
Date:


Project:


Contact Ph.#:


Fax #:

To:  ______________________  (Name of person and organization requested to 





release the information).


Name:


Date of Injury/Illness:


S.I.N./Claim #:


Employee #:  ___________________________________

This letter authorizes you to release any relevant medical information /records related to _________________________ (please specify current medical condition/injury) for the purpose of enabling my employer to develop a rehabilitation plan.  The information is to be released to:

 ____________________________________,  _____________________________. 

       (Name  - print)




(Title - print)

The intended purpose and use of the information will be: ____________________________________________________________________________________________________________________________________________

This release of information will expire on _____________________ (month, day, year).   I understand that I can rescind this release of information at any time, by written notice to my employer and health care provider, except where action has take place in reliance upon this authorization.   

Dated this _____day of ______________________ in __________________________,

in the Province of ___________________.                                                            .


Employee’s Signature
Witness’ Signature


Employee’s Name (print)
Witness’ Name (print)

