
 Authorization for Release of Protected Health Information 
(As required by federal privacy regulations) 

Instructions for employee: 

Please print clearly and mail, or boardmail, completed form to one of the addresses as indicated on the top of 
the form.  Be sure to keep a copy of this completed form for your records. Faxed copies of this form are not 
acceptable. All copies must contain original signatures.  Please allow five (5) business days from the date we 
receive the authorization for us to register the information.  Please complete a separate authorization form for 
each person's authorization request to release PHI.  Details about your rights, as well as instructions on how to 
complete this form, may be viewed on Jetnet.  If this form has been mailed to you, please see the reverse side of 
this document to read about your rights, and instructions on how to complete this form.  If you have any 
questions, use Chat in the American Airlines Benefits Service Center or call 888-860-6178. 

Section  A:  Employee Information 
Please print the employee's name as well as the employee number. 

Section B:  Release of Protected Health Information (PHI) 
Please print name of person whose PHI is being released.  The social security number, driver's license number 
and/or DOB will be used for verification purposes only.  Check the box corresponding to the relationship of 
the person whose PHI is being released. 

American department allowed to release information: In most cases the Department allowed to release 
PHI will be American Airlines Benefits Services. If you need to enter information in the "Other" box, you 
will be advised by an 
AMR representative. 
What PHI can be released?  If the PHI you are authorizing to be released relates to anything other than 
"Enrollment/eligibility information", please check the "Other types of PHI" box and write in specifically the 
information that can be released.  An example is "claims information".  Blanket authorizations such as "All 
health related information" will be returned to the employee. 

Under what situation(s) may the PHI is disclosed? Please check "At the request of the individual 
authorized in Section C" if the PHI that is being disclosed is based on the request of the person or 
organization named in Section C.  Or, if information will be released for a specific reason, such as for 
a union grievance, or an appeal, please check the "specific reason" box and specify the reason in the 
space provided. 

Section C:  Recipients of PHI 
Please indicate the person or organization authorized to receive the PHI.  Select only one box, and include 
the SS#, license#, or DOB.  This information will be used for verification purposes only.  When an 
organization is selected, such as a law firm, or tax accounting firm, etc., the address will be used for 
verification.  You will check the box next to "Other American department" only if directed to do so by an 
American Airlines Benefits Services representative. 

Section D:  Authorization and Signature 
The employee's signature is always required.  If PHI is being released to anyone other than the employee, the 
person whose PHI is being released must sign the next appropriate line.  Adult child refers to a child over the 
age of 18, but this may vary by state.  The authorization expires 2 years from the date signed.   You may select 
an earlier expiration date by filling in the desired expiration date in the appropriate box.  If employee has 
designated you as power of attorney (POA) for health related issues, please complete the HIPAA form  and 
attach completed POA document. In signature section, sign your name followed by "POA for" and print 
employee's name.  For example, if employee John Smith is on Military Leave and he has given his wife Jane 
POA for health related issues, Jane would sign: Jane Smith POA for John Smith. 
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Your Current Mailing Address 
Please print your name and address clearly in the box on the bottom left of the form.  This information will be 
used in the event we need to return the form to you for completion, or if we need to contact you for address 
verification. 

Revocation of Authorization 
You may revoke your authorization, at any time, by completing the shaded box on the lower right side of the 
authorization form.  Be sure to sign and date this section of the form. If someone other than the employee is 
revoking his/her authorization to have PHI released, that person must sign and date the form in addition to the 
employee's signature.  Mail, express deliver, or boardmail your revocation to one of the addresses listed on the 
form. Please allow five (5) business days from the date we receive the revocation for us to register the 
information. 

For Office Use Only: 
Instructions for those receiving completed authorization forms: 
(1) 
(2) 
(3) 
(4) 
(5) 

Ensure all fields are complete. 
Date stamp the form to show the date it was received. 
Put your name and dept. in the field "Form Received By". 
Keep a copy of the completed form and file as appropriate. 
If American is the recipient of PHI (named on the authorization), make a copy of the date 
stamped authorization and mail to the employee. 
Document in the system as appropriate.  Use Chat in the American Airlines Benefits Service Center or 
call 888-860-6178 for assistance, if needed. 

(6) 

If you receive a request to revoke an authorization: 
(1) 
(2) 
(3) 

Locate and review the original authorization form to check expiration dates. 
Make a copy of the date stamped revocation and mail to the employee. 
Update system as appropriate. 

Your rights: 

You have the right to revoke this authorization in writing at any time, except to the extent that action has 
already been taken in reliance on this signed authorization. 

