AGENT INFORMATION

‘Nam_e Firm Name SSN#
Address ' City State Zip
Phone Email

Please send your completed documents to: Victorson Associates, Inc. PO Box 863 Smithtown, NY 11787 Attn - Underwrltmg

Phone — 631-265-7456 Fax —631-265-7054

Email - info@victorson.com

AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

Proposed Insured:
ALLIANZ MASS MUTUAL
AMERICAN MEMORIAL MET LIFE INSURANCE COMPANY
AXA MINNESOTA LIFE INSURANCE COMPANY
AMERICAN GENERAL NATIONAL LIFE OF VERMONT
AMERICAN NATIONAL NORTH AMERICAN
AMERITAS LIFE INSURANCE COMPANY PRINCIPAL FINANCIAL
ASSURITY LIFE INSURANCE COMPANY PROTECTIVE LIFE AND ANNUITY
AVIVA LIFE INSURANCE COMPANY PRUDENTIAL FINANCIAL ‘
BANNER LIFE INSURANCE COMPANY SECURITY MUTUAL LIFE INSURANCE COMPANY
COLUMBIAN MUTUAL LIFE INSURANCE COMPANY | STATE LIFE
COMPANION LIFE SUN LIFE
FIRST AMERITAS LIFE INSURANCE COMPANY TRANSAMERICA
FIRST MET LIFE INVESTORS LIFE INSURANCE CO. US FINANCIAL
GENWORTH LIFE INSURANCE COMPANY US LIFE INSURANCE COMPANY
GENERAL AMERICAN LIFE INSURANCE COMPANY UNION CENTRAL
GUARANTEE TRUST LIFE INSURANCE COMPANY UNITED OF OMAHA

GUARDIAN LIFE INSURANCE COMPANY

VICTORSON ASSOCIATES, INC.

JOHN HANCOCK

WEST COAST LIFE INSURANCE COMPANY

ING RELIASTAR LIFE INSURANCE COMPANY

WILLIAM PENN LIFE INSURANCE COMPANY

LINCOLN NATIONAL

| understand that any Company named above, its reinsurers, any insurance support orgamzations and those persons authorized to represent them may need to
collect information on me in regard to proposed coverage.

The types of records and information will include facts about my: (1) mental and physical health including any history of STD or HIV or other communicable diseases:
(2) other insurance coverage; (3) hazardous activities; (4) character; (5) general reputation; (6) mode of living; {7) finances; (8) occupation; (9) other personal traits

If for a Lifetime Setflement, | understand that seftlement providers and their medical underwriters andfor contingency re-insurers will use |hfonnanon released or
obtained pursuant to this Authorization for the purpose of pursuing and/or completing the sale of life insurance pollcy of which | am the owner, or which | am the
insured, and | hereby expressly authorize such use and disclosure.

Signed at this day of 20

Proposed Insured Signature Proposed Owner’s Signature

if minor children are proposed for coverage, the person authorized o act on their behalf makes the above statements.

Name of Minor Child Signature of Minor Child’s Authorized Representative

Name of Minor Child's Authorized Representative Witness (Broker)




Authorization for Release of Health-Related Information - This authorization complies with the HIPAA Privacy Rule

Name of Persons covered by this Authorization Date of Birth

| authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility, or other health care provider
that has provided payment, treatment or services to me or on my behalf within the past 10 years (“My Providers”) to disclose my entire medical
record and any other personal health information concerning me to any of the companies listed above, its agents, employees, and representatives
(collectively referred to as “The Companies”). This includes information on the diagnosis or treatment of Human Immunodeficiency Virus (HIV)
infection and sexually fransmitted diseases. This also inciudes information on the diagnosis and treatment of mental illness and the use of alcohol,
drugs, and tobacco, but excludes psychotherapy notes. Psychotherapy notes means notes recorded (in any medium) by a health care provider who
is a mental health professional documenting or analyzing the contents of conversation during a private counseling session or a group, joint, or family
counseling session and that are separated from the rest of the individual's medical record. Psychotherapy notes excludes (meaning the following
information is included in this authorization) medication prescription and monitoring, counseling session start and stop times, the modalities and
frequencies of treatment furnished, results of clinical tests, and any summary of the following items: diagnosis, functional status, the treatment plan,
symptoms, prognosis, and progress to date.

