CITY OF REDDING

Authorization to Disclose Protected Health Information
Employee Name: ______________________________SS#:_______________________

Claim #:________________DOI:_____________ Phone #:______________________
Address:________________________________________________________________

City:_______________________State:________Zip:___________________

I authorize the disclosure of my protected health information, including, but not limited to, medical histories, diagnoses, examination reports, chart notes, testing and test results, x-rays, operative reports, lab and medication records, prescriptions, and any other records relating to the prognosis, treatment or diagnosis of any physical, mental, psychological or psychiatric condition, to the City of Redding, or its representative, for the purposes of workers’ compensation discovery, and determining my physical or mental condition, illness, or disability and my right, if any, to retirement or reinstatement, under the Public Employees’ Retirement Law (PERL) (Government Code sections 20000, et seq.).  I understand that any information about me disclosed pursuant to this Authorization will be used by City of Redding for the administration of its duties under the PERL, the Social Security Act, and the Public Employees’ Medical and Hospital Act.  I understand that submission of the requested information is mandatory under Government Code section 20128 and that failure to supply the information requested may result in City of Redding being unable to make a determination regarding my status.

This authorization applies to any and all health and/or medical related information about me in the possession of any health care provider, health plan, insurance company or fund, employer or plan administrator, government agency, organization or entity administering a benefit program, rehabilitation organization or program.
I understand that if my protected health information is disclosed to someone who is not required to comply with federal privacy protection regulations, that information may be re-disclosed and would no longer be protected. 

I understand that I have a right to revoke this Authorization at any time.  My revocation must be in writing by letter directed to the City of Redding, Risk Management, at the address below.  I am aware that my revocation is not effective to the extent that persons I have authorized to use and/or disclose my protected health information have acted in reliance upon this Authorization.  Unless cancelled by me in writing, this Authorization shall be valid for four years from the date shown below.  A photocopy of this Authorization shall be as valid as the original.  I understand that I may request a copy of this Authorization at any time.

Authorization to Release Information

I also authorize the disclosure of any and all personnel and other employment-related records on file with any of my present or former employers which relate to my job duties, work performance, and other work-related issues including, but not limited to, attendance and sick leave records and records of administrative and judicial action arising out of, or related to, my past or present employment.  

_______________________________
_______________________________

Employee Signature



Date

                                                                                                        Revised: February 2013 
Medical/Employment History Questionnaire

To assist in the discovery process of your injury, we are required to obtain information concerning your previous medical history as well as previous employer information and prior workers compensation awards and settlements.  Please identify the medical providers, addresses and phone numbers of the physicians that have treated you for this injury, as well as any previous injuries you may have sustained. Also include the names, addresses and phone numbers of any previous employers you have had.
Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________
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Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Physician/Hospital Name:__________________________Phone:_________________
Address:_______________________________________________________________

Injuries:_______________________________________________________________

Employment History

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________

Employer Name:__________________________________Phone:_________________
Address:_______________________________________________________________
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