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IMPORTANT NOTICE TO APPLICANTS ---- PLEASE READ CAREFULLY 
AUTHORIZATION TO OBTAIN MEDICAL INFORMATION FOR INSURANCE UNDERWRITING PURPOSES 

(excluding psychotherapy notes) 
(This authorization complies with the HIPAA Privacy Rule) 

I authorize any licensed physician, any other medical practitioner or provider, pharmacist, hospital, clinic, other medical or medically related 
facility, federal, state or local government agency, insurance or reinsuring company, consumer reporting agency or employer having 
information available as to diagnosis, treatment and prognosis with respect to any physical or mental condition and/or treatment of me, and 
any non-medical information about me, to give any and all such information to authorized representatives of Disability Reinsurance 
Management Services, Inc. (Disability RMS), and the Company, excluding psychotherapy notes, and including, but not limited to, any other 
mental or psychiatric records, medical, dental and hospital records (including psychiatric, alcohol, and drug abuse, and HIV/AIDS* 
information) which may have been acquired in the course of examination or treatment. I understand that the information obtained by use of 
this authorization will be used by Disability RMS, the Company, and the above-described representatives to evaluate my application for 
disability insurance and may be redisclosed to any organization or person employed by or representing Disability RMS or the Company solely 
to assist with this purpose.  I give my permission to Disability RMS, the Company or its reinsurers to release any information to other life 
insurance companies as I may come in contact with.  I understand that information used or disclosed pursuant to this authorization may be 
subject to redisclosure by the recipient and may no longer be protected by HIPAA’s Privacy rules, or any other federal or state law.   
 
This authorization will remain in effect a maximum of six (6) months from the date of the signature below.   A photocopy of this authorization is 
as valid as the original.  I understand that my authorized representative or I have the right to request and receive a copy of this authorization 
and the information to which it pertains. 
 
I understand that I or my authorized representatives have the right to revoke this authorization by notifying Disability RMS in writing.  However, 
such revocation is not effective to the extent that Disability RMS and/or the Company have relied previously upon this authorization for the use 
or disclosure of my protected health information pursuant to this authorization, and as a result, may be the basis for denying insurance during 
a contestability period under applicable law.  Failure to sign this authorization may impair Disability RMS’ and/or the Company’s ability to 
evaluate my application and as a result may be a basis for denying my application for disability insurance coverage. 
 
*California, Connecticut or Wisconsin: This authorization excludes the release of information about Human Immunodeficiency Virus (HIV).  
Maine: Th is authorization excludes d isclosure of the re sult of a test f or HIV if t he applicant h as tested positive bu t h as no t d eveloped 
symptoms of the disease AIDS.  Such test results shall not be discovered or published.  Nothing in this caveat will prohibit this authorization 
from including the fact that the applicant has AIDS.  Vermont: This authorization EXCLUDES the release of any information about previously 
administered HIV-related tests, including but not limited to tests for HIV antibodies, T-Cell counts, AIDS or ARC.   

 
NOTICE REGARDING MEDICAL INFORMATION BUREAU AND INSURANCE INFORMATION PRACTICES 

Information regarding your insurability will be  treated as confidential.  The Company or its reinsurers may, however, make a br ief report 
thereon to the Medical Information Bureau, a non-profit membership organization of life insurance companies, which operates an information 
exchange on behalf of its members.  I f you apply to another Bureau member company for life or health insurance coverage, or a claim for 
benefits is submitted to such company, the Bureau, upon request will supply such company with the information in its file. Upon receipt of a 
request f orm fr om you , the Bureau will arr ange d isclosure of an y inf ormation it may h ave in yo ur file.  If you q uestion the ac curacy of  
information in the Bureau’s file, you may contact the Bureau and seek a correction in accordance with the procedures set forth in the federal 
Fair Credit Reporting Act.  The  address of the Bureau’s information office is: 50 Br aintree Hill Park , Suite 400, Braintree, MA 02184-8734, 
Telephone number:  (866) 692-6901 (TTY 866-346-3642). 
 
You have the right to gain access to and request correction of information contained in our files.  However, we will not disclose information 
which relates to a claim or to a civil or criminal proceeding.  If you wish to receive a more detailed explanation of our information practices, 
including a description of access and correction rights as well as circumstances under which non-authorized disclosures or personal 
information may be made, please contact Senior Vice-President, Underwriting and Administration, 2323 Grand Boulevard, Kansas City, MO 
64108-2670. 
 
Unless specific state language is provided below, and except for Virginia, the following general fraud notice applies:  Any person 
who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim 
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
 
Florida and Oklahoma: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an 
application containing false, incomplete, or misleading information is guilty of a felony of the third degree.  Ohio: Any person who, with intent 
to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive 
statement is guilty of insurance fraud.   New Jersey: Any person who includes any false or misleading information on an application for an 
insurance policy is subject to criminal and civil penalties.  New York: Any person who knowingly and with intent to defraud any insurance 
company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for 
the purpose of misleading, information concerning any fact material thereto, commits a fraudulent act, which is a crime, and shall also be 
subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.   
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Oregon: Any person who knowingly, and with the intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information 
concerning any fact material thereto may be subject to prosecution for insurance fraud. 
 
I have read the NOTICE REGARDING MEDICAL INFORMATION BUREAU AND INSURANCE INFORMATION PRACTICES and the 
AUTHORIZATION TO OBTAIN MEDICAL INFORMATION FOR INSURANCE UNDERWRITING PURPOSES and I have made a copy of 
my application for my records.  To the best of my knowledge and belief, all statements made on this application are true and complete.  I 
understand that my application for insurance will be accepted or declined on the basis of these statements.    
 
 
Dated at:  _______________________________________         On:  ____________/_________/______________ 
  City                       State                                       Month             Day          Year  
 
                  _______________________________________                 ____________________________________ 
                Signature of Employee                          Printed Name of Employee 
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