IPM Health and Welfare Trust of California

1168 East La Cadena Drive, Riverside, CA  92507

Phone:  (951) 684-1791       Fax:  (951) 684-2321

Authorization for the Disclosure of Protected Health Information

In accordance with federal regulations (Health Insurance Portability & Accountability Act of 1996), IPM is no longer allowed to discuss your health and claims information with anyone other than yourself without your authorization, except as provided in our Notice of Privacy Practices.

This means that if your spouse calls asking whether your claim has been submitted or paid, IPM is unable to provide any information.

If you would like to appoint someone else to be able to receive your health and claims information, please complete and return this authorization.

SPOUSE’S AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

I, __________________________________, hereby authorize the IPM Health & Welfare Trust staff to discuss health information


(print name)

pertaining to:


Myself


My dependent child/ren:

Name and SS#  

Name and SS#  


Name and SS#  

Name and SS#  


Name and SS#  

Name and SS#  


HEALTH INFORMATION TO BE DISCLOSED

Verbal information only
Written information only

Both verbal and written information

pertaining to:


Claims status


Eligibility and/or benefits


All my benefits, eligibility and claims status

DISCLOSED TO

I appoint the following person to receive disclosures of my health information from IPM Health & Welfare Trust:


My spouse






(name)


Union official






(name)


Friend/other






(name)

AUTHORIZATION EXPIRATION
I understand that this authorization will remain in effect until I cancel it or until I am no longer eligible for benefits.

Signature:  

SS#:  


Date:  



I understand that information disclosed as a result of this authorization may potentially be re-disclosed by the recipient to additional parties and no longer protected by the Privacy Rule.

I understand that I may cancel this authorization at any time by signing a cancellation form.  I further understand that  any such cancellation does not apply to health information already disclosed.

I understand that I am under no obligation to sign this authorization.  I further understand that my ability to obtain treatment, payment, enrollment or eligibility for benefits will not depend in any way on whether I sign this authorization.

I understand that I have a right to inspect and to obtain a copy of any information disclosed as a result of this authorization.  This authorization will be valid only when all sections are completed.
