American Income Life Insurance Company
P.O. Box 2608
Waco, TX 76797
Authorization for Release of Health-Related Information
This authorization complies with the HIPAA Privacy Rule

(Print name of proposed insured/patient and birthdate)

Name DOB
Name DOB Name DOB
Name DOB Name DOB
Name DOB Name DOB
Name DOB Name DOB
Name DOB Name DOB

I authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, pharmacy benefit manager, medical
facility, other insurance company, consumer reporting agency, Medical Information Bureau (MIB) or other health care provider that has
provided payment, treatment or services to me or on my behalf (“My Providers”) to disclose my entire medical record and any other
protected health information concerning me to the American Income Life Insurance Company (AIL) and its agents, employees, and
representatives. This includes information on the diagnosis or treatment of Human Immunodeficiency Virus (HIV) infection and sexually
transmitted diseases. This also includes information on the diagnosis and treatment of mental illness and the use of alcohol, drugs, and
tobacco; but excludes psychotherapy notes.

By my signature below, I acknowledge that any agreements I have made to restrict my protected health information do not apply to this
authorization and I instruct any physician, health care professional, hospital, clinic, medical facility, or other health care provider to release
and disclose my entire medical record without restriction.

This protected health information is to be disclosed under this Authorization so that AIL may: 1) underwrite my application for coverage,
make eligibility, risk rating, policy issuance and enrollment determinations; 2) obtain reinsurance; 3) administer claims and determine or
fulfill responsibility for coverage and provision of benefits; 4) administer coverage; and 5) conduct other legally permissible activities that
relate to any coverage I have or have applied for with AIL.

This authorization shall remain in force for 24 months following the date of my signature below, and a copy of this authorization is as
valid as the original. I understand that I have the right to revoke this authorization in writing, at any time, by sending a written request for
revocation to AIL, Attention: Underwriting Department, at the above address. I understand that a revocation is not effective to the extent that
any of My Providers has relied on this Authorization or to the extent that AIL. has a legal right to contest a claim under an insurance policy
or to contest the policy itself. I understand that any information that is disclosed pursuant to this authorization may be re-disclosed and no
longer covered by federal rules governing privacy and confidentiality of health information.

I understand that My Providers may not refuse to provide treatment or payment for health care services if I refuse to sign this authorization.
I further understand that if I refuse to sign this authorization to release my complete medical record, AIL may not be able to process my
application, or if coverage has been issued may not be able to make any benefit payments. I have received a copy of this authorization.

Signature of Proposed Insured/Patient or Personal Representative Date

Signature of Proposed Insured/Patient or Personal Representative Date

Personal Representative’s Authority or Relationship to Patient, (if patient is under 18 years old)

For Electronic Signature in Global National Commerce Act information visit www.ftc.gov/0s/2001/06/esign7.htm.
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INVESTIGATIVE CONSUMER REPORTS NOTIFICATION
As part of our routine underwriting procedure, an investigative consumer report may be obtained which will provide applicable information
concerning character, general reputation, personal characteristics, and mode of living. This information will be obtained through personal
interviews with your friends, neighbors, and associates. You may request to be interviewed in connection with the preparation of the report
and upon request may receive a copy of the report.

MIB NOTICE

Information regarding your insurability will be treated as confidential. American Income Life Insurance Company or its reinsurers may,
however, make a brief report thereon to the MIB, Inc., formerly known as Medical Information Bureau, a not-for-profit membership organi-
zation of life insurance companies, which operates an information exchange on behalf of its members. If you apply to another MIB member
company for life or health insurance coverage, or a claim for benefits is submitted to such a company, MIB, upon request, will supply such
company with the information about you in its file.

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file. Please contact MIB at 866-692-6901 (TTY
866-346-3642). If you question the accuracy of the information in MIB’s file, you may contact MIB and seek a correction in accordance with
the procedures set forth in the federal Fair Credit Reporting Act. The address of MIB’s information office is 50 Braintree Hill Park, Suite
400, Braintree, Massachusetts 02184-8734.

American Income Life Insurance Company may also release information from its file to its reinsurers or to other insurance companies to
whom you may apply for life or health insurance, or to whom a claim for benefits may be submitted. Information for consumers about MIB
may be obtained on its website at www.mib.com.

NOTICE OF INFORMATION PRACTICES
Personal information may be collected from other parties. Such information, and other personal or privileged information later collected,
may be disclosed to third parties without authorization. You have the right of access and correction with respect to all personal information
collected, and a full notice of your rights will be furnished upon request.



