
             HIPAA Authorization

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (“HIPAA”)
Authorization to Obtain and Disclose Information

I hereby authorize all of the people and organizations listed below to give Salt Lake City Corporation (the 
“Company”), and their authorized representatives, Disability Insurance Specialists, LLC (“DIS”), 
(collectively, the “Recipient”), the following information:

 any and all information relating to my health and my insurance policies and claims, including, but 
not limited to, information relating to any medical consultations, treatments, or surgeries; hospital 
confinements for physical and mental conditions; use of drugs or alcohol; and communicable 
diseases including HIV or AIDS.

I hereby authorize the following entity to provide the information outlined above:
 any physician or medical practitioner;
 any hospital, clinic or other health care facility
 any insurance or reinsurance company (including the Recipient for purposes of disclosing 

information related to other insurance policies that provide me with insurance coverage)
 any consumer reporting agency or insurance support organization;
 my employer, group policy holder, or benefit plan administrator; and
 the Medical Information Bureau (MIB).

I understand that the information obtained will be used by the Recipient to:
 determine my eligibility for benefits under a disability income replacement program.

I may revoke this authorization at any time, except to the extent that action has been taken in reliance 
on this authorization or other law allows the Recipient to contest a claim under the policy or to contest 
the policy itself, by sending a written request to:  Disability Insurance Specialists, LLC, PO Box 25, 
Bloomfield, CT  06002.  I understand that my revocation of this authorization will not affect uses and 
disclosure of my health information by the Recipient for purposes of claims administration and other 
matters associated with my claim for benefits under insurance coverage and the administration of any 
such policy.

I understand that the signing of this authorization is voluntary; however, if I do not sign the authorization, 
the Company may not be able to obtain the medical information necessary to consider my claim for 
benefits.

This authorization will be valid for 24 months or the duration of any claim for benefits under my 
insurance coverage, whichever is later.  A copy of this authorization will be as valid as the original.  I 
understand that I am entitled to receive a copy of this authorization.

_________________________________   _________________________________
Name of Insured                                           Date

________________________________  ___________________________________
Signature of Insured or                                  Description of Authority of Personal
Insured’s Personal Representative                Representative (if applicable)
SEND COMPLETED FORMS TO: Disability Insurance Specialists PO Box 29, Bloomfield, CT 06002

                              Fax #  (860) 769-6986      Phone # 1-800-722-9680

http://www.pdfonline.com/easypdf/?gad=CLjUiqcCEgjbNejkqKEugRjG27j-AyCw_-AP

