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April 1, 2004

Dear Dember

I am sure you are aware of the Health Insurance Portability and Accountability Act
of 1996 (HIPAA). As aresult of this law, which included numerous provisions that were
effective at different times, we must make changes to the way we release information
regarding your claims, claims of your spouse and claims of your covered adult dependents,
eighteen (18) years of age and older.

Effective April 14, 2004 the Fund office must be HIPAA compliant with regard to
Privacy and Protected Health Information of any adult (18 years or over) covered under
your insurance, This refers to the member, spouse and any other dependent who iz at least
cighteen (18) years of age.

As part of this compliance our office will not be able to release claims information
to ANYONE, WITHOUT PRIOR WRITTEN CONSENT.

For your convenicnce, we are enclosing the HIPAA Procedures Policy and two
separate authorization forms, (one for the Member, the other for Dependents). In erder to
give your spouse permission to call the Fund office on your behalf, this form must be
completed, signed and returned to this office. The same is tree if the member wishes o
call the office on behalf of histher spouge. In addition, for dependents over the age of
eighteen, a separate form should be submitted in order for the parents to receive
information,

Please be advised, this new policy is mandatory due to HIPAA and is not being put
into place either at the request of the Board of Trustees or Painting Industry Insurance
Fund.

If you have any questions regarding this matter please contact the Fund office.

Very truly yours,

x_SZm f Z
Shawn D, h’\:‘?-,gﬂ/r.ﬂl‘ 5

Enclosures (2)
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Painting Industry Insurance Fund
General Authorization for Release of Member's Health Information

I. Information about Use or Disclosure

I hereby authorize the use or disclosure of my individually identifiable health information
as described below. [ undersiand that this authorization is voluntary and that I may revoke if af
any tlme by submitting my revocation in writing to the entliy providing the information,

Member's name: 88 number;
PLEASE FRINT MEMBER'S NAME MEMBER'S S5N

Persons/organizations authorized to provide the information: any individuals identified in the
Plan's HIPAA Privacy Policy as Plan administrative employees who (i) perform functions
directly on behalf of the Plan, or (ii) have access to protected health information (“PHI™) on
behalf of the Plan for use of PHI in Plan administrative functions.

Persons authorized to receive the health information (Please list an adult who may be inguiring
about your claim information by telephoning the Fund Office):

PLEASE PRINT AUTHORIZED ADULT PERSON'S NAME AND RELATIONSHIP
ABOVE

Specific description of information 10 be used or disclosed (including date(s)): all health
information relating to the period of the participant’s coverage under the Plan,

Specific purpose of the disclosure: at the member's request,

Financial or in-kind compensation to be received by the individual requesting the authorization
in exchange for using or disclosing the health information described above: NONE.

This authorization will expire upon termination of insurance coverage under the Plan,
II.  Important Information about Your Rights
I have read and understood the following statements about my rights:

. I may revoke this authorization at any time prior to its expiration date by notifying
the providing organization in writing, but the revocation will not have any affect
on any actions the entity took before it received the revocation.

I may see and copy the information described on this form if T ask for it.
1 am not required to sign this form to receive my health care benefits (enrellment,
treaiment, or payment).

. The information that is used or disclosed pursuant to this authorization may be
redisclosed by the receiving entity. [ have the right to scek assurances from the
above-named persons/organizations authorized to receive the information to any
other party without my further authorization,




Painting Industry Insurance Fund
General Authorization for Release of Dependent’s Health Information

I. Information about Use or Disclosure

I hereby authorize the use or disclosure of my individually identifiable health information
as described below. [ understand that this authorization is valuntary and that I may revoke it ar
any time by submitting my revocation in writing to the entity providing the informatian,

Adult Dependent/Spouse’s name: {Adult = 18 vears or older)
PLEASE PRINT

Adult Dependent/Spouse’s S8 number:

Member's name: _ Member's 88 number:
PLEASE PRINT

Dependent's relationship to member: Dependent’s date of birth:
PLEASE PRINT

Persons/organizations authorized to provide the information: any individuals identified in the
Plan’s HIPAA Privacy Policy as Plan administrative employees who (i) perform functions
directly on behalf of the Plan, or (i) have access to protected health information (“PHI™) on
behalf of the Plan for use of PHI in Plan administrative functions.

