
Scott County
Workers’ Compensation Refusal of Treatment


Date:_______________________   	Employee Name: _____________________________________________

As of the above noted date, I am hereby notifying Scott County of an injury that occurred on (date)____________________.  I injured (body parts)_________________________________________ during this incident.  I initially reported this injury to a supervisor on (date)__________________.

The aforementioned accident did occur while I was employed with Scott County and while performing my assigned duties.  A representative of Scott County has requested that I be medically evaluated by Scott County’s preferred health care provider.  However, I DECLINE to be medically evaluated for the above injury.  I understand that by signing this document any future claims regarding this injury will require a medical evaluation by Scott County’s approved occupational health provider noted below.  I also understand that should I decide to seek medical treatment for this injury, I must immediately notify my supervisor.
			LMC Occupational Health
			Lexington Medical Park Otarre Pointe
			3799 12th Street Extension, Suite 110
			Cayce, SC  29033

*Note:  Should the condition become life threatening you should seek appropriate emergency medical care.

Statement:  I have read the above information and it is a factual and true statement.  I authorize any physician, hospital, or health care provider to release and furnish any and all medical records or other information pertaining to the above listed condition to Scott County.

________________________________________                            __________________________________________
Employee Signature						Supervisor/Witness Signature


____________________________				______________________________
Date								Date				
			 
