Employers may insert their company logo and details.
   Authority for Access to Medical Information

Authority for Access to Medical Information Form
(To be completed and signed by employee prior to company 
requesting confidential medical information)
Employee Full Name




______________________________

ID Number





______________________________

Department





______________________________

Manager Name




______________________________

Declaration

I am aware of my right to confidentiality of my medical information, and I authorise 

______________________________

______________________________ Name






Position 
to request and access information on my medical condition, for the purposes of evaluating my capacity to perform the duties of my position with the company.

I understand that this information will only be disclosed to persons who are involved in this evaluation of my condition, and to anyone else who may be required to provide advice, such as medical practitioners, legal practitioners, human resource practitioners, or employment law consultants.

I have been informed that I may have access to all reports obtained as a result of the requests for information, and that once the evaluation is complete, all records will be returned to my Private Medical file.

Signed at _______________________ on _____________ of ________________ _____


___________________________________
Witness

___________________________________

______________________________ Signature
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