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Ameritas Life Insurance Corp. of New York
P.O. Box 40888, Cincinnati, OH 45240
877-280-6110, Fax 513-595-2352
(Client Service Office)

The Union Central Life Insurance Company
P.O. Box 40888, Cincinnati, OH 45240 
800-319-6901, Fax 513-595-2352 
(Client Service Office)

Application for Insurance
Authorization

Authorization to Obtain and Disclose Information

I authorize any health care providers, hospitals, insurers, the 
Medical Information Bureau, Inc. ("MIB"), consumer reporting 
agency, government agency, financial institution, and/or accounting, 
educational institution, or employer; having data or facts about the 
proposed insured's or claimant's physical or mental condition, medical 
care, advice, treatment, the use of drugs, alcohol, (except for substance 
abuse treatment program records for which special authorization is 
required) or tobacco, HIV, AIDS and sexually transmitted diseases, 
prescription drug records, financial status, education records, or 
employment status or other relevant data or facts about the proposed 
insured or claimant; including wage and earnings, or data or facts 
with respect to other insurance coverage; to give all data or facts to 
the companies listed above ("the Companies"), their reinsurers, or any 
other agent or agency acting on the Companies' behalf.  

Data or facts obtained will be released only:  (1) to reinsurers; (2) 
to MIB; (3) to persons performing business duties as directed or 
contracted for by the Companies related to the proposed insured's 
application or claim or other insurance-related functions; (4) as 
permitted or required by law; (5) to government officials when 
necessary to prevent or prosecute fraud or other illegal acts; and (6) 
to any person or entity having an authorization expressly permitting 
the disclosure. The personal data or facts used or disclosed under this 
authorization may be subject to redisclosure and no longer protected 
by federal privacy regulations.

The above data and facts will be used to: (1) underwrite an application 
for coverage; (2) obtain reinsurance; (3) resolve or contest any 
issues of incomplete, incorrect, or misrepresented information on the 
application identified above which may arise during the processing 
or review of the application, or any other application for insurance; 
(4) administer coverage and claims; and (5) complete a consumer 
report, investigative consumer report or telephone interview about the 
proposed insured or claimant.

I agree that this authorization is valid for two years from the date 
shown below. I also agree that a copy is as valid as the original. I, or 
my authorized representative, am entitled to a copy. I understand that: 
(1) I can revoke this authorization at any time by giving written request 
to the Companies; (2) revoking this authorization will not affect any 
prior action taken by the Companies in reliance upon this authorization; 
and (3) failing to sign, or revoking this authorization may impair the 
Companies' ability to process my application or evaluate my claim and 
may be a basis for denying this application or a claim for benefits.

I acknowledge receipt of Notice of Insurance Information Practices.

Dated at: _____________________________________________                                                                                     
                           City                   State          Month       Day     Year     

____________________________________________________
Print or Type Name of Proposed Insured

X___________________________________________________
Signature of Proposed Insured

____________________________________________________
Print or Type Name of Other Proposed Insured

X___________________________________________________
Signature of Other Proposed Insured

____________________________________________________
Print or Type Name of Personal Representative of Proposed Insured

X___________________________________________________
Signature of Personal Representative of Proposed Insured

____________________________________________________
Description of Authority of Personal Representative 
(Parent, Legal Guardian, Attorney-in-Fact) 
(Attach documentation in support of your authority.)

This Authorization complies with the HIPAA Privacy Rules.
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