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HEALTH CARE PROVIDER MEDICAL INFORMATION REQUEST FORM
I_______________________________, voluntarily give Duke University permission to contact 

Dr. (s) _____________________________________________________________________,

Address______________________________________________________________________, as necessary, for discussion of my case as it relates to possible limitations of a major life activity, which can affect my employment.  I have been given an opportunity to ask questions regarding this form and to have those questions answered to my satisfaction.  I further understand that all information obtained from this interaction will be maintained and used in accordance with applicable confidentiality requirement.

Requesting Provider:
George Jackson, MD or Associates (Employee/Occupational Health and Wellness)                      

Phone Number:     
684-3136

Address:


P.O. Box 3148, DUMC, Durham, N.C. 27710  

Employee Signature:  
____________________________


Date:   


____________________________

Witness:     ______________________________________
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