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AUTHORIZATION FOR THE RELEASE  
OF MEDICAL INFORMATION 

 
 
 

 

 

 

I,     , HEREBY AUTHORIZE________________________ 
 (name)         (name)   
 
to release to the City of Sacramento medical information pertinent to the reasonable accommodation 

requested in the attached document. 

To any  l i censed  phys ic ian ,  o ther  l i censed  pract i t ioner ,  hospi ta l ,  c l in ic ,  or  

o ther  medica l ly  re la ted  fac i l i ty ,  or  Uni ted  States  Veteran  Adminis trat ion :  I  

au thor ize  you  to  re lease  to  the  Ci ty  o f  Sac ramento  the  above- reques ted  

in fo rmat ion  to  be  used  so l e ly  fo r  the  purpose  o f  eva lua t ing  my reques t  fo r  

r easonab le  accommodat ion .  Th i s  au thor iza t ion  sha l l  be  va l id  fo r  a  pe r iod  180  

days  a f t e r  the  da te  o f  my  s igna tu re  o r  ea r l i e r  i f  r evoked  by  me  in  wr i t ing  to  the  

Ci ty  o f  Sac ramento .  I  he reby  acknowledge  tha t  I  have  been  in fo rmed  of  my 

r igh t  to  r ece ive  a  copy  o f  t h i s  au thor iza t ion  r eques t .  I  fu r the r  acknowledge  tha t  

I  have  been  in fo rmed  tha t  i f  the  medica l  in fo rmat ion  con ta ined  he re in  i s  no t  

r e l eased ,  my  reasonab le  accommoda t ion  may  be  den ied .   

 

            
 ______________________________  ___________________ 

  Employee Signature     Date 
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