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Name (Last) (First) (M.1) Department

Employee's Job Title Work Email Work Phone

Work

Name of Health Care Provider Health Care Provider's Phone

| hereby authorize the above-named health care provider to complete this form and disclose to the Morehouse School of
Medicine and its authorized representatives, the following information related to my health care: the diagnosis(es) of
relevant conditions, treatment plan(s), my ability to perform my work, recommendations, history, reports and
correspondence.
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FAX: 404-752-1639
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Your patient is requestlng an accommodatlon regarding her/his employment. The information you provide is critical to our
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OFFICE OF DISABILITY SERVICES
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Important Notices under HIPAA

understand that [ may revoke this authorization at any time by
(Employee’s Name)
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