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HIPAA	AUTHORIZATION	RELEASE	

TO	OBTAIN	AND	DISCLOSE	INFORMATION	
	
	
Name	of	Proposed	Insured	
Please	Print	
	
_____________________________________________________________________________														________/_________/_________	
First	 	 	 	 MI	 	 Last	 	 	 										DOB			Month/Day/Year	
	
I	authorize	any	person	licensed	to	provide	health	care	services,	hospital,	clinic	or	other		
medical	or	medically	related	facility,	insurer,	reinsurer,	insurance	support	organization,	the		
Medical	Information	Bureau,	Inc.,	consumer	report	agency,	state	motor	vehicle	agency,	employer,	or	
any	other	person	or	institution	to	release	to	each	of	the	insurance	companies	listed	below,	as	well	
as	to	their	reinsures,	any	insurance	support	organizations,	those	person	authorized	to	represent	
them;	and	International	Brokerage	Agencies,	Inc.;	any	information	related	to	my	mental	and	
physical	health,	lab	results,	other	insurance	coverage,	hazardous	activities,	character,	general	
reputations,	finances,	occupations,	other	personal	traits,	drug	and/or	alcohol	use	and	driving	
record	for	me	and	my	minor	children	who	are	to	be	insured.		This	includes	information	on	the	
diagnosis	or	treatment	of	Human	Immunodeficiency	Virus	(HIV)	infection	and	sexually	transmitted	
diseases.			
	

THIS	AUTHORIZATION	APPLIES	TO	THE	FOLLOWING:	
• Aetna	Companies	
• Allstate	Health	Solutions	
• American	General	
• American	National	
• APPS	
• Brighthouse	Life	
• Corebridge	
• ExamOne	
• Express	Imaging	Services	
• Fidelity	Life	
• Global	Atlantic	
• Illinois	Mutual	

• IMG	
• J&H		
• John	Hancock	
• Kemper	
• Legal	&	General	
• Lincoln	Financial	Group	
• Lumico	
• MassMutual	
• Mutual	of	Omaha	
• Nationwide	
• North	American	
• OneAmerica	

• Pacific	Life	
• Principal	Life	
• Protective	
• Prudential	
• SBLI	
• Securian	Financial		
• Standard	Life	
• Symetra	
• Transamerica	
• World	Trips

	
	
By	my	signature	below,	I	acknowledge	that	any	agreements	I	have	made	with	my	Providers	that	
restrict	disclosure	of	my	medical	records	and	any	associated	HIPPA	protected	health	information	
do	not	apply	for	purposes	of	this	authorization	and	I	instruct	my	physician,	health	care	professional,	
hospital,	clinic,	medical	facility	or	any	other	health	care	provider	to	release	and	disclose	my	entire	
medical	record	without	restriction	to	International	Brokerage	Agencies,	Inc.	I	understand	that	any	
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information	that	it	is	disclosed	pursuant	to	this	authorization	may	be	re-disclosed	and	no	longer	
covered	by	certain	federal	rules	governing	privacy	and	confidentiality	of	health	information.		
	
The	information	contained	in	these	medical	and	financial	records	will	be	held	in	confidence	and	
may	be	used	only	for	the	purpose	of	the	procurement,	or	the	evaluation	or	underwriting	for	the	
possible	procurement,	of	life,	health,	disability	income,	long	term	care,	or	other	insurance	products.	
The	contents	therein	may	be	reviewed	and	assessed	by	a	qualified	staff	consisting	of	medical	
directors,	underwriters,	underwriting	assistants,	or	other	related	employees	involved	in	the	
submission,	receipt,	or	evaluation	of	insurance	applications	or	prospective	applications	of	the	
insurance	companies	listed	above	and	their	re-insurers	as	well	as	International	Brokerage	
Agencies,	Inc.	and	its	staff,	employees	and	affiliated	companies.	
	
	
I	understand	and	agree	that	this	form	is	not	an	application	for	life	insurance	and	that	no	life	
insurance	coverage	is	provided	in	connection	with	this	form.	
	

This	authorization	shall	be	valid	 for	twenty-four	(24)	months	 from	the	date	below.	A	copy	of	 this	
authorization	shall	be	as	valid	as	the	original.	I	understand	that	I	am	entitled	to	receive	a	copy	of	this	
authorization.	I	understand	I	may	revoke	this	authorization	in	writing	at	any	time	by	providing	that	
written	 notification	 to	 International	 Brokerage	 Agencies,	 Inc.	 at	 the	 service	 address	 below.	 I	
understand	that	any	action	already	taken	in	reliance	on	this	authorization	cannot	be	reversed,	and	
my	 revocation	will	not	 affect	 those	actions.	 I	 understand	that	 the	medical	provider	 to	whom	 this	
authorization	 is	 furnished	 may	 not	 condition	 its	 treatment	 of	 me	 on	 whether	 or	 not	 I	 sign	 the	
authorization.	

I	agree	that	a	photographic	copy	or	facsimile	of	this	Authorization	shall	be	valid	as	the	original.	 	 I	
agree	 that	 this	 Authorization	 shall	 remain	 valid	 for	 the	 lifetime	 of	 the	 undersigned,	 absent	 any	
provision	of	any	applicable	state	statute	regulation	to	the	contrary,	 in	which	event	it	shall	remain	
valid	 for	 the	 maximum	 period	 permitted	 there	 under.	 I	 understand	 that	 if	 I	 refuse	 to	 sign	 this	
authorization,	International	Brokerage	Agencies,	Inc.	may	not	be	able	to	provide	full	and	complete	
information	about	the	insurance	coverage	and	its	cost	that	may	be	available	to	me.	I	also	understand	
and	acknowledge	that	each	of	the	insurers	listed	on	this	form	or	to	which	I	may	formally	apply,	may	
require	me	to	sign	a	similar	authorization	used	exclusively	by	such	insurer	before	they	will	process	
my	application	or	offer	insurance	coverage.	I	understand	that	my	Providers	may	not	refuse	to	provide	
treatment	or	payment	for	health	services	if	I	refuse	to	sign	this	authorization.	

	

_________________________________________						 	 _________________________________________________	

Signature	of	Proposed	Insured		 	 	 Name	of	Proposed	Insured	

	

________________________________			 	 	 												____________			 								___________________________	

City	 	 	 	 	 	 	 State	 	 	 Month/Day/Year 
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