
  April 2003  

AUTHORIZATION TO COMPLY WITH HIPAA PRIVACY REQUIREMENTS 
 
In connection with an application for insurance, for underwriting and claim purposes, I authorize: 
• Any medical practitioner or facility or related entity; any insurer; The Medical Information Bureau, Inc. (MIB); any 

employer; group policyholder; contract holder, or any benefit plan administrator to give Fidelity Security Life 
Insurance Company (the “Company”), or Risk Insurance and Reinsurance Solutions, Inc., who is acting on behalf of 
the Company in this regard: 

o Personal information and data about me; 
o Medical information, records and data about me, including information, records and data about drugs 

prescribed, medical test results and sexually transmitted diseases; 
o Information, records and data about me related to alcohol and drug abuse and treatment, including 

information and data records and data related to alcohol and drug abuse protected by Federal Regulations  
42 CFR Part 2; 

o Information, records and data about me related to Acquired Immune Defic iency Syndrome (AIDS) or AIDS 
related conditions including, where permitted by applicable law, Human Immunodeficiency Virus (HIV) test 
results; and 

o Information, records and data about me related to mental illness, other than psychotherapy notes. 
 
• The Company to redisclose information, records and data received pursuant to this Authorization about me as 

authorized by me in writing or as otherwise permitted by applicable law. 
• The Company, or any third party acting on behalf of the Company in this regard, to request and obtain consumer, 

investigative consumer or motor vehicle reports about me. 
• Any employer, business associate, financial institution, or government agency to give the Company, or any third party 

acting on behalf of the Company in this regard, any information or data that it may have about my occupation, 
avocations, driving record, finances, character, reputation and aviation activities. 

 
By signing below, I acknowledge my understanding that: 
• All or part of the information, records and data that the Company receives pursuant to this Authorization may be 

disclosed to the MIB. Such information may also be disclosed to and used by any reinsurer, employee, affiliate or 
independent contractor who performs a business service for the Company on the insurance applied for or on existing 
insurance with the Company, or disclosed as otherwise required or permitted by applicable laws. 

• Medical information, records and data that may have been subject to federal and state laws or regulations, including 
federal rules issued by Health and Human Services, setting forth standards for the use, maintenance and disclosure of 
such information by health care providers and health plans and records and data related to alcohol and drug abuse 
protected by Federal Regulations 42 CFR Part 2, once disclosed to the Company, may no longer be covered by those 
laws or regulations. 

• Information obtained pursuant to this Authorization about me may be used, to the extent permitted by applicable law, 
to determine the insurability of other family members. 

• I may be asked to be interviewed if an investigative consumer report is ordered. Please call me at  
(       ) ________________, time: ___________ if such a report is ordered. 

• Information related to HIV test results will only be disclosed as permitted by applicable law. 
• This Authorization will end 30 months from the date on this form or sooner if prescribed by law. I may revoke it at 

any time by writing to Fidelity Security Life Insurance Company, Attn: HIPAA Privacy Law Compliance Officer, 
3130 Broadway, Kansas City, Missouri 64111 and advising the Company that I have revoked this Authorization. 
Revocation may result in rejection of the application or in denial of coverage or a claim for benefits. Any action taken 
before the Company has received my revocation will be valid. 

• I acknowledge that I have received a signed copy of this form. 
A photocopy of this form is as valid as the original form. 
 
Signature of Proposed Insured: _______________________________________________ Date: ___________ 
 
Printed Name of Proposed Insured: ___________________________________________ 
 
Date of Birth: ____________________  


