
INTERNATIONAL UNION OF OPERATING ENGINEERS 
LOCAL 891 WELFARE FUND (“FUND”)  

 
AUTHORIZATION FORM  

 

I,______________________(please print name) authorize the International Union of Operating 
Engineers, Local 891 Welfare Fund (“Fund”), to use and/or disclose the following protected  health 
information (specify the information to be disclosed, including but not limited to, date of service, type of 
service provided, specific claim, etc.): 
____________________________________________________________________________________ 
 
I authorize the following person(s) and/or organization(s) to receive my protected health information from 
the Fund: 
 ____________________________________________________________________________________ 
  
I authorize my protected health information to be used and/or disclosed for the following specific 
purposes: 

____________________________________________________________________________________  

Right to Revoke.  I understand that I have the right to revoke this authorization, in writing, at any time by 
sending such written notification to the Privacy Officer for the Fund at 147-26  25th Drive, Flushing, 
New York  11354.   I am aware that my revocation will not be effective as to uses and/or disclosures of 
my health information that the Fund has already made in reliance upon this authorization. 
 
I understand that information used or disclosed pursuant to this authorization may be subject to re-
disclosure by the recipient and may no longer be protected by federal law. 
 
I understand that the Fund may not condition treatment, payment, enrollment or eligibility for health care 
benefits on my decision to sign this authorization. 
 
Expiration of Authorization.  This authorization will expire (choose and complete one): 
 

  On _______/______/______.  
            MM     /    DD   /     YR 
 

  Upon the occurrence of the following event(s) related to my health care or to the purpose(s) for which 
I have authorized the use and/or disclosure of my health information described above: 

____________________________________________________________________________________  
 
____________________________________________________ _____/_____/_____ 
 Member Signature or Personal Representative               Date      
 
If signed by a personal representative, complete the following: 
 
Relationship to participant or nature of authority (e.g., health care power of attorney, guardian, other 
statutory authorization):  _______________________________________________________________  
 
*PERSONAL REPRESENTATIVE IS REQUESTED TO PROVIDE DOCUMENTATION AS 
PROOF OF AUTHORITY 
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