Persons authorized to receive the health information (Please list an adult who may be inguiring
about your claim information by telephoning the Fund Office):

FLEASE PRINT AUTHORIZED ADULT PERSON'S NAME AND RELATIONSHIP
ABOVE

Specific description of information to be used or disclosed (including date(s)): all health
information relating to the peried of the spouse’sfadult dependent’s coverage under the Plan,

Specific purpose of the disclosure: at the spouse’sfadult dependent’s request,

Financial or in-kind compensation to be received by the individual requesting the authorization
in exchange for using or disclosing the health information described above: NONE.

This authorization will expire upon termination of insurance coverage under the Plan,
Il Important Information about Your Rights
I have read and understood the following statements about my rights:
. I may revoke this suthorization at any time prior to its expiration date by notifying
the providing organization in writing, but the revocation will not have any affect

on any actions the entity took before it received the revocation.
. I may see and copy the information described on this form if 1 ask for it




Falnting Tnd=sicy Issueance Fand
Nothee of Privacy Peactices

This Motiee Deseribes

3 .E...__E_.ggg
and How You Can o~

EEEE
EhEHﬂEEﬂEFfE‘?E.

Bave any questions ahet this EEE#EESEEE
vﬂﬁaggguﬂu?nﬂﬁg?ﬁﬁn by calier e
EH&EEE—EEEEEE?EE
(252 “Plae™ aned hogs Sy thind party thay sesisr e sdministmton of Plas glaimg

EEEEE&H&E
ggtlﬁggiﬁigtgﬂnﬁ
Eaﬂaﬂﬁnaﬁlg;ﬂuﬂ.}nﬁnﬁﬂa?guﬂ
EEEREEEE&EEEE%#ER
EEEEEIEEEEEEEEEE
diffsent palicias or Dot rpanding e dasiecs En md displaeey ol modicd
Enﬂﬁr?gnﬂﬂ oEgE, ey
EE&EEE?#EFE#EE&E&EE
shour vou. It also descriey g oblipations gnd mEreding the use mmd discl e
malica! informutice. i i
W aze requimd by fww g

EHEEEEEEPEEE

?!Eﬁﬂﬂiﬁlkﬂﬁqgagﬁ

EEEP.E.HU.IH_“

= %Eﬂ&ﬁ—uﬂﬂuﬂrg_pﬁﬂr

E:EEHIEEEFEEHE
Fﬂiﬂiggaﬁﬁfﬂigﬁlﬂﬁg
EE&EEHE!EEEEEEE&
EFEEIREE-EEHE?ER?#H!
quE;lE&EEES:IE!EEEEEﬂ}
Ei?gEggﬁnﬂiﬂniguﬂE
gianggﬁﬁug!g!ﬂgﬂn?

2 in= henefiz nepenelity
. health care providan, i Eas
e s T o o S i
(=T = wmather
il e seefies nformation with 3 utiSzaton ovisw of poeeertfcation sendee
ST e
T.i-w“ﬂ.qﬂl_rﬂ’i. of heddth cliima o o another heal
séindication o subrogaten
s reguiations), We mey use and
Care Operations (x deesibed in applicstle o A————
ietoe i o s yo o ier i cpecadons. Toa s 18

Pt
i n Tan mrape; cabpdning clalms for gop-ldl (07 ORGESE

; when regeied o do 50
Wie will factege medical fomaaton K30 ¥ wion equiced
Ty & coart onder In a litipesies protesding ench m 3 maly

o =
o o, mye d Haiod Nl of

nﬂﬁigrﬂ?iﬂwﬂﬂﬂ!ﬂ ot Eaane donatdnn mnd sl
CR oD D : : releass madieal

and Veterans. & yoa a a member of e mmed . We rty also mlress
Emﬂ_ﬂ.nﬂ-ﬁjﬂ.l!.ﬁdu.%%lwh&; wreigs military
Tedicsl ifemution dhest fomsign miliury personne i
ARy



