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Applicant Authorization to Obtain and Disclose Information 
 
 
 

This authorization is designed to satisfy the requirements of the Health Insurance Portability and 
Accountability Act of 1996, as it may be amended from time to time (HIPAA). 

 
 
By signing this authorization form, I agree to the following: 

I authorize any physician, healthcare professional, hospital, clinic, Veterans Administration or other medical or 
medically-related facility, care provider or evaluator, pharmacy benefit management (PBM) company, insurance 
company, consumer reporting agency, such as the Medical Information Bureau (MIB), or insurance support 
organization or other person or organization that has such information, to disclose the following categories of health 
information about me: 
 

• Information as to the diagnosis, treatment or prognosis of my physical and mental health, including 
information related to office visits, prescriptions, outpatient treatments, medical test results and other 
similar information. 

• Information about drug abuse, alcoholism, mental illness, and communicable or infectious conditions such 
as HIV, AIDS or sexually transmitted diseases.  This authorization does not include psychotherapy notes.  
HIPAA’s Privacy Rules requires a separate authorization for access to psychotherapy notes. 

 
Such health information about me may be disclosed to LifeSecure Insurance Company (LifeSecure) and any 
representatives performing services for LifeSecure, including its insurance support organizations, third-party 
administrators, affiliates, any reinsurers, and any consumer reporting agency such as the MIB. 
 
Such disclosures may be made upon presentation of this form, or a copy of it.  I recognize that such health 
information shall be used in connection with my Application for Long Term Care Insurance from LifeSecure – 
specifically, for purposes of underwriting, servicing and claims. 
 
I agree that this authorization will be valid for 24 months from the date signed.  This authorization may be revoked 
upon submission of a written request to LifeSecure’s administrative office:  LifeSecure Administrative Office, 3050 
Universal Blvd., Suite 150, Weston, FL 33331.  Any action taken by LifeSecure (or one of its representatives) 
before receipt of the written notice of revocation will still be valid.   
 
Although my signature on this form is voluntary, I understand that is it required to determine my insurability and 
qualification to be issued a long term care insurance policy from LifeSecure.  Without my signature, I understand 
that my application for Long Term Care Insurance cannot be processed.  By signing, I also acknowledge that if a 
party or organization receiving my protected health information is not a health plan or health care provider, subject 
to federal health information privacy laws, then the information described above may be disclosed to others and no 
longer be protected by such laws. 
 
I understand that a copy of this signed authorization form will be provided to me. 
 
My signature below represents my acknowledgement, acceptance and authorization for all statements 
above. 
 
Applicant’s Name: ____________________________ Agent’s LifeSecure ID: ____________________ 

Applicant’s Signature: ____________________________ Date:  ___________________________________ 

Applicant’s DOB: ____________________________ 

Last 4 Digits of SSN: _____________ 
 
Please fax this signed form to 866-556-3393 to help expedite our request for Attending Physician Statements. 


