	NOTE:  A copy of this completed form needs to be retained by both the investigating police officer and the HS employee.   The HS employee needs to provide the original copy of this completed form to the relevant hospital/medical practitioner who will then provide the medical records/reports and/or statements to Victoria Police.


Authority to release medical information
(Following an occupational violence incident in the workplace)
By signing the “Authority to release medical information” form, you are giving Victoria Police consent to obtain relevant medical records, reports and/or statements from your treating medical practitioner or hospital.  The purpose of collecting this health information is to assist Victoria Police in the investigation of an offence.  By not consenting to the collection of this information, the investigation may be disadvantaged and the prosecution of the offence may be unable to proceed.

I .............................................................................................................................................................................
                                                    (FULL NAME OF PERSON – HS Employee)                                      (DATE OF BIRTH)
Of ..............................................................................................................................................................................
(ADDRESS)
hereby authorise ......................................................................................................................................................
(NAME OF HOSPITAL/MEDICAL PRACTITIONER)
to provide medical records, reports and/or statements as required to Victoria Police
..................................................................................................................................................................................        
 (NAME OF INVESTIGATING POLICE MEMBER)
of ..............................................................................................................................................................................        
(STATION ADDRESS)
on telephone ...................................................................  or email..........................................................................                                                                                              
(MEMBER’S CONTACT NUMBER and EMAIL)
relating to my medical examination/s and/or treatment on/or about
..........................................................................................................(following an occupational violence incident)
                                 (Date)
Signed .......................................................................................................................................................................
(SIGNATURE OF PERSON (HS employee) AUTHORISING RELEASE OF INFORMATION)
Authority obtained and signature witnessed by me at
..................................................................................................................................................................................
(LOCATION)
on......................................................at .............................am /pm
         (DATE)                                                           (TIME)
Signed........................................................................................................................................................................
(NAME, RANK & REG NO OF WITNESSING MEMBER)

	Completed form copied for the HS employee and the police and original given back to HS employee to pass onto relevant hospital/medical practitioner:  
❍Yes   ❍No