To this Us or accounting of disclorans, you mst sibmls yoor regusst = wiiting @ the

Fead Yeur roquest must stmfe & tms pesiod whish muy sot ba longer than si years and
EEEEEE%E%E%EEEEE
thet Bt (e & elactronko). The first far pes rogusst withia a 12 mondh pesSed will
ke fren. Por Wi =y eiaps i fog the costs of providing the s W will nocfy
EEEE%E!EEHEEEE%IEE
iafinee nayy aogy a0 taemsred,

Right to Request Resteietions, Yo have the dght i seapes 3 sptdetion or Beireize o o
medical infoemution wp o or Esclose abow you for Sretmest, paymen: of hel ours
apeadaca, Yoo alee have the i ta ool o lUmh g e Sodicsl information we Sl
ﬁiﬁgﬁrgﬁiaﬂﬁﬁﬁﬁiiﬂung
member ot Hiond. For evamgle, you could o that we nes dee or Siccloss infarmesies shaut &
surgery yon bad

We e pot mquired o agres o por regnsst.

To mquest resmietiees, Wou most make yoer request In weldng 1o e Fend Offics. In yoor
feqeem, yora ookt il us (1) wihal information you wass w limit; (2) whather yoo wese 1 Hmit

nﬂﬁ Eqﬂtglﬂsgﬁpaﬁﬁnnﬁfﬁi
disclosrs 00 e Epouse.

Right to Request Conffential Comsmmicatiess. You have e right m mgees i we
eemmunieste Wit e ahost medion] mamsw in @ comaln wey o = 8 corahn looeton. For
Eiﬁiﬁﬁnﬁuguﬂhiﬂfuﬁ.

T eeqeest confldental eomrsenications, you mesr ke your request in writing e Fend Office.
W will not &=k you Eiﬁ!isgébgg
e request must specify b o2 where you wish 1 be soctacied,

Right 19 a Paper Copy of This Netion., Yoo kave the St io a pager copy of Sis sotice. Yoo
Ay ask 2 10 GiVE Yo 2 copy of this nerSse o any time, To obemin & copy of s metice, plcisn
oo the Fond Offee.

" Chaspes 10 ThisNotas

ﬂn.aﬂa?ﬁﬂaﬁﬂﬂw&ﬂfﬂﬂalmﬂpaﬂﬁsﬂﬂrlﬂg
Retion effective for medinal foemation wo oty have sbow 7% & wall a5 any isformation

wa raieve o tha famre. The notioe will conmds oo e o g, in tha Eigie- kind comar,
tho effictiva da. " i

Cezplainls

B you believe g hawe besw vinimned, you may file 2 complaing wih the botpial
el b e e o
eomplsier with the Plam, contct the Fund Offics by weiting 10 the Peizting Indusry Inmrance

Pund, £257 Dow Cincle, Cleveland, Obis 44138, All complsien must be sbined in wiiing.
Yoo will ant be peealissd for ling s somplim.
Cither Uses of Modical Infosmsasion

Oithes pecl aad Sasiesemes of mediesl infommatios #eb coversd by this notcs o the laws
%HE!EIHEE&HEEEH?:EE#EWEE!HH«

or disciots medsll Rfcmates sbout you, you =ay rveks that permissdon, b writng, = =y
ﬁﬂigqﬁ.uﬂiﬂ.!sﬁﬁﬂﬂn-ﬂﬂg%gg
you for the reasoes coversd by your wrisen yothorization. You uadenand that wa a wmable 1
wikic back sy Eitersea we heve siresdy mads with uﬂﬂﬂnﬁ.—mﬂ.lﬁnfﬂsnﬁ.ﬁﬁ

1 petin e meconds of Sa care Tal we provided 10 you.

o S T



