EMPLOYEE’S CONSENT AND AUTHORIZATION TO RELEASE MEDICAL AND/OR
DENTAL RECORDS

This form authorizes CCSI, our Third Party Administrator (TPA), to obtain all medical and/or dental
records of the claimant.

The injured worker needs to fill out and sign this form. Please have someone witness their signature.
When form is completed, please mail to the following address:
Contract Claims Services, Inc.

P.O.Box 541328
Dallas, Tx 75354-1328



Employee’s Consent and Authorization
to release Medical and/or Dental Records

I, , hereby consent to and authorize any hospital, medical,
clinic, state agency, military facility, Veterans Administration, physician, surgeon, chiropractor, physical
therapist, dentist, oral surgeon and/or other health care provider who has examined or treated me, or any
hospital or facility where I may have been examined or treated, whether past, current, and/or future, to
release to my Employer, Department of the Navy, U.S. Marine Corps and/or its authorized representatives
or agents, my medical records for use in conjunction with my workers’ compensation claim.

The term medical record includes, but is not limited to the following:

-any and all medical records; progress notes; nurse’s notes; narrative reports; physical therapist notes;
emergency room records; test results; x-ray, CT, MRI and/or any other films or diagnostic results that
establish the presence or absence of a physical, mental, physiological and/or psychological injury,
condition, disease, illness, defect, or sensitivity, including the presence and/or absence of drug and/or
alcohol dependency; and/or any records which set forth the diagnosis, evaluation and/or treatment of
an injury, condition, disease, illness, defect, or sensitivity; physical therapy, work hardening, weight
control, and/or other similar records of diagnosis, treatment and/or progress; functional capacity,
Cybex tests, and other related reports and evaluations.

These medical records are to be furnished to Employer and/or its authorized representatives and/or agents,
including claims adjusters, medical and/or vocational rehabilitation specialists, Independent Medical
Examining physicians, surgeons, dentists, oral surgeons, or any other health care provider who needs such
information to render a medical and/or vocational opinion

I understand that this information is to be released only for the purpose of
evaluation and administration of any claim(s) for workers’ compensation benefits
and/or temporary or long-term disability or disability retirement benefits.

This is to certify that a photostatic copy of this medical authorization form is as valid and as binding as an
original authorization form bearing my signature

Signature of Claimant Date Signature of Witness Date

Printed Name of Claimant Date Printed Name of Witness Date

Return this form to: Contract Claims Services, Inc., P.O. Box 541328, Dallas, Tx 75354-1328

File #: Adj. Code:




