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| HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN, OR OTHER PERSON WHO HAS ATTENDED OR EXAMINED ME, TO FURNISH TO THE
COMPANY OR TO AUTHORIZED REPRESENTATIVE, ANY AND ALL INFORMATION WITH RESPECT TO ANY SICKNESS OR INJURY, MEDICAL
HISTORY, CONSULTATION, PRESCRIPTIONS, OR TREATMENT AND COPIES OF ALL HOSPITAL OR MEDICAL RECORDS, A PHOTO-STATIC
COPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.
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PLEASE CONTACT THE NEAREST CENTER AS THE INSURER'S CLAIMS AGENT WHICH IS SHOWN IN THE BOOKLET THE INSURED BEARS WITH HIM/HER.

THE INSURER WILL PAY THE MEDICAL EXPENSES ON BEHALF OF THE INSURED.
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