Claim No: ______________________________________Adjuster:_________________

Injured Employee: _____________________________________

Dear Employee:  Please sign the medical authorization so that we may obtain the necessary medical records to process your Worker’s Compensation claim.  

MEDICAL AUTHORIZATION

TO THE HOSPITAL, MEDICAL PROVIDER OR PHYSICIAN:

Please furnish AIU Holdings Insurance Company with copies of your records, together with any additional information known to you, relative to the history, diagnosis, treatment, and prognosis of my injuries and my condition; also, the amount of your bills to date, as well as probable final bill for services rendered to and for me, such as bearer of the original form or any photocopy thereof may desire.

Signature: ______________________________________________________

Address: ______________________________________________

               ______________________________________________
Date: ______________________________________________

