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Medical Release and Physician Statement 

MEDICAL RELEASE AUTHORIZATION 

I, hereby authorize , 

Applicant’s Name Physician or Client 

to release to Gifted Healthcare any information acquired in my medical examination that is relative to my employment. I 

also authorize Gifted Healthcare to release any information that is relative to employment at any of their client facilities. 

Applicant Signature Date 

PHYSICIAN STATEMENT 

Corporate Office 

3330 W Esplanade Ave., Suite 505, Metairie, LA 70002 - 1.888.566.6877 
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