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Are you making any other Insurance or Compensation Claim as a result of this injury?
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Exact Conveyance (State Name of Train, Bus, Airline, Flight Number, Etc.)
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AUTHORIZATION

| hereby authorize any hospital, physician, or other person who
has attended or examined me, to furnish to the company, or its
authorized representative, any and all Information with respect to
any illness or injury, medical history, consultation, prescriptions
or treatment, and copies of all hospital or medical records, a photo
static copy of this authorization shall be considered as effective
and valid as the original

AU Lo FUUATIOU. ...
Sign Here AisondosAmauny (Claimant) Address

o o A T~ Y < o 2 1w P Ay X <A

fngy L’Wf)'miiﬂEJﬂn;chJWWfJ‘lﬂ‘i’m!i’J Tdsauuusieauunng vazluaSamsnumevtanmdeunuvisoniedl Tdsadsuseluluuey

o ) X 9
AUNTUNUUUAIY




