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BANKER’S FIDELITY LIFE INSURANCE COMPANY®

© 4370 Peachires Road, N.E., F. 0. Box 165185, Atlanta, GA 30348-5148
APPLICATION FOR INSURANCE
- PREFERRED UNDERWRITING CLASS PLEASE PRINT I —
' L ] ' | Place (State} Bam T Height & Weight
Proposed Insured | §wgl$ewr;tyﬁu._ Sex | ofBirth Al Tl vl e & Tis
Rotidence Address FSeet of Rowte & Box o) 1 Ty I Counly s T | l TPT,,;] [ l
Tolophons Number ' Proposed Insured E-&é&; Miress . |WeiPoicy Tor. Il insured
R pm’; - BestTmetoCaﬂ_ggi n e _Qdgon.
PRINT—To whom shouid premium notices be sent? T Same address as Pre;msed nsured, er IS
Payor name__ : _ - _Phonenumber ()
{ Complete Address: o
_ SELECTTHE S ERAE
| MEDICARE SUPPLEMENT PLANS: Q4 OF : Jngh ﬁedﬁchbbe F D.G LUK
Open Enroliment; '
(a} Is the Proposed Insured efigible for cgverage under the “Open Enroliment” peﬂod (the six month penod beginning with the : E
first month in which the Proposed insured is-enrolled in Medicare Part B}‘?a Yes f:.i No
(b} ls the Proposed Insured eligible for coverage under the 63-day “guarantee issue” period 2 If “Yes,” proof rust be submitted. ... L3 Yes _ LINe
REQUESTED PREMHIM MODE: - MODAL PREMIUMS - choose one column: with Househoid without Houseliold
| EFFECTIVE {0 Annual (MBD % 12) . . Discount : Dfscount
DATE: | T Semi-Annual {(MBD x 8) Monthly Bank Draft Premitm s - $
L Quarterty (MBD x.3} 5% Household Discount fqualifed . -~ ____x 95 N
L4 Monthly Dirket (MBD + 32.00) | equals Monthiy Bank or Credit Card Premium =8 _ $ '
& Monthly Bank Draft* - Other Modsis: EFTHER multiply by moda{ factor  x .
2 Monthly Credit Card” ORIf Monthly Direct Bl add'S2 service fee © ~ + 8 e
"Requested Drsft Date . Totalinitial PremiumbDue = 5 .. §
BILLING TYPE: | “Ifthe Propased instired dogs niot qualify for the Househokd Béscount, the full modal pﬂerrﬁjr:wfﬂbeiemred
| u ind'ryidua! o o Family” B DDraﬁmmai premium™ :ICheddmmey arder indluded. DCharge ‘credit card for inttial pnermm
*Complete Family Biling FormBUOFBAR- | . ~igal Draft Date )
1. (a) Medicare claim numbef| [T | L=t b =T ] mecomsar oompfefe number from Medicare eard.)
{b) is the Propesed Insured covered under Medxcare PartA? ... Yes Do H “Yes," effective date
{8) s the Proposed Insured covered uhder Medicare Part B? o Yes LINo - If“Yes] effective date

{d)- Is the Proposed Insured covered under Social Security Disabiiﬁy‘? b Yes T if “Yes effective date -
| 2. If you lost or are losing other health insurance. coverage and received a no'ace from your prior insurer saying you were gligible: For guaranfeed
issue of 2 Medicare supplement insurance policy, o fhat you had cerlain fights to buy such a bolicy, you may be guaranteed acceptance in one of
more of our Medicare supplement plans, Piease include-a copy of the nolice frem your ;mor insurer with your application. PLEASE ANSWER ALL
QUESTIONS. Please mark Yes of No below with an “X". _
{A) Did you furn age 85 in the fast 8 months?...._...... L Yes TNo |
= (B} Did you envoll in Medicare Part B in the last 6 monihs'? .5 Yes 23 Nc :
{C} If yes, whatis the effective date? ' ;
(D} Are you covered for medical assistance through the state Medicaid pmgram? (NOTE TO APPLICANT. if you'are pamctpatmg S 1
in a "Spend- Dawn Program” and have not met your “Share of Cost” please answel "NO™ o this quest:on) erreeermsier e e YES ﬁ No |
{a)f yes, wi Me-zfncald pay your premiums for this Medicare supplement DoBCY? ... oo X Yes LAING
{b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare. Part B prEMiUM?.....c............  Yes TING-
(E) If you had coverage from any Medicare plan other than original Medicare within the past 63 days
(for example, a Medicare Advantage plan, or a Medicare HMO or PPQ), il in your start and end dates beéow lf you are sﬁil covered under

