Montana State Employees 
Return to Work Authorization Form 
for Release of Information

A.  Identification

This document authorizes the use and/or disclosure of confidential protected health information about the following person:

Employee Name:  ______________________________________

Address:______________________________________________
_____________________________________________________
Employee Date of Birth: _________________________________
Daytime Phone Number:  (          ) _________________________
Employee ID Number:  __________________________________
B.  Directions for Release

This authorization applies in accordance with my directions as checked below:

I authorize the release of information from:
___ My Physician/Provider (Name): _______________________________________________________

___ Montana State Worker’s Compensation Fund

___ Other (Name or describe): ___________________________________________________________

to release and/or use protected health information pertaining to my current and expected medical restrictions and abilities and expected recovery timelines related to my work-related injury or occupational disease.  The information may also include medical opinions and evaluations of potential transitional duty assignments or/and return to work activities.

I authorize the disclosure of information to:    
___ Transitional Duty Team members within the Department of ___________________                                                           

___Other (Name or describe):______________________________________________

I authorize the disclosure and/or use for the following reason(s): 
1. To evaluate the appropriateness of transitional duty assignments; 
2. To assist the transitional duty teams in the development of transitional duty assignments;
3. To evaluate ongoing transitional duty assignments;
4. To evaluate the appropriateness of returning to full unrestricted duties.
C.  Right to Revoke:

I understand that I may revoke this Authorization at any time except to the extent that action has already been taken in reliance upon it.  If I do not revoke it, this Authorization will expire on the date I am declared maximally medically improved (MMI) by my treating physician for my work-related injury or occupational disease.  To revoke the Authorization, I understand I must contact the following person in writing:  Transitional Duty Team Coordinator, Dept of _______________________________
D.  Authorization and Signature:  
I authorize the release of my confidential protected health information as described in my directions in Section B.  I understand that this authorization is voluntary, that some of the information to be disclosed may be protected by law, and the use/disclosure is to be made to conform to my directions.  The information that is used and/or disclosed pursuant to this authorization may be re-disclosed by the recipient unless the recipient is covered by Montana law which prohibits redisclosure or other laws that limit the use and/or disclosure of my confidential protected health information.  
I,________________________________, have read the contents of this Authorization, and I confirm that the contents are consistent with my directions.  I understand that by signing this form, I am authorizing the use and/or disclosure of my confidential protected health information.

_______________________________________                      __________________

Employee Signature                                                                    Date              

_______________________________________                       ___________________

Signature of Witness                                                                    Date

Complete, Sign, and Return this form to your Transitional Duty Team Coordinator
