
 
 

WORK COMP REFUSAL OF MEDICAL TREATMENT OR OBSERVATION 
 
 

(PSOR\HH¶V Name:    Date Reported:    
 

Date of Injury:    Time of Injury:     
 

Supervisor:    Client / Location:    
 

Witness(es): 
 

 

 

Nature of Injury/Condition: 
 

 

 

Description of Injury [Body Part(s) Injured]: 
 

 

 

Brief Narrative Description of the Incident: 
 

 

 
 

 
 

 

I, hereby acknowledge my refusal
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