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AUTHORIZATION FORM TRANSFER OF OCCUPATIONAL HEALTH RECORD

Name: 
Date of Birth:
Address: 
Postal code and city: 

Employed at:



	
	


The undersigned hereby declares his/her consent to:

Name of previous health and safety service:___________________________________________

Initials + name of company doctor/contact person: ____________________________________

BIG registration number: ______________________________________________________________

Address: _____________________________________________________________________________

Zip code and city: ____________________________________________________________________

Phone number: _______________________________________________________________________

To transfer the occupational health/medical record to De Arbodienst.

Attn. Company Doctor : D. Wennink  BIG: 89917449501

The purpose of transferring the occupational health/medical record is to enable the (company) doctor to continue your absenteeism supervision in an adequate manner with these data.



Signing

Location, ____________________________

Date, ________________________________

Signature, ____________________________


* In the case of physician, also mention the superviso[image: ]n
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