CONSENT FOR RELEASE OF MEDICAL INFORMATION
I hereby authorize and request any person or organization to allow AmTrust North America or its authorized representative to examine, discuss and copy any information, records, reports and x-rays regarding my medical condition and treatment. 

Disclosure of medical records for the purpose of administration of workers’ compensation claims is authorized by the Health Insurance Portability and Accountability Act (HIPAA), §42 CFR §164.512.  

This pertinent information will be discussed with other professionals involved in my treatment or any institution that, through the Workers’ Compensation program or otherwise, is paying all or part of the cost associated with my medical care.

Name of Employee:
___________________________________





(please print clearly)

Social Security Number:
_____-____-_____   

Date of Birth:

_____-____-______




(month)
  (day)     (year)
Telephone Number:
(____) ____-______

Email Address:

___________________________________





(please print clearly)  
Work Site Employer:
___________________________________





(client site where you work – please print clearly)

Date of Injury:

___________________________________





(date input when injury occurs)

X________________________________________      ____________
  (signature of employee)





        (date)

Submit to:


Sunwest Employer Services





Fax:  (602) 386-3575

A PHOTOCOPY OR FACSIMILE COPY OF THIS AUTHORIZATION IS AS VALID AS THE ORIGINAL.
