Release of Information Form

	The Workers’ Compensation Board of Nova Scotia requires that we contact your employer in relation to your functional abilities following your work related injury so that we may assist in planning your return to work.

	I,
	
	give
	

	
	Please print Worker’s name
	
	Please print Service Provider’s name

	permission to:



	
	Release any information regarding tiered assessments and functional progress, with respect to my injury dated
	

	
	
	
	to my employer
	

	
	dd/mm/yyyy
	
	

	
	
	.

	
	Please print name of employer
	

	
	Contact my current or previous employer to discuss the physical demands of my job as it relates to my injury or illness, the availability of transitional work and/or to establish a return to work plan.
	

	

	Worker’s Name (please print):
	
	Date:
	

	Worker’s Signature:
	

	
	

	Witness’s Name (please print):
	
	Date:
	

	Witness’s Signature:
	


If the injured Worker does not sign, the Service Provider should immediately contact the Case Worker to discuss.
