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RECEIPT OF SERVICES

1 acknowledge receipt of the EMS services listed in this document and accept full
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insurance company to the provider of such services and authorize the provider to

release medical and other necessary information to my insurance company for that
purpose.

REFUSAL OF SERVICES
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f port. | have been informed of the

risk(s) involved, and hereby release the ambulance service, its attendants, and its
affiliates, from all responsibility which may result from this action.
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