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	UNIVERSITY OF MASSACHUSETTS BOSTON

DEPARTMENT OF HUMAN RESOURCES
Authorization for Release of Medical Information             



Employee’s Name:      ____________________________________________
Social Security Number: (last 4 numbers of SSN)_____________________ ___
Address:      ____________________________________________________
Telephone Number:      __________________________________________
Date of Injury:      _____
Employing Agency and Location: 
UMASS Boston, 100 Morrissey Boulevard, Boston, MA 02125  
	I am filing a claim for workers’ compensation benefits and hereby authorize any hospital or other medical provider to release to the Human Resources Division (HRD), Workers’ Compensation Section, any and all information relative to my claim for benefits, including, but not limited to, psychiatric records, records pertaining to HIV (AIDS), or other records, especially those protected by law. I understand that HRD may share this information with my employer, medical and or vocational rehabilitation consultants, utilization review consultants, physicians and other medical care providers, and other state agencies involved in the workers’ compensation process, and I hereby authorize such release to the other persons and entities described.
________________________________________________________________________
Signature                                                                                                             Date
PLEASE COMPLETE THIS AUTHORIZATION AND RETURN TO:
Barbara Jean Conneely, Benefits Manager
Department of Human Resources
University of Massachusetts Boston
Quinn Building, 3rd Floor
Boston, MA 02125



Received by UMass Boston Human Resources Department on: ___________________
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