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AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION AND 

APPOINTMENT OF PERSONAL REPRESENTATIVE  
This form is used to appoint a Personal Representative who is authorized to discuss or disclose protected health information and other 

benefit information with Mercer Administration at the request of the individual. 

 

 

SECTION 1: INDIVIDUAL AUTHORIZING DISCLOSURE 

 

Individual Name:    

 

Employee Name:    

 

Employee Address:    

 

Employee Social Security Number*:    

 

Employer Name:    

 

SECTION 2: TYPE OF INFORMATION 

 

Personal Health Information, including, but not limited to, identification of treating providers of care, diagnoses, 

procedures and demographic information. 

 

SECTION 3: AUTHORIZED USE and / or DISCLOSURE 

 

I hereby authorize the use or disclosure of my individually identifiable health information as described below.   I appoint 

the individual named below to act on my behalf as Personal Representative for   my minor 

dependents named _________________________________________________________________________________ 

with regard to:  

 

  inquiries and claims for health care and other benefits.  

  inquiries and claims for health care and other benefits limited to the following:    

  . 

  inquiries and claims for health care and other benefits on or after the effective date of this appointment. 

 
Personal Representative’s Name:    

 

*Personal Representative’s PIN number / Password:    

*Please select a PIN number or Password that is easy for the Personal Representative to remember.  This will be 

utilized in caller verification. 
 

Specific Authorization for Mental Health, Substance Abuse Treatment or AIDS-Related Information: 
I authorize the release and disclosure of any and all personal health information, including specifically mental health 

information, substance abuse (drug or alcohol), and AIDS-related information, if applicable, and all claims information to 

the individual named above as long as this appointment of Authorization Representative is in effect.  I understand that I 

may inspect the mental health information disclosed.   
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SECTION 4: EFFECTIVE, EXPIRATION AND REVOCATION 

 

Effective: This appointment of Personal Representative is effective upon Mercer Administration’s receipt of this fully 

completed and signed form.  
 

Expiration: This appointment and authorization terminates automatically upon the appointment of a different Personal 

Representative or upon termination of my health plan coverage, or upon settlement of claims incurred while covered, unless 

revoked or an earlier date or event is entered below. 

 

 On ____/____/____ (Date) 

 On occurrence of the following event (which must relate to the individual or to the purpose of the use and/or 

disclosure being authorized:   

   

 

Right to Revoke: I understand that I may revoke this authorization at any time by giving written notice of my revocation 

to Mercer Administration at the address stated below.  I understand that revocation of this authorization will not affect any 

action you took in reliance on this authorization before you received my written notice of revocation. 

 

SECTION 5: INDIVIDUAL’S SIGNATURE 

 

I have read and understood the following statements about my rights: 
 I have had full opportunity to read and consider the contents of this personal representative appointment and 

authorization, and I understand that by signing this form, I am confirming my authorization of the disclosure of my 

protected health information, as described in this form.  If this authorization involves the disclosure of mental health 

information, I acknowledge receipt of a copy of the authorization.   

 This authorization is voluntary.  I understand that I am not required to sign this form to receive my health care benefits 

(enrollment, treatment, or payment of claims). 

 The information that is used or disclosed pursuant to this authorization may be redisclosed by the receiving entity. I 

have the right to seek assurances from the above-named persons/organizations authorized to receive the information 

that they will not redisclose the information to any other party without my further authorization. 

 

     

Covered Individual’s Signature (or Legal Guardian, if applicable)  Date 

 

  
Print Name of Legal Guardian, if applicable  
If a legal guardian signs for an individual 18 years or older, a copy of the guardian appointment document must be submitted with this form. 

 

 

RETAIN A COPY FOR YOUR RECORDS – Send completed and signed form to: 

 

Mercer Administration 

701 Market Street, Suite 1350 

St. Louis, MO 63101 

Fax: (314) 621-2112 

 
 

 

*If you have included a full social security number on this form, do not submit via fax transmission. 


