MEDICAL RECORDS RELEASE FOR LIFE INSURANCE APPLICATIONS

[INSURED FULL NAME]

[INSURED DATE OF BIRTH]

[INSURED STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[INSURED PHONE NUMBER]

[INSURED EMAIL ADDRESS]

[POLICY NUMBER]

[INSURANCE COMPANY NAME]

[INSURANCE COMPANY STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[APPLICATION DATE]

RE: AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

1. AUTHORIZATION AND PURPOSE

1.1 Purpose of Authorization: This authorization is executed to permit the disclosure of protected health information to the insurance company named above for the purpose of underwriting, evaluating, and processing a life insurance application.

1.2 Voluntary Authorization: I understand that this authorization is voluntary and that I may refuse to sign it, in which case the insurance company may be unable to process my application.

1.3 Effective Date: This authorization becomes effective on [EFFECTIVE DATE] and remains valid until [EXPIRATION DATE OR EVENT], or as otherwise permitted by law.

2. PARTIES TO THIS AUTHORIZATION

2.1 Individual (Authorized Person): [INSURED FULL NAME], residing at [INSURED STREET ADDRESS], [CITY, STATE, ZIP CODE].

2.2 Authorized Recipient: [INSURANCE COMPANY NAME], located at [INSURANCE COMPANY STREET ADDRESS], [CITY, STATE, ZIP CODE], and its authorized representatives, reinsurers, and agents.

2.3 Disclosing Entities: Any physician, hospital, clinic, laboratory, pharmacy, health plan, health care clearinghouse, or other health care provider identified in Section 3 below.

3. HEALTH CARE PROVIDERS AND FACILITIES AUTHORIZED TO DISCLOSE

3.1 Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME], [PRACTICE OR FACILITY NAME], [ADDRESS], [CITY, STATE, ZIP CODE], [PHONE NUMBER].

3.2 Other Treating Physician: [PHYSICIAN NAME], [PRACTICE OR FACILITY NAME], [ADDRESS], [CITY, STATE, ZIP CODE], [PHONE NUMBER].

3.3 Hospital or Facility: [HOSPITAL OR FACILITY NAME], [ADDRESS], [CITY, STATE, ZIP CODE], [PHONE NUMBER].

3.4 Laboratory or Testing Center: [LABORATORY NAME], [ADDRESS], [CITY, STATE, ZIP CODE], [PHONE NUMBER].

3.5 Pharmacy: [PHARMACY NAME], [ADDRESS], [CITY, STATE, ZIP CODE], [PHONE NUMBER].

3.6 Other Provider: [PROVIDER NAME], [ADDRESS], [CITY, STATE, ZIP CODE], [PHONE NUMBER].

3.7 Any Other Health Care Provider: Any other physician, health care professional, hospital, clinic, laboratory, pharmacy, or health plan that has provided treatment, services, or benefits to me.

4. INFORMATION AUTHORIZED FOR DISCLOSURE

4.1 Medical Records: Complete medical records, including history, physical examinations, progress notes, consultation reports, and discharge summaries.

4.2 Diagnoses and Treatment: All diagnoses, treatment records, and records of care rendered for [SPECIFY CONDITIONS OR "ALL CONDITIONS"].

4.3 Laboratory and Diagnostic Results: Laboratory test results, pathology reports, imaging studies, and diagnostic test results.

4.4 Prescription Information: Prescription records and medication history, including [SPECIFY DRUG OR CLASS OR "ALL PRESCRIPTIONS"].

4.5 Mental Health Information: Records relating to mental health treatment, including [SPECIFY OR "AS APPLICABLE"], to the extent permitted by applicable law.

4.6 Substance Use Disorder Records: Records relating to substance use disorder treatment, including [SPECIFY OR "AS APPLICABLE"], to the extent permitted by 42 C.F.R. Part 2 and applicable law.

4.7 HIV/AIDS-Related Information: Records relating to HIV testing or AIDS treatment, to the extent permitted by applicable state law.

