REQUIRED FOR VALUE HEALTH OR VALUE HOSPITAL PLANS

HIPAA AUTHORIZATION

This Authorization was prepared by for purposes of obtaining information
necessary to underwrite my (our) application(s) for insurance.

The United States Life Insurance Company in the City of New York
A member company of American International Group, Inc.
830 Third Avenue, New York, NY 10022

| hereby authorize any licensed physician, medical practitioner, pharmacy benefit manager and
other sources, hospital, clinic, or other medical or medically related facility, insurance company,
the Medical Information Bureau, or other organization, institution or person that has any records
or knowledge of me or my health, to give to United States Life or its reinsurers any such
information. Such information will pertain to my employment, or other insurance carrier or medical
care, advice, treatment or supplies for any physical or mental condition. This includes that
information obtained in connection with the preparation or procurement of an investigative
consumer report as defined under the Fair Credit Reporting Act(s). To facilitate the rapid
submission of such information, | authorize all said sources, except the Medical Information
Bureau, to give such records or knowledge to any agency employed by United States Life to
collect and transmit such information.

| understand that this information will be used by United States Life solely to determine eligibility
for insurance. | understand that | may revoke this authorization at any time. | agree that such
revocation will not affect any action, which United States Life has taken in reliance upon this
authorization. | understand this authorization will not be valid after 24 months from the effective
date of coverage, if not revoked earlier. | know that | should retain a copy of this authorization
for my records. | agree that a photocopy of this authorization is as valid as the original. To the
best of my knowledge and belief, all statements made above are true and complete.

| understand that my application for group insurance will be accepted or declined on the basis of
these statements. Insurance will take effect only if a certificate is issued based on this application
and the first premium is paid in full (a) during the lifetime of all proposed insureds; and (b) while
there is no change in the insurability or health of such person from that stated in the application.

(Print Please) Name of Applicant

Signature of Applicant and Date

1st Copy - Agent, 2nd Copy - Applicant
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