
Against Medical Advice (AMA)

Date _________ Time of injury _________ AM PM 
Location______________________________ 
Sport_________________________ PRO AMATEUR MINOR 
Patient’s Name ____________________________________ 
Phone _____________________________ 
Diagnosis____________________________________________________________________

Medical Advisement____________________________________________________________ 
Possible Risks of Refusing Treatment/Transport ____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________
 
Medical Personnel Name (print)___________________________________________________
 
Medical Personnel Signature_____________________________________________________ 
Credentials: ATC, DC, DO, MD, Medic/EMT, RN, other ____________________ 

Patient Refusal of Medical Treatment and/or Transport to Medical Facility/Hospital 
THIS IS TO CERTIFY THAT I RELEASE the NCTA AND ITS MEDICAL STAFF AND MEDICAL VOLUNTEERS, FROM LIABILITY FOR ANY CLAIMS ARISING FROM OR ASSOCIATED WITH ABOVE LISTED INJURIES OR MEDICAL CONDITION(S). I REFUSE FURTHER TREATMENT AND/OR TRANSPORTATION TO A MEDICAL FACILITY/HOSPITAL, EVEN THOUGH SAID TRANSPORTATION/TREATMENT HAS BEEN OFFERED TO ME, AND I HAVE BEEN ADVISED AND MADE AWARE BY MEDICAL PERSONNEL THAT MY INJURIES AND/OR MEDICAL CONDITION(S) MAY BE OF A SERIOUS NATURE AND MAY REQUIRE FURTHER TREATMENT TO PREVENT FURTHER DAMAGE FROM OCCURRING. 

Patient initials he/she has read & fully understands statements & advisement _____________________ 

Date__________________
Patient’s Name (printed)_______________________________________________________ 
Patient’s Signature____________________________________________________________ 

Patient’s Date of Birth:_________________ 
Patient’s Mailing Address: _________________________________________________________________ 

Signature of Parent/Guardian (if Patient is a Minor) _______________________________________________ 
Parent/Guardian Name (printed) ____________________________________________________________ 

PhoneNumber:_____________________________________________________
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