Print and Fax this to

Customer Service Representatives  Direct 1–800–934–2671  

Fax:  (816-412-4501)
Employer:



Employee:



Claim Number:


Claim Adjuster:


AUTHORIZATION TO RELEASE MEDICAL INFORMATION

I hereby authorize any hospital, physician, or other person who has attended me or examined me to furnish to Alternative Risk Services, LLC and its representative, any and all information with respect to any injury, illness, medical history, consultation, prescriptions or treatment, and copies of all hospital or medical records.  A photostatic copy of this authorization form shall be considered as effective and valid as the original document.  This authorization is valid for one (1) year from the date listed below.

Date:





Signature:






Name of Attending Physician:









Address:












Name of Attending Physician:









Address:












Name of Attending Physician:









Address:












