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University of California Los Angeles

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

 

Federal and State law requires your specific authorization for us to release to or obtain from appropriate parties any information about your medical condition. UC Policy states that the employee is responsible for providing medical documentation to assist in understanding the nature of any accommodation to an impairment and/or injury. Such statements shall be related directly to the job duties.

 

I authorize 
to disclose

(Treating Physician of Record)

to 


(Employee Disability Coordinator) or (Human Resources Representative)
any and all physical/mental work restrictions recommended by a licensed medical practitioner.
The information is required for a GRANTING OF MEDICAL LEAVE, FUNCTIONAL CAPACITY EVALUATION FOR APPROPRIATE WORK ASSIGNMENT, TRANSITIONAL RETURN-TO-WORK PROGRAM, MODIFIED OR ALTERNATE WORK ACCOMMODATION, FITNESS FOR DUTY, AND/OR TO PARTICIPTE IN A WORK TOLERANCE.

Information received will not be furnished to any other individual or institution without my written consent unless expressly permitted or required by law. Released information will be limited to that specifically indicated on this form.

I may revoke this authorization, in writing, at any time before the information has been released; otherwise the authorization will remain valid for a maximum of one year from the date it is signed.

I acknowledge that a Photostat copy of this Authorization to Release Medical Information Form shall be as valid as an original of same.

SIGNER MAY RETAIN A COPY OF THIS AUTHORIZATION

Employee's Name:


 (Print)

Employee's Signature:

Date: 
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