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CLIENT CONSENT TO RELEASE INFORMATION 

 

I,    __________________ authorize my vocational counselor at Grant & 

Associates to obtain any pertinent information regarding my medical, 

psychological, vocational, and educational history acquired in the course of my 

examination or treatment for my industrial injury, and to disclose any of this 

information necessary in the process of vocational rehabilitation and return to 

work efforts.  Disclosure may be made to the Department of Labor and Industries 

or my Employer. 

Said Counselor is an authorized representative of the Department of Labor and 

Industries and has been requested to provide vocational assessment and/or 

assistance. 

I agree that a copy of this consent form may be accepted. 

 

            

Client Signature     Date 

 

Claim#: _______________  
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