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Our safety evaluations, reports and recommendations are made solely to assist your organization in reducing hazards and the potential of hazards and accidents. These recommendations were developed 
from conditions observed and information provided at the time of our visit. They do not attempt to identify every possible loss potential, hazard or risk, nor do they guarantee that workplace accidents will 
be prevented. These safety evaluations, reports and recommendations are not a substitute for ongoing, well-researched internal safety and risk management programs. This report does not warrant that 

the property inspected and its operations are compliant with any law, rule or regulation. 
 

United Heartland is the marketing name for United Wisconsin Insurance Company, a member of AF Group. All policies are underwritten by a licensed insurer subsidiary of AF Group. 

 

Medical Communications Authorization 
 
I unconditionally authorize all medical doctors, licensed physicians, medical practitioners, surgeons, doctors of osteopathy, 
chiropractors, any medical-related facilities, insurance companies, other organizations, corporations, institutions, or persons 
that have any records, knowledge or information, including my mental or physical health, history, condition or welfare, to 
supply all such information to my employer and its insurers, including United Heartland, Accident Fund Insurance Company of 
America, their third-party claims administrators, attorneys, consultants, nurses and vendors which may participate in the 
evaluation and recruitment of information to determine my entitlement to benefits under any workers- compensation or 
occupational disease acts, or in the coordination of medical or vocational rehabilitation. This authorization includes, but is not 
limited to, the furnishing and delivery of reproduced or photographic copies of notes, reports, records, intake form and films.  
 
I expressly authorize any treating physician or other medical care provider to communicate orally or in writing with the above-
described entities regarding my past, present and future care and treatment, and to any other issues including but not limited 
to my diagnosis, prognosis, the causal connection of any injury or condition of ill being to my employment, treatment plan, 
nature and extent of injury, and my ability to work. I hereby waive any doctor-patient privilege resulting from any 
consultation, examination or treatment with or by you, and any relevant regulations under the Health Insurance Portability & 
Accountability Act. In addition, any treating physician or medical provider is authorized to review and discuss any additional 
records, films or information provided to them.  
 
I understand that the persons, organizations or above-referenced entities that I am authorizing to share and communicate my 
information to may not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits based 
on my decision to sign this authorization. I know that federal law may not protect my information once it is disclosed, and that 
my information may be shared with someone else after it is disclosed. I understand I have the right to rescind this 
authorization at any time, and that revocation of this authorization must be made in writing. I know that any communications 
or actions made prior to the revocation of this authorization will not be impacted by a revocation.  
 
A photocopy of this authorization shall be as valid as the original. This release will remain valid for the duration of my workers’ 
compensation or occupational disease claim, unless expressly rescinded in writing. I understand that after signing this 
authorization, I will be provided with a copy of it.  
 
I have read and understand the information contained in this medical and communications release. 
 
Social Security Number:         Date of Birth:      
 
Signature:          Date:       
 
Print Name:          
 
Address:         
 
          
 
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for 
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof. 


