
 
 

COBRA NOTICE AND WAIVER  

 

Patient's Name: _________________________________________  

I, the undersigned, intend and desire that the KENT COUNTY EMERGENCY MEDICAL 
SERVICES  

DO NOT RESUSCITATE ORDER which I have signed and established shall be honored and 
adhered to by those individuals providing services within the hospital Emergency Department as 
well as the pre-hospital emergency medical services personnel who may be transporting me to 
the hospital Emergency Department. I understand that, pursuant to Federal Law, hospitals that 
provide such emergency medical services are required to perform a screening examination and 
provide such emergency medical treatment as necessary to stabilize a patient's emergency 
medical condition to all persons who present or are presented to the hospital Emergency 
Department without regard to the person's insurance status or ability to pay for the required 
examination and treatment.  

In making my application for pre-hospital limited treatment, I hereby acknowledge my intent to 
withhold my consent or refuse to consent to the performance by hospital emergency department 
personnel, of any such screening examination or provision of appropriate medical treatment 
necessary to stabilize my emergency medical condition as may otherwise be required under 
Federal Law. I intend that this withholding/refusal of consent to such examination and treatment 
be applicable to and equally binding upon those pre-hospital emergency medical service 
personnel who are responding to my request for limitation of patient care services while 
transporting me to the hospital as well as those hospital emergency department physicians and 
other medical personnel that respond to my request when or if I am ultimately presented to the 
hospital Emergency Department.  

I understand that my expression of intent to forego such a screening examination and provision 
of stabilizing treatment is subject to being changed/reversed if I so desire and that, therefore, if I, 
or a legally responsible person on my behalf, request performance of a screening examination 
and provision of necessary stabilizing treatment upon my presentment to the hospital Emergency 
Department, such examination and treatment will be provided to me, subject to the clinical 
judgment of the Emergency Department personnel responding to my presentment.  

___________________________________________________________________________ 

Date Patient's signature or signature of Medical Durable Power of Attorney or Legal Guardian  

 

___________________________ 

Date Witness  

TAKE THIS FORM WITH YOU TO THE EMERGENCY DEPARTMENT IF YOU HAVE TO GO.  