” this piam, leave “END” blani_ Start date : End Date
2 . {8} Hyou are still covered under the Medicare plan, do you mtend o repiace your current ooverage with this new Medxcare

suppiement policy? ............ - e iereneeen oo CI Yes LINo
{b} Was this your first time in fhis type of Medicare pian?

{c} Did you drop a Medicare supplement policy to enralf in the Medicare pian?
{F) Do you have another Medicare supplemant policy inforee? ..o,
(a) ¥ so, with what company, and what pian do you have?

{b) If s0, do you intend to replace your current Medicare supplement policy with fis po!scy’? CI ‘{eé ONe’
{G} Have you had coverage under any other health insurance within the past 63 days? - :

(For example, an employer, union or individual plan)..... 3 Yes I No -
(a) If so, with what company and what kind ofpoiicy? : - pre

(b) What are your dates of coverage under the other policy? If you are st:il covered under ihe other pehcy, ieave "ENB” biank
Start date End Daie :
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-2 THE ANSWER TO ANY PART OF QBESTION 3 THROBGH 7 is “YES,“ COVERA& is NOT AVA&ABLE IF ELiG!BLE FOR GFEN B :
ENROLLMENT OR 63-DAY (30 DAYS IN WY ONLY) GUARANTEE ISSUE, DO NOT ANSWER QUESTIONS 3 THROUGH 8. '

{ 3. inthe past 5 years, has the Pmposed Insured had or been medically diagnosed with of freated for;
(@) Acquired immune Deficiency Syndrome: (AJDS) AIDS Reiated Compiex (ARC) or fested posrtwe for the _
Hurnar immunodeficiency Virus (HIV)?............... SRR 1 &% W 1.1

{b} any lipidosis, including Gaucher's or Tay-Sachs or Wolman's?... S e i Yes LINo |
4. Inthe past year, has the Proposed Insured: 3
“(a) been confined fo & hospital 2 or more times or fo a nursing facifity, orfecemng home health’ care or . S
assistance with normal activities of daify living, such as dressing; bathing, eating, transferring ortofleting?.............. L Yes Do
{b} been confined to a wheelchair or require the use of 3 whee[chaar of mdtorized mobifity azd due to a medical o
condition or on the advice of a physician?............ e Ye$ T No |
{c} been medically advised to have surgery or #eatment or hosp:iai/nm'smg facality canﬁnemem and noi dcne so’P «..d Yes LA No
{d} had any heart or circulatory surgery? ... st YE8 LI NO
5. 'inthefast 3 years, has the Proposed lnsured had, been medmﬂy dragnased w;th or treated for: S ' ' o
{a} heart attack, stroke of any kind, congestive heart fallure, Qrarm}utatfon due {0 disease? ...l Il Yes TINo |
(b} cirrhosis, fiver disease. or hepatitis (exciuding Type A)? ..o, PRI I | (.- S § V|

| 6 Inthe past & years, has the Proposed Insured had; bieen medlcaky cﬁagnosed with, or treated for o _
. (&) emphiysema; chronic obstructive pulmonary disease {COPD), chionic br@nchrt;s or used supplementatoxygen? ...\l Yes L No |
(b} intemal cancer, leukemia, malignant melanoma, Hodgkin's diséase, kidheyfrenal failure oF insuffi crency

