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                     Workers Compensation & Injury Management

	Information Consent Form

	Claim No……………………

	I………………………………(name) authorise……………………(name / title) of
………………………………...(name of employer) to:
OBTAIN information either verbal or written, in relation to my injury management from (insert specific names):

a)  Doctor.. …………………………………………………….
b)  Hospital…………………………………………………….

c)  Rehabilitation Provider……………………………………

d)  Other……………………………………………………….

	I………………………………(name) authorise……………………(name / title) of

………………………………...(name of employer) to:

RELEASE information concerning relevant aspects of my injury management to, and discuss that information with, representatives of the agencies nominated below (insert specific names):

a)  Doctor.. …………………………………………………….

b)  Rehabilitation Provider……………………………………

c)  Union……………………………………………………….

d)  Worker’s Solicitor…………………………………………
e)  Employment Service………………………………………

f)  Other………………………………………………………..
The information provided will be of a factual nature concerning injury management.


	I understand that I may change or cancel this authority at any time however my injury management and / or workers compensation benefits could be affected.
Signature……………………………………Date………………………………..
Signature of interpreter……………………………..Name……………………..

Some organisations are legally entitled to receive injury management information about an injured worker who is claiming workers compensation – insurers and their legal advisers, the WorkCover Authority, a NSW Court of Law and the NSW Workers Compensation Commission.
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