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MEDICAL INFORMATION RELEASE FORM

To Whom It May Concern: 

I, _______________________, authorize any physician, hospital, clinic, or other 
(Name – First, MI, Last) 

health-related person or facility, to release any medical or other health-related information (including mental health) to the United States Department of Labor, Veterans’ Employment and Training Service, which are deemed necessary for the Purpose of pursuing my claim under the Uniformed Services Employment and Reemployment Rights Act (USERRA) of 1994, and 38 U.S.C. §4301 et seq.  This Release applies only to that claim, the designation of which appears below. 
Signature of Claimant


Social Security Number


Address


Date


USERRA Case Number
