
I,                                                                                           , was offered Medical 

             (LAST NAME)                                         (FIRST NAME)

Treatment for my injury / illness which occurred on          /         /         .   At this

 time I do not desire to leave work nor to seek Medical attention.  I understand 

that I can  seek  District paid treatment at a later time if necessary.   I have 

received a DWC Form 1 and a Facts For Injured Workers Pamphlet.

Type of Injury/Illness                                                                                            .


                                                                            
Date            /         /         .

       (EMPLOYEE’S SIGNATURE)

                                                                            .

       (EMPLOYEE’S DEPARTMENT/SCHOOL SITE)                                                                             

                                                                            
Date            /        /           .

       (SUPERVISOR’S SIGNATURE)

Employee Injury / Illness Release Form











