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PART 3 Effective Period 

I want this Authorization to be valid: 

 For as long as the patient is eligible for benefits under the Plan  Until the patient submits a Cancellation of Authorization Form 

You may cancel this authorization at any time, no matter which option you select above, by submitting to the Fund Office a properly 
completed Cancellation of Authorization Form. 

 

PART 4 Description of  Information 

I authorize the Fund to disclose the following Protected Health Information (PHI): 

 ALL PHI AVAILABLE (including mental health, genetic testing, and substance abuse information, if any) 

 Only the following PHI: __________________________________________________________________________________ 

 

PART 5 Purpose of  Disclosure 

The purpose for which my PHI may be disclosed is as follows:  

  For any purpose (including payment, eligibility, preauthorization, health care claims or appeals, coordination or benefits, premiums 
and co-payments, subrogation and reimbursement)   

  Only the following purpose: _______________________________________________________________________________ 

 
PART 6 Authorization 

I authorize the Fund to disclose my Protected Health Information (PHI), in written, electronic, or oral form, to the 
person(s) identified in Part 2. 

I understand that: 

• I have the right to revoke this form at any time by submitting a Cancellation of Authorization Form to the Fund Office 
• The person I am authorizing to receive my PHI may not be required to treat this information as confidential 

PATIENT SIGNATURE 
(parent or legal guardian, if minor child) 

X 

PRINT NAME 

 
DATE 
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