EMPLOYMENT & WAGE AUTHORIZATION

TOWHOM IT MAY CONCERN:

YOU ARE HEREBY AUTHORIZED TO GIVETO

OR ANY OF ITSREPRESENTATIVES, ANY AND ALL INFORMATION REGARDING YOUR
EMPLOYMENT, PAST OR PRESENT, INCLUDING RATE OF PAY, DUTIES PERFORMED,
DATES OF ABSENCES AND REASONS THEREFOR.

A COPY OF THISFORM SHALL HAVE THE SAME EFFECT AS THE ORIGINAL.

Signature Date
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MEDICAL AUTHORIZATION

TOWHOM IT MAY CONCERN:

hereby authorize the release of all medical documentation and other information which may bein the
possession of any insurer, physician, surgeon, hospital, ambulance service or nurse, to any representative
of

(hereinafter called “ The Company”) regarding my injuries, medical history, and physical & mental
condition both prior to and subseguent to the date of this authorization, regardless of lapsed time.

Upon presentation of this authorization (or a photocopy), you are authorized to release a copy of these
records to any representative of The Company. | understand that information disclosed pursuant this
authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal
law.

The purpose of the disclosureis at my request and this Medical Authorization shall be deemed to comply
with the requirements of the Health Insurance Portability and Accountability Act (45 CFR § 164.508).

This Medical Authorization shall expire upon final resolution of my pending claim with The Company. |
understand that | may revoke this Medical Authorization at any time by sending written notice to the
medical providers and to The Company.

WITNESS(ES): SIGNATURE OF CLAIMANT:
Witness Signature
Witness Social Security Number
Claim Number Date
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