


Authorization to Disclose/Release Confidential Medical Information 

Records and information obtained will be disclosed to The Reli.:ible Life lnsur.:ince Co. (the "Comp.:iny"). The purpose of this disclo 
sure is to evaluate a claim of insurance benefits for the patient listed below. 

I authorize any health plan, licensed physician, health care professional, hospital, clinic, laboratory, pharmacy, pharmacy benefit 
provider, pharmacy related service organization, medical facility, or other health care provider, insurance support organizations, 
insurance company, consumer reporting agency, or other organization, institution or person that has any records or knowledge of: 

Patient Name: _______________________ Date of Birth: ____________ _ 

Complete Address: --------------------------------------

to disclose transaction records, employment records, financial records, the entire medical record and any other protected health 
information concerning the proposed insured to the above Company, their licensed representatives and/ or their reinsurers, 
Examination Management Services, Inc., CoventBridge Group, or if other, indicate here: ____________ _ 
This includes any and all records and information regarding diagnosis, testing, treatment and prognosis of my physical or mental 
condition. Such records and information may include, but not be limited to: alcohol abuse treatment, drug abuse treatment, 
psychiatric treatment, pharmacy prescriptions, HIV testing and treatment, STD testing and treatment, lab data and EKG's, but 
excludes psychotherapy notes. 

By my signature below, I acknowledge that any agreements I have made to restrict my protected health information do not apply to 
this authorization and I instruct any physician, health care professional, hospital, clinic, medical facility or other health care provider 
to release and disclose my entire medical record without restriction. 

I understand that the information obtained may be used by the Company to administer benefit payments. The Company may not 
give the information to any person or entity except: 1) a reinsurer, or other insurers to whom I have applied or may apply; 2) any 
other person or entity who performs business or legal services in connection with the administration of my insurance coverage. I 
understand that any information that is disclosed pursuant to this authorization may be redisclosed and no longer covered by federal 
rules governing privncy nnd confidentiality of health information. Information may be disclosed as allowed by law or regulation. 

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. I understand that I may revoke this consent in writing at any time by sending written notification to: 
Kemper Home Service Companies, Life Claims Dept., 1350 Timberlake Manor Parkway, Suite 200, Chesterfield, MO 63017-6039. 
I understand that a revocation is not effective if the Company has taken action in reliance on this Authorization. 

I understand that if I refuse to sign this Authorization to release my complete medical record, the Company may not be able to make 
any benefit payments. 

As used in this Agreement and Authorization, the words "I" or "my" refer to the Claimant named above. 

Date: 
- - - - - - - - - - - --

Signature of Claimant 

Claimant's relationship to patient/decedent: _______________ _ _ _ _ _ _ _ __ _ _ __ __ 


