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AUTHORIZATION TO DISCLOSE PERSONAL MEDICAL INFORMATION

I, the undersigned: 




 (name)


(address)

authorize:




(name of the attending physician or health office)

To send my union:




(union’s name and address)

c/o:        



(name of union representative)
the contents or a copy of my medical file pertaining to my current disability.*

_____________________________________
_________________________

Signature
Date

*
The employee is responsible for expenses for copying the file.
Original: attending physician or health office  ( copy: for the file  ( copy: employee  ( copy: FSSS

_________________________________


____________________________ Union (CSN)
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