OPERATING ENGINEERS FUNDS, INC.

AUTHORIZATION FORM

Authorization for Release of Medical Information

Participant Name Birth Date: / /
MM DD YY

Address:

Social Security Number:
Home Telephone Number:

I hereby voluntarily authorize the use or disclosure of my health information as described in
this authorization.

1. Specific persons (or class of persons) or organizations authorized to provide the
heaith information.

2. Specific persons (or class of persons) or orqanizations authorized to receive and
use my health information:

3. Specific description of the health information I authorize to be used or disclosed:
Please describe as specifically as possible the information you wish the Plan to
disclose.
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. Purpose of the request: I authorize my health information to be used and/or
disclosed for the following specific purposes: For example, to discuss my benefits
with the Fund so that I can better understand my benefits. If you do not wish to state
a purpose, please state, "At the request of the individual."

. Right to Revoke: I understand that I have the right to revoke this authorization at
any time by notifying the Fund Office in writing at Privacy Official, 100 E. Corson
St., Pasadena, CA 91103. I understand that the revocation is only effective after
it is received and logged by the Fund Office. I understand that any use or
disclosure made prior to the revocation under this authorization will not be
affected by a revocation.

. 1 understand that after this information is disclosed, federal law might not protect
it and the recipient might disclose it again.

. I understand that I am entitled to receive a copy of this authorization.

. I understand that this authorization will expire on . The Plan
will not condition treatment, payment, enroliment or eligibility for health plan
benefits on receipt of an authorization.

Signature of Participant Date

If signed by a Personal Representative, please complete the following:
Name of Personal Representative:

Relationship to participant or nature of authority (e.g., health care power of
attorney, guardian):

Address:

Home Telephone Number:

Signature of Personal Representative Date
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