
               

 
 

 

Permission to Release Protected Health Benefits Information 

 

 

Employee Name: ___________________________ Emp. ID #: ___________ Phone#:_______________ 

 

I give GGUSD Insurance Department permission to speak to the following person(s) 

regarding any medical, dental, vision and/or life insurance information. 

Name _____________________________________________      Relationship__________________________ 

Name______________________________________________      Relationship__________________________ 

I am aware if I no longer wish to allow this individual authorization to my health benefits 

information, I MUST submit a written letter to GGUSD Insurance Department to deny them 

any further access. 

 

___________________________________________                         __________________________  

Signature       Date 

 

     

    

 

 

 

Permission to Release Protected Health Benefits Information 

 

 

Employee Name: ___________________________ Emp. ID #: ___________ Phone#:_______________ 

 

I give GGUSD Insurance Department permission to speak to the following person(s) 

regarding any medical, dental, vision and/or life insurance information. 

Name _____________________________________________      Relationship__________________________ 

Name______________________________________________      Relationship__________________________ 

I am aware if I no longer wish to allow this individual authorization to my health benefits 

information, I MUST submit a written letter to GGUSD Insurance Department to deny them 

any further access. 

 

___________________________________________                         __________________________  

Signature       Date 