chronic kidney disease, or been advised to-have or had dialysis? ..o ves Qo |
- {c) Alzheimer's disease, dementia, organic brain syndrome, schizophrenia or delusional or psychot!c dusorder : T |
alcoholism or drug addiction, or diabetes requiring insulin? ... e Y5 LFNO §
{d) Parkinson's or Huntington's disease, multiple sclerosis, muswlar dystmphy Lou Gehng s dssease {ALS) s L
systemic lupus, or sickle celtanemia? ... ——— R
(e} testingor surgery for the transplanting of any organ or t;ssue (exciudmg comeal transp!an’ts)‘? - L Yes A No
7. Has the Proposed 3nsured used any tobaeoe products i the last 3 years?...... l:l Yes ZINo | _
8. Listalf prescnpkon drugs the Proposed Insured is currentty taking or has beén medically advised to fake: |
(I “None,” so state; if additional space is needed aliach separsle page and have Proposed Insured Sigh and dafej) -
. Medication Amount S .coﬁcziﬁon for Which Prescribed _ .| Currenity Taking?
B ' ' S Yes Qo
dves LINo
) . _ - EXYes LI No
Q. Piease prowde compieté name, address and teiephone number of the Proposaé insured’s pr:mary care physw;an

Physician’s name: _ _ Telephone number
Physician’ s address: : : .

HOUSEHOLD DISCOUNT* INF ORMATIOHLEASE ANSWER QOT QUESTIO?&S 10 AND 11 IN THis SECTION

10. The Proposed insured has confinuousty resided with another person for the last 12 months and the other )
personis also applying for this coverage. e b eu et e e e e e e b e et e rem et et ee s enemer s sen eeenrieens it Yes QND
i “yes” please complete the information regardmg re?attonshap to applicant befow '

11. The Proposed Insured has continuously resided with another persor for the last 12 months and the other SR |
person has an-existing Medicare Supplement policy with Bankers Fidelity Life lnsurance Company.... wiireeneeier. i Y8 N0}
if “yes” please complete the information regarding relahonshfp fo the Proposed insured beﬁow ' - E g

12. Name:

Retationship to Applicant.

i.¥ Application Pending or Existing Policy Number:
* if the Proposed insured does not quaﬂfy for the Heasehoid D:scount the fuﬁ modai prermum w:il be requzred
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{Appiication continued} -

113, NOTICE TO THE PROPOSED INSURED: {a) You-do not need more than one Medicare supplement policy. (b) f you purchase |

1 ‘belief, frue. 1 agree the policy shall not be effective unless it has actually been issued; received by the Owner and the first |

| have the right to deny benefits or contest your policy, subject to the “Time Limit On Certain Defenses” provision of the Policy. |
| WARNING: Any person who ksowingly and with infent to defraud any insurance company-or other person files an application for{ -

| conceming any fact material thereto may be committing a fraudulent insu rance act, which is a crime and could subject such personto |

this policy; you may want fo evaluate your existing health coverage and decide if you need multiple coverages. () Youmay be |

eligible for benefits under Medicaid and may not need a Medicare sipplement policy. (d) If, after purchasing: this policy, you | -

- become eligible for Medicaid, the benefits and premiuims undér your Medicare supplement policy can be suspended, if requested, |-

during your entitiement fo benefits under Medicaid for 24 months, You must requést this suspension within 90 days of becoming |

eligible for Medicaid. If you are no longer entitied to Medicaid, your suspended Medicare supplement policy {or, if that is no longer

available, a substantially equivalent policy) will be reinstituted if requesied within 90 days of fosing Medicaid-eligibility. 1f the fedicare |

supplement policy provided coverage for oufpatient prescription drugs.and yousenfolied in Médicare Part D while yeur policy was -

suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent:
to your coverage before the date of the suspension. (e) if you are eligibié for, and have enrolfed in a Medicare supplement policy

by reason of disability and you later become covered by an employer or dnion-based group health plan, the benefits and premiums | )

. under your Medicare supplement policy can be suspended, if requested, while you are covered under the employer or urion-based | -

. group health plan. if you suspend your Medicare supplerment policy under these circumstances, and later fose-your employer:

