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	I hereby authorize the release to and use by QBE Insurance Corporation, of any medical information necessary in evaluating the patient named below. A photocopy of this authorization shall be as valid as the original.

	Reference

	Employer name
	Employee name
	Patient name
	

	
	
	     
	

	Physician reference

	Attending Physician

	     

	Physician address
	City
	State
	Zip code

	     
	     
	     
	     

	Physician telephone  number
	Physician fax

	     
	     

	Signatures

	Signature of employee
	Date of signature

	
	

	
	

	Signature of patient
	Date of signature

	
	

	
	

	
	


��Authorization to Release Information








This document, and all information related to the claim, whether written or oral, constitutes QBE’s confidential and proprietary information. Accordingly, such information may:(i) not be disclosed to any third parties including, without limitation, subagents, insureds, or insurance carriers, and (ii) only be used in furtherance of your duties and obligations to QBE. QBE and the links logo are registered service marks of QBE Insurance Group Limited
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