Workers’ Compensation Release Form

From: Employer _______________________________  Re:Employee  ____________________________________________

     Address _______________________________
  Address ______________________________________________

                            _______________________________
  Social Security # ____________________________

- - -            EMPLOYEE AUTHORIZATION            - - -

I, ____________________, do hereby authorize certify that I received an offer 

       Employee Name 

of employment from ______________________________________________

  



       Employer Name and Address

on _____________________ and authorize the _________________________

       Date                                                                                                                      Name of State & Workers’ Compensation Agency

____________________________ to release all information from Bureau files.

          Workers’ Compensation Agency

I affirm the information I have provided herein is true. I understand that if I make any false statements which I do not believe to be true and thereby mislead the public servant to whom this request is directed in performing an official function, I may be subject to State Criminal Codes where provided. 

________________________    X_______________________________________

  Date



      Employee Signature

- - -              EMPLOYER CERTIFICATION               - - -

I _________________________, _______________________, an employee of 

     Name 




        Title with Employer

and acting as agent for ___________________________ do hereby certify that

Employer Name






_______________________________ has extended an offer of employment to 

  Employer 

________________________ on ______________ and I agree that information 

  Employee 




        Date

requested from the________________________________________________

State Workers’ Compensation Agency





With regard to ____________________ will be used by __________________

    Employee 






Employer





in conformance with both the Americans With Disabilities Act and _________

____________________________________________________________________________________.

State and its Laws regarding Workers’ Compensation

I affirm the information I have provided herein is true. I understand that if I make any false statements which I do not believe to be true and thereby mislead the public servant to whom this request is directed in performing an official function, I may be subject to State Criminal Codes where provided.
________________________    X_______________________________________

  Date



         Signature

_____________________________ 

Title





