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The University of Michigan
Faculty or Staff Member Release of Medical Information

MedRel052301

Health Care Provider’s Signature Date Signed

HEALTH CARE PROVIDER REPORT.  To be completed by treating health care provider.

Name of Patient UMID U.S. Social Security Number

Primary Diagnosis Medications and Dosage
Diagnosis ICD9
Treatment Plan and Present Complications

Secondary Diagnosis
Diagnosis ICD9
Treatment Plan and Present Complications

Additional Diagnoses

Name of Consulting Physician (if referred) Speciality Date of Visit

Date Patient First Unable to Work Date of Last Office Visit Date of Next Office Visit

Surgical Procedure Date Performed/Scheduled CPT Procedure Code

Name of Hospital Date of Admission Date of Discharge

Reason for Hospitalization

For Pregnancy - Related Disability (Describe any complications)

EDC Delivery Date Vaginal C-Section

RETURN TO WORK PLAN.  Please specify restrictions as needed.

Return to work Unrestricted on
Effective Date

Return to work Restricted on
Effective Date

Expiration Date

Target Date for Full Recovery

Has the employee reached Maximum Medical
Improvement (MMI)?          Yes          No

Target Date for MMI

LIFTING LIMIT OF POUNDS

Limit work about chest/shoulder level with R L     UPPER EXTREMITY
      None Limited to

Forceful or Repetitive Grasping with R L HAND
      None Limited to

Bending or Twisting at Waist Kneeling Squatting
      None Limited to None Limited to

Walking Sit or Stand at Will
      None Limited to Other

Limit Hours of Work to

HEALTH CARE PROVIDER INFORMATION.

Health Care Provider Name (please print) Speciality

Health Care Provider’s Address Telephone Number Fax Number
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     INSTRUCTIONS FOR HEALTH CARE PROVIDER

Your patient has reported an illness or injury to our office about which we require additional information.  The patient’s signature below authorizes
release of the information.  The University of Michigan wants to assist our faculty and staff members with successful continuation of work and / or
return to work as soon as appropriate after an illness or injury.

Information on the condition of health is needed for this employee.  Please be specific and objective since this information may affect this person’s
employment, compensation, or benefits.  Confidential information may be reviewed by a University medical consultant and / or administrative
personnel.  Please include sufficient details to enable a reviewing physician to make an independent determination as to this person’s health or ability
to work.  Complete information should minimize the need for further correspondence or telephone calls.

The faculty or staff member’s signature below authorize you to provide to the University of Michigan medical records and information regarding the
employee’s general health, including records or information regarding mental, emotional or drug abuse treatment.  This authorization is provided for
your records.

A copy of this form shall be as valid as the original.

     INSTRUCTIONS FOR FACULTY OR STAFF MEMBER

Please complete and sign the statement below.  Take or mail this form to your medical care provider.

Authorization for Release of Medical Information.
I authorize you to provide to the University of Michigan information regarding your findings as to the present condition of my health as it relates to my
ability to work.  This release may be revoked at any time and will be valid no longer than is reasonably necessary to accomplish the purpose for which
it is given.

Name of Faculty or Staff Member (please print) Date Signed

Signature of Faculty or Staff Member UMID U.S. Social Security Number

The University of Michigan

Faculty or Staff Member
Release of Medical Information


