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November 14, 2013

Ms. Tiffany K. Anderson
2 N Avena
Lodi, CA 95242

RE: Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Dear Ms. Anderson:

On April 14, 2003, Health Insurance Portability and Accountability Act of 1996 (HIPAA)
was enacted. HIPAA guarantees a patient’s right to have his or her health information
kept private. In order for San Joaquin County Employees’ Retirement Association to
obtain your medical records from Kaiser Permanente, Stockton (Orthopedic) you must
complete the attached forms.

In order to expedite your disability retirement claim, please complete the attached forms
and mail them back to San Joaquin County Employees’ Retirement Association as soon
as possible.

If you have any further questions, please contact me.

Sincerely,
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Beatriz S. rcia
Retirement Services Technician

Enclosure

6 South El Dorado Street, Suite 400 ¢ Stockton, CA 95202
(209) 468-2163 * Fax (209) 468-0480 » www.sjcera.org
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