Insurance Commission
of Western Australia

| Ref No.

Medical Information Disclosure Authority

LT 1Y/ TS0 Y/ ,

authorise any Medical Practitioner, the Officer in Charge of any Hospital or any other
persons/entities to give the Insurance Commission of Western Australia or its Solicitor any
medical information and/or documents regarding the crash | was involved in on the ....... day of

........................ 20........and any other relevant medical/personal information relating to me.

| also authorise the Insurance Commission of Western Australia providing to any persons and/or
entities, information and/or documents containing relevant medical and other personal information
relating to me for the purposes of assessing, determining and arranging the necessary and
reasonable treatment, care and support required by me.

This authority is to remain valid unless revoked or the claim is finalised.

Datedthe .......cocovvviviiniiiinnnnn dayof ..ooviiiiii 20 i

Where an injured person signing this form is under the age of 18 years, a clinician/medical
practitioner must sign the following statement:

| confirm that the injured person understands the effect of signing this Medical Information Disclosure
Authority and has the necessary capacity to give the above authority.

Name of clinician/medical practitioner.............cccooiiiiiiiiiiiiiiiinnnn

Signature of clinician/medical practitioner.........c..couiiiiiiiiii i e

IF YOU ARE UNABLE TO INSERT A DIGITAL
SIGNATURE TYPE NAME HERE
Date

Download the form on your computer, and once complete, send to ctp@icwa.wa.gov.ay PRINT | CLEAR
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