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Benefits

AUTHORIZATION TO RELEASE INFORMATION TO AHL

| hereby authorize any physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility,
health care provider, Pharmacy Benefit Manager, insurance company, the Medical Information Bureau (MIB) or
other organization, institution or person that has any health related records or knowledge of me or minor
dependents to disclose the entire medical record (excluding psychotherapy notes and in MAINE and VERMONT
HIV related test results) to American Heritage Life Insurance Company (AHL), its duly authorized representatives,
its subsidiaries or its reinsurers. This authorization extends to any minor dependent on whom insurance is
requested or claim for benefits is being made.

The information to be obtained shall include insurance claim history from any Prescription Drug Database,
pharmacy benefit manager, ambulance, insurance company, medical transport service, or the MIB. Also, |
authorize any entity, person, or organization that has these records about me, including but not limited to my
employer, employer representative and compensation sources, insurance company, financial institution or
governmental entities, including departments of public safety and motor vehicle departments, to give any
information or record it has about me, my employment, employment history or income to AHL.

| understand that this information will be used to evaluate and administer my claim for benefits or to evaluate my
eligibility for insurance. | understand that there is a possibility of redisclosure of any information disclosed
pursuant to this authorization and that information, once disclosed, may no longer be protected by certain federal
regulations governing privacy and confidentiality, though it may still be protected by state privacy laws or other
applicable privacy laws. | also authorize AHL or its reinsurers to make a brief report of my health information to
MIB.

This authorization shall remain in force for 24 months following the date of my signature below or termination of
my coverage, whichever occurs first. A copy of this authorization is as valid as the original. | or my legal
representative may request a copy of this authorization. | understand that | may revoke this authorization at any
time by sending a written notification to: Attn: Privacy Officer, American Heritage Life Insurance Company,
1776 American Heritage Life Drive, Jacksonville, FL 32224.

| understand that a revocation of this authorization is not effective if AHL has relied on the protected health
information or has a legal right to contest a claim under an insurance policy or to contest the policy itself. The
revocation will not apply to any information AHL requests or discloses prior to AHL receiving my revocation
request. If | choose not to sign this authorization or if | later revoke it, | understand that AHL may not be able to
process my application for coverage, or if coverage has been issued, AHL may not be able to administer my claim
for benefits and this may result in a denial of my claim for benefits or request for services.

Claimant/Applicant’s Signature Date Signed (mm/dd/yyyy)

Claimant/Applicant’s Printed Name Social Security Number

If signed by the legal representative, please describe the authority under which the representative is authorized to
act and enclose any related documentation granting authority.

Signature of Legal Representative Relationship

Print Name of Legal Representative Date Signed (mm/dd/yyyy)
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