
EMPLOYEE'S NAME:		
EMPLOYEE'S CLASSIFICATION:		
EMPLOYEE'S DIVISION:	
DATE OF INJURY:	
[bookmark: TIME_OF_INJURY]TIME OF INJURY:	     

     

     
     
 (
CITY OF BURBANK
) (
DECLINATION OF MEDICAL TREATMENT
) (
EMPLOYEE TO FILL OUT AND SIGN. SUPERVISOR TO SIGN.
PLACE IN EMPLOYEE'S DEPARTMENT FILE.
) (
THIS FORM IS TO BE ISSUED BY THE SUPERVISOR IN THE EVENT THAT A MINOR INDUSTRIAL INJURY HAS OCCURRED
AND IMMEDIATE MEDICAL  ATTENTION APPEARS 
NOT
 
TO BE WARRANTED. IT IS THE SUPERVISOR'S RESPONSIBILITY
AND DECISION AS TO WHETHER THE EMPLOYEE IS SENT FOR IMMEDIATE MEDICAL  ATTENTION, NOT THE
EMPLOYEES.
) (
DESCRIBE INCIDENT AND TYPE OF INJURY:
) (
I HAVE BEEN ADVISED THAT I HAVE THE RIGHT TO MEDICAL TREATMENT FOR THE INDUSTRIAL INJURY THAT HAS
OCCURRED. HOWEVER, AT THIS TIME, WITH THE ACKNOWLEDGEMENT OF THE SUPERVISOR, I HAVE CHOSEN TO
DECLINE MEDICAL TREATMENT. THE SIGNING OF THIS FORM DOES NOT CONSTITUTE SIGNING AWAY MEDICAL
TREATMENT RIGHTS SHOULD MEDICAL TREATMENT BE REQUIRED IN THE FUTURE.
) (
IN THE EVENT THAT IT IS A QUESTIONABLE INJURY, THE SUPERVISOR SHOULD CALL RISK MANAGEMENT/WORKERS'
COMPENSATION AT (818) 238-5010 FOR FURTHER DIRECTION.
) (
EMPLOYEE'S SIGNATURE
) (
DATE
) (
SUPERVISOR'S SIGNATURE
) (
DATE
) (
=
)
