@ Prudential AUTHORIZATION TO RELEASE INFORMATION

Crapaalke S, Hovick, few By

Pruca Life Insurance Company _ FOLIGY NUMBER {IF KNOWN):
The Prudential Insurance Company of America
Both are Prudential Financial companies. PROPOSED INSURED NAME (PRINT):

) This Authorization was intended to compiy with the HIPAA Privacy Rule

* | authorize any licensed physician, medical practitioner, hospital, clinie, other health care provider, pharmacy benefit manager, insurance company or
producer, financial or tegal advisor, government agency, MIH Ine, tonsumer reporting agency, or other organization or person to give any information
about me, or my mental or physical health to the Company and/or its authorized agents to determine my eligibility for insurance and/or benefit
payment, and/er to contest coverage and/fer to conducl legally permissible actuarial, audit and research activities. It also includes moier vehicle
records.

The information authorized for release includes:

My entire medical record, including any Information regarding medications used, drug and aleohol treaiment, and eommunicable or venereal
diseases, such as hepatitis, syphilis, gonorrhea, the human immunodeficiency virus (HIY), and Actuired Immyne Deficiency Syndrome (AIDS),
and the diagnosis and treatment of mental health cenditions, excluding psychotherapy notes.

* For purpeses of this Authorization, | hereby revake any prior restriction on disclosure of my medleal records, and authorize the release of my
entire medical record ta the Company, excluding psyehothsrapy notes.

This Authorization may be revoked at any time by writing us at the Customer Service Office address provided in the Impartant Notice. The revocation
will nat bz valid to the extent we relied on the authorization prior to the notice of revocation. In addition, the revocation daes not sffect our legal
rights under the policy to contest a claim or the policy itself. Revocation or alteration of this Authorization may mean that we will not be able to
complete the application process and may deny a claim for insurance,

Once disclosed to the Campany, the information will o longer be protected by the Health (nsurance Portability and Accountability Act, but will be
protected by other applicable federal and state laws relating to the protectian of parsonal infarmatian.

This Autharization also applies to any member of my family proposed for coverage in the application & is valid for 2 years after the date below for the
purpases stated abave,

* A copy of this Authorization will be provided to me or my authorized representative by my insurance representative or the Company, either at the time
of execution or shortly thereafter. | understand my representative can tell me how and when [ will receive a copy. A photacopy of this Authorization is
as valid as the original,

* Treatment, payment, enrollment in 2 health plan, or eligibility for health benefits may not be conditioned on signing this autharfzation.

* | acknawledge that | have received the Important Hotice About Your Appiication for Insurance,
* lauthorize the Company to retain and disclose information to the MIB, reinsurers, or for insurance underwriting, policyhelder service or claim

handiing, to others who perform services for us, or as otherwise allowed by [aw, Any vevocation of this authorization will not impaet these rights of
disclosure.

=>» Signature of proposed insured X Date;
(Parent/Guardian when propesed insured age is less than 18)
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