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To be completed by all employee's
for the MIOSHA Physical program
AUTHORIZATION FOR MEDICAL EXAMINATION AND EVALUATION
And Consent fo Release Medical Information

Employee Name (Print): UM I1D#

| herebx authorize and request that a copy of my medical record be released to Genesys Occupational Health
Network (GOHN). | understand that GOHN has been requested by my employer*(or prospective employer) to
undertake a medical examination and evaluation of me and report the findings to said employer.

| hereby consent to examination and evaluation and authcrize GOHN to release medical record information
relating” thereto, including all treatment, reports, data and findings, to said employer and/or the employer's
designated workers’ compensation insurance carrier, including the following (if applicable):

« Communicable diseases and infection information, as defined by statute and Michigan Department of Public
Health rules (which include venereal disease "VD", tuberculosis "TB", hepatitis B, human immunodeficiency virus
"HIV" acquired immune deficiency syndrome "AIDS", and AIDS-related complex "ARC").

» Alcohol andfor drug abuse treatment information protected under the regulations in 42 Code of Federal
Regulation, Part 2.

«  Mental health treatment records, psychological services and social services information, including
communications made by me to a social worker or psychologist.

{ UNDERSTAND THAT FAILURE TO CANCEL ANY APPOINTMENT ARRANGED BY ME MAY RESULT IN MY BEING
BILLED A MISSED APPOINTMENT CHARGE.

- PLEASE COMPLETE THE FOLLOWING, AS APPLICABLE:

1. Limitation of information to be released:

© 2. lauthorize the release to the following: (Include rame and complete address of person or organization to whom disclosure is
to-be made. ‘For records to be released directly to the patient, also include a telephone number where:the patient can be reached.)

| realize the information provided by GOHN to my employer (or prospective employer) may affect my
emplayability status. | expressly authorize the release of future medical record information as described above.

This consent can be revoked by me, in writing, delivered to GOHN during its business hours. Acts by GOHN
prior to receipt of such written revocation shall be authorized by me in accordance with the terms of this

document,

Witnessed By ‘Employee's Signature

Nov. 2004 Date . Date

si\gohn\forms\authoriz.frn Revised 01/20/04
*Employer is defined as the University of Michigan, inclusive of the Flint campus
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