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SOCIAL SECURITY ADMINISTRATION

Consent for Release of Information
To: Social Security Administration

                        


     


            


Name 


            

Date of Birth 

       Social Security Number

I authorize the Social Security Administration to release information or records about me to:

MSA SETTLEMENTS 
a KRS Company
Office: 800-49-SETTLE

www.msasettlements.com
I want this information released because:

To establish my Social Security Disability status, date of entitlement to Medicare, and the basis for Medicare entitlement (disability or age) for the purposes of settling my Workers’ Compensation claim.

(There may be a charge for releasing information).

Please release the following information:

__ Social Security Number

__ Identifying information (includes date and place of birth, parents’ names)

__ Monthly Social Security Benefit amount

__ Monthly Supplemental Security Income payment amount

__ Information about benefits/payments I received at any time

__ Information about my Medicare claim/coverage at any time

__ Medical Records

_X_ Records from my file (specify): Date of Medicare entitlement, basis for entitlement and whether or not Medicare has paid any medical claims or filed any liens.
_X_ Other (specify): Date applied for Disability Benefits, status of my application, date Social Security Disability benefits started, amount of initial benefit paid (excluding subsequent cost of living increases, and whether or not any offset pursuant to 42 U.S.C. Section 424 has been taken.
I am the individual to whom the information/record applies or that person’s parent (if a minor) or legal guardian. I know that if I make any representation which I know is false to obtain information from Social Security records, I could be punished by a fine or imprisonment or both.

Signature: _____________________________________________________________________
(Show signatures, names, and addresses of two people if signed by mark)

Date: _____________________


 Relationship: ___________________________
SSA 3288 Internet (12/99)
CMS/Medicare Authorization

The privacy Act of 1974 (Public Law 93-579) prohibits the government from revealing information from personal files without the express written permission of the person involved. Disclosure of personal records to an attorney or other representative who is acting on behalf of another person is prohibited, unless the individual to whom the record pertains has consented.

I,      , hereby authorize the Centers for Medicare & Medicaid Services (CMS), its agents and/or contractors to disclose, discuss, and/or release, orally or in writing, information related to my workers’ compensation injury and/or settlement to the individual(s) and/or firm(s) listed below. This consent is for my current workers’ compensation claim and is on an ongoing basis. An additional consent to release form

will not be necessary unless or until I revoke this authorization (which must be in writing).

PLEASE CHECK:

□ Claimant’s attorney




 _______________________________
(Name and/or firm)

□ Employer’s attorney 



_______________________________
(Name and/or firm)

□ Worker’s compensation carrier 


_______________________________
(Name and/or firm)
X Other:





MSASETTLEMENTS.COM__________________
(Name and/or firm)

_________________________________ 


_______________________

Claimant’s signature 





Date Signed

____________________ 




_______________________

Date of Injury 






Social Security Number or

Health Insurance Claim Number

Date:

General Release of Information
This release hereby authorizes a representative of MSASETTLEMENTS.COM to speak with and obtain information from my treating physicians or other health care providers about my past and future medical and/or psychological care needs/services, including obtaining copies of my medical records, related to the workers’ compensation injury of       for the purpose of completing a future medical cost projection, Medicare Set-Aside cost projection, and/or negotiating any conditional payment information.

MSASETTLEMENTS.COM may request information from, and, as necessary, disclose information to the insurance carrier, program, plan or entity and/or it’s representative responsible for funding any potential settlement, life companies for the purpose of obtaining a rated age, a professional administrator involved in administration of a Medicare Set-Aside account or medical custodial account or Trust, a structured settlement broker involved in structured funding of the Medicare Set-Aside account or medical custodial account or Trust, the Social Security Administration and the Centers for Medicare and Medicaid Services to obtain confirmation of my entitlement status to SSDI and Medicare and to ascertain Medicare claim payment information.

I understand that information used or disclosed may be subject to re-disclosure by the entity receiving it and would then no longer be protected by federal privacy regulations.

I may revoke this authorization at any time by notifying MSASETTLEMENTS.COM in writing of my desire to revoke it. However, I understand that any action already taken in reliance on this authorization cannot be reversed, and my revocation will not affect those actions. I understand that the medical provider to whom this authorization is furnished may not condition its treatment of me on whether or not I sign the authorization. This authorization shall expire when all future medical cost projections and/or Medicare set-aside cost projections have been completed. 

I agree that a Photostat copy of this authorization shall be considered as effective and valid as the original.

I agree that a Photostat copy of this authorization shall be considered as effective and valid as the original.

PRINT NAME: _____________________________________

SIGNATURE: _____________________________________

1324 Seven Springs Blvd #140

New Port Richey, FL 34655

Office: 800-49-SETTLE

www.msasettlements.com
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