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AUTHORIZATION FOR THE RELEASE OF INFORMATION

I hereby authorize:
(Print Name)

(Name of Facility)
To release the following information:

Medical information for the purpose of my insurance application.

To be released to:

Sun Life c¢/o ExamOne Insurance
100 International Blvd., Toronto, ON, MOW 6J6

from the records of:

NAME: DOB:
ADDRESS:

CITY: POSTAL CODE:
PHONE:

I consent to the use of information only for the purpose of:

My insurance application.

Date Signature of Patient/Authorized Representative

Legal Representative’s Relationship to Applicant

Witness Signature


Nicole Elizabeth Bender
Medical information for the purpose of my insurance application. 

Nicole Elizabeth Bender
Sun Life

Nicole Elizabeth Bender
My insurance application.

Nicole Elizabeth Bender


