
APPENDIX I 

EMPLOYEE AUTHORISATION 

I _______________________________, an employee of __________________________, 
hereby give consent to my treating Medical Practitioner: 

Name:  ____________________________________________ 

Address: ____________________________________________ 

____________________________________________ 

____________________________________________ 

____________________________________________ 

Phone: ____________________________________________ 

to discuss with my employer’s Occupational Health Department __________________ 
specific injury or illness information to assist with the development of a Rehabilitation and 
Return to Work Plan. 

 

_________________________________________   __________________ 

Employee Signature      Date 

 

 

_________________________________________   __________________ 

Witness Signature       Date 

 

 

 

 

 

 


