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* Piease send to the Service Office where your claim is iocated

Injured worker name (first, M., fast) ) Date of injury Claim number

Address

ity State T9.digit ZIP Code

l
i
|
|

Employer name

I, the above named injured worker, understand that | am allowing
any person or facility that attends, treats, or examines me to release
all medical, psychological, and/or_psychiatric information that is
related to my workers' compensation claim.

This information will be available to the Ohio Bureau of Workers'

. Compensation (BWC) or their agents, the Ohio Industrial Commis-

sion, and the above named employer, upon request.

I understand that a copy of the medical information received by the
employer will be forwarded to BWC', by the employer.

| also understand that a copy of the medical information will be
available to me or my physician of record upon request to BWC, the
employer or provider.

Injured worker signature Date
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