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	Record of Well or Uninjured Persons Contacts
	

	
	
	



Date _____ / _____ / _____                                                                                           Incident # ____________________________________       

Type of Incident:  [  ] Motor Vehicle Collision     [  ]  Other:  _______________________________________________________________________

Check each step below and follow the instructions

_____  Patient(s) appear to be well or uninjured and deny any medical complaints or problems.  If not, use and complete a Patient Refusal 

           Form for each patient who complains of an illness or injury, or who may appear to be ill or injured.


_____  All patients are offered assessment, treatment, and transportation.

_____  Instructions are given on calling back if any patient begins to feel ill or recognizes a potential injury.

As an undersigned person or guardian of one or more of the undersigned persons, I understand the information that you have told me and that is written on this form.  I accept full responsibility for my choice to refuse your offer to assess/treat/transport the undersigned person(s) or me.  I agree to release, and hold harmless Iredell County and all responding agencies of the Iredell County Emergency Medical Services System, and their officers, agents, and employees from any and all claims, actions, causes of actions, damages, or liabilities of whatsoever kind or nature arising out of or in connection with my refusal of medical treatment or transportation.
	Print Name
	Address
	Phone
	Refusal
	DOB
	Signature
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                     Provider   Signature: ______________________________ EMT- B / I / P   Date:  ______________  Time: _____________

                     Provider   Signature: ______________________________ EMT- B / I / P   Date:  ______________  Time: _____________  


ICEMS 04/07                                       Attach this form to the Provider copy of the ACR
_1243924523.bin

