Aminsineteg (ffice i Mail To:
I, i 1L Life Investors Insurance Company of Amerlca e L

Atiants, 158 33333 Atach of eadifie | Hlabde. Mllarka, G A5 4P a87
Ity it a copy of ea aby achadule or payment coupons, If avallakde.
Hatlca Of Disability Claim

A. Creditor - Your creditor or lien holdsr should complete this section

Credaprs Mama:

5 Loar -
Cragior's Complsts Ad=racs Mumbar
Ciaaler Mamie: CoaniimlaPoicy Mumbar
Effaclive Digte. TémT hiifly Boafil Amounl: & FAPR:

O Gieest Tt

~ypa of Loan 0 Clogen End O Cradit Card Cultandirg Babwnce at Time of Dlsabiiny: §
Craporifpant Signaiuner Dala: Prora i

B. Clalmant - You compiste this part then take form to doctor to be completed and mailed

Sax | J hime

il e M Feamola
S el
dddwns ChySmtai2ip:
Fhons Sneisd Bith Amwu Cay
Hientyer. Sty M- Danp: a4l empoyed? O Np
Ermgstaysir Warme: Checupalnn:
Emgioipar
Bardpd A diress: Citn S wZip:
Deachib llirsss of injuny™ Dsts of Frsd Symploms: Calg of Flrst Trasiment:
IE Cimpiee] By Ao, Drepelribed Bl Deate: Plwoe [Home, YWorde Cibark
Winjury dum lo mobor vehicks sccident, plegs Fiach copy of pallon rport
kamg ol it Acdress -
Abprirg Priysidon Clty!SLalaTip:
Hafie o il Sl Acdret
Family Docior: CrytSraelp:
Meriss) snd Adarees(ea) of Ihe Hotraails) Ve Yoy Wers Confined Durdng Tha Fias] Tee Yaars [indcats Dajes O mﬁgm;:
Hameof gl Prepsiclans Siraet Addmas
consuted . Pasl 5 years: Gty Slalnf D Taaphone nombsee
flrcabe Speclaftyl

Catey of Tolel Dosataly Dl Yoy Lask Wodged Tate You Bscara Totally CHeadind
FROR: Tk
Cairle Yo Vs Firs] Abds o Ristumn b6 Laght Sforic Iyl Miinen Mok Rgfmad Bnocmea of

Conmumg cHeaniity, Give Cala Yo
Expeact | b Abda T Raum to Wk




Authorization to release Information:

| cerify that the sialements conlsined herein are trus and carrect to the besl of my knowledge and bellef and | authorize any
health care provider or any medical pinfessignal, hospital or ather medical-care instlutan, phamagy, gavernmental agancy,
Insurance company, emplover {0 provide Life Inwvestors Insurance Compeny of America or any aqant, stpmey, consumer
reporiing agency or independant agli'ﬁslmtw. aciing on itz behalf, infomatlon corcaming advice, cara or treatment provided 19
tha patient, employes or deceased named below, including wfarmatian relating ko mental iiness, usa of drugs or use of algohol |
also authorize my employar to provide Lde Investors Inzurance Company of America with financial or employmant ralated
infermation A Pholostal copy of (s form wall be as valid 34 the original | understand that sueh infarmation will be used by Lifa
Investors Insurance Company of America lor the purpose of avaluating my claim far insyrence benefitz and that | o any
autharized representative will recebve a copy of this suthorzation upon request.

This auihthzation is walid frem the date signed for the duration of the clgim.
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N FOR USES AND DISCLOSUR i3 RMATION

To: Life Investors Insurance Company of America (“lnsurer)

| hesaby give Inaurad paimission to obiain use andior disclose Ihe inguredfelaimant'a parsonal heatih infermmetian
an lnllowa:

« This authorizatlon was prepared at the request of (neurer for the parpose of avalualng contastability and
aligihlilty fo¢ benafils.

2 Tho inigrnation that b lhe sublect of this authorizalion and which will ba vsed or disciosed as et lorth
badow inchidax the redeass of all medical recorde Including (extepl paychotharapy notas), Inchsding, b
nol limited to, those comtaining medical history, diagreses, symplome, treatments, prescrplion drug
inlamation, alkonsl of drug o tebaceo uea or abuse, or nlormation regarding eommunizable o infectious
condiilons, such as AIDS.

» Tha fallowing pamonis) or group of persons employed or working for, of on behall of Inswer may obiain,
usa o disclose my personal heafh miormation which i depcrbed above: Any physicians, medical
practivoners, hosphials, clinics, madical or medically relaled lacilias, paramedic faciles, treatment or
recovery cenlers, govemmental agencias, inswrance suppaht organizallons, medical record retrievel
sonices, pharmaceulical sarvices, plan adminstmetors, irueRos GHNpaniss, nelnourars, ndependent
madical consuliant or counsal and consumer reporling agencies such ag 1he Medical Inlarmalion Bursa,

= | understand thal i the parson of entlty thal gives or recalvés e above information 19 a nol a health care
peavided or haalh plan covered by faderal privacy requiallong, the Informetion deacribod sbove may ba re-
dischasad by such parson or antity and will likaly no longar be protected by e federal prhvacy reguiaiions.

« | undarstand that | may revoka this authorization in wiiting & any time, exdépd 10 the axiant thal action haa
bean taken by the Insurer In reliance on thia authorization, by sending » writlen mvacalion to: Life Investon
lnsurance Company of America, 1100 Johnson Ferry Road, Suite 300, Allanls, Georgla, 30342

* ) undarstand that | @m not required ta sign this authadlzallon form and thal Insurer wik not condition the
provision of payment to me on the aigning af This authorlzation, excagl that Ingurer may condiion eveluating
conteatabilty or insuranca coverage algitully for bensfila on peovision of Ihia Authorzation ¥ the
authodzation sought is for msurance coverage contestablity svaluation of Insurance coverage ellgbilty
relating fo the insured. This authorization will expire 24 moniha from the date 1kls authorzabion is simed,

InduredClaimant Nama (Print)

Swgnature of Insured/Claimant of Diter
for Life Claim tha Aulhonized Regrodéniativa

Insurad or Autharized Reprosentative; Sign this 1o and retum with tha claim torm to;
1100 Johnson Ferry Road, Sulie 300
Alianta, Georgia 30342

Pleaso koop a copy of this form for your recarda,



