
Authorization for Release of Health-Related Information. 
 

I authorize the disclosure of health information regarding, or related to the following individuals for whom an application for 
insurance has been submitted: 
Print Name(s):    (Last)        (First)             (MI)         Date of Birth (Month/Day/Year) 

 
1.

 

/ / 
2.

 

/ / 
3.

 

/ / 
4.

 

/ / 
5.

 

/ / 
6.

 

/ /
I authorize the disclosure of any and all information that: (i) is created or received by a health care provider, health plan 
including health insurer or health insurance agent, public health authority, employer, life insurer, school or university, or 
health care clearinghouse; and (ii) relates to the past, present, or future physical or mental health or condition of an individual 
listed above; the provision of health care to an individual listed above; or the past, present, or future payment for the 
provision of health care to an individual listed above.  This authorization permits the disclosure of all medical records 
including without limitation those containing information relating to diagnoses, treatments, consultation, care, advice, 
laboratory or diagnostic tests, physical examinations, recommendations for future care, and prescription drug information. 

I specifically authorize the disclosure of information related to (i) communicable diseases, including HIV, AIDS or AIDS 
related complex (to the extent permitted by both state and federal law); (ii) drug and alcohol abuse and treatment;  (iii) 
mental illness and treatment; and (iv) genetic conditions including genetic testing (to the extent permitted by both state and 
federal law).   Notwithstanding the above, this authorization does not authorize the release of psychotherapy notes. 

I authorize any and all health care providers including without limitation physicians, medical practitioners, hospitals, clinics, 
medical or medically-related facilities, pharmacy benefit managers, pharmacies or pharmacy-related facilities; and any and 
all health plans, insurance companies, insurance support organizations (such as MIB Group, Inc.), business associates of 
health plans or insurance companies and those persons or entities providing services to such business associates to disclose 
the information described above.  

I authorize Fidelity Security Life Insurance Company (“FSL”), including its affiliated companies, subsidiaries and business 
associates, including those persons or entities providing services to its business associates, to receive the disclosure of 
information authorized herein and use the information disclosed pursuant to this authorization. 

The purpose of the disclosure authorized herein is to permit FSL, including its affiliated companies, subsidiaries and business 
associates, including those persons or entities providing services to its business associates, to obtain and use the information 
described above to make prospective and retrospective eligibility, underwriting and risk rating determinations, including 
whether the individual is subject to a pre-existing condition exclusion.   

This authorization shall expire twenty-four (24) months after the date on which it is executed below. 

I understand that eligibility for the health plan is conditioned on my execution of this authorization for the use or disclosure 
of the information described above for the purpose of making eligibility, underwriting and risk rating determinations.  Except 
as otherwise stated herein, treatment, payment, enrollment in a health plan, or eligibility for benefits is not conditioned on an 
authorization for the use or disclosure of the information described above. 

I understand that I may revoke this authorization by sending written notice of my intent to revoke this authorization to P.O. 
Box 37587, Phoenix, AZ  85069, Attention Privacy Officer. 

I 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 federal rules governing privacy and confidentiality. 

A copy or facsimile of this authorization shall be as valid as the original. 

Signature of each Individual over the age of 18 or the Individual’s Legal Representative:  Date:  
X_______________________________________________________________________ ___________________ 

X_______________________________________________________________________ ___________________ 

X_______________________________________________________________________ ___________________ 

If signed by the individual’s legal representative (e.g. a parent on behalf of a child), please describe the representative’s 
authority to sign on behalf of the individual:          
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