
 
 
 
 
 
 
 
 
 
 
Date: _______________________ 
 
Emergency Medical Technicians determined that you have exhibited 
symptoms that may warrant immediate medical treatment. Signing below 
indicates you have refused further medical services, including hospital 
transport.  
 
 
 
 
 
 
__________________________________________ 
Printed Name 
 
__________________________________________ 
Signature 
 
__________________________________________ 
Guardian Signature 
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