AUTHORIZATION FOR DISCLOSURE OF PERSONAL INFORMATION

l, , 1D No.
(please print)

hereby authorize Golden Rule Insurance Company to disclose my personal

information as described below.

Description of Information to Be Disclosed (please check all that apply):
L] Medical Information (including claims information)
L) All Non-medical Information (including financial information)
L] Both Medical and Non-medical information (In the event that all
boxes are left unchecked, both medical and non-medical information
will be disclosed.)

Purpose: At the request of the individual

Person or Business Authorized to Receive Information:

Name: RECORDS DEPOSITION SERVICE, INC.
Address: 120 W. MADISON ST., SUITE 300

P: 312-553-8900
Address: CHICAGO, IL 60602 P: $12-553-800C

Expiration of Authorization:

This authorization will expire 24 months from the date of your signature. (Only valid for
one year in Connecticut, Georgia, lllinois, Massachusetts, Minnesota, North Carolina,
New Jersey, Ohio, and Oregon.)

Your Signature:

Signature Date

YOUR RIGHTS

* [ understand that I may revoke this authorization at any time prior to its expiration date by notifving Golden Rule Insurance
Company (attn: Legal Department) in writing, but the revocation will not have any effect on any actions taken in reliance on
this authorization or relating to the use or disclosure of the protected health information that the entity took before it received
the revocation.

* 1 am not required to sign this authorization to become eligible for coverage or to receive my health care benefits,

* The information that is used or disclosed in accordance with this authorization may be redisclosed by the receiving entity and
may no longer be protected by the federal privacy law regulating health insurers (45 CFR Parts 160 and 164 et seq.)

* 1 am entitled to a copy of this authorization form.

ATIN MAIL ROOM: ROUTE TO LEGAL SERVICES DEPT.

HIPAA Stand-Alone Authorization - LEGAL 34535L-0306



