
NOTE: This authorization is designed to comply with the Health Insurance Portability and 
Accountability Act (HIPAA) Privacy Rule. You are not required to sign the authorization, but if you 
do not, Unum may not be able to evaluate or administer your claim(s). Please sign and return 
this authorization to The Benefits Center noted above.

Authorization
I authorize any health care provider including, but not limited to, any health care professional, 
hospital, clinic, laboratory, pharmacy or other medically related facility or service; health plan; 
rehabilitation professional; vocational evaluator; insurance company; reinsurer; insurance service 
provider; third party administrator; producer; the Medical Information Bureau; GENEX Services, 
Inc.; the Association of Life Insurance Companies, which operates the Health Claims Index and 
the Disability Income Record System; government organization; professional licensing body; and 
employer that has information about my health, financial or credit history, professional license, 
earnings, employment history, or other insurance claims and benefits, including Social Security 
benefits, to disclose any and all of this information to persons who administer claims for Unum, 
its insurance subsidiaries* and duly authorized representatives (“Unum”), and, where applicable, 
to persons or entities that may assist me with or provide services related to my claim(s) for 
Social Security or other government-sponsored benefits. Information about my health may relate 
to any disorder of the immune system including, but not limited to, HIV and AIDS; use of drugs 
and alcohol; and mental and physical history, condition, advice or treatment, but does not include 
psychotherapy notes. 
I understand that any information Unum obtains pursuant to this authorization will be used to 
evaluate and administer my claim(s) for benefits, including any assistance in my return to work. 
I further understand that the information is subject to redisclosure and might not be protected by 
certain federal regulations governing the privacy of health information. 
This authorization is valid for two (2) years from the date below, or the duration of my claim, 
whichever is shorter. A photographic or electronic copy of this authorization is as valid as the 
original. I understand I am entitled to receive a copy of this authorization. 
I may revoke this authorization in writing at any time except to the extent Unum has relied on the 
authorization prior to notice of revocation or has a legal right to contest a claim under the policy 
or the policy itself. I understand if I revoke this authorization, Unum may not be able to evaluate 
or administer my claim(s) and this may be the basis for denying my claim(s). I may revoke this 
authorization by sending written notice to the address above.
I understand if I do not sign this authorization or if I alter its content in any way, Unum may not be 
able to evaluate or administer my claim(s) and this may be the basis for denying my claim(s).  
 
______________________________________	 ____________________________
(Claimant Signature)	 (Date Signed)

______________________________________	 ____________________________
(Print Name)	 (Social Security Number) 
I signed on behalf of the claimant as __________________(indicate relationship). If Power of 
Attorney Designee, Guardian, or Conservator, please attach a copy of the document granting 
authority.  
* This authorization is valid for the following Unum insurance subsidiaries: Unum Life Insurance 
Company of America, Provident Life and Accident Insurance Company, The Paul Revere Life 
Insurance Company. 
Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.
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The Benefits Center, P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone	 Toll-free: 1-877-851-7637  Fax: 1-877-851-7624
All Other Time Zones	 Toll-free: 1-800-858-6843  Fax: 1-800-447-2498
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