4.8 Genetic Information: Genetic test results, to the extent permitted by applicable law.

4.9 Billing and Claims Records: Billing records, claims history, and explanation of benefits statements.

4.10 Date Range of Records: Records dated from [START DATE] through [END DATE].

5. MANNER AND FORM OF DISCLOSURE

5.1 Permitted Methods: Disclosure may be made by mail, facsimile, secure electronic transmission, or verbal communication.

5.2 Format: Records may be disclosed in paper or electronic form.

5.3 Direct Communication: I authorize the disclosing entities to communicate directly with the authorized recipient regarding the information described in this authorization.

6. RIGHT TO REVOKE AUTHORIZATION

6.1 Right to Revoke: I understand that I may revoke this authorization at any time by delivering a written revocation to [INSURANCE COMPANY NAME] at [INSURANCE COMPANY STREET ADDRESS], [CITY, STATE, ZIP CODE].

6.2 Effect of Revocation: Revocation is effective upon receipt, except to the extent that the authorized recipient has already acted in reliance on this authorization.

6.3 Exception: Revocation does not apply to the extent that action has already been taken in reliance on this authorization or where the right to revoke is limited by law.

7. REDISCLOSURE AND CONFIDENTIALITY

7.1 Potential for Redisclosure: I understand that information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be protected by federal privacy regulations.

7.2 Safeguards: The authorized recipient agrees to maintain the confidentiality of the information in accordance with applicable law.

8. EXPIRATION

8.1 Expiration Date: This authorization expires on [EXPIRATION DATE], or upon [SPECIFY EVENT, E.G., "COMPLETION OF UNDERWRITING"].

8.2 Earlier Expiration: This authorization expires earlier upon my written revocation or as otherwise required by law.

9. STATEMENTS AND ACKNOWLEDGMENTS

9.1 Copy of Authorization: I understand that I am entitled to receive a copy of this authorization upon request.

9.2 No Conditioning of Treatment: I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on my signing this authorization, except as permitted by law.

9.3 Accuracy of Information: I certify that the information I have provided in this authorization is true and complete to the best of my knowledge.

9.4 Understanding of Terms: I have read and understand the contents of this authorization and sign it knowingly and voluntarily.

10. SIGNATURE

10.1 Signature of Individual: [SIGNATURE OF INSURED]

10.2 Printed Name: [INSURED FULL NAME]

10.3 Date Signed: [DATE SIGNED]

10.4 Signature of Personal Representative (if applicable): [SIGNATURE OF PERSONAL REPRESENTATIVE]

10.5 Printed Name of Personal Representative: [PERSONAL REPRESENTATIVE NAME]

10.6 Authority of Personal Representative: [DESCRIBE AUTHORITY, E.G., POWER OF ATTORNEY, GUARDIANSHIP]

10.7 Date Signed by Personal Representative: [DATE SIGNED BY PERSONAL REPRESENTATIVE]

11. WITNESS ATTESTATION

11.1 Witness Signature: [WITNESS SIGNATURE]

11.2 Witness Printed Name: [WITNESS NAME]

11.3 Witness Address: [WITNESS ADDRESS], [CITY, STATE, ZIP CODE]

11.4 Date Witnessed: [DATE WITNESSED]

12. NOTARY ACKNOWLEDGMENT (IF REQUIRED)

12.1 State of: [STATE]

12.2 County of: [COUNTY]

12.3 Notary Public Signature: [NOTARY SIGNATURE]

12.4 Notary Printed Name: [NOTARY NAME]

12.5 Notary Commission Expiration: [COMMISSION EXPIRATION DATE]

12.6 Date Notarized: [DATE NOTARIZED]

13. ADDITIONAL PROVISIONS

13.1 Governing Law: This authorization shall be governed by the laws of the State of [STATE].

13.2 Severability: If any provision of this authorization is held invalid, the remaining provisions shall remain in full force and effect.

13.3 Entire Authorization: This authorization constitutes the entire agreement regarding the disclosure of protected health information for the stated purpose.

13.4 Contact for Questions: Questions regarding this authorization may be directed to [CONTACT NAME] at [CONTACT PHONE NUMBER] or [CONTACT EMAIL ADDRESS].
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