWC 1 form and retain for reference.

