
HIPAA Authorization Form
Ph: 800-437-FLEX or 757-340-4567 
P.O.Box 2070 • Virginia Beach, VA 23450 
www.flex-admin.com

Individual's:

Private Insurance Account

Health Care Reimbursement Account - Maximum Election* $ * As of 2013 Plan Year, the IRS will be 
placing a maximum of $2,500 for the 
HCRA.Health Reimbursement Arrangement (HRA)

Health Savings Account

Is HSA through FBA

Expenses in excess of HDHP deducibleHealth FSA Limited to:

Dental, Vision and Preventative Care

Takeover

Plan Document Information
(what benefits are taken out pre-tax) - Fill out if FBA will be preparing your Plan Documents.

Premium Conversion Health Insurance

Group Term Life Insurance

Dental Insurance

Prescription Drug Coverage

Vision Insurance

Accidental D&D Insurance

Cancer Insurance

Other

Plan Number

Affiliated Employers

Automatic enrollment for pre-tax premiums

If no: Participants who fail to sign a new election form shall

Continue same elections as prior year

Be considered to have elected not to participate for upcoming Plan Year

Employer Contributions$

Eligibility

Benefit eligibility begins on Date of Hire

other

Months after Date of Hire

Days after Date of Hire

Eligible Employees

Excluding the following employees

FBA Benefits Card

(Yes or No, if YES, must have own FSA bank account)

(Company or Employee paid)

(Elective or Mandatory, Finance Manager will be in touch with banking details)

Banking Information

FBA General Reimbursement Account

Company FSA Bank Account (required if using Benefit Card)

FBA Sign Checks (N/A if Direct Deposit is required)

Company Signs Checks

Reimbursement Information

*All claims received in our office will be processed within one week.*

Direct Deposit Required for All Employees

Pay Cycle Weekly (52) Semi-Monthly (24) Monthly (12)

First two pay Dates of Plan Year

Please list any pay dates on which FSA deductions will not be taken

FBA Use Only - Reporting/SFTP Info

Explained Reports/Formats

Access to SFTP

Contact
Name E-mail address

E-mail address

Contact
Name

Notes

if yes Former TPA

Long Term Disability

Short Term Disability

Notes

Other

Pay Cycle Weekly (52) Semi-Monthly (24) Monthly (12)

First two pay Dates of Plan Year

Other

Is there a second pay cycle

Existing SFTP account

Open Enrollment Information

Communication Materials

Site Visit (presentation, benefits fair, employee meeting)

Open Enrollment Dates to

* will be provided in electronic format for distribution

Form can be submitted by mail or fax.
To submit by mail print form and mail to: Flexible Benefit Administrators, Inc. 

P.O.Box 2070, Virginia Beach, VA 23450

How to File

Submitting this authorization form is optional. You do not need to send it unless you want someone else to have access to your Protected 
Health Information (PHI) such as your spouse, a family member or friend. This means that in order for us to disclose information about you that 
is not for the purposes of treatment, payment or health care operations, you must first authorize an individual or organization to receive your 
PHI. This is your choice. Submitting or not submitting this authorization form will not affect your coverage.

Social Security Number or Employee ID #

Individuals Information

Date of Birth:

I authorize Flexible Benefit Administrators, Inc. to use or disclose my individual health information (PHI):  
  
This information may be disclosed to and used by the following individual or organization:

Individual's Name:
(ie. Spouse, Family Member, Friend)

Type of Account:
FSA/HRA,COBRA,Retiree

Individual's Name

Organization's Name/Relationship:

Street Address:

City State Zip Code

Street, Suite Number

The Type of information to be used or disclosed is as follows:
Payment History

Plan Options
Eligible Dependents (dependent names)

Entire Record from (date)

Other

to (date)

To submit by fax, Print Form and fax to: 757-431-1155

Enrollment
Claims adjudication



 © Copyright 2012 - Flexible Benefit Administrators, Inc. v1.4.11.12

I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing 
and present my written revocation to Flexible Benefit Administrators, Inc.  I understand that the revocation will not apply to information that has 
already been released in response to this authorization. I understand that the revocation will not apply to my insurance company when the law 
provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will commence on the date 
indicated below and will expire on the following date, event, or condition:

If I fail to specify an expiration date, event, or condition, this authorization will expire in three months.  
  
