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Consent - Injury Treatment

1. | authorize the Occupational Medicine of Colunbus provider to release to ny
enpl oyer, prospective enployer, as well as any of their authorized agents, any and
all information frommny records which may be relevant to work fitness. |

under stand t he purpose of such disclosure is to allow the enpl oyer to understand
work restrictions, if any, and for billing purposes. Since |l amvoluntarily
participating in this programto neet the requirenents of ny enpl oyer/prospective
enpl oyer, | release the Cccupational Medicine of Col unmbus provider and its

enpl oyees and agents of any liability arising out of nmy participation in this
program This consent may be revoked by nme at any tinme except to the extent that
action has been taken in reliance thereon.

2. | place no limtations and understand that the information that may be be
rel eased for further treatnent may refer to history of illness, diagnostic and
t herapeutic information, including any treatment of al cohol or drug

abuse/ dependency; psychol ogi cal conditions; nental illness or retardation; and

acqui red i mune deficiency syndrone.

Si gnature of Patient Dat e

Parent/Legal Guardian (if applicable) Dat e

NOTI CE TO RECEI VI NG AGENCY/ PERSON

This informati on has been disclosed to you fromrecords protected by Federa
Confidentiality Rules (42 CFR Part 2). The Federal rules prohibit you from making
any further disclosure of this information unless further disclosure is expressly
permitted by the witten consent of the person to whomit pertains or as otherw se
permtted by 42 CFR Part 2. A general authorization for the rel ease of nedical or
other information is NOT sufficient for this purpose. The Federal rules restrict
any use of the information to crimnally investigate or prosecute any al cohol or
drug abuse patient.




