
AUTHORIZATION TO OBTAIN AND DISCLOSE INFORM ATION 
Proposed Insured’s Name Date of Birth Social Security Number  

This form is HIPAA compliant 

Records and informat ion obtained from the Proposed Insured or other part ies may be disclosed to and between the insurance companies or the insurance agencies 

listed below, Northeast  Brokerage, Inc., brokers, cont ractors, employees, representat ives and agents working through Northeast  Brokerage, Inc. for purposed of the 

Proposed Insured applying for or evaluat ing insurance coverage. 

Insurance Companies and Agencies 

Accordia Life 

Advantage Insurance Network, Inc. 

Allianz 

American General Life (AIG) 

American National 

Americo 

Ameritas 

Assurity Life 

AUS Underwriting 

AVS, LLC 

AXA /  M ONY /  AXA Equitable 

Banner Life 

Beneficial Financial Group 

Bragg Associates 

Columbus Life 

Concord Capital/ INSCAP 

Coventry First, LLC 

Equity Key, LLC 

Equity Release 

Examination M anagement 

Services, Inc. 

ExamOne 

Fasano Associates, Inc. 

Fidelity & Guaranty Life Ins. Co. 

First Global Financial & Insurance 

First Insurance Funding 

First Penn 

Foresters 

GE Financial Assurance Co. 

General American Life Ins. Co. 

Genworth Life and Annuity 

Genworth Life Insurance Co. 

Global Insurance Underwriters 

Guardian Life Ins. Co. 

Hartford Life Insurance Co. 

Industrial Alliance Pacific 

ISC Services 

John Hancock Life Ins. Co. 

John Hancock USA 

Kestler Financial 

Lafayette Life 

Lewis and Ellis, Inc. 

Life Insurance of the Southwest 

LifeShare 

Lincoln Benefit Life 

Lincoln Financial/  Lincoln Life 

Lincoln National Life Insurance Co. 

M assachusetts M utual 

M etLife Investors USA Insurance Co. 

M etropolitan Life 

M innesota Life /  Securian 

M utual of Omaha 

National Life of Vermont 

National Western 

Nationwide Life & Annuity Co. 

New Investor World, Inc. 

New York Life Insurance Co. 

North American Co.  

Northeast Brokerage, Inc. 

Old M utual Financial Network 

Pacific Life 

Parameds.com 

Penn M utual 

Phoenix Life 

Pioneer M utual 

Premium Funding Group (PFG) 

Presidential Life 

Principal Life Insurance Company 

Principal National Life Insurance Company 

Professional Underwriting Services 

Protective Life Ins. Co. 

Prudential Life Ins. Co. /  Pruco Life 

RSA M edical 

SBLI 

Security M utual 

Standard Life 

Sun Life Ins. Co. of America 

Sun Life Ins. Co. of Canada 

Superior M edical Group 

Symetra 

Transamerica Life Insurance Co. 

Travelers Life &  Annuity 

21st Services 

Union Central Life 

United of Omaha 

USG Annuity & Life 

Verisk Health/ M ediconnect 

Voya - ReliaStar Life of New York 

Voya – ReliaStar 

Voya – Security Connecticut Life 

Voya - Security Life of Denver 

West Coast Life Insurance Co. 

Western Reserve Life 

William Penn Life Ins. Co. 

Zurich American Life Insurance Company 

Additional Insurers and Agencies: 

The purpose of this Authorizat ion is to assist  in the evaluat ion and placement of my applicat ion for insurance. I hereby authorize the release of any and all records 

and informat ion regarding me, the proposed insured, pursuant to this Authorizat ion. This includes, without  limitat ion, any and all records and protected health 

informat ion regarding diagnosis, test ing, t reatment and prognosis of my physical or mental condit ion, with the exclusion of psychotherapy notes. Such records and 

informat ion to be released may include, but  are not  limited to, facts about  my: (1) mental and physical health; (2) alcohol/ drug abuse t reatment, (3) pharmacy 

prescript ions, (4) HIV test ing and t reatment, except  where prohibited by law, (5) sexually t ransmit ted diseases, (6) Sickle Cell test ing and t reatment, (7) laboratory 

test  results, (8) other insurance coverage, (9) hazardous act ivit ies, (10) character, (11) general reputat ion, (12) mode of living, (13) finances, (14) occupat ion, and (15) 

other personal t raits. 
 

I understand that  any Insurer or Agency named afore, its reinsurers, and insurance support  organizat ions, and those persons authorized to represent them may need 

to collect  such informat ion for proposed insurance coverage. The Insurers and Agencies named afore and their reinsurers will use the informat ion in order to 

determine whether I am insurable or to assist  in the applicat ion and underwrit ing process. The insurance producer may also use this informat ion to help update and 

improve my insurance program. 
 