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not sign this 
form in order to obtain coverage. I understand that I may inspect or copy the information to be used or disclosed. I understand that any 
disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal 
confidentiality rules. If I have any questions about disclosure of my health information, I can contact this facility's privacy officer. 

Signature:
(Signature of Individual or Legal Representative)

(If Signed by Legal Rep., Relationship to Individual) (Signature of Witness)

For those individuals physically unable to sign this authorization:

I, am physically unable to sign this authorization. The two (2) individuals whose signatures appear 

below have witnessed my verbal consent to the above authorization and my verbal state of my understanding of this authorization.

Name: Signature:

Name: Signature:

Date

of Individual or Legal Rep of Individual or Legal Rep

of Individual or Legal Rep of Individual or Legal Rep

Relationship to Individual

Relationship to Individual

Date:

Date:


9.0.0.2.20101008.1.734229
HIPAA Authorization Form
Ph: 800-437-FLEX or 757-340-4567
P.O.Box 2070 • Virginia Beach, VA 23450
www.flex-admin.com
* As of 2013 Plan Year, the IRS will be placing a maximum of $2,500 for the HCRA.
Health FSA Limited to:
Plan Document Information
(what benefits are taken out pre-tax) - Fill out if FBA will be preparing your Plan Documents.
If no: Participants who fail to sign a new election form shall
Eligibility
Benefit eligibility begins on
Months after Date of Hire
Days after Date of Hire
FBA Benefits Card
(Yes or No, if YES, must have own FSA bank account)
(Company or Employee paid)
(Elective or Mandatory, Finance Manager will be in touch with banking details)
Banking Information
Reimbursement Information
*All claims received in our office will be processed within one week.*
Pay Cycle
FBA Use Only - Reporting/SFTP Info
Access to SFTP
Name
E-mail address
E-mail address
Name
Pay Cycle
Open Enrollment Information
* will be provided in electronic format for distribution
Form can be submitted by mail or fax.
To submit by mail print form and mail to:
Flexible Benefit Administrators, Inc. P.O.Box 2070, Virginia Beach, VA 23450
How to File
Submitting this authorization form is optional. You do not need to send it unless you want someone else to have access to your Protected Health Information (PHI) such as your spouse, a family member or friend. This means that in order for us to disclose information about you that is not for the purposes of treatment, payment or health care operations, you must first authorize an individual or organization to receive your PHI. This is your choice. Submitting or not submitting this authorization form will not affect your coverage.
Social Security Number or Employee ID #
Individuals Information
I authorize Flexible Benefit Administrators, Inc. to use or disclose my individual health information (PHI):    This information may be disclosed to and used by the following individual or organization:
(ie. Spouse, Family Member, Friend)
FSA/HRA,COBRA,Retiree
Individual's Name
Street Address:
City
State
Zip Code
Street, Suite Number
The Type of information to be used or disclosed is as follows:
To submit by fax, Print Form and fax to: 757-431-1155
 © Copyright 2012 - Flexible Benefit Administrators, Inc. 
v1.4.11.12
I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing and present my written revocation to Flexible Benefit Administrators, Inc.  I understand that the revocation will not apply to information that has already been released in response to this authorization. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will commence on the date indicated below and will expire on the following date, event, or condition:
If I fail to specify an expiration date, event, or condition, this authorization will expire in three months. 
 
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not sign this form in order to obtain coverage. I understand that I may inspect or copy the information to be used or disclosed. I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules. If I have any questions about disclosure of my health information, I can contact this facility's privacy officer. 
(Signature of Individual or Legal Representative)
(If Signed by Legal Rep., Relationship to Individual)
(Signature of Witness)
For those individuals physically unable to sign this authorization:
am physically unable to sign this authorization. The two (2) individuals whose signatures appear 
below have witnessed my verbal consent to the above authorization and my verbal state of my understanding of this authorization.
Date
of Individual or Legal Rep
of Individual or Legal Rep
of Individual or Legal Rep
of Individual or Legal Rep
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