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I,        (name), _______________ (date of birth),  
hereby give my consent for the following specified treatment providers to discuss with James Cook University’s 
Injury Prevention and Management Advisor, the medical information relevant solely to this specific injury 
management for the sole purpose of assisting with my workplace rehabilitation and my safe return to work. 
 

Treating Doctor/s (Name)  

Address / Practice  

Medical Specialist (Name)  

Address / Practice  


