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A Dorhwestzrny Musual Comngaay

Authorization for Release of Health-Related Information to

Northwestarn Long Term Care Insurance Company
This authonzation compiies with the HIPAA Privacy Rule

Name of Insured/Patient {please print) “Bate of Bl (MWDDN;(YY)

| authorize any health plan physician, health care professional, hospital, clime medical facibty or
other health care provider that has provided payment, treatment, supphes, or services to me of on my
behalf within the past 10 years ("My Providers”) to disclose my entire medical record fo Northwestern
Long Term Care Insurance Company {(NLTC), and Hs agenis, employses, mnsurance support
orgarnizations and representatives This ncludes information on the diagnosis or treatment of
Human |mmunodeficency Virus (HIV) imfection Acguired immunodeficiency Syndrome {AIDS} and
sexually transmitted diseases This also includes information on the diagnosis and treatment of
mental diness and the use of alcohol drugs, and fobacco

By my signature below | terminate any agreemenis | have made fo resinct my protected health
information and | instruct My Provicers to release and disclose my entire unrestricted medical record

This pretected health information 1s o be disclosed under this authonization so that NLTC may 1)
admmister clams and determing or fulfill regponsiciity for coverage and provision of benefits, 2)
adminster coverage and 3) conduct ather legally permissible acivihies that redate o any coverage |
hava or have applied for with NLTC

I understand that NLTC may redisclose information it recenves through this authonzation for the
purpeses described in this authonzation and as required or permitted by faw | understand that any
nformation that 18 redisclosed may no longer be coverad by federal rules governing privacy and
confidentiality of health information

This authonzgtbon shall remain in force for 24 months following the date of my signature below and a
copy of this authorization I1s as valid as the onginai
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This authonization shall remain n effect for the duration of the claim unless ctherwise reques
writing, and a photocopy Tacsimile, or other electronic copy is as valid as the signed onginal

| understand that | have the nght to revoke this authorization in wiiling at any time by sendir
written request for revacation to Northwestern Long Term Care Insurance Company — Clai
Admintstration at P © Box 3230 Miwaukee, Wi 53201 | understand that such revocation »
effective to the exient that NLTC has rehied on thig authorization

| understand that if | alter revoke or refuse to sign this authorization to disclose my claim i
- NLTC will rot be able to disclose such information to the individual(s) Iisted i this authonza:
further understand that NLTC cannot condition treatment, payment or eligtbility for benefits -
whether or not | sign this authonzation

Complation of this authorization does not aliow the Company to make financial
remmbursement for a valid claim to an individual other than the insured, his or her attc
fact or other legal representative

| acknowledge by my signature below that | (1) have read and understand this authorizatior
it accurataly reflects my wishes, and (2) have received a copy of this authonzation

Signatura of lnsur{cu ar Leéal Rémesentaiwe" Date

Print Name of Insurad or Legat Representative

*If you are sighing as an attorey n-fact or other legal representative please include a statement de
the scope of your authonty to act on behalf of the insured and mclude a copy of the documentation ¢
legal authority




%? Northwestern Long Term Care

Insurance Compaty LONG TERM CARE CL AN ADMINISTRATION

. PO Box 3230
A Naril wester Mursal Cougpary Milwagkee Wi 53201 3230

AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

TO THE INSURED During the course of your ¢laim, and as part of the claim proof requirements of
your pohcy, information wil be needed in order for Nerthwestern Long Term Care Insurance
Company { NLTC'} to determine yvour eligimity for benefits Any mformation obtained with this
Authonization will be kept confidential Please promptly complete sign and date and return this
Authonzation to help avoid delays i the evaluation of your claim Any alteration to or limitation of this
Authonzation will prejudice the Company s nght to independently evaluate your clam and may
prevent bensfits from being provided

Lo » AUTHORIZE any physician, healer or othar medical
(INSURED}

practiioner, hospital clinic medically related facity or asscciation pharmacy nsurance support
organization, Motor Vehicle Agency, government agency including the Sociat Secunty Adnunisiration,
or other insurance company or other persons or institutions to release full information about my health
and medical conditon Including any psychmatnc cendiion and drug or alecho!l use sexually
transmitted diseases genetic information and genebc test results and any disorder of the immune
system, HIV, Acquired Immune Deficency Syndrome (AIDS) and any related syndromes aor
comgplexes or test for HIV and domestic abuse mformation | authorize release of coptes of all records
with respect to my physical or mental condition ¢iagnoses fireatments, prognoses, consultations,
examinations tests or prescriptions to Northwestern Long Term Care Insurance Company ( NLTC } or
its legai representatives, for the purpose of evaluating an insurance claim | further authonze any
employer, business associate nsurance company government agency inciuding the Social Security
Administration and lsw enforcement agencies fipancial institufion  consumer reporting agency
accountant tax preparer or other persons or mstiutions {o give full mformation concerning me My
oocupation, work history, earmmgs or finances, benefits, unemployment bensfids and application far
msurance to NLTC or its authonzed reprasentative for the purpose of evaluating an insurance claim

[ AUTHORIZE NLTC, or its authonzed representatives, 1o release the above-described information to
its affilatels) remsurer(s) or to any nerson performing services for NLTC in connection with my clam

| UNDERSTAND that | or my authorized representative have the rnght to recewve a copy of this
Authorization

| AGREE that a photoropy or faxed copy of this Authonzation shall be as vahid as the ongnal

I AGREE that this Authornization shall be valid for the duraticn of the clam
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| understand that as specified in NLTC s Notice of Privacy Practices, | have the nght o revoke this
authcrizaton m writing at any time by sending such wnitten revocation to Northwestern Long Term
Care Inswrance Company at PO Box 3230 Milwaukes Wisconsin 53201 | undersiand that such a
ravoration 1g not effestive to the exdent that any of My Providers has relied on this authorization or to
the extent that NLTC hag a legal nght to contest a claim under an insurance policy or to contest the
policy itself

I acknowiedge by my signature below that | am entitled to receive and have in fact receved a copy
of this authonzation

! understand that f | alter revoke or refuse to sign ihis authorization to relcase my complets
medical records, NLTG may not be able to process my request for benefit paymenis

Signature of l@qﬂur_édipanent'or Pergonal Reprosentative Datel (MDD YY)

‘[Pnﬂt} Name of Ihsu red&f-’atfent or Fersonal Represantaive

LDescnptscn of Personal Represenrative s Authonty or Relatronship (If 2pphcable)

SEND ORIGINAL TO NLTC/COPY FOR CLAIMANT
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This Authorzation 18 a thres-page document! Please see Page 3 for additional terms and
informatien  The terms and information on all three pages are a part of this Authonzation

Date . % Print ' , , : N
TEROOATY T FIRST NANE TNFTAL TR5T NANE
Swgnature
Sireet & No : : ——

City State Zip

if Representative, give relatonship o insured

CLAIM NUMBER
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SEND ORIGINAL TO NLTC/COPY FOR CLAIMANT




