REFUSAL OF TRANSPORTATION and RELEASE OF LIABILITY
Date:
Tag #:
          Call Received:       FORMCHECKBOX 
 1st Party       FORMCHECKBOX 
 2nd Party       FORMCHECKBOX 
 3rd Party
Pt Name:
    

Age:                  DOB:



  

Address: 

Phone #  


Parent or Guardian Name:

Phone #  


Patient’s stated reason for refusing:  


· Appearance:
WELL GROOMED & CLEAN
DISHEVELED
OTHER:  

· Behavior:

APPROPRIATE
INAPPROPRIATE
OTHER:  

· Level of Anxiety:
CALM
ANXIOUS
SOBBING
OTHER:  

· LOC and Orientation:
AAOX3
OTHER:  

· Memory:
+IR/+ST/+LT

OTHER:  

· Cognition and Concentration:
+WORLD TEST
+$3.50 TEST
+BACKWARD 7s
OTHER:  

· Insight and Judgment:
APPROPRIATE
INAPPROPRIATE
OTHER:  

· Thoughts:

LOGICAL & LINEAR
OTHER:  

· Speech:
CLEAR & DISTINCT
SLURRED
OTHER:  

· Drugs/Medications/ETOH:
DENIES ANY IN LAST 24 HRS
OTHER:  

1. Based on your examination and knowledge of the patient, do they have the mental capacity to refuse medical care and/or transportation at this time?


2. Does the patient understand their current medical condition?


Field Assessment:  

3. Has the patient been advised of the anticipated benefits of receiving care and/or transportation?  Describe the benefits:  

4. Has the patient been advised of the reasonable and foreseeable potential consequences of refusing medical care and/or transportation?  Describe the potential consequences:  

5. Was the patient provided with instructions for follow-up care and/or seeking medical care?  Describe the instructions given:  




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   Pt Initials 


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   Pt Initials 


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   Pt Initials 


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   Pt Initials 


 FORMCHECKBOX 
 Discharge Instruction Sheet
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   Pt Initials 


If Medical Control contacted, physician name and comments:  


My signature below indicates that I have been provided with the above listed information and that I hereby release ___________________________________and its employees, administrative officers and directors, as well as, the hospital and its employees, administrative staff and directors and physician advisors from any liability and/or medical claims resulting from my refusal of medical treatment and/or transportation to a healthcare facility.

In addition, I acknowledge that I was provided with, or a reasonable attempt was made to provide me with a copy of the Notice of Privacy Practices and my rights in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Signature of Patient or Guardian 
 Date 


Signature of Witness  
 Date 

Signature of Crewmember 
 Date 


White for report  *  Yellow for QA   *  Pink to patient







