RECORDS RELEASE
AUTHORIZATION FORM

In accordance with section 440.1851, Florida Statutes, the Florida Department of Financial Services may disclose the personal identifying information of injured or deceased employees only to authorized requesters.  Please check the appropriate box to identify the requester of this confidential and exempt information:

· Yourself, the injured employee
· The spouse or descendant of the deceased employee 
· The spouse or dependent of the injured employee, as authorized by the injured employee 
· A legal representative of the deceased employee’s estate
· A party litigant, or his or her authorized representative, in matters pending before the Office of the Judges of Compensation Claims (Notice of Appearance must be verifiable on OJCC website)
· A carrier or an employer for the purpose of investigating the compensability of a claim, or for the purpose of administering its anti-fraud investigative unit established pursuant to s. 626.9891, F.S.  (carrier or employer is entitled to records for their individual claim only)


Requester contact information:

Last Name ____________________                        MI________                                 First Name ___________________
Address ________________________________________            
City_________________________                          State ________                            Zip Code _____________________
Phone Number (     )____-_______                                                 Email Address_________________________________

Company Name (if applicable) _________________________________________________________


Records requested for:

Last Name ______________                              Middle Initial______                          First Name____________________

Date of Birth (MM/DD/YYYY) ___________          Last 4 of SSN_________           OJCC Case Number_______________


By signing this document, the requester affirms under penalty of law that he or she is one of the individuals statutorily authorized under section 440.1851, Florida Statutes, to receive the personal identifying information of the injured or deceased employee specified above. 

Signature of Requester: _________________________Date: ______________________________

Notary Information
State of Florida, County of _________
The foregoing instrument was acknowledged before me this _____day of_____________, 20____.
_______________________________________
Signature, Notary Public 
__________________________________________________
Full Name, Notary Public (Printed or Stamped)
My Commission Expires____________________________


                  Place Seal Here

            



Submit notarized form via email to: DWC-PublicRecordsRequest@myfloridacfo.com or fax: 850-413-1989

Florida Department of Financial Services   Division of Workers’ Compensation  
200 East Gaines Street, Tallahassee, Florida 32399-4226   

