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RELEASE OF INFORMATION AUTHORIZATION

I authorize any physician, hospital, insurer, the Social Security Administration or another organization
having any records, data or information concerning me to furnish such records, data or information to the
State Employees’ Retirement System of Illinois.

The type of information to be disclosed includes the patient’s entire medical record, employment record
(including salary postings), or a record of all benefit payments.

I understand that the information being disclosed may include information relating to sexually transmitted
disease, acquire immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may
also include information about behavioral or mental health services, treatment for alcohol and drug abuse
and generic health information from medical records.

The information for which I am authorizing disclosure will be used for establishing eligibility for disabil-
ity benefits from the State Employees’ Retirement System.

I understand that I have a right to revoke this authorization at any time. [ understand that if I revoke this
authorization, I must do so in writing. I understand that the revocation will not apply to information that
has already been released in response to this authorization.

This authorization will expire 12 months from the date of signature listed below, unless otherwise re-
voked.

I understand that once the above information is received, it may be disclosed by the recipient pursuant

to evaluating my continued eligibility for disability benefits, and may no longer be protected by federal
privacy regulations. The State Employees' Retirement System is not liable for any consequences of such
re-disclosure.

I understand that authorizing the use or disclosure of the information identified is mandatory to establish
my eligibility for disability benefits.

Name:
( Please Print)
Address:
City: State: Zip:
Phone: Email:
Social Security Number: Date of Birth:

Signature: Date of Signature:

Witness: Date of Signature:

(Anyone over the age of 18)

ANY PERSON WHO KNOWINGLY PROVIDES FALSE, INCOMPLETE OR MISLEADING INFOR-
MATION TO THE STATE EMPLOYEES’ RETIREMENT SYSTEM IS GUILTY OF A CRIME AND
MAY BE SUBJECT TO FINES, DENIAL OF BENEFITS AND CONFINEMENT IN A STATE PRISON.
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