 
After the information on this form is disclosed pursuant to this authorization, it may be subject to re-disclosure 
by the recipient and may no longer be protected by federal law. 

 
You may inspect or copy the information to be used or disclosed pursuant to this authorization.  You may also 
refuse to sign this authorization. 

 
The American Airlines, Inc. Group Health Plan (EGHP) will not condition treatment, payment, enrollment or 
eligibility for benefits on whether you sign this authorization, except for the following circumstances: (1) 
research-related treatment may be conditioned on the release of PHI pertaining to the research; (2) prior to an 
individual's enrollment in the plan, the EGHP may condition enrollment or eligibility in the EGHP if PHI (but 
not psychotherapy notes) will be used for eligibility determinations,  underwriting or risk rating; (3) EGHP 
may condition the provision of health care that is solely for the purpose of creating PHI for disclosure to a 
third party on an authorization allowing the release of PHI to the third party. 
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Authorization for Release of Protected Health Information 
(As required by federal privacy regulations) 

Mail: American Airlines Benefits Service Center 
P.O. BOX 564103 
Charlotte, NC 28256-4103 

FAXED COPIES ARE NOT ACCEPTABLE. ALL FORMS MUST CONTAIN ORIGINAL SIGNATURES 
Instructions: Please  print clearly, and  send  completed form to  one  of  the  addresses indicated on  the  top  of  the  form.  Be s ure  
to keep a copy of this completed form for your records.  Allow five (5) business days from the date we receive the authorization for  
us to register the information. You will need to complete a separate authorization form for each person's authorization request.   
Details about your rights, as well as instructions on how to complete this form may be viewed on Jetnet. If this form has been mailed 
to you, please see the reverse side of this form to read about your  rights and  instructions on  how to complete this  form.  If you  
have questions, use Chat in the American Airlines Benefits Service Center or call 888-860-6178. 
Section A: Employee Information 

Employee Number:  Employee Name  
First and Last Name 

Section B: Release of Protected Health Information (PHI) 
Name of person whose 

Self 
Spouse 
Dependent

 DP 
PHI is being released:

 

Relationship to Employee: 

First Name/Last Name SS #, driver's license# or DOB 
(for verification purposes) 

American department allowed to release PHI: Other:Employee Services 
(Complete only if advised by American representative) 

 Enrollment/eligibility information  Other types of PHI: ________________________________________ What PHI can be released? 
(e.g. claims information, etc.  Please be specific as 

blanket authorizations will be returned to employee.) 

    At the  request of the  individual Under what situation(s) 
may the PHI be disclosed?              or 

Specific reason:   ___________________________________________ 
(e.g. Union grievance, appeal, investigation, etc.) 

Section C: Receipt of Protected Health Information (PHI) 
Spouse/   

 

Person or 
organization 
allowed to 
receive PHI: 

DP/Child First Name/Last Name

 

SS#, driver's license #, or DOB 
(for ve rification purposes) 

Other person:  
Attorney, Union 
Rep, friend, etc.) 

(Check ONE only) 
First Name/Last Name

 

SS#, driver's license #, or DOB 
(for verification purposes) 

Relationship to employee

 

Organization:

 

Na me Address (for verification purposes) 

(Complete only if advised by American Airlines Benefits Services representative) 

Section D: Authorization and Signature 
I authorize the use or disclosure of the PHI as indicated above: 

Expiration date Date signed (Required) Signature of employee (Required) Signature of Spouse, Adult Dependent, or DP (Required) 

Note: This authorization will expire two (2) years from the date signed unless an earlier date is indicated in the "expiration 
date" box.  I understand that I may revoke this authorization at any time by completing the "Revocation of Authorization" 
section located in the lower-right corner of my copy of the original authorization 

form. 
Please print clearly as this section is used  for  mailing purposes. Revocation of Authorization: Please allow five (5) business days from the date 

we receive the revocation for us to register the information. 

To revoke this authorization, please sign and date below and return the entire 
completed form.  If you have any questions, use Chat with HR Services in the 
American Airlines  Benefi ts  Services  or call 888-860-6178. 

I hereby revoke my authorization for the release of health information as listed on 
This form above 

First Name/Last Name (Employee)

 For Office Use Only: Street Address Apt 

Date Rec'd:  ____________ 

City State Zip Code 
Recôd. By:  __________ 

 

                  Name/Dept. 

Signature (Employee) Date 
 

Signature of Spouse, Adult Dependent, or DP Date 

 

 

 

 

 

   

 

 
 

 

Other American  
Department: 

 

________________________________________  ___________ ____________________________________________________________________

________________________________________
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