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FUTURECOMP AND CITY OF SPRINGFIELD

CONSENT FOR RELEASE OF MEDICAL INFORMATION

Claim Number
:

Injured Worker:

Date of Injury:

Date of Birth:

Social Security Number:

I authorize the release of medical information and facts regarding this injury, including reports and records, results, or diagnosis, treatment and prognosis, estimates of disability, and recommendations for further treatment relating to this injury. This information is to be used for purpose of evaluating and handling my claim for injury as result of an accident on or about date of injury as identified above on this form.

This will also authorize FutureComp Medical Case Manager if assigned to me, and the City of Springfield Human Resources Department, to have access to all medical records and Utilization Review Records. The Case Manager may discuss pertinent information with professionals involved in my case to share information as appropriate and necessary for coordination of health care services and coordination with employer for return to work.   I understand authorization for Case Management purposes is voluntary and not required. 

I am willing that a photocopy of this authorization be accepted with the same authority as the original. 

   Signature of Injured Worker or Authorized Representative




Date

� To be assigned later on by FutureComp
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