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Patient Name ________________________________________________________________________________________________ 	
	 First 	 Last 	 Middle Initial

Address	 ____________________________________________________________________________________________________
	 Street	 City 	 State 	 Zip Code

Date of Birth ______/______/______ 	 Phone Number	 __________________________________________________

If there is any charge for this service, the patient will reimburse the reporting entity. Do not send bills for service to the 
Police & Firemen’s Retirement System of New Jersey (PFRSNJ).

I hereby authorize the following entity______________________________________________________________________________
	 Name of Hospital / Workers’ Compensation Center / Employer

to release my health information to the Police & Firemen’s Retirement System of New Jersey at the address above.

Indicate records source:	 o	Hospital 	 o	Workers’ Compensation center

	 o	Employer’s doctor’s evaluations 	 o	Employer’s doctor’s evaluations

The information to be disclosed to and used by the above is for the purpose of determining eligibility for disability retirement. The PFRSNJ 
may also disclose this information to my employer for the purpose of determining eligibility for disability retirement.

This authorization is limited to the following dates of treatment  from _______/______/______  to  ______/_______/______

A Discharge Summary must be included along with the following as indicated

o	Emergency room record	 o	Consultations	 o	Complete record

o	History & Physical exam	 o	Progress notes	 o	EEG tracings

o	Operative reports & Pathology	 o	Labs, X-Rays & Tests	 o	Pathology slides

o	Other________________________________________________________________________________________

I understand that the information to be disclosed includes my identity, diagnosis, and treatment, including alcohol, drugs, genetic testing, 
behavioral or mental health services, reproductive rights, sexually transmitted and infectious diseases, AIDS and HIV information, as 
applicable.

It is my intent that the information furnished is prohibited for any purpose other than stated above and that the recipient is prohibited from 
disclosing this information to any other party to whom disclosure is not necessary or required for the purpose stated above.

I understand that I have the right to revoke this authorization at any time. I understand if I revoke this authorization, I must do so in writing 
and present my written revocation to the entity named above. I understand that this revocation will not apply to the extent that you have 
already taken action in reliance on this authorization. If there is any charge for this service, I will reimburse the reporting entity. This au-
thorization will automatically expire 120 days from the date of my signature, unless I otherwise specify that this authorization will terminate 

on the following date: ______/______/______.

______________________________________________________________________ 	 ______/______/______
	 Patient Signature	 Date

Please send this completed form directly to your provider(s).


