EMPLOYEE DECLINING MEDICAL TREATMENT FOLLOWING

AN ACCIDENT AT WORKPLACE
Employee, _____________________________ (name), sustained a potential work-related injury on _______________ (date).  The supervisor requested a medical treatment from the company’s designated medical provider for the injury and the employee has declined, stating that no treatment was deemed necessary at this time.
Employer required claim reporting paperwork, including but not limited to the employee statement, DWC 1 (employee reporting form), have been completed with copies having been placed in the employee and HR files.

By signing this form, the employee understands that if he/she later needs to obtain medical care for the work-related injury, he/she may do so after requesting authorization from his/her direct supervisor.
Employee Name ______________________________________________

Employee Signature ___________________________________________

Date _________________________________
Supervisor Name ______________________________________________
Supervisor Signature ___________________________________________
Date 

Location 
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