Employee’s name McGill ID #

By submitting this form, you consent to the disclosure of your medical information to McGill University’s Disability Management Services for
the purpose of reviewing, adjudicating and managing your disability claim. This information will be accessible to authorized personnel of the
Disability Management Services and will only be disclosed as permitted by the Act respecting Access to documents held by public bodies
and the Protection of personal information. This information will be kept in a separate file from your general employee file.

Employee’s signature Date

To the Attending Physician,



