MUTUAL OF OMAHA INSURANCE COMPANY

UNITED OF OMAHA LIFE INSUARNCE COMPANY
Mutual of Omaha Plaza, Omaha, NE 68175

AUTHORIZATION FOR RELEASE OF INFORMATION
TO MY INSURANCE AGENT AND/OR AGENCY

[ authorize Mutual of Omaha Insurance Company and their affiliated companies (Mutual) to disclose
personal and medical information about me to my insurance agent and/or agency.

Information that Mutual may disclose includes medical information and other personal information
as it relates to actions Mutual may have taken based on this information, such as charging me a higher
premium for my insurance, changing benefits to something other than I applied for or declining my
application for insurance.

The information will be used to help me with the insurance application process or to find other
insurance coverage options.

I understand that if the person or entity that receives the above information is not a health care
provider or health plan covered by federal privacy regulations, the information described above may
be re-disclosed by such person or entity and will likely no longer be protected by the federal privacy
regulations.

I understand that I may refuse to sign this authorization. If I refuse to sign it will not affect the issuance
of the insurance for which I am applying.

Unless revoked earlier, this authorization will remain in effect for 24 months from the date I sign it. I
understand that I may revoke this authorization at any time, by written notice to: Mutual of Omaha,
ATTN: Individual Underwriting, Mutual of Omaha Plaza, Omaha, NE 68175.

I realize that my right to revoke this authorization is limited to the extent that Mutual has taken action
in reliance on the authorization.

I understand that I will receive a copy of the authorization.
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