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Authorization to Release Medical

Information from The WCB

	
	
	WCB Claim Number

     

	Worker’s Surname

     
	First Name

     
	Initial

     
	Date of Birth (yyyy/mm/dd)

     


To Whom It May Concern:

I, ______________________________________, authorize the Workers’ Compensation Board to release copies of:

               (Worker’s name please print)
	
	Type of Test/Report
	Date(s)/Facility (yyyy/mm/dd)

	 FORMCHECKBOX 
 Diagnostic Test Report


	     

	     

	 FORMCHECKBOX 
 Medical/Surgical Report


	     

	     

	 FORMCHECKBOX 
 Return to Work

     Assessment Report


	     

	     

	 FORMCHECKBOX 
 Worker’s Report of 

     Accident


	     

	     


Please release the reports to:

	Clinic Name
      

	Address Street

      
	City/Town

     
	Province

     
	Postal Code

     

	Therapist’s Name
     
	
	Telephone Number

(      )       


I am providing consent to release the information specified above to facilitate treatment.



(Signature)






(Date)



(Witness)







(Date)

Fax completed document to: Edmonton (780) 427-5863, within Alberta 1-800-661-1993
THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.

C – 773 REV SEPT 2004                    DES:  Date of Report
                                                  ORIGINAL   -  WCB        
CC: ONE COPY FOR YOUR RECORDS
THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.

C – 733 – 2003 

