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	PERMISSION TO CONTACT PERSONAL HEALTH CARE PROVIDER 



I hereby give my permission for representatives of the County of Santa Barbara  FORMDROPDOWN 

Department to contact my physician for information about my functional abilities, my functional limitations, and any work restrictions; and to receive information about my serious health condition.  I understand my permission applies until I notify my employer in writing of its withdrawal; but in any event expires in one year and that I have a right to receive a copy of this authorization.
My physician is:
Dr. 

     



Phone
:
      



Address:
(Street)





City, State Zip
I understand this information will be treated confidentially and released only to: 

a. supervisors and managers who need to be informed about necessary restrictions on my work and necessary accommodations, 

b. first aid and safety personnel, if my disability might require emergency treatment or if any specific procedures are needed in a fire or other evacuation, 

c. insurance companies which require a medical examination to provide health or life insurance through my employer for me, 

d. government officials investigating compliance with the ADA and other federal and state laws prohibiting discrimination of the basis of disability, 

e. State Workers’ Compensation offices or “second injury” funds, to comply with State Workers’ Compensation laws, 

f. an outside health care provider contracted by my employer who will contact my health care providers for clarification of medical certifications, and  

g. human resources personnel who are considering my requests for leave, reinstatement, placement, and requests for accommodation. 

Name:  _(Full name)__ 

Social Security No: __     __ 

Signature: __________________________________ Date: ____________________________________ 

