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SDIC WORKERS’ COMPENSATION

MEDICAL INFORMATION RELEASE

EMPLOYER #:  _________________
CLAIM #:  _____________________

EMPLOYEE’S NAME:  _________________________________________

EMPLOYEE’S SOCIAL SECURITY NUMBER:  ____________________

NAME OF SCHOOL DISTRICT:  _________________________________

Dear Medical Services Provider:

This will authorize you to disclose to SDIC (School Districts Insurance Consortium), or its representatives, any and all information that you may have regarding my condition while under your treatment at any time.  This authorization specifically includes my medical history findings, consultations, prescriptions, treatments, x-rays, special consultation reports, diagnosis, prognosis and copies of all hospital records and/or medical records from whatever source.

A photostatic copy of this Medical Release shall be considered as effective and valid as the original.

EMPLOYEE’S 

SIGNATURE:  __________________________  DATE:  ______________

HOME ADDRESS:  ____________________________________________

             
             ____________________________________________


                                  ____________________________________________

EMPLOYEE’S HOME TELEPHONE NUMBER: (      )  _______________

