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TRUSTMARK INSURANCE COMPANY
TRUSTMARK LIFE INSURANCE COMPANY

PLAN SPONSOR CERTIFICATION TO THE GROUP HEALTH PLAN

During the term of this group health benefit plan you, the plan sponsor, may receive Protected Health
Information.  As set forth in the HIPAA Privacy Rule (“Rule”), Protected Health Information (“PHI”) includes
individually identifiable health information and relates to the past, present, or future:

•  condition of an individual’s physical or mental health;
•  health care provided to an individual; or
•  payment for health care provided to an individual.

As plan sponsor of a self-funded or minimum premium group health plan, you will receive PHI from us.  The
HIPAA Privacy Rule requires that you, the plan sponsor, must agree to safeguard and protect the
confidentiality of any PHI you receive.  This will be accomplished by the completion and return of this
Certification and the attached List of Authorized Representatives.  The plan sponsor also agrees to amend
the plan document of the group health plan consistent with this Certification.

PLAN SPONSOR CERTIFICATION

I, the plan sponsor, or the designated representative of the plan sponsor, certify that the plan sponsor will:

•  not use or disclose PHI for employment-related actions and decisions, or in connection with any other
benefit or employee benefit plan of the plan sponsor.

•  Not use or disclose to anyone the PHI of any individual covered under this group health benefit plan
other than as described in this Certification, and permitted or required by the HIPAA Privacy Rule and
other applicable law.

•  Ensure that any agents, including subcontractor, to whom I provide PHI, agree to the same restrictions
and conditions that apply to the plan sponsor in connection with the HIPAA Privacy Rule.

•  Report to the group health benefit plan any use or disclosure of the information that is inconsistent with
the uses or disclosures permitted or required by the HIPAA Privacy Rule and other applicable law.

•  Make available PHI as required in the Rule for Access of Individuals to their own PHI.

•  Make available PHI as required in the Rule in order to amend PHI and incorporate any amendment to
PHI in accordance with the Rule.

•  Make available the information required to provide an accounting of disclosures of PHI as required by
the Rule.

•  Make its internal practices, books and records relating to the use and disclosure of PHI received from
the group health benefit plan available to the Secretary of the Department of Health and Human
Services.

•  Return or destroy, if feasible, all PHI received from the group health benefit plan that the plan sponsor
still maintains in any form and retain no copies of such information when no longer needed for the
purpose for which disclosure was made.  If destruction is not feasible, limit further uses and disclosures
to those purposes that make the return or destruction of the information infeasible.
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•  Provide a List of Authorized Representatives which includes the identity or job title and affiliation of
persons required or permitted to receive information in order to perform services on behalf of the group
health benefit plan  (e.g. claim administrator, case management vendor, pharmacy benefit manager,
claim subrogation vendor, claim auditor, provider network manager, utilization and review management
vendor, stop loss insurance carrier, insurance broker/consultant), and any other entity subcontracted to
assist in administrating the health plan.

•  Provide PHI only to those individuals or entities identified on the List of Authorized Representatives.

•  Provide an effective mechanism for resolving any issues of noncompliance with the provision of this
Certification.

Name of Group Health Benefit Plan (Employer):________________________________________________

Group Number:_____________________________________________________________________

Signed by (Plan Sponsor):_________________________________________________________________

Print Name and Title:_____________________________________________________________________

Date:_________________________________________________________________________________
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