I hereby authorize any medical pract it ioner, including my primary care physician listed below, 

Physician Name: _________________________________________________________________________________________________________________________ 

Physician Address: _______________________________________________________________________________________________________________________, 

any medical facility, health plan, health care professional, laboratory, other medical ent ity, insurance support  organizat ion, financial inst itut ion, consumer report ing 

agency and my employer, to give the informat ion described above to Northeast  Brokerage, Inc., the Insurers and Agencies listed afore and to: 

Agent/ Producer Name:____________________________________________________________________________________________________________________. 

I understand that  my informat ion w ill be kept confident ial, and will not  be disclosed to other persons or organizat ions without this writ ten permission for the 

purposes referenced herein, except to the extent  that  it  is necessary for (1) the Insurers and Agencies named afore and their reinsurers and other ent it ies required to 

conduct business; (2) other insurers to which I have applied or may apply; (3) reinsurers; or (4) other persons whom perform business, professional or insurance 

services for them. They may also disclose this informat ion as allowed by law. The informat ion will be used by the insurance and/ or set t lement companies named 

below and their reinsurers to determine eligibility for insurance and/ or by the insurance agent to aid in updat ing and improving my insurance program. The 

informat ion collected may be disclosed to other insurance companies to which I have applied or may apply, set t lement companies, reinsurance companies, the 

M edical Informat ion Bureau, Inc., or other persons or organizat ions performing business, professional, or insurance funct ions for the insurance and/ or set t lement 

companies named below, or as may be otherwise legally allowed. 
 

I understand that  when informat ion is used or disclosed pursuant to this Authorizat ion, it  may be subject  to re-disclosure by the insurance company and may no 

longer be protected by the federal and state laws and regulat ions that  may have applied in the first  instance. This Authorizat ion will remain in effect  for 24 months 

from the date of my signature below. 

I understand I may revoke this Authorizat ion at  any t ime by request ing such of my agent/ broker in writ ing and sent to the healthcare provider, if required. I 

understand that  such revocat ion would not  be effect ive to the extent  any of the part ies herein have already relied upon this authorizat ion. 

A photocopy of this Authorizat ion is as valid as an original. I acknowledge that  I have received a copy of this Authorizat ion and the Not ice to Proposed Insured(s). If 

minor children are proposed for coverage, the above statements are made by the person authorized to act  on their behalf. 

I understand that  I am not required to sign this Authorizat ion. I understand, however, that  if I do not  sign this Authorizat ion to release my records and informat ion 

that  the insurers and agencies listed herein may not  be able to evaluate and place my applicat ion for insurance. I understand that  any health care provider who 

receives this authorizat ion will not  condit ion t reatment, payment, enrollment or eligibility for benefits on whether I provide this Authorizat ion. 
 

 

Signed at  ___________________________________________________ this ________ day of _____________________ 20________ 
 

Signature of Proposed Insured /  Guardian or Custodian /  Authorized Representat ive 

X_________________________________Printed Name: __________________________________ 
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AUTHORIZATION TO OBTAIN AND DISCLOSE INFORM ATION 

 Physician Informat ion 

 

Physician Name: ______________________________________________________________________________________________________________________ 

Physician Address: _________________________________________________________________________________________________________________ 

Physician phone number: ___________________________________________________________________________________________________________ 
 

 

 

Physician Name: ______________________________________________________________________________________________________________________ 

Physician Address: _________________________________________________________________________________________________________________ 

Physician phone number: ___________________________________________________________________________________________________________ 
 

 

 

Physician Name: ______________________________________________________________________________________________________________________ 

Physician Address: _________________________________________________________________________________________________________________ 

Physician phone number: ___________________________________________________________________________________________________________ 
 

 

 

Physician Name: ______________________________________________________________________________________________________________________ 

Physician Address: _________________________________________________________________________________________________________________ 

Physician phone number: ___________________________________________________________________________________________________________ 
 

 

 

Physician Name: ______________________________________________________________________________________________________________________ 

Physician Address: _________________________________________________________________________________________________________________ 

Physician phone number: ___________________________________________________________________________________________________________ 

 

 

Physician Name: ______________________________________________________________________________________________________________________ 

Physician Address: _________________________________________________________________________________________________________________ 

Physician phone number: ___________________________________________________________________________________________________________ 

 

 

Physician Name: ______________________________________________________________________________________________________________________ 

Physician Address: _________________________________________________________________________________________________________________ 

Physician phone number: ___________________________________________________________________________________________________________ 
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AUTHORIZATION TO OBTAIN AND DISCLOSE INFORM ATION 

 

NOTICE TO PROPOSED INSURED 

Inst ruct ions t o t he  Agent / Producer: This not ice must  be given to t he proposed insured before or at  the t ime of signature. 

