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Print Form

AUTHORIZATION TO RELEASE INFORMATION

Name of Patient: Date of birth:

I. AUTHORIZATION FOR RELEASE OF INFORMATION AND FOR REDISCLOSURE
| authorize whose address is

to disclose and deliver to

lowa Municipalities Workers' Compensation Association, whose address is 317 Sixth Avenue, Des

Moines, 1A 50393-3688, the following information: any and all medical records, including those

predating the date of injury and initial patient questionnaire

NOTE: If information includes mental health treatment , substance abuse treatment or HIV-related information it will not
be released unless you agree to the release on the reverse side of this form.

| understand the information is being disclosed and may be used only for legal and/or litigation purposes relating to
claims and/or suit against and/or arising out of incident(s) on or about

This authorization expires on, (not to exceed one year); or, if no date is specified, on the termination of the
litigation or other proceedings for which this authorization was provided.

| understand that | may refuse to sign this authorization or revoke this authorization at any time. | understand that my
revocation or refusal to sign this authorization will not affect my ability to obtain health care services. | also understand
that if | revoke, the revocation will take effect on the day it is received by the entity from whom disclosure is sought in
writing.

| understand that if the person or entity that receives the information requested is not covered by the federal privacy
regulations or is not an individual or entity who has sighed an agreement with such a person or entity, the information
described above may be redisclosed and will no longer be protected by the regulations.

lowa and/or Federal law provides that | have a right to prohibit redisclosure of confidential medical information and
further disclosure may not be had without my express written authorization, except as indicated below. | further
understand that the Recipient, WITHOUT FURTHER AUTHORIZATION, may redisclose said information to Parties
and their legal counsel, insurers, experts, potential experts, anyone against whom claim is or has been made,
administrative agency and court officials hearing the claim, and any agents, employees, or representatives of any of
said persons

| SPECIFICALLY AUTHORIZE AND CONSENT TO THE DISCLOSURE AND REDISCLOSURE DESCRIBED ABOVE.
x |

Signature of Patient or patient's legal representative Date

Name and relationship of patient's legal representative:

II. AUTHORIZATION FOR CONSULTATION
| understand that if the person or entity listed above is a physician, surgeon, physician's assistant, advanced
registered nurse practitioner or mental health professional (provider) this authorization also permits to consult with
that provider about my medical history and condition relating to my claims described above, and further permits that
health professional to render opinions regarding the cause of my condition and the prognosis for that condition. |
understand that if the lawyer seeking consultation represents a party adverse to me, that lawyer shall provide a
written notice to my lawyer and other counsel consistent with the lowa Rules of Civil Procedure for service of a notice
of deposition at least ten (10) days prior to such consultation.
In order for the above consultation to be authorized, sign here and at the end of Section.

X |
Signature of Patient or patient's legal representative Date

Name and relationship of patient's legal representative:






[ll. SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR FEDERAL LAW
CONCERNING MENTAL HEALTH, SUBSTANCE ABUSE TREATMENT OR AIDS-RELATED INFORMATION

| acknowledge that information to be released may include material that is protected by Federal and/or State law
applicable to substance abuse, mental health, and/or AIDS-related information. | SPECIFICALLY AUTHORIZE the
release of confidential information relating to: [Place "YES" or "NO" in ALL applicable boxes:]

YES Substance Abuse (Drug or Alcohol) Information from:

YES Mental Health Information from:NOTE: You have the right to inspect the disclosed mental health information at any time

(Name of agencies, facilities, or individuals)
YES  AlDS-related Information, Diagnosis, and test results from:

(Name of agencies, facilities, or individuals)

Signature of Patient or patient's legal representative Date

Name and relationship of patient's legal representative:

Furthermore, | SPECIFICALLY AUTHORIZE disclosure and redisclosure of this confidential information to all of the
persons referred to in the Redisclosure Section I. In order for the above information to be released, you must sign here

AND at the end of Section I. If mental health information is being disclosed, | acknowledge receipt of a copy of this
Authorization.

