MEDICAL RECORDS RELEASE FOR WORKERS’ COMPENSATION CLAIMS

PATIENT NAME: [PATIENT FULL NAME]

PATIENT DATE OF BIRTH: [PATIENT DATE OF BIRTH]

PATIENT ADDRESS: [PATIENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

PATIENT PHONE: [PATIENT PHONE NUMBER]

PATIENT EMAIL: [PATIENT EMAIL ADDRESS]

CLAIM NUMBER: [WORKERS COMPENSATION CLAIM NUMBER]

DATE OF INJURY: [DATE OF INJURY]

EMPLOYER NAME: [EMPLOYER NAME]

EMPLOYER ADDRESS: [EMPLOYER STREET ADDRESS]

[CITY, STATE, ZIP CODE]

INSURANCE CARRIER: [INSURANCE CARRIER NAME]

INSURANCE CARRIER ADDRESS: [INSURANCE CARRIER STREET ADDRESS]

[CITY, STATE, ZIP CODE]

ADJUSTER NAME: [CLAIMS ADJUSTER NAME]

ADJUSTER PHONE: [CLAIMS ADJUSTER PHONE NUMBER]

RE: AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

1. AUTHORIZATION AND PURPOSE

1.1 Purpose of Authorization: This authorization permits the disclosure of the patient’s protected health information as necessary to process, evaluate, defend, or administer the workers’ compensation claim identified above.

1.2 Voluntary Authorization: The patient understands that this authorization is voluntary and that treatment, payment, enrollment, or eligibility for benefits will not be conditioned on signing this authorization, except as permitted by law.

1.3 Effective Date: This authorization becomes effective on [EFFECTIVE DATE].

1.4 Expiration Date: This authorization expires on [EXPIRATION DATE], or upon the occurrence of [EXPIRATION EVENT], whichever occurs first, unless revoked earlier in writing.

2. HEALTHCARE PROVIDERS AUTHORIZED TO DISCLOSE INFORMATION

2.1 Provider Name: [PROVIDER NAME]

2.2 Provider Address: [PROVIDER STREET ADDRESS]

2.3 Provider City, State, ZIP: [CITY, STATE, ZIP CODE]

2.4 Provider Phone: [PROVIDER PHONE NUMBER]

2.5 Provider Fax: [PROVIDER FAX NUMBER]

2.6 Additional Providers: [ADDITIONAL PROVIDER NAME AND ADDRESS]

3. PERSONS OR ORGANIZATIONS AUTHORIZED TO RECEIVE INFORMATION

3.1 Recipient Name: [RECIPIENT NAME]

3.2 Recipient Organization: [RECIPIENT ORGANIZATION]

3.3 Recipient Address: [RECIPIENT STREET ADDRESS]

3.4 Recipient City, State, ZIP: [CITY, STATE, ZIP CODE]

3.5 Recipient Phone: [RECIPIENT PHONE NUMBER]

3.6 Recipient Fax: [RECIPIENT FAX NUMBER]

3.7 Additional Recipients: [ADDITIONAL RECIPIENT NAME AND ADDRESS]

4. INFORMATION AUTHORIZED FOR DISCLOSURE

4.1 General Medical Records: [SPECIFY RECORDS, DATES OF SERVICE, OR “ALL RECORDS RELATING TO THE INJURY”]

4.2 Dates of Service: [DATE RANGE OR SPECIFIC DATES]

4.3 Diagnosis and Treatment Information: [SPECIFY OR “ALL DIAGNOSIS AND TREATMENT INFORMATION RELATING TO THE CLAIM”]

4.4 Diagnostic Imaging and Test Results: [SPECIFY OR “ALL IMAGING AND TEST RESULTS RELATING TO THE CLAIM”]

4.5 Operative and Procedure Reports: [SPECIFY OR “ALL OPERATIVE AND PROCEDURE REPORTS RELATING TO THE CLAIM”]

4.6 Prescription and Medication Records: [SPECIFY OR “ALL PRESCRIPTION AND MEDICATION RECORDS RELATING TO THE CLAIM”]

4.7 Physical Therapy and Rehabilitation Records: [SPECIFY OR “ALL THERAPY AND REHABILITATION RECORDS RELATING TO THE CLAIM”]

4.8 Billing and Payment Records: [SPECIFY OR “ALL BILLING AND PAYMENT RECORDS RELATING TO THE CLAIM”]

4.9 Employment-Related Medical Information: [SPECIFY OR “ALL WORK STATUS, RESTRICTION, AND RETURN-TO-WORK DOCUMENTATION RELATING TO THE CLAIM”]

4.10 Other Information: [SPECIFY ANY OTHER INFORMATION]

5. SPECIFIC AUTHORIZATIONS

5.1 Mental Health Information: [YES/NO] — If yes, specify scope: [SCOPE OF MENTAL HEALTH INFORMATION]

5.2 Substance Use Disorder Records: [YES/NO] — If yes, specify scope: [SCOPE OF SUBSTANCE USE DISORDER RECORDS]

5.3 HIV/AIDS-Related Information: [YES/NO] — If yes, specify scope: [SCOPE OF HIV/AIDS-RELATED INFORMATION]

5.4 Genetic Testing Information: [YES/NO] — If yes, specify scope: [SCOPE OF GENETIC TESTING INFORMATION]

6. METHOD AND FORMAT OF DISCLOSURE

6.1 Permitted Methods: Disclosure may be made by [SECURE ELECTRONIC TRANSMISSION, FACSIMILE, MAIL, OR OTHER METHOD].

6.2 Format: Records may be provided in [PAPER, ELECTRONIC, OR OTHER FORMAT].

7. PATIENT RIGHTS

7.1 Right to Revoke: The patient may revoke this authorization at any time by delivering a written revocation to [NAME AND ADDRESS FOR REVOCATION], except to the extent that action has already been taken in reliance on this authorization.

7.2 Right to Inspect or Copy: The patient has the right to inspect or copy the protected health information to be disclosed.

7.3 Right to Refuse to Sign: The patient may refuse to sign this authorization.

7.4 Redisclosure: Information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be protected by federal privacy regulations.

7.5 Copy of Authorization: The patient has the right to receive a copy of this authorization.

8. SIGNATURE

8.1 Patient Signature: [PATIENT SIGNATURE]

8.2 Printed Name: [PATIENT PRINTED NAME]

8.3 Date: [DATE SIGNED]

8.4 Personal Representative Signature (if applicable): [PERSONAL REPRESENTATIVE SIGNATURE]

8.5 Personal Representative Printed Name: [PERSONAL REPRESENTATIVE PRINTED NAME]

8.6 Relationship to Patient: [RELATIONSHIP TO PATIENT]

8.7 Date: [DATE SIGNED]

9. WITNESS

9.1 Witness Signature: [WITNESS SIGNATURE]

9.2 Witness Printed Name: [WITNESS PRINTED NAME]

9.3 Date: [DATE SIGNED]

10. PROVIDER USE ONLY

10.1 Released By: [PROVIDER STAFF NAME]

10.2 Title: [TITLE]

10.3 Date Released: [DATE RELEASED]

10.4 Records Released To: [RECIPIENT NAME]

10.5 Method of Release: [METHOD OF RELEASE]
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