Authorized Representative Designation for Independent Medical Review
(To accompany the Application for Independent Medical Review, DWC Form IMR)

Section |. To be completed by the Empioyee:

| Employee Name (Print): | ]

| wish o designate

| Name of Individual (Print): | 7 ]

to act on my behalf regarding my Application for Independent Medical Review. | authorize this individual to receive
any nolice or request in connection with my appeal, and to provide medical records or other information on my
behalf. | further authorize the Division of Workers’ Compensation, and the Independent Medical Review Organization
designated by the Division of Workers' Compensation to review my application, to speak fo this individual on my
behalif regarding my Application for Independent Medical Review. | understand that | have the right to designate
anyone that | wish to be my authorized representative and that | may revoke this designation at any time by notifying
the Division of Workers' Compensation or the Independent Medical Review Organization designated by the Division

of Workers’ Compensation to review my application.

In addition to designating the above-named individual as my authorized representative, | allow my health care
providers and claims administrator to furnish medical records and information relevant for review of the disputed
treatment to the independent review organization designated by the Administrative Director of the Division of
Workers' Compensation. These records may include medical, diagnostic imaging reports, and other records related
to my case. These records may also include non-medical records and any other information related to my case. |
allow the independent review organization designated by the Administrative Director to review these records and
information sent by my ciaims administrators and treating physicians. My permission will end one year from the date
below, except as allowed by law. | can end my permission sooner if | wish.

| Employee Signature; | | Date:

Section Il. To be completed by the Authorized Representative designated above. Law firms,
organizations, and groups may represent the Employee, but an individual must be designated

to act on the Employee’s behalf.

I accept the above designation to act as the above-named Employee’s authorized representative regarding their
Application for Independent Medical Review. | understand that the Employee may revoke this authorization at any
time and appoint another individual to be their authorized representative.

Name:
i am a/an;
Professional status or relationship to the Employee, e.g., attorney, relative, etc.)

Address:
City: | State: | Zip Code:

Phone Number: | Fax Number:
State Bar Numbher (if applicable):

Representative _ : Date: :
Signature: J

DWGC Form IMR (Effective 2/2014) Page 3




