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MEDICAL AUTHORIZATION 

 

 

I, the undersigned, do hereby authorize any provider of health care who has administered or provided  
(Deceased Insured’s name) ______________________________________________, with medical services 
including but not limited to any licensed physician, medical practitioner, pharmacy benefits manager, hospital, 
clinic or other medical or medically related facility, insurance company, or other organization, institution or 
person that has any records or knowledge of the deceased health, to give the Life Assurance Company, Inc. any 
such information.  A photographic copy of this authorization shall be as valid as the original. This authorization 
will be valid as long as there is a claim with Life Assurance Company pursuant to an insurance policy, but I 
understand that I may revoke it at any time by giving written notice to the Company at P.O. Box 20667, 
Oklahoma City, OK 73156.  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 any 
information that may have been released to Life Assurance Company 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 the deceased may have been treated while a patient here. 

By executing this document, I hereby certify that I have read and understand this authorization and do so as a 
free and voluntary act.  

I hereby certify that the answers on this claim form are true, accurate and correct.  

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 Nest of Kin                                                                                              Relationship                                                                                                                                       Date 

 

___________________________________________ ____________________________________________________
 Address                                                                                                                          City or Town                                             State                              Zip                                          Phone # 
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