A  U  T  H  O  R  I  Z  A  T  I  O  N

(To Be Completed and Signed by Applicant)







              Date:_______________________

To: ____________________________________

   
             (Doctor’s Name)

     _____________________________________

                 (Doctor’s Telephone Number)
     _____________________________________
     _____________________________________



                       (Doctor’s Address)                       


   
Dear Doctor:

You are hereby authorized and requested by me to complete the form on the reverse side of this sheet of paper and forward it directly to:
THE BOARD OF TRUSTEES
CITY OF MIAMI GENERAL EMPLOYEES’ AND SANITATION EMPLOYEES’

RETIREMENT TRUST

2901 BRIDGEPORT AVENUE
COCONUT GROVE, FLORIDA 33133
____________________________________                     ____________________________________

         (Printed Name of Applicant) 


              (Applicant’s Social Security Number)
_____________________________________
         ____________________________________

       (Applicant’s Telephone Number)








         ____________________________________

             






               (Applicant’s Address)

____________________________________ 

            (Applicant’s Signature)
Wrd/r/forms/Disability Form - Authorization