* or union-based group health plan, your sisspended Medicare supplement policy {or, if that is'no fongér availeble, a substantially |
-equivalent policy) will be reinstituted i requested within 90 days of losing youreﬁmlt;yer or union-baséed groip health plan, K the
Medicare supplement policy provided coverage for outpatient prescription drugs and you entolied in Médicare Pait D while your

- policy was suspended, the reinstituted policy will not have outpatient prescréptieﬁ drug coverage, buit will otherwise be substantially
equivalent to your coverage before the date of the suspension. {f) Counseling services may be available in your state to provide

program, including benefits as a Qualified Medicare Beneficiary (QMB) and'a Spetified Low-Income Medicare Beneficiary (SLMB). |

14. 1, the undersigned Applicant, hereby apply to Bankers Fidelity Life insurance Compainy® for a poficy to be issued solély and entirely. |
-in reliance on my written answers to the above questions. | represent that the answers given are, to the best of my khowledge and

~ premium paid and honored upon first presentation, all during the Proposed Insured’s Bfetime and before any chahge in] .
the Proposed Insured's health as stated herein. | have received an oulfine of coverage and a “Guide To Health Insuranics For'f
Peopie With Medicare.” ' ' : o Y

The undersigned Applicant and/or Proposed insured and agent state thatthe Applicant andier Proposed insured have read or
had read to him the completed application and thatthe Applicant and/or Proposed Insured realize thiat any false statement or |
material misrepresentation in the appfication may result inloss of coverage under the policy(ies), subjectto the “Incontestability”
~andfor “Time Limit On Certain Defenses” provision of the policy. . : _
CAUTION: If the answers on this application are materially incorrect or untrue, Bankers Fidelity Life insurance Company®may

insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading; information

criminat and civil _penaiiies.

Dated at - ~ Jon X _ _ .
’ _ City and Siate ) - Month, Day, Year 'Propmd-lnwred‘ssigna}ure. Piease read item 14before.s‘sgni;_19.
. Agent's signature . o Ageni's number - A;!plisant_'sshna%we, if not Proposed insured
8 21092 PRF AP2010 MO _ _ . : ' S S @11)
s-Special, Inc

advice concerning your purchase of Medicare supplementinsurance and coneerning medical assistance through the state Medicaid A



Is any of this insurance beirig purchased to repface or change any existing insurance? .. ... [dYes CINo
_Compiete Replacement Notice{s} as required. : : .

‘1 have sold the following health insurance poﬂc;es to the. Pmposed insired which are sml ] force

{ have soid the foHowmg heaith insurance pohc;es 1o the Proposed Insu red wﬁhm thepast b years which are no Ionger in force

1, the undersigned agent, certify that: (1} Ihave parsonaiiy interviewed the Proposed Insred; m Thave accurately mcorded the '_ Lo
information supplied by the Applicant and/oi Proposed Insured; and (3) | have given the Applicant andior Proposed Insured | I
an outline of coverage for the policy applied for and a “Guide To Health’ insurance For Peopie With Medicare.” : :

| 1 certify that to the best of my knowledge and belief the Medicare Supplement coverage ayplled for herein does’ not dupilcate
coverage the Proposed insured currently has in force.

“Is the Proposed Insured related fo you? Ll Yes TINo If “Yes explain reiahonship Cl Self T
If “Yes,” the co-signature of an independent third party is required.

t cemfy that | have independently verified the Proposed insureds sdenii{y a8 requared by the USA Patriof Aet (Pi.‘i(?? 58) by v:ewmg U
- or through a U:S. Federal or sfate government-issued photo LD.;

WRITING AGENT COMPLETE

- Drivers License EIPassporf DGovernmeﬂt~§ssuediD ca:d - U Other Ph.o’eo-LD._ .
State . # ' _ Type __ Type S
DL o : # S #
Dated at . L ,on _ - X - o
: City and State : $orh, Day, Year Agent's signature 7 . © Agent'snumier
. . X -

CD»SWNIE {ifrequired)

