
Certifi cation and Information Release 
Authorization

The completion of this form certifi es that you are the member/retiree/benefi ciary in question and authorize 
TRS to release your information to the person, entity or employer listed below.

Certifi cation

The undersigned certify the following:

♦ I am a member/retiree/benefi ciary of the Teachers Retirement System of Georgia (TRS).

♦ In accordance with the TRS Confi dentiality Policy, information regarding my TRS account can 
not be released to a third party without my written authorization and signature. Further proof of 
identifi cation may be required.

♦ If there is a power of attorney or guardian handling my affairs, the proper legal documentation must 
be provided to TRS to keep in its records. Furthermore, the power of attorney or guardian must 
authorize, in writing, with a signature that he or she consents to the release of the confi dential 
information of the member/retiree/benefi ciary.

Authorization to Release Information

To Whom it May Concern:

♦ I am a member/retiree/benefi ciary of the Teachers Retirement System of Georgia (TRS) or I hold a 
power of attorney or guardianship for a member/retiree/benefi ciary of TRS.

♦ I authorize TRS to release information concerning my TRS account to the third party listed below. 
For details about the TRS Confi dentiality Policy, please visit the TRS website (www.trsga.com). 

♦ TRS may address this authorization to any party listed below.

     
      To Be Completed by Member/Retiree/Benefi ciary/Power of Attorney/Guardian 

Member/Retiree/Benefi ciary Social Security Number 

I, ___________________________________ hereby authorize the Teachers Retirement System of Georgia 

to release information regarding the TRS account of _____________________________________________ 

to ____________________________________________________________________________________. 

________________________________________     ___________________________________    
Member/Retiree/Benefi ciary Signature               Power of Attorney/Guardian Signature        

______________________________________
Date

 

Your Name

Person, Employer or Entity

Name of Member/Retiree/Benefi ciary

This Authorization is good for one year from the date listed above.

___________________ ______________
TRS Employee Initials Date Verifi ed

Teachers
Retirement
System of 
Georgia

TR-30 (05/05)

*release*
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