
 

 

Confidential Information 

 
REPRESENTATION. I have read or had read to me the completed application and understand that any misstatement or 
misrepresentation in the application may result in loss of coverage. I represent that statements and answers contained 
in this application are representations, not warranties, and are true, complete, and correctly recorded.  
AUTHORIZATION TO OBTAIN AND DISCLOSE CERTAIN DATA (FOR LIFE AND CRITICAL ILLNESS). I authorize any 
physician, medical practitioner, hospital, clinic or other medical facility, Pharmacy Benefit Managers, insurance 
company, MIB, Inc. or other organization, institution or person, that has records or knowledge of me or my health 
including my prescription medication history to give to AHL, its subsidiaries or its reinsurers any information. I also 
authorize AHL, or its reinsurers, to make a brief report of my health information to MIB, Inc. I understand that there is a 
possibility of redisclosure of any information disclosed pursuant to this authorization and that information, once 
disclosed, may no longer be protected by federal rules governing privacy and confidentiality. I acknowledge receipt of 
the Important Notice About Privacy and MIB Notice form. A copy of this authorization is as valid as the original. This 
authorization applies to any minor dependent on whom insurance is requested. This authorization is valid for 24 months 
from the date signed. I understand that I may revoke this authorization at any time by notifying AHL in writing of my 
desire to do so. 
 
FRAUD NOTICE: Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement 
of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third 
degree. 
 


