DISCLOSURE AND AUTHORIZATION TO OBTAIN INFORMATION
I authorize any physician, medical practitioner; hospital, clinic, or other medical or medically related facility, insurance or reinsuring company, the Medical Information Bureau, Inc. consumer reporting agency, motor vehicle reporting agency, or employer having information available as to diagnosis, treatment and prognosis with respect to any physical or mental condition and/or treatment of me or my minor children and any other non-medical information of me or my minor children to give United Heritage Life Insurance Company or its reinsurers, any and all such information.

I understand the information obtained by use of the Authorization will be used by United Heritage Life Insurance Company to determine eligibility for insurance and/or eligibility for benefits under an existing policy.  Any Information obtained will not be released by United Heritage Life Insurance Company to any person or organization except to reinsuring companies, the Medical Information Bureau, Inc., or other person or organizations performing business or legal services in connection with my application, claim, or as may be otherwise lawfully required or as I may authorize.  

I know that I may request to receive a copy of this Authorization.

I agree that a photographic copy of this Authorization shall be as valid as the original.

I acknowledge receipt of the Notice of Disclosure of Information.

I agree that this Authorization shall be valid for 24 months from the date shown below.

An investigative consumer report may be prepared in connection with this transaction.





  Signed this ______________ day of _________________







                          Month             Year




  X_____________________________________________






               Proposed Insured





           (If under age 15, Parent or Guardian must sign)
  X______________________________
                      Spouse or Joint Insured
