AUTHORIZATION FOR MEDICAL REPORTS & RECORDS

TO: ________________________________________
DATE _______________________

         ________________________________________________


         ________________________________________________

         And any other physician, hospital, clinic or medical care provider, presently unknown to 

       me, who my have or subsequently acquire information concerning my physical condition.

You are hereby authorized to provide to ___________________________________________ 

__________________________________________________ or WildCard Investigations Inc., (or any other representatives), all information, facts and particulars, including reports, records, results of diagnostic test, x-rays and statements of charges which may be requested regarding my medical condition, diagnosis, treatment rendered, prognosis, estimates of disability or recommendations for further treatment and to furnish them copies of such reports.  You are further authorized to allow any physician appointed by them to review all such reports, records and x-rays in your possession.

This information is to be used for purposes of evaluating and handling my claim for injury as a result of an accident occurring on or about ________________________________________ and for no other purpose, now or in the future.

I agree that photostatic copies of this authorization carry the same authority as the original.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURANCE COMPANY, FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION COMMITS INSURANCE FRAUD UNDER FLORIDA STATUTE #817.234 AND IS GUILTY OF A FELONY OF THE THIRD DEGREE.

I HAVE REVIEWED, UNDERSTAND AND ACKNOWLEDGE THE FOREGOING NOTICE.

This authorization is given on _____________________________________.

____________________________________
___________________________________



WITNESS





PRINT NAME

                             SIGNATURE

