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AUTHORIZATION TO RELEASE INFORMATION 

 

TO:   Medical Providers 

                

                

PATIENT INFORMATION: 

Name:        

Date of Birth:        

Social Security #: ***-**-      

Claim No.:       

RELEASE TO: 

Intermountain Claims Inc. 

PO BOX 4546 

Missoula, MT 59806 

INFORMATION REQUESTED: 

 Copy of All Medical Records 

 Montana subsequent injury fund records 

 Mental health information/records* 

 Drug/Alcohol diagnosis, treatment and/or referral 

information* 

 Psychotherapy notes* 

(*Categories must be initialed by Patient to be included in this 

Authorization to release information.) 

PERTINENT PERIOD OF TIME: 
 

 

You are hereby authorized and directed to release relevant health care information (hereinafter “HCI”) or 

other information, whether generated by you or any other source to, Intermountain Claims Inc. its employees 

and/or agents. The purpose of the release is to allow Intermountain Claims Inc. to investigate and adjust my 

workers compensation claim. Under §50-16-527(4) of the Uniform Healthcare Information  Act, medical 

information relevant to the claim includes a past history of the complaints of, or treatment of, a condition 

similar to that presented in the claim or other conditions related to the same body part or conditions that might 

affect recovery.  This release authorization includes but is not limited to providers’ notes, orders, diagnostic 

studies (radiology, laboratory, EKG, etc.), x-ray films, histories, examinations, treatment records, summaries, 

hospital records, nurses’ documentation, prescriptions, telephone messages, consultations, mental health 

records, psychiatric and psychological evaluations, diagnostic testing, raw test data, reports, correspondence, 

and medical bills.  ALL information in your possession should be produced unless specifically limited above.  

I further authorize Intermountain Claims Inc. and its employees and/or agents to have direct contact by any 

means with any health care provider(s) for administrative purposes without prior notice to me, my authorized 

representative, agent or my attorney.  

A. Claimant's signature: ____________________________________  Date: ___________ 

 

I further authorize Intermountain Claims Inc. and its employees and/or agents to contact my health care 

provider(s) to provide relevant health care information by telephone, letter, in-person meeting, FAX and/or 

e-mail without prior notice to me, my authorized representative, agent or my attorney.  I understand that I 

am not required to sign below and that if I do sign immediately below I have done so freely.  I understand 

that if I do not sign below Intermountain Claims Inc. will investigate and adjust my workers’ compensation 

claim. 

B. Claimant's signature: ____________________________________  Date: ___________ 

 

This authorization may be revoked in whole or in part at any time by giving written notice to Intermountain 

Claims Inc., its employees or agent. The revocation is effective from the time it is received by Intermountain 

Claims Inc., its employees or agent, and does not apply to actions taken by the health care provider or HCI 

custodian prior to receiving notice of revocation.  If not revoked, this authorization terminates thirty (30) 

months from the date of its execution.  A copy of this release is as valid as the original. 

I understand that the information that is disclosed pursuant to this Authorization may be subject to re-

disclosure by the recipient and therefore may no longer be protected by the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA).   
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