Release Authorization


Dear:	____________________________________________
	[Health Care Provider Name]


[bookmark: _GoBack]There is an understanding that medical information is to be treated in a confidential manner and that representatives will preserve results in such a manner and disclose only to individuals and insurance programs on a need-to-know basis.  Given that acknowledgement, I, [Employee Name], authorize the above-named health care provider to provide, release and disclose all information concerning my injury/illness to my employer, [Employer Name], or any relevant party in order to determine if there are any job restrictions for the position of [Position Title] currently held by myself.  The release of information includes discussions and interactions with the health care provider such that full information is available to comply with the interactive job evaluation process.

I hereby release the above-mentioned parties from any liability arising from such disclosure.  A reproduction of this authorization shall be valid as the original for the duration of my employment with [Employer Name].



Employee Signature:	_________________________________________	Date:  __________


Witness/Parent/Guardian Signature:	____________________________	Date:  __________




_____________________________________________________________
Employee Printed Name


_____________________________________________________________
Street Address


_____________________________________________________________
City, State, Zip
