
For Policy/Customer Care Submission : 7 Fax:  (847) 615-4943    * Email: CustomerCare@trustmarkbenefits.com 
For Claims Submission:  7 Fax:  (508) 854-7125    * Email: ClaimContactVB@trustmarkbenefits.com 

Third Party Communication Authorization 

Please complete this authorization if you would like us to discuss, to release, or to provide information to a third party 
regarding any policy and/or claim for benefits under your policy.  Note:  Policy Owner and Claimant (if appropriate) must 
give permission for disclosure of their information to each other, if applicable. 

Policy Owner Name:      __     SSN: ___________________________ 

Claimant Name (if appropriate):  ____________________________________________________________ 
Policy Number(s):  

Name & Relationship of Third Party Representative: 

□ All information (all policy and claim information)
□ Only the following information*: ___________________________________________________

Name & Relationship of Third Party Representative: 

□ All information (all policy and claim information)
□ Only the following information*: ___________________________________________________

□ My Agent/Broker: (Name of Agent) ____________________________________________________________
□ All information (all policy and claim information)
□ Only the following information*:  ________________________________________________

□ My Employer: (Name of Agent) ________________________________________________________
□ All information (all policy and claim information)
□ Only the following information*:  ________________________________________________

*Restrictions may include a restriction on certain types of information (such as not sharing financial, medical or health information).

I agree that if I authorize release of all policy and/or claim information this may include health information which may be 
related to disorders of the immune system including but not limited to HIV and AIDS, use of alcohol or drugs, mental and 
physical condition, history, or treatment.  

I understand that any information shared may be subject to re-disclosure and might not be protected by certain federal or state 
regulations governing the privacy of health information relative to my condition.  

I may revoke and update this authorization in writing at any time or by email to address noted above.  I understand that this 
authorization is valid until my revocation or until I complete a new authorization.  Any new authorization will effectively 
revoke this authorization and replace it. 

_________________________________________ 
Signature of Policy Owner 

_________________________________________ 
Printed Name  

__________________
Date  

VB V05.19 

_________________________________________ 
Signature of Claimant (If someone other than the Policy Owner)

_________________________________________ 
Printed Name 

__________________
Date 

A112-2503
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