
Authorization Form and Questionnaire for the Impaired Risk Situation 
   (This Authorization complies with the HIPAA Privacy Rule) 

 
 

 
Personal Information 

 
 Name:                                                       
 SS #:       
 DOB:       
 Phone Number:      
 Address:      
     ,      

Height:    
Weight:   
Income:    
Occupation:     
Net Worth:     

 
 

 
 

                  Medical Information: 
 

A: Primary Care Physician’s Contact Info (name, address, phone number): 
    

               Name:            Phone:   Date last seen:     
    Address:         Reason:      

 
 

B: Contact Info for any/all other Specialists and/or Doctors seen in the past 5 years: 
 

1. Name:            Phone:   Date last seen:     
    Address:         Reason:      

 

2. Name:            Phone:   Date last seen:     
    Address:         Reason:      

 
 

 
I hereby authorize any heath plan, hospital, physician, pharmacy benefits manager, medical practitioner,  clinic, other medical 
or medically related facility, laboratory, insurance or reinsuring company, the medical information bureau Inc., consumer 
reporting agency, employer or the veterans administration, having information available as to diagnosis, treatment and 
prognosis with the respect to any physical or mental condition and/or treatment, including psychiatric conditions, drug or 
alcohol abuse, and any treatment and other medical or non-medical information about me or my health to give to the below 
marked companies or its legal representative, any and all such information. 
    To facilitate rapid submission of such information, I authorize all said sources, except MIB to give such records or 
knowledge to any agency employed by the company to collect and transmit such information. 
    I understand the information obtained by use of this authorization will be issued by the below marked insurance company 
and/or companies to determine eligibility for insurance. Any information obtained will not be released by the company to any 
person or organization except reinsuring companies, the medical information Bureau Inc., or other persons or organizations 
performing business or legal services in connection with my application, or as may be otherwise lawfully required or as I may 
further authorize. 
    I understand that I may request to receive a copy of this authorization and there is a possibility of re-disclosure of any 
information disclosed pursuant to this authorization. That information once disclosed, may no longer be protected by federal 
rules governing privacy and confidentiality. 
    I agree that a photographic copy of this authorization shall be valid as the original 
    I acknowledge having received and read the notice to the proposed insured and the medical information bureau notice. 
    I agree that this authorization shall remain valid for two years from this date.       
    I understand that I have the right to revoke this Authorization in writing, at any time, by providing written notification.            

EEIIBB,,  IInncc..  rreepprreesseennttss  tthhee  ffoolllloowwiinngg  ccoommppaanniieess::  
  
  

AAccccoorrddiiaa  LLiiffee  
AAIINN  
AAmmeerriiccaann  GGeenneerraall  
AAmmeerriiccaann  NNaattiioonnaall  LLiiffee  
AAmmeerriittaass  
AAtthheennee  
BBaannnneerr  LLiiffee  
BBrriigghhtthhoouussee  FFiinnaanncciiaall  
CCoolluummbbuuss  LLiiffee  
CCoommppaanniioonn  

EEIIBB  IInncc..    
EEqquuiittaabbllee  
FF&&GG  
GGlloobbaall  AAttllaannttiicc    
GGuuaarrddiiaann  LLiiffee  
HHaarrttffoorrdd  LLiiffee  
JJoohhnn  HHaannccoocckk    
LLiiffee  ooff  tthhee  SSoouutthhwweesstt  
LLiinnccoollnn  FFiinnaanncciiaall    

LLiinnccoollnn  LLiiffee  aanndd  
AAnnnnuuiittyy  ooff  NNYY  
MMaassss  MMuuttuuaall  
MMeettLLiiffee  IInnvveessttoorrss  UUSSAA  
MMeettrrooppoolliittaann  LLiiffee  
MMiinnnneessoottaa  LLiiffee  
MMuuttuuaall  ooff  OOmmaahhaa  
NNaattiioonnaall  LLiiffee  GGrroouupp  
NNaattiioonnwwiiddee  
NNeeww  YYoorrkk  LLiiffee  

NNoorrtthh  AAmmeerriiccaann  
PPaacciiffiicc  LLiiffee  
PPeennnn  MMuuttuuaall  
PPIIAA  ooff  NNYY  
PPhhooeenniixx  LLiiffee  
PPrriinncciippaall  LLiiffee  IInnssuurraannccee  
PPrriinncciippaall  NNaattiioonnaall  LLiiffee  
PPrrootteeccttiivvee  LLiiffee  
PPrruuddeennttiiaall  FFiinnaanncciiaall  
SSeeccuurriiaann  

SSeeccuurriittyy  MMuuttuuaall    
SSuunn  LLiiffee    
SSyymmeettrraa  
TTrraannssaammeerriiccaa  
UUnniitteedd  ooff  OOmmaahhaa    
UUSS  LLiiffee  ooff  NNYY  
VVooyyaa  FFiinnaanncciiaall  
WWiilllliiaamm  PPeennnn  

_______________________        ________________________         _____________________________           _______   
Signature of Insured                    Signature of Agent                         Print Name of Agent      Date                     


