
SABC          Complete and sign this form, return by fax to (601) 856-8088. 

 
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION, 

REIMBURSEMENT AUTHORIZATION AND/OR CLAIMING AUTHORIZATION 
 

 
Cafeteria Plan Holder Name:  ___________________________________________________________________________________________ 
 

Employer: ____________________________________________________________________________________________________________ 
 

Address:  _____________________________________________________________________________________________________________ 
 

Member SS# _____________________________     telephone Number: _______________________________________________ 
describe the protected health information “PHI” you are authorizing be used and/or disclosed:   

A.  Pick-Up Reimbursement Authorization. I authorize SABC to release my claimed reimbursement check to the person(s)  
       listed below.    

B.  Obtain my reimbursement information, and/or account balance(s).  I authorize SABC to release and/or disclose my PHI  
      to the person(S) listed below  

C.  Sign my reimbursement claim form(s) on my behalf, I authorize this person(S) listed below and request  
      that SABC accept their signature on my behalf and I acknowledge that I am bound by the same statement of truth as  
      the person(S) I am Authorizing to sign for me, and for the expenses that are being submitted are true and eligible expenses.   

D.  Other __________________________________________________________________________________________     

Name and specifically describe the person or persons who you are authorizing to make use of and/or to disclose PHI.    
Place the letter(s) A, B, C, and/or D (listed above), next to Level, that describes the level of access you are authorizing each person listed 
below. 
 
Persons Authorized to Use or Disclose PHI on my behalf:    
          
Authorized Person:  _____________________________________________________ Relation:  ___________________   Level:  _________ 
 

Authorized Person:  _____________________________________________________ Relation:  ___________________   Level:  _________ 
 

Authorized Person:  _____________________________________________________ Relation:  ___________________   Level:  _________ 
 

Authorized Person:  _____________________________________________________ Relation:  ___________________   Level:  _________ 
 

Authorized Person:  _____________________________________________________ Relation:  ___________________   Level:  _________ 
This authorization is voluntary at the request of the Cafeteria Plan Holder named above. 

 

Effect of Granting this Authorization:   Disclosure of the PHI you have granted will be disclosed to and/or received by the 
person(s) listed above.  This person(s) may or may not be health plans, covered health care providers or health care clearing 
houses subject to federal health information privacy laws.  They may further disclose the PHI, and it may no longer be protected 
by federal health information privacy laws. 
 

Expiration of this Authorization:    This authorization will expire after I am no longer enrolled in the Cafeteria Plan, under my 
current Employer’s plan, or I may revoke this authorization at any time by giving written notice to SABC.  Future revocations of 
this authorization will not affect any action of disclosure or recipient of PHI you requested prior to the discloser or recipient 
receiving (in hand) your written notice of revocation.  A revocation may be done by completing a revoke form.  Your request to 
revoke will take place on the date we receive your revoke request. 
 

Cafeteria Plan Holders Signature: 
I,   ________________________________________(print Name),   have had full opportunity to read and consider the contents of this 
authorization, and I understand that, by signing this form, I am confirming my authorization of the use and/or disclosure of my PHI,  
as described in this form.    
 

Signature:  _________________________________________________________________________    Date:  ___________________________ 


