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COMPENSATION AUTHORIZATION TO INSPECT AND/OR =son City, 0038
COPY MEDICAL RECORDS e D T f
{Place and County of Accident - M e I C a e p O t
Description of Injury (Must inchuc t -

You are hereby authorized to penmit

|
|
in behalf of . v and all medical
records you have in your possession in regard to the above captioned
o

Division of Workers’ Compensation.

NOTE: The medical recor
treatment for the inj
the injury listed above, as 10 the
Medical record:

u
do not relate to this injury, may not be relcased purs O I l S u tI I l g
ery hospital or other person furnishing
copied b d shal! furnish full information o the

emplo

- or his dependents and any other party ¢
and certified copi

of the records shall be admi

— T Expert is Work
Product until

Disclosed
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Employee CANNOT be Forced to
Sign Medical 'Authorizations




Subpoena Duces
Tecum without Notice
IS Inappropriate,
as IS cover letter
Instructing Deposition
will be cancelled If
=~ records are produced
(without consent of all
counsel)




Medical Exam/Psychological
Exams
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Unemployment Records
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Prior Injuries
COMPENSATION WORKERS’ COMPENSATION RECORDS

I ___authorize the use or disclosure of my workers' compensation
records that are described below in paragraphs three and five.
The last four digits of my social security number are XXX-XX-

The following individual or organization is authonzed to make (he dlsulusur

Missouri Department of Labor anc
Addr
The type of records and information to be uud or dlsclo\cd is as follows. Please strike through all records that
should not be disclosed:
Any and all records concerning all injuries reported to the Division of Workers' Compensation, including, but not
llmuled to, reports of injury, employen report of injury or accident, supplemental records, medical records,

i , wage statements, mmcnpls of any and all hearings, awards, records of
benefits paid, minute sheets, rehabilitation fon 4 £ , stipulations for compromise
settlement with exhibits or addendums including information that is confidential under federal or state laws, and
all other documents in the possession of the Missouri Division of Workers” Compensation regarding all current
and prior injuries or claims for workers' compensation benefits.

T am restricting the release of records for a certain period which is from ___ to E
T'understand that the information in my workers’ compensation records may include information relating to sexually
transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may
also include information about behavioral or mental health services, and treatment for alcohol and drug abuse.
My initials specifically authorize disclosure of such records
D My initials do not authorize disclosure of such records
The records may be disclosed to and used by the following individual or organization:

Address:

For the purpose of:
T understand I have the right to revoke thi authom;mon at any time. [ understand if l revoke this authorization, I must
do so in writing and present any written revocation to the Division of Workers” Compensation. I understand the
revocation will not apply to information that has already been released in response to this authorization. Unless
otherwise revoked, this authorization will expire on the following date, event or condition: . If I fail to
specify an expiration date, event or condition, this authorization will expire in ONE YEAR from the date of
execution.
Tunderstand that authorizing the disclosure of this information is voluntary. I can refuse to sign this authorization. I
understand I may inspect or copy the information to be used or disclosed. I understand any disclosure of information
carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal
confidentiality rules.

ature of Claimant or Legal Representative (if claimant is deceased, a minor, or incapacitated) " Date
ted Name of Claimant or Legal Representative (if claimant is deceased, a minor, or incapacitated)  Claimant's Date of Birth

Claimant Address

If signed by Legal Representative, relationship to Claimant

Missouri Division of Workers' Compensation is an equal opportunity employer/program. Auxiliary
are available upon request 1o individuals with disabilities. TDD/TTY: 800-735-2966 Relay M
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Soclal Security Files




