
 

 

 

 

 

 

 

 

 

 

 
Medical Release 

 

I hereby authorize any person or persons who have in the past or will in the future medically attend, treat or examine 

me, or any person who may have information of any kind which may be used to reach a decision in any claim for 

injury or disease arising from the injury/illness described above, to disclose such information to my employer, my 

employer’s managed care organization, or to my employer’s designated representative.  A copy of this form will 

serve as the original. 

 

Employee Name (print)_______________________________________ 

 

Employee Signature__________________________________________ 

 

Date (required)______________________________ 