TS State Nwy 37 | PO Dux 248
wnm

B 21892 PRF AP2010 MO
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Ins-Spaciol, e
o 7505 State Mwy 37 | PO Box 218
Baﬂkers F;deir’ty L:fe Insurance cgmpany@ Purdy, WO 65734 '
4370 Peachtree Foad, N.E., Atianta, GA 30319 - servicofiesspecial oo

NOTICE TO APPLICANT REGARDING Rsmcemr S seain i
OF MEDICARE SUPPLEMENT INSURANCE : -
OR MEDICARE ADVANTAGE

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to your application, you intend o terminate. existing Medicare Supptement or Medicare Advantage msurance
and replace it with a policy to be issued by Bankers Fidelity Life insurance Company®. Your new poficy will provide
thirty (30) days within which you may decide without cost whether you desire to keep the poiscy

You should review this new coverage carefui!y Compare it with all accident and sickness coverage you now have.

It after due consideration, you find that purchase of this Medicare Supplement coverage is a wise decision, you
should terminate your present Medicare Supplement or Medicare Advantage coverage. You should evaluate the _
need for other accident and sickness coverage you have that may duplicate this policy. L

STATEMENT TO APPLICANT BY. ISSUER AND AGENT:

I have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
Supplement poficy will not duplicate your existing Medicare Supplement or, if applicable, Medicare Advantage
coverage because you intend to terminate your existing Medicare Supplement coverage or leave your Medieare
Advantage plan. The replacement policy is bemg purchased for the foliowing reason(s) {check one): - o

71 Additional benefits -~ {3 No change in benefits, but lower premiums
[ Fewer benefits and lower premiums - .13 Disenroliment from a Medicare Advantage plan
-1 My pian has outpatient prescription drug  ~ Please explain reason for disenroliment
coverage and | amenrefling in Part D : - B -
3 Other (please specify)

if you stil wishito terminate your present policy and replace it with new coverage be certain to truthiully and. compietely
answer all questions on the application concerning your medical and health history. Failure fo include aff material
medical information on an apptication may provide a basis for the company to deny any future claims and to refund
your premium as though your policy had never been in force. After the application has been comp!eted and before
you sign i, review it carefully to be certain that all information has been properly recorded. -

DO NOT CANCEL YOUR PRESENT POLICY UNTIL YOU HAVE RECEIVED YOUR NEW PO__UCY AND ARE SURE YOU WANT TOKEEP Im

Agent’s signatute - Date. _ . . Printed Agent's Name *
© TAgents Agdress
Applicant's signature _ ' Dale .~ . Giy,Stale, & Zip Code " Phone Nurber

Please give us the foilowing: information:
EXIS‘HNG INSURANG& WHICH MAY BEREPLACEB OR CHANGED

Full Name of Inserance Company - ‘Policyar _ o
including Home Office Location ' Contractm:mb'er B insured

WHITE AND YELLOW COPES-Sent to Home Office with emnpéeied application

PINK COPY-Retained jicant H s
B 0052 RN200G byaw _ _ e {1-11)




AUTHORIZATION TO HONOR RECURRING DRAFT SIWITHDHAWALS}'GH&RGES MADE BY AND
PAYABLE TO BANKERS FIDELITY LIFE INSURANCE COMPANY®, ATLANTA, GA

I hereby authonze your o pay from and charge to my account listed beicw any draft, withdrawal or charge, incliding-efectronic Yransactions, made byand
payabie to Bankers Fidelity Life iInsurance Company®, Atlanta, GA for the premiums due on my insurance policy, provided there are suffi cient funds in
said accotint {o-honos such draft, withdrawal or charge upon presentation. | agree that your tights in respect to eaoh draft, withdrawal or charge shall be
the same as if it were a check, withdrawal or charge made personalty by me.

This‘autharization shall remain in effect uniil Bankers Fidelity Eife Insirance Company? has received written notification from me revokmg this authorization
and in such manner as to afford teasonable opportunity to act upon it. | agree that if any craft, withdrawal or charge is. dishonored or refused you shall
be under no liability whatsoever, even i such dishonor or refissal results in the forfeiture of insurance. ) - .