X

Signature of Patient or patient's legal representative Date

Name and relationship of patient's legal representative:

Federal and/or State law specifically require that any disclosure or redisclosure of substance abuse, alcohol or

drug, mental health, or AIDS-related information must be accompanied by the following written statement:
This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2).
The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is
expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR
Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The
Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse
patient.

See also Chapter 228 and Chapter 141(A) of the lowa Code and other applicable laws.






Print Form Safety Incident No.

SAFETY INCIDENT PREVENTION FORM
City of Urbandale, lowa

The City of Urbandale is committed to providing a safe and healthy work environment for its employees. The Employee
Safety Committee uses the information on this form to investigate a safety incident and to prevent future incidents.

In the event of a safety incident:
e Immediately inform your supervisor.
o If a third party was involved, immediately call City Hall (278-3900).
e Within 24 hours, complete Box 1 of this form, and give the form to your supervisor.
e Within 24 hours, complete and submit to City Hall all applicable insurance forms.

BOX 1. EMPLOYEE Complete this section and give the form to your supervisor.

Employee Name: Today’s Date:
Department: Position:
Incident Date: Incident Time: am/pm Date Reported:

Location of Incident (please be specific):

Reported To: Witnesses:
Incident Type (Check all that apply): Bodily Injury Vehicle Collision Other Property 3" Party
Did you or anyone else require medical treatment? Yes No

If yes, please explain:

What was injured or damaged:

How did the incident happen and what caused (directly or indirectly) this incident:

How can this incident be prevented from recurring:

Employee’s Signature Date

BOX 2: SUPERVISOR Complete this section and give the form to your department director.

What was the employee’s job assignment when the incident happened:

Was the employee adequately trained to do this job: Yes No

Was the employee following approved procedures: Yes No

If no, explain:

Is the employee's description of the incident accurate and complete: Yes No

If no, please explain:

What do you recommend to prevent repeating this incident:

Supervisor’s Signature Date
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BOX 3: DEPARTMENT DIRECTOR Complete this section and send the form to City Hall

What will your department do to prevent a recurrence of this or similar incidents (check all that apply):

___discuss incident with employee ___change procedures ___repair/replace/discard defective equipment
___discuss incident with all employees ___provide additional training ___provide new/additional safety equipment
___discuss incident with supervisor(s) ____perform regular inspections ___other

Briefly discuss any other actions your department will take to prevent a recurrence of this incident:

Please have the following individuals initial:
Employee Supervisor Safety Rep.

Department Director’s Signature Date

BOX 4: SAFETY COMMITTEE COORDINATOR Complete this section and send the form to City Hall

Check all that apply:

Awareness Tools, Equipment, Facilities
____Job not understood [110] _____Improper Use of tools, equipment, facilities [410]
____ Lack of awareness of hazards involved [120] _____Unsafe or defective tools, equipment, facilities [420]
_____Insufficient training [130] ____ Lack of proper tools, equipment, facilities [430]

Procedures Safety Guards and Equipment
___ Lack of proper procedures [210] __ Lack of guards, safety devices [510]
___Improvising unsafe procedures [220] ___ Lack of protective equipment, clothing [520]
____Failure to follow prescribed procedures [230] ____ Failure to use safety guards or equipment [530]

Attention Other
_____Inattention, neglect of obvious safe practice [310] ___ Exceeding prescribed limits, load, speed, strength [610]
_____Fatigue, reduced alertness, "hypnosis" [320] ______Poor housekeeping [620]

_____Misconduct, sabotage, deliberate violation [630]
No Fault _____Insufficient information to determine cause [810]

Caused by others [720]
No fault of employee—non-vehicle [730]
No fault of employee—vehicle [740]

Describe any Safety Committee recommendations:

Safety Committee Signature Date

BOX 5: SAFETY LIAISON Complete this section and conduct follow up activities as appropriate.

Follow up needed? No Yes, explain

Follow up completed by (date):

Completed form to: Dept Director City Manager Employee Personnel File

Safety Incident Prevention Form Version January 2008






