
 
 

DISTRICT OF COLUMBIA 
 

RELEASE OF WORKERS’ COMPENSATION 
 
 
 

I hereby authorize Records Department with Premier Employment Screening 
Services, to receive any and all workers’ compensation record(s) information 
pertaining to me which may be in the files of any state or local workers’ 
compensation agency in the District of Columbia. 
 
 
 
         
Full Name Printed 
 
 
 
 
         
Social Security Number 
 
 
 
 
             
Signature (applicant)        Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


