
SHAWNEE STATE UNIVERSITY 
Authorization Form 
Employee Health Benefit Plan
to Use and Disclose Your Protected Health Information (PHI)
SSU Employee/Member:

Name 

Date of birth ______/______/______

Address

Member ID #


Phone 

E-mail address

Account/Plan # 


Requestor:


Name

 FORMCHECKBOX 
 Member
 FORMCHECKBOX 
 Dependent

 FORMCHECKBOX 
 Personal Representative*






* complete Notice of Personal Representative


Address

Phone


I Authorize
 FORMCHECKBOX 
 Third party administrator (TPA)
 FORMCHECKBOX 
 Pharmacy Benefits Manager (PBM)
 FORMCHECKBOX 
 Flexible Spending Account (FSA)

To provide PHI on:
To release PHI to:

Name: 

 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
 Requestor (if Personal Rep, attach proof)
Address: 

 FORMCHECKBOX 
 Human Resources
Date of birth _____/_____/_____

Purpose of disclosure (please give specific information) 


Specific information to be disclosed (include date of service, related diagnosis or other description) 


This authorization will expire

___
Upon the resolution of this specific claim

___
Expires on ______/_____/______ (for this claim only)
I understand that if the person or entity who receives the above information is not a health care provider or health plan covered by federal privacy regulations such as HIPAA, the information described above may be re-disclosed by such person or entity and may no longer be protected by federal privacy regulations.

As described in the Notice of Privacy Practices of Shawnee State University Employee Health Benefit Plan (the Plan) I understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken by the organization indicated above in reliance on this authorization, by sending a written revocation to the Human Resources, Administration Bldg., Room 021, 940 Second Street, Portsmouth, OH  45662.

I understand that I am not required to sign this authorization form and that the Plan will not condition the provision of payment on the signing of this authorization.

Signature of Person authorized to consent


Date Signed
This form is not valid if not filled out completely.  A copy of this form may be used in the same manner as the original.
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