Federal Fair Credit Reporting Act Notice 

Federal  law  requires t hat  you be advised t hat  in  connect ion w i t h  your  appl icat ion o r  in f o rm al inquir y concerning insurance an 

invest igat ive consum er  r epo r t  m ay be p r epar ed  w her eby in f o r m at ion  is ob t ained  t h rough per sonal  in t er v iew s w i t h  your  f am i ly, 

f r iends, neighbo r s, business associat es, f inancial  sources, o r  o t hers w i t h  w hom  you are acquaint ed. This repor t  w ould include 

in f o rmat ion as t o  your  charact er , general  reput at ion; personal  charact er ist ics and mode of  l iving, except  as may be relat ed direct ly 

or  indirect ly t o  your  sexual  o r ient at ion. If  you make a w r i t t en request  t o  any of  t he insurers nam ed on t he reverse side w i t h in  a 

reasonable t im e af t er  receipt  of  t h is no t ice, you w i l l  be info rm ed w het her  o r  no t  an invest igat ive consum er  repor t  w as request ed, 

and if  such a repor t  w as request ed, you w il l  be advised o f  t he name and address of  t he consum er  repor t ing agency t o w hom t he 

request  w as m ade. The consum er  r epor t ing agency, upon request , w i l l  f u rn ish in f o rm at ion as t he nat ur e and  scope o f  i t s 

invest igat ion. You have t he r ight  t o  inspect  and t o  receive a copy o f  any such repor t  by cont act ing t he consum er  repor t ing agency. 

The M edical Information Bureau (M IB) 

A sour ce o f  in f o rm at ion  and  m ed ical  r eco r ds, M IB is a non-pro f i t  insur ance suppor t  co r po rat ion w hich oper at es an  in f o rm at ion 

exchange on  behal f  o f  m em ber  l i f e insurance com pan ies. M em ber  com panies w i l l  ask t he M IB i f  i t  has a recor d concern ing you. If  

you p reviously app l ied t o  a m em ber  com pany f o r  insurance, M IB m ay have in f o rm at ion about  you in i t s f i le. The pur pose o f  t he 

M IB is t o  pro t ect  m em ber  com pan ies and t heir  po l icy ow ner s f rom  t hose w ho  w ou ld  conceal  sign i f ican t  f act s r elevan t  t o  t heir  

insur ab i l i t y.  The in f o rm at ion  w h ich  is obt ained  f rom  M IB m ay be used on ly as an aler t  t o  t he possib le need f o r  f ur t her  

independent  invest igat ion. It  cannot  be used as a basis in  m aking a f inal  underw r i t ing decision. 

At  your  r equest , t he M IB w i l l  ar range d isclosur e o f  any in f o rm at ion  i t  m ay have about  you  in  i t s f i le. I f  you quest ion  t he 

accuracy o f  in f o r m at ion  on f i le, you m ay cont act  t he M IB and seek a cor rect ion in  accordance w i t h t he procedures set  f o r t h in  t he 

Federal  Fair  Credi t  Repor t ing Act . The addr ess o f  t he in f o r m at ion  o f f ice o f  M IB, Inc. i s PO Box 105, Essex St at ion, Bost on 

M assachuset t s 02112, t elephone num ber :  612.426.3660. 

Notice of Insurance Information Practices 

In  t he cour se o f  p roper ly under w r i t ing and  adm in ist er ing your  insur ance cover age, t he insur er s nam ed on  t he r ever se side w i l l  

r ely p r im ar i l y  on  in f o rm at ion provided by you. They m ay also  seek in f o rm at ion f rom  o t her s, such as m edical  pro fessionals w ho  

have t r eat ed you. In som e cases, t hey m ay ask a consum er  r epor t ing agency t o  co l lect  in f o rm at ion and subm it  an invest igat ive 

consum er  repor t  t o  t hem . Th is also  aut hor izes t he p repar at ion o f  an invest igat ive consum er  repor t . You have t he r ight  t o  request  

t o  be in t erview ed in  connect ion w i t h  t he preparat ion o f  t hat  repor t . The consum er  repor t ing agency w i l l  make t he cont ent s o f  t hat  

repor t  avai lable t o you in  accordance w i t h f ederal  law . 

In som e sit uat ions, and in compl iance w i t h appl icable law , t he consumer  repor t ing agency m ay disclose necessary i t ems of  

in format ion t o t he par t ies w i t hou t  your  speci f i c au t hor izat ion. 

You have t he r ight  t o  be t o ld about , and t o see and copy i f  you w ish, i t em s of  personal informat ion about  you t hat  appears in t heir  

f i les, including in f o rm at ion  cont ained in invest igat ive consum er  repor t s. You also  have t he r ight  t o  seek cor r ect ion  o f  in f o rm at ion  

you bel ieve t o  be inaccurat e. 

THE ABOVE IS A GENERAL DESCRIPTION OF THE NAMED INSURERS AND YOUR AGENT’S INFORM ATION PRACTICES. 

EACH INSURER NAM ED HEREIN REQUIRED THE COMPLETION OF A FULL APPLICATION OF ITS RESPECTIVE PRODUCT LINES. 
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