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Document Set . 0 . D
Desi gn - Authorization for Release of Information
eSign Recipients Signature Box
n I_JinCD]_rl Tha Lincoln Matkonal Life Insurance Company [“Company) u
. PO Box 2348, Fort . IN 4680 1-2348 Signature
Signing Order Financial Group® Home Offce Location 1300 S Clnian St Initials
Fort Wayne, IN 46502-3506
Authentication
AUTHORIZATION FOR RELEASE OF INFORMATION Text Box

I {the undersigped) authorize any licensed plrvsician, medical pracitioner, hospital, clinic, Pharmacy Benefit Manager or aomy other medicaliy B
related facility, msurance support organizations, insurance comnpany, Medical Information Burean (MIB), or other crganization, instinition Check Box
or person that has any records or knowledge of;

Proposed Insured Patient Drate of Birth | |

or the proposed insured’s health, mrluding but not limited to transaction records, emplovment records, financial records, and complete Calendar
'medical records (including information regarding insurance, demographics, referral documents and records from other facilities) or if other, indicate

here: @

to give all such information to The Lincoln National Life Insurance Company (the Company), their licensed representatives and/or their Radio Button

reinsurers, MediConmect met Inc, Gi5, or if other, indicate here;

=

¥ :
I understand that an authorization for relesse or disclosure of p: iad v Dropdown List
or disclosure of any other information (3 separate suthorizatio: equire &5 Mo
I understand that the mformation obtained may be used by the Ci .
The Company may not give the information to any personor Label Label
may apply; X} MIB; or 3) any other person or entfity who perd
my insurance coverage. I understand that some of these people I”lll
that the mformation they receive may be redisclosed, howewver Tooltip
disclose to them_ Information may be disclosad as allowed by Barcode

T understand this consent may be revoked in writdng at amy tims )
Anthorization; or 2) the Company is using this Anshorization iz AuUto Place Yes Mo .
If written revocation is not received, this Awthorization will be Button

m Kansas) from the date of sipmmgz. To initiate revecation of th

Permissions
I nnderstand that if I refiase to sizgn this Auwthorization to releas
st 4 Data Grid

i
I agree that a copy of the Authorzation shall be as valid as the origmal. I may have a copy npon request.

SIGHATURE: DATE:
Proposed insured/patient or legal representative (Mext-of-kin or lepal guardian to sizn ooly if patient is a minor, legally incompetent, or deceased)

Felationship to proposed msured/patient of personaldegal represaptative signing for propesed insured patient;
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z : PO Box Z346, Fort Wayne, IN 46601-2348
Financial Group~ Home Office Location: 1300 S Clinton 54
Fort Wayne, IN 46602-3506

I I LiI]Cﬂln The Lincoin Mational Life Insurence Company [“Company)

AUTHORIZATION FOR RELEASE OF INFORMATION

I {the undersizeed) swthorize any licensed physician, medical practitioner, hospital, clinic, Pharmacy Benefit Manazer or aoy other medically
related facility, msurance support organizatons, insurance company, Medical Information Bureau (MIB), or other crganization, instinition
or person that has aoy records or knowledme of:

Proposed Insured Patient Diate of Birth

or the proposed insured’s health. meluding but not lirited to transaction records, employment records, financial records. and complete
medical records (inclading mformation regarding msurancs, dempgraphics, referral documents and recerds from other facilites) or if other, indicate
hera:

to giwve all such information to The Lincoln Wational Life Insurance Company (the Company). their licensed representatives and/or their
reinsurers, MediConmect net Inc, Gi5, or if other, indicate here:

Iunderstand that an authorization for release or disclosure of psychotherapy notes may not be combined with an authorization for release
or disclosure of any other mformation (a separate authorization nst be completad for release or disclosure of psychotherapy notes).

I understand that the mfonmanon obtained may be wsed by the Company to determine alipibility for insurance or to administer my coverage.
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; X} MIB; or 3) any other person or enfity who performs business or legal services in connection with the administration of
my insurance coverage. I nndersiand that some of these people or entities may not be covered by federal or state prvacy regnlations and
that the information they receive may be redisclosed, however the Company conmractually reguires them to protect the informaton we
disclose to them Information may be disclosed as allowed by law or regulation.

I understand this consent may be revoked in writing at any fime, except to the extent: 1) the Company has tzken action in relisnce oo this
Authorization; or 2} the Company is using this Anthorization in connection with a contestable claim under moy policy with that Company.
If written revocation is not received, this Anthorization will be considered valid for a period of thme not to excesd 24 months (12 months
in Kansas) from the date of signing. To initate revocaton of this Authorzation direct all cormespondence to the address above.

I understand that if I refuse 1o siga this Authorization fo release my coomplete medical record, the Company may not be able 1o process

I agree that a copy of the Authorzation shall ke as valid as the original. I may have a copy npon request.

# Sign B Date

SIGMATURE: DATE:

Proposad insured/panent or legal representanve (Mext-of-kin or lagal suardian to sizn caly if patient is a minoer, legally incompatent, or deceasad)

Eelationship to proposed msured patisnt of personallegal representative signing for proposed insured/patient:

Lincoln Financlal Group Is fe marketing name for Lincoln National Carparation and Hs atilates.
AN1D041

John Smith v




Adopt Signature

Full Name Initials

John Smith 15

Select Styling Draw Signature

Preview

Jola Sty S

By selecting Adopt and Sign, | agree that the signature and initials will be
the electronic representation of my signature and initials for all purposes

when | {or my agent) use them on documents, including legally binding
contracts - just the same as a pen and paper signature or initial.

Adopt and Sign




Adopt Signature

Initials
15

Full Name
John Smith

Select 5tyling Draw Signature

Preview

Johw Swly - IS

By selecting Adopt and Sign, | agree that the signature and initials will be
the electronic representation of my signature and initials for all purposes
when | (or my agent) use them on documents, including legally binding
contracts - just the same as a pen and paper signature or initial.

Adopt and Sign




