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Authorization to Release Medical Records
Authorization to Release Medical Records
HSU Graphic
To Whom It May Concern:
To Whom It May Concern:
, hereby authorize Humboldt State University to receive records or reports of examination
,, hereby authorize Humboldt State University to receive records or reports of examination
regarding my fitness to work, any potential work
regarding my fitness to work, any potential work
restrictions I may have or reasonable accommodations I may need, and other such medical information as may be pertinent to my job 
restrictions I may have or reasonable accommodations I may need, and other such medical information as may be pertinent to my job 
performance based on my current medical condition.  The records will be sent to HSU Human Resources at: 
performance based on my current medical condition.  The records will be sent to HSU Human Resources at: 
Humboldt State University
1 Harpst Street
Arcata, CA 95521
Humboldt State University1 Harpst StreetArcata, CA 95521
, unless otherwise rescinded.
, unless otherwise rescinded.
I understand that I will receive a copy of this authorization upon request.
I understand that I will receive a copy of this authorization upon request.
Revised 05/2011
Revised 05/2011
8.2.1.4029.1.523496.503679
	Click button to print: 
	Replace [name] with your first and last name: 
	Replace [doctor] with the name of the doctor who will be supplying the medical records: 
	Insert date at which this authorization is effective: 
	Insert date to which this authorization will remain effective: 
	Print and sign: 
	Select date of signature from drop down menu: 



