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| agree and authorize the Company to pay medical expenses to the hospital where | have been treated. This payment will be considered as reimbursement of
medical expenses under the terms and conditions of the policy. | shall be responsible for and pay myself any medical expenses in excess of the company’s liability
to the hospital directly.

| hereby authorize any hospital, doctor or other person who has attended to me or any member of my family to furnish the Insurance Company or its
representatives with all information including medical history, consultations, prescriptions, treatment, and copies of all hospital and medical records that are related

to this claim. | agree that a photocopy of this Authorization shall be considered as effective and valid as the original.
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Please state the diagnosis leading to treatment on this admission (not including underlying diseases or conditions not treated). Please rank in order

from the most important.
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