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INDIVIDUAL INSURANCE SOLUTIONS

Authorization to Release
Medical Information

Name:

Date of Birth:

Address:

Purpose: The purpose of this authorization is to ensure that Broker/Brokerage General Agency does not obtain, use, or disclose legally
protected health or medical information about me, without my permission, or, for purposes other than those permitted by law. Types

of information for which my permission is requested: | understand that the following types of information may be obtained, used, and
disclosed for the limited purposes identified herein: Personal health information (and medical records) concerning my past, present or future
mental, physical or behavioral health or condition; the provision of all instances of healthcare or treatment, including all outpatient care and
admissions; other insurance coverage; hazardous activities; character; general reputation; finances; occupation; avocation; motor vehicle
driving record; personal traits; all information that | provided to broker about my finances and insurance needs during the “fact finding”
process.

This information may also be described as nonpublic personal financial and health information: | further understand that the specific

type of personal health information to be disclosed may, if applicable, include diagnosis, prognosis, and treatment for physical and/or
emotional illness, including treatment for alcohol or substance abuse (information protected by federal regulation 42 CFR Part 2), and serious
communicable disease or infection, including sexually transmitted diseases; diagnosis, prognosis, and treatment of HIV infection, sometimes
described as "AIDS Confidential Information”.

Purpose for Disclosure: | understand that | am signing this Authorization for the purpose of allowing my Broker/ Brokerage General Agency,
to collect nonpublic personal financial and health information about me (information defined by and protected under applicable privacy law,
including the Gramm-Leach-Bliley Act, the Health Insurance Portability and Accountability Act, and any other applicable state privacy law
relating to nonpublic personal information) from the sources below, and to disclose such information to insurers (insurance and reinsurance
companies) with whom Broker has established business relationships, in order to solicit non-binding insurance quotes on my behalf.
“Solicitation of insurance quotes” includes the submission of information applications.

Persons Authorized to Make Disclosures: The following individuals and organizations are authorized to disclose my personal financial and
health information to my broker: any physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, other medical
or medically-related facility, insurance or reinsuring company, the Medical Information Bureau, Inc., 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 other non-medical information, including records or facts relating to employment, other insurance coverage, drug and/or alcohol
use, character, habits, avocations, finances, general reputation, credit or other personal facts of me.

I, the Proposed Insured, authorize Broker to collect the types of information (described above) from the sources (described above), and |
authorize the persons and organizations described as sources to release the types of information to Broker, or to any person authorized by
Broker to assist with the collection of such information.



21st Services

Abacus Life

Accordia Life

Advantage Insurance Network, Inc.
Allianz

American National Insurance Co.
Ameritas

ASAP-APS

Assurity Life Insurance Co.

AVS, LLC

Balanced Strategies LLC

Banner Life

Brighthouse Financial

CBIZ Inc.

CBIZ Individual Insurance Solutions

Corebridge Financial (AIG)
Disability Insurance Services
Equitable

Evergreen Settlements
Exam One

F&G Life

Fasano Associates

Fidelity & Guaranty Life Insurance Co.

Financial Synergistics Group Inc.
First Insurance Funding
Genworth Life and Annuity
Genworth Life Insurance Co.
Global Atlantic

ISC Services

J&H Copy Services, Inc

John Hancock Life Insurance Co.
John Hancock USA

Legal & General America
Lighthouse Life Solutions, LLC
Lincoln Financial

Lincoln National Life Insurance Co.
Massachusetts Mutual

Minnesota Life/Securian

Mutual of Omaha/United of Omaha
National Life of Vermont
Nationwide Life & Annuity Co.
New York Life Insurance Co.

North American

OneAmerica

Pacific Life

Penn Mutual

Petersen International Underwriters
Premium Funding Group (PFG)
Principal Life Insurance Co.
Principal National Life Insurance Co.
Protective Life Insurance Co
Prudential Life Ins Co./Pruco Life
Robin Glen, LLC

RSA Medical, LLC

Sagicor

SBLI

Succession Capital Alliance

Symetra

Transamerica Life Insurance Co.

William Penn Life Insurance Co.

Amendment to Applicable Privacy Policy: | understand that the insurance companies with whom my broker deals have their own privacy
policies respecting the collection, use and sharing of nonpublic personal information. | also understand that my nonpublic personal financial
and health information is protected under the privacy policy of any company to which | disclose such information directly or indirectly. To the
extent that this authorization conflicts with any applicable privacy policy of another insurer respecting the release of my nonpublic personal
information to a nonaffiliated third party for marketing purposes, then | agree to treat this authorization as an amendment thereof, and | waive
the benefits and protections thereof.

Expiration and Revocation: This authorization shall be valid for 30 months from the date of signing. This authorization may be revoked at any
time by the submission of a written request for revocation, signed and dated by me. | understand that any actions taken in reliance on this
authorization prior to its revocation cannot be reversed.

Re-disclosure: The information obtained through this authorization is subject to re-disclosure by the recipient of the information. However,
if any information is re-disclosed, the protections provided herein will continue to be applicable, and the information will not be reused or
disclosed, except as authorized by you, or as permitted by law.

Acknowledgments: | understand that | will be provided a copy of the executed authorization (or that | will have one provided to my authorized
representative), and that a copy (photocopy or facsimile transmission copy) will be valid as the original. | also understand that the broker may
disclose some of my personal financial and health information to employees and contractors who perform services related to soliciting
preliminary quotes and insurance offers and the underwriting of such offers and quotes. | understand that this authorization does not create or
terminate insurance coverage.

Record Retention: The insurance regulations of some states require that the licensee (Broker) retain an original or copy of this authorization
for a period of six years from the date this authorization expires. | have read and understand the information contained herein, and by my
signature below, authorize the receipt, use and disclosure of the information described herein, for the limited purposes described herein.

No induc ment has been made to compel my signature hereon. | understand that a health plan may condition enrollment in the health plan
or eligibility for benefits on this authorization if am not yet enrolled in the health plan, and if the purpose of this authorization is to allow the
health plan to obtain the information it needs to make an eligibility, enrollment, underwriting, or risk rating determination and psychotherapy
notes are not requested.|f | refuse to sign this authorization, | may be denied enrollment in the health plan or eligibility for health care benefits.

Signature of Insured Date

Printed Name of Insured

CBIZ is a consulting, tax and financial services provider that works closely with CBIZ CPAs P.C., an independent CPA firm that provides
audit, review and other attest services.
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