) SELECTAORB
A. (JCHECKING AUTHORIZATION E:ISAVENGS ACCOUNT AUTHORIZATION

Name of Financiat nstituion: = _ _ | Type Gt Financial instton: {'J Bank {3 Cradit tiriion
Routing/ABA Number. . Accoeunt Number, . Attacha voided check if the account namber is
: : . different than the accountnumber on the initial 1
Signature of Account Holder _ Date ' : premium. i the authorization is for 2 Samngs
T ’ -Amwﬁaﬁachadeposﬁsﬁp -

| B.CICREDIT CARD AUTHORIZATION _

Type o Card: (TJMastercarg [T Visa - [TY Discover | Account Number: _ _
Name of Card Holdet asit appears on accownt Expiration Date ' ]
N i . e s . “Honth T Year
Sighatare of Card Hokder ] i ) : _ e .'
B 0129 MBD/CC : : o ' AT (6-03)

GOMPLETE FOR FAMILY BiLLI NG/LIST BILL
Mult{pie poficies can be paid on a single automatic draft from the same account or billed on a single billing notice. The policies can be onone ;:erson or .
rultiple insureds, as long as’ they are bilied on the same day. To set y Famriy Billing, we:will need the foi!owmg information: S

- £ i = = =

Total Premium |$

Signature of Payor __- : : : - . Date_
BOIPGFBILE | ' . ' SO S 211

Bankers Fidelity L;fe Insurance Company®
4370 Peachtree Road, N.E., P. 0, Box $05185, Atlanta, Georgia 30348-5185

| PREMIUM RECEIPT
Received from the sumof§ being payment on
account of an application. Tor insuranice to the Bankers Fidelity Life lnsur:ance Gompany@ ‘which appllcatmn bears the same dat_e as this
_ .recetpt This receipt is for : : policy. Proposed insured: .

The insurance apphed far shail not take-effect untii a policy issued on the basxs ‘of the above mentioned apprcauon shall have been delivered
to the proposed insured, and the full first premium paid, alf during the litetime and befors any change'in the insurability of the proposed
insured as stated-in the application. Otherwise, there shalf bs no §1amflty onthe pan of the Company except to refund this payment upon
surrender of this receipt. '

Date _ . Agem

. ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO THE CQMPANY
DO NOT MAKE CHECK PAYABLE TO THE AGENT OR LEAVE THE- PAYEE BLANK: -
' THIS RECEIPT S Nﬁ? VALID [F INITIAL PREMIUM IS PAID BY CREDIT CARD.
B 0068 PR _ {2-11)




ns-Special, nc
© 7505 State Mwy 37 i PO Box 278

* BANKERS FIDELITY LIFE INSURANGE COMPANY® _ e 10 574
* 4370 Peachtree Road, NE, Alanta, Georgia 30319 FVTES TR

AUTHORIZATION TO RELEASE MEDICAL INFORMATION IN COMPLIANCE WITH HIPAA

In order for Bankers Fidelity Life ihsurance Company® (or its affiiates or reinsurers) to evaluate my application for insurance, or if a policy is issued, to
evaluate contestahiiity or eligibifty for payment of claims benefits and for the continuation or replacement of the policy, 1 hereby authorize dny and all-
- medical practitioners, physicians, nurses, pharmacists, hospitals, clinics, long-term care fadilties, medical or medically-related facilities, taborafories,
.insurance companies and insurance support organizations (i.e.: the MIB Group), records custodians or anyone else with:kiowledge 6f me or my health
to release any and all records and information within your possession, custody or confrol 16 Bankers Fidelity Life Insurance Company or its authorized
representative. _ : : .

