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	Wayne County

Department of Personnel/Human Resources

AUTHORIZATION FOR RELEASE OF 

HEALTH CARE INFORMATION

Family and Medical Leave Act
	Original to P/HR




Section 1. Employee’s Information (Please print)

	Last Name                               First Name


	Employee ID
	Date Request Submitted

	Home Address
	Home Phone #
	Personal Email Address



	Department


	Division



	Classification
	Work Phone#
	Work Email Address




Section 2. Information about the use or disclosure:



I understand that this authorization is voluntary and I am not required to sign this authorization.  Wayne County does not condition treatment, payment, benefit eligibility or enrollment activities on signing this form.  If I do not sign this form, I understand that my Family and Medical Leave Act (FMLA) request may be denied, delayed, or not processed.  I may revoke this authorization at any time by submitting my revocation is writing to the entity providing the information and providing Wayne County with a copy of my revocation.



I ( authorize ( do not authorize (check one) my health care provider(s) to disclose my health care information to the Wayne County Department of Personnel/Human Resources to determine my eligibility for benefits under the FMLA, including allowing a designated Wayne County human resources professional to contact my health care provider(s) to authenticate and/or clarify the information if needed. I understand that if I do not agree to this authorization, my leave request under the FMLA may be denied, delayed or not processed.

Employee’s Signature: ____________________________________________________
Date: _____________________

An employee who fraudulently obtains FMLA leave will be subject to disciplinary action, up to and including termination.

If Leave to Care for Employee’s relative, please complete the following by printing:

Date:  ____________________

Name of Relative:  __________________________________
Relationship to Employee:  ________________________

Relative’s signature:  ________________________________________________________________________________




​Section 3. Important information about your rights.
I have read and understood the following statements about my rights:

· I may revoke this authorization at any time by notifying Wayne County in writing, however, the revocation will not have any affect on any actions Wayne County took before it received the revocation.

· I may see and copy the information described on this form if I ask for it.

· I am not required to sign this form to receive my health care benefits (enrollment, treatment, or payment).

· The information that is used or disclosed pursuant to this authorization may be re-disclosed by Wayne County.

Employee’s Signature: ____________________________________________________
Date: _____________________



P/HR ____ April 2009


