MOUNTAIN LIFE INSURANCE COMPANY
P.O. Box 240
j&/&&\

Alcoa, Tennessee 37701-0240
800-888-6542

M edical Recor ds Release Authorization

Completion of this Authorization is required in order to consider your application for our
insurance or to make a determination of eligibility for benefits on your claim.

By executing this Authorization, | authorize all health care providers that have been
involved in my care, diagnosis or treatment (including, but not limited to, physicians, hospitals,
clinics, medical practitioners, and other medically related facilities) to disclose my medical
records (including, but not limited to, patient histories, progress notes, test results, x-rays and
other diagnostic information) to Mountain Life Insurance Company for the purpose of:

Circle the purpose(s)
1) Determining €eligibility for insurance;

2) Determining benefits payable on a disability claim;

3) Determining benefits payable on alife claim.

| understand and agree that Mountain Life Insurance Company may disclose my medical records
and the information contained in those records to third parties, such as insurance companies, or
to the representatives of such third parties (including reinsurers and information agencies) for the
purpose(s) stated above.

| also understand that when my medical records are disclosed pursuant to this Authorization, my
medical records and the information contained in those records may be subject to re-disclosure
by the recipient and may no longer be protected by federal privacy laws.

| understand that | may revoke this Authorization, except to the extent that any health care
provider or Mountain Life Insurance Company has acted in reliance upon this Authorization. My
revocation of this Authorization must be submitted in writing to:

Mountain Life Insurance Company
P.O. Box 240
Alcoa, Tennessee 37701-0240

This Authorization will expire on , or if no dateisfilled in, twelve
(12) months after the date the Authorization is signed.

A photocopy of the Authorization will be as valid as the original for the authorized
purpose(s).

Signature of Individual Whose I nformation isto be Date of Birth
Disclosed or Authorized Representative

Print Name of I ndividual Date
MLIC-HIPAA-0403



