




MEDICAL/MIB AUTHORIZATION 

I hereby authorize any licensed physician, medical practitioner, pharmacy benefits manager, hospital, clinic or other medical or 
medically related facility, insurance company, the MIB, Inc. or other organization, institution or person, that has any records or 
knowledge of me or my health, to give the Life Assurance Company or its Reinsurers any such information.  I authorize Life Assurance 
Company, or its reinsurers, to make a brief report of my personal health information to MIB.  To facilitate rapid submission of such 
information, I authorize all said sources, except the MIB to give such records of knowledge to any agency employed by the insurance 
company to collect and transmit such information.  A photographic copy of this authorization shall be as valid as the original   This 
authorization will be valid for 12 months, but I understand that I may revoke it at any time by giving written notice to the Company at 
the above address.  I understand that there are limitations on my right to revoke this authorization.  Any action taken in reliance on 
this authorization will be valid if such action has been taken prior to receipt of notice of revocation.  I also understand that my 
revocation of this authorization will not result in the deletion of codes in the MIB database if such codes are reported by Life Assurance 
Company or its reinsurers while this authorization is in force.  Notice:  Information authorized for release may include information 
on communicable or venereal diseases such as hepatitis, syphilis, gonorrhea, HIV/Aids (Human Immune Deficiency Virus/Acquired 
Immune Deficiency Syndrome) or other conditions for which you may have been treated while a patient here. 

 

Signed at __________________________________________this _________day of ____________________, 20________ 

   City   State 

WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF AN 
INSURANCE POLICY CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELON. 

 

X____________________________________________ ____________________________________________________ 

Signature of Proposed Insured     Signature of Owner (if other than insured) If corporate owned, obtain signature of alternate officer 

For Agent:  Do you have any knowledge or reason to believe that replacement of existing insurance or annuities may be involved? ____ yes ____ no 

 

Name of Agent (please print) ____________________________________________________________________________________ 

 

______________________________________________________________________________________ 

    Signature of Agent 

 

 

MIB PRE-NOTICE 

We, or our reinsurers, may make a brief report to the MIB, Inc. (MIB).  MIB, Inc. is a not-for-profit membership organization of 
insurance companies that operates an information exchange on behalf of its members.  If you apply to a MIB member company for 
life or health insurance coverage, or file a claim with such a company, the MIB, upon request, will give the company the information 
in the MIB’s file.  Upon receipt of a request from you, the MIB will give you any information it may have in your file.   Medical 
information may be disclosed only to your physician.  If you question the accuracy of information in the MIB’s file, you may contact 
the MIB and seek a correction under the procedures set forth in the federal Fair Credit Reporting Act.  The address of the MIB is 50 
Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734.  The telephone number is 866-692-6901.  Information for 
consumers about MIB, Inc. may be obtained on its website at www.mib.com.  We or our reinsurers may also release information in 
our file to other insurance companies to whom you may apply for life or health insurance or to whom a claim may be submitted. 

 

FAIR CREDIT REPORTING ACT NOTICE 

We may request an investigative consumer report.  The reports contain information about your character, general reputation, personal 
characteristics, mode of living and health.  The information may be obtained through interviews with you, your neighbors, friends and 
others who know you.  Upon request, we will disclose to you whether or not such a report was made.  Upon request, we will give you 
the name and address of the consumer reporting firm so that you may request a copy of the report. 

http://www.mib.com/
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