
 
 

 Consent and Authorization for Release of Information 
 

Last Revised – 9/1/2026 

 
The above entity, facility, or medical practitioner is authorized to release my information as provided below: 

I authorize Omaha National, their staff, representatives, or bearer, to review, inspect, copy, and/or photograph all records or files, 
including but not limited to the following: 

 Medical Records: All medical charts, files, records, and reports, including office and hospital records, laboratory results, 
diagnostic reports and films, psychiatric records, medical correspondences, doctor’s and nurse’s notes, and medical histories 
relevant to my workers compensation claim.  I also give my permission for Omaha National to contact the attending physicians 
involved in the treatment of all related conditions. 

Please note, 45 CFR 164.512(l) states, “A covered entity may disclose protected health information as authorized by and to the extent 
necessary to comply with laws relating to workers’ compensation or other similar programs, established by law, that provide benefits 
for work-related injuries or illness without regard to fault.” 

 Employment Records: All employment and human resource information, including hiring and employment records, payroll and 
income statements, documentation related to this or any other relevant injury, and any other information pertinent to providing 
benefits and services necessary for the completion of this claim. 

This consent and authorization is effective immediately.  A photocopy of the authorization may be accepted in place of the original.  
This authorization is subject to revocation by the undersigned at any time, except to the extent that action has already been taken 
in reliance on this consent, and it terminates on conclusion of the workers compensation claim without express revocation.  A 
request for revocation may be submitted in writing to Omaha National Underwriters at P.O. Box 451139, Omaha, NE 68145. 

This information is required for the following: 

 For the investigation, review, analysis, and discovery of a workers compensation claim and to determine the causation, nature, 
and extent of any possible pre-existing, concurrent, or aggravating medical conditions with potential medical, legal, or factual 
implications for the work-related injury or injuries. 

 To provide important medical information to the treating physician, consultant, or evaluator so the injured worker may receive 
the best possible medical care and advice. 

 To facilitate recovery from any third party responsible for the injury. 
 To ensure that the injured work is accurately compensated for any amount of lost wages, time, or resources while undergoing 

evaluation, treatment, and recovery for the injury. 
 To develop an appropriate plan of action for resolving the claim. 

 
I have read this authorization and fully understand its entire contents.  I understand that the information used or disclosed may be 
subject to re-disclosure by the person or class of persons or facility receiving it, and would then no longer be protected by federal 
privacy regulations. I have asked questions about anything that was not clear to me and I am satisfied with the answers I have 
received.  I understand that I have a right to receive a copy of this authorization upon my request. 

 

Signature     
Printed Name        Date       

 
 Fax the completed form to us at 844-761-8402 or email it to claims@omahanational.com. 

 
For your protection Kentucky law requires the following statement to appear on this form: 

Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim 
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime. 

Injured Worker        Provider Name       

Employer        Address       

Date of Birth        City and State       

Date of Injury        Phone Number       
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