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PHI AUTHORIZATION 
 

If you want the United Food and Commercial Workers Unions & Food Employers Benefit Fund (the “Plan”) to 
disclose any of your Protected Health Information (“PHI”) to another person or entity, including to a person you have 
appointed as your Authorized Representative for purposes of pursuing a claim for benefits or an appeal of a denied 
claim, please complete this PHI Authorization (“Authorization”) and submit it to the Plan as instructed below. Please 
refer to the Plan’s Privacy Notice for a description of PHI. For purposes of this form, “Individual” means a person 
who participates in the Plan as a Covered Employee or a covered spouse or dependent child of a Covered 
Employee, whose information will be disclosed pursuant to this Authorization.   

1.  Information about the Individual: 

a.  Individual’s name:     b. Fund ID#* :                           

c.  Individual’s birth date: ________________________   
 
d.  Is the Individual covered under the Plan as a dependent?        Yes        No 

If “yes”, please complete the following: 

e.  Covered Employee’s name:      

f.  Covered Employee’s birthdate:_________________________ 

*If you don’t know the Family Unique ID#, then please provide the last four digits of the SSN of the Covered Employee 

2.  Information about the Requestor (if applicable): 
Complete this section only if this form is submitted by someone other than the Individual, e.g., a Personal Representative such 
as a parent or other legal guardian or a person with power of attorney.**  

 
a.  Requestor’s name:             
 
b.  Requestor’s relationship to Individual:          

c.  Requestor’s Family Unique ID#* (if applicable):   ___ 
 

3.  Information about the PHI: Describe your specific PHI (or the specific PHI of the Individual you represent) that 
you authorize the Plan to use or disclose:  

For example, describe: (i) the health records you authorize the Plan to use or disclose by date(s) of service and/or name of 
health care provider(s); (ii) the eligibility information you want disclosed; and/or (iii) the information related to an appeal from a 
claim denial.  

               

                                                                          
 
4.  Purpose of the Disclosure: If this Authorization is at your request, you may initial here              to state that 
the purpose is “At the request of the individual signing below.” Otherwise, describe the specific purpose of the use 
or disclosure:                 
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