
Consent to Release Information

I, ______________________________________________, do hereby agree that Supplemental

Health Care may release any and all personal information in my file, including medical records.  I

understand that this information will only be released to facilities where I may work an assign-

ment and is only for purposes of verifying that all information has been obtained by the agency for

assignment at the said facility.

________________________________________ _____________________________

Employee Signature Date

________________________________________ _____________________________

Employer’s Representative Date
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