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Worker's authority-
I, _________________________________________________________ (name), 

Employed by BBC _____________________ (Facility / Service name), hereby authorise you to release to representatives of my employer, BBC, all relevant medical information about my work related (specify injury) _______________________________, to assist with my occupational rehabilitation and return to work.

(A photocopy of the original form may also be used to obtain this information.)

Employee:        _______________________
Signed:             _______________________
Date:                 _______________________
Employers Agreement:

I, _______________________ (name), representing Babcock & Brown Communities, hereby agree that this information will only be used to assist with the occupational and rehabilitation and return to work of (Employee name) __________________________, and that the information will be maintained in confidence, and only shared with those person(s) involved with the return to work process.

Name:               _______________________
Signed:             _______________________
Date:                 _______________________
Note: Where an injured worker has completed a "Worker's claim form", they have also signed their authority to release medical information about their claimed injury.  This authority allows the worker's medical and hospital treatment providers to release information about that injury to the employer.
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