
State of New York

WORKERS' COMPENSATION BOARD

CLAIMANT'S AUTHORIZATION TO DISCLOSE WORKERS' COMPENSATION RECORDS 

(Pursuant to Workers' Compensation Law Section 110-a)

Prescribed by the Chair, Workers' Compensation Board

INSTRUCTIONS:

Submit original to the Workers' Compensation Board and retain a copy for your records.  Authorization

for disclosure of records for certain purposes is not valid under the law.  See excerpt of WCL Section

110-a on the reverse of this form.  This authorization is effective until it is revoked by the claimant.

Claimant may revoke this authorization at any time, upon written notice to the Workers' Compensation

Board.

                                  THIS AUTHORIZATION DOES NOT PERMIT eCASE ACCESS.        

OC-110A (3-03) 

935 James St.

SYRACUSE 13203

(315) 423-2932

100 Broadway

Menands

ALBANY 12241

(518) 474-6674

Statler Towers

107 Delaware Ave.

BUFFALO 14202

(716) 842-2166

130 Main Street W.

ROCHESTER 14614

(585) 238-8300

State Office Building

44 Hawley Street

BINGHAMTON 13901

(607) 721-8356

DOWNSTATE CENTRALIZED MAILING

  (for New York City, Hempstead, Hauppauge & Peekskill Districts) 

PO Box 29017   Brooklyn, NY 11202-9017

NYC (800)877-1373 / Hemp. (516)560-7700 / Haup. (631)952-6000 / Peek. (914)788-5775 

www.wcb.state.ny.us

Failure to provide the information requested on this form will not result in the denial of your authorization, but may delay

the processing of your request.  The voluntary release of your social security number enables the Board to ensure that

information is associated with, and quick action is taken on, your request. 

Records Authorized for Release: 

 Entire file(s) 

 Specific Document(s) - give details below  

     Any and All Claimant Case Files

     Individual Claimant Case File(s) Number(s) - list below

Claimant's Name Claimant's Social Security Number

Reason for Disclosure of Records

Date(s) of Accident

Pursuant to Section 110-a of the Workers' Compensation Law, I, ______________________,

represent that I am a person who is/was the subject of the Workers' Compensation case(s) indicated

above, and I authorize the Workers' Compensation Board to discuss the above-referenced Workers'

Compensation Board records with and/or release a copy of the above-referenced records to 

_____________________________________________________________________________, at

_____________________________________________________________________________. I

understand that the requesting party may be required to pay a statutory fee prior to being provided

copies of these records by the Workers' Compensation Board.     

  _________________________________  ___________________

Name

Address

Claimant's Name

               Claimant's Signature                                 Date