By my signature below, | acknowledge that any agreements | have made to restrict my personal health information do not apply to this authorization
and | instruct My Providers to release and disclose my entire medical record without restriction.

This personal health information is to be disclosed under this Authorization so that The Companies may: 1) underwrite my application for coverage,
make eligibility, risk rating, policy issuance and enroliment determinafions; 2) obtain reinsurance; 3) administer claims and determine or fulfill
responsibility for coverage and provision of benefits; 4) administer coverage; and 5) conduct other legally permissible activities that relate to any
coverage | have or have applied for with The Companies. '

This authorization shall remain in force for 24 months following the date of my signature below, and a copy of this authorization is as valid as the
original. | understand that | have the right to revoke this authorization in writing, at any time, by sending a written request for revocation to The
Companies, to the attenfion Privacy Official. 1 understand that a revocation is not effective to the éxtent that any of My Providers has relied on this
Authorization or to the extent that The Companies have a legal right fo contest a claim under an insurance policy or to contest the policy itself. |
understand that any information that is disclosed pursuant to this authorization may be re-disclosed and no longer covered by federal rules governing
privacy and confidentiality of health information. o

| understand that My Providers may not refuse to provide treatment or payment for health care services if | refuse fo sign this authorization. | further -
understand that if | refuse to sign this authorization to release my complete medical record, The Companies may not be able to process my
application, or if coverage has been issued may not be able to make any benefit payments. | acknowledge that | have received a copy of this
authorization.

Signature of Proposed Insured, Patient, or Personal Representative Date
Signature of Proposed Insured, Patient, or Personal Representative Date
Signature of Proposed Insured, Patient, or Personal Representative Date

Description of Personal Representative's Authority or Relationship to Patient



Authorization for Release of Personal Psychotherapy Notes - This authorization complies with the HIPAA Privacy Rule

Name of Persons covered by this Authorization Date of Birth

I authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility, or other health care provider
that has provided payment, treatment or services to me or on my behalf within the past 10 years (“My Providers”) to disclose my entire medical
record and any other personal health information solely relating to psychotherapy notes to any of the companies listed above, its agents, employees,
and representatives (collectively referred to as “The Companies’). Psychotherapy notes means notes recorded (in any medium) by a health care
provider who is a mental health professional documenting or analyzing the contents of conversion during a private counseling session or a group,
joint, or family counseling session and that are separated from the rest of your medical record.

By my signature below, I acknowledge that any agresments | have made to restrict my personal health information do not apply to this authorization
and I instruct My Providers to release and disclose my entire medical record as described above without restriction.

This personal health information is to be disclosed under this Authorization so that The Companies may: 1) underwrite my application for coverage,
make eligibility, risk rating, policy issuance and enroliment determinations; 2) obtain reinsurance; 3) administer claims and determine or fulfill
responsibility for coverage and provision of benefits; 4) administer coverage; and 5) conduct other legally permissible activities that relate to. any
coverage | have or have applied for with The Companies.

This authorization shall remain in force for 24 months following the date of my signature below, and a copy of this authorization is as valid as the
original. | understand that | have the right to revoke this authorization in writing, at any time, by sending a written request for revocation to The
Companies, to the attention Privacy Official. | understand that a revocation is not effective to the extent that any of My Providers has relied on this
Authorization or fo the extent that The Companies have a legal right to contest a claim under an insurance policy or to contest the policy itself. |
understand that any information that is disclosed pursuant o this authorization may be re-disclosed and no longer covered by federal rules governing
privacy and confidentiality of health information.

I understand that My Providers may not refuse to provide treatment or payment for health care services If | refuse to sign this authorization. | further
understand that if I refuse to sign this authorization to release my complete medical record as described above, The Companies may not be able to
process my application, or if coverage has been issued may not be able to make any benefit payments. | acknowledge that | have received a copy

of this authorization.

Signature of Proposed Insured, Patient, or Personal Representative _ Date
Signature of Proposed Insured, Patient, or Personal Representative Date
Signature of Proposed Insured, Patient, or Personal Representative Date

Description of Personal Representative’s Authority or Relationship to Patient



