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REFUSAL TO FOLLOW PHYSICIAN 

 POST-BOUT RECOMMENDATION 

     FOR MEDICAL TREATMENT

Legal Name:_______________________________________________________________________________   

         Last




First




Middle

Federal/National ID #:_____________________________

This is to certify that I, a professional athlete, participated in a boxing/mixed martial arts contest on today’s date, sanctioned and regulated by the Athletic Commission as named.
Following the contest, I was examined by the attending physician named below and it was determined that I sustained or was at risk for one or more injuries during the course of this contest.  The nature of the injury (injuries) was fully explained to me by the physician, and the physician recommended a course of treatment for same.  If the physician deemed it necessary, he/she directed that I immediately be transported to a hospital emergency room for treatment.

I acknowledge that I have been informed of the risks involved, and I voluntarily, and of my own free will, am refusing the course of recommended treatment and/or recommendation to be transported to a hospital emergency room; although I fully realize that, as a result, I may be subjecting myself to significant medical consequences or death.
I hereby release the attending physician(s), the Athletic Commission, and any agent or representative of the Athletic Commission from all responsibility, liability and claims for any consequences resulting from my failure to follow the recommendations of the attending physician and Athletic Commission.

________________________________________
_________________________________      ________________

Athlete                           
                                                Signature                                                                 Date
________________________________________
_________________________________      ________________

Witness





Signature                                                                Date

Comments:______________________________________________________________________________________

_______________________________________________________________________________________________
________________________________________
_________________________________      ________________

Physician, M.D./D.O.
                                                Signature                                                                 Date

________________________________________
_________________________________      ________________

Physician, M.D./D.O.
                                                Signature                                                                 Date

________________________________________
_________________________________      ________________

Commission Staff                                                                   Signature                                                                 Date
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