Information regarding diagnosis; testing, treatment, and prognosis of my physical or ‘mental condition are to be relessed. Such records and information
. may include, butis not kimited to, the following: alcohol andfor drug abuse trestment, psychiatric freatment {except psychotherapy notes), prescription
drug information or STD or other communicable disease testing and treatment, - '

Bankers Fidelity Life Insurance Company cannot process an-application for insurance without this signed Authorization. Firthermore, determination of
¢ligibility for payment of claims benefits will be based upon informatioh obtained in accordance with this authorization. Failure to autherize is to obtain
information from all necessary providers may result in a delay of your claim due to lack of complete information. :

| UNDERSTAND: o . -
1. Heatth information about me provided to Bankers Fidelity Lite Insurance Company is protected by federal privacy regulations and that Bankers Fidelity .
Life insurance Company will only use and disclose stich information as allowable by law. However, } also understand that, upon disclosure purstiantto
this authorization to any person or organization that is not covered by the fedsral pivacy regulations i.e. an insurance reguiatory orother government
agency), the disclosed information may no fongerbe protected by those requiations. . . - _
2.1-may revoke this authorization in writing at any time, except 1o the extent that action has already been taken in reliance upon this duthorization-or to
- the extent that other law provides the Company with the right o contesta claim tnder the poficy or the policy itself, by sending a written revocation
to Bankers Fidelity Life Insurance Company at the address above. | also undefstand that the revocation of 1his authorization-will not affect uses and
disclosures of my heaith information for purposes of freatment, payment or business operations. ' '
* 3.Bankers Fidelity may release information obtained through tis Authorization te its reinsugers, the MIB or other insurance companies asallowable by law.
4.1 am entitled to receive a copy of this atithorization, : ' C
5.A photographic copy of this authorization is as vafid as the original.
8. This authorization will expire 24 months from the date signed. : ' . I
: ' : Dated at _ : ‘ -OFF

Pefients Signature ' Patient’s Printed Narmo o Palient’s Date of Giih
Patient’'s Resident Address : T " Patient’s Social Seﬁ:rity Number : Patient's Phone Number
Parsonal Represenlalive's Signafure E ) ) Represeniative’s Primeg Name . _ Relationship o Patient”

“Deseribe Personal Representative’s authority or relationship fo Patient. If Power 6f Atiornay, must provide copy.of POA papers.

B 0148 HIPAA - . 2 . o ' S (2-11)

NOTICE TO THE APPLICANT
' o PART ONE ’

Federal law requires that notice of investigation be given to persons applying for Insurance. : R

In making this application for-insurarce to Bankers Fidslity Lile tnswance Company®, # is uriderstood that an investigative consumer report may be prepared whereby
intormation is obtained through personal interviews with your rieighbors, Fiends, or others with whom you: are acquainted. This ingairy includes information as to your
character, generalreputation, personal characteristics and mode of iving. Yot have the fight tomake a written requestwithin a reasonable pesiod ot fime o receive additional,
detailed information about the nature and scope of the investigation. None of the inforation: cofiected concerting the sexual orientation of the Proposed insired will be
used to determing his or her eligibiiity for insurance. _ ' . ' :

_ : PART TWO :

Irformation regarding your ivsurability wilt be frealed as confidential; Bankers Fideltty Lite nswrance Compatry or s reinstrers may, however, make a brief reperttherson
to MiB, Inc., formerly known as the Medical Information Bureau, a non-profit membership orgarization of insurance comparies, which operates an information exchange.
crrbehalf of its members. If you apply to anothes MIB member company for lile or health instrance couerage, or a'clainyfor benefits is submitied to such-a company, MIB,
upon request, will supply such company with the information in its file, ' o

. Upon receipt of a request from you, MiB will arrange disclosuie of any information it may have in your fle. Please contact MIB at 888-692-6901 (TTY 866-346-3642). If

you guestion the acelracy of information in MIB's file, you may contact MIB and seek a correction in acoordance with the procedures set forth in the Federal Falr Credit
Reporting Act. The address-of the MIB's information office is 50 Braintree Hilf Park, Suite 400, Braintree, Massachusetts 02184-8734, .

Bankers Fidefity Life Insurance Company-or its reinstrers may also release infofrhation in its file to other insurance companies fo whom you may apply foriife o heelih
instrance, o to wham a claim for benefts may be submitied. Irfarmation for consumers about MIB may be obtained on its website atwww.rmib.com.




