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' Use this form to designate any person or organization to receive information about your
policy/certificate.

. Please ptint clearly using blue or black ink, and initial any corrections or v/e may
not he abie fo accept vour reiluest.

. Please read this entire form ar"rc{ complete all required {ields before signing.

Fci Icy/cmrtif icate nurnher

:4AASJ..a 0 F 5.5
lnsured nfirn*
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"AurhorizeiJ- pitr!:1," is the pafiv
rnirr: iras rire righrs srarce{ ir:
the p*li*,/c*r tificace. F*r: Iife
insura*cc, tha.[ parry is the
{}I&.ner. Far iorig terfir dare
insurarlcf;, it is the insured." In
this form, "yorr" a:nC "volrr" refer
to the authcrized partv"

Setr"ect am optioxa *"nd comrplete
all i*formatiqrn"
If n:or:e space is requir:ed please
artaclr a.* addiri*nxi sirert *f
papfr r* rhis f<rrrn *rar $rate$
t?re requested chang*s and that
iisrs the addresse$ and phone
nn*:Lrers" Ptrease be sure to sigu
a r r ei &'ate b,r:th th.e a.{d iti*:: a l
sheet of paper: and rhis fi:rrm.

0nce you designate any person or organization to receive infarmation about your poiicy/certificate,
ihat authorization will remain in place as cutline d in the declarfrtion and signature{s} section.

O I no longer designate anyofie to receive inlorrnation ahorut my policy/certificate"

dl designate the lollowing to receive atl policy information as requssted. I acknowledge
that only those named on this form will be authorized to receive inlormation.

Af you only want to add a person or organization, you milst atso restate those atready
authorized since this authorization replaees any previons version of this kind of
m"arthoriu mtlsm.
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Your signature indicates your understanding of the following:
. That you should keep a copy for reference, and a copy ol it is as valid as the original.
. For policies that have long term care benefits, this authorization will be valid for two years from the date signed, unless a shorter duration

is required under your state law or you revoke it in writing.
r For life insurance, this authorizatian will remain valid unless revoked in writing or by making a change in ownership.
r Revocation will take effect upon our receipt of your request although it will not pertain to any information that might have been used or

disclosed prior to our-leceipt of your request"
r This authorization allows us t0 disclose health information to persons or organizations that may not be subject to federal health

information privacy laws, resulting in the informaticn no lo*ger belng protected under such laws.
. Signing this authori:ation is not a condition for treatment, payment, enrollment. or eligibility for benefits.
e This authorization replaces any previous version of this kind of authorization.

All anthorized paff"ir* rnust
sign rhis fbrun ar:r.{ indicate
rhe c.apacity in which they
*"re signing" For trustf€s,
attr:rne ys-in-{ac [, gltardians,
conservators and orher
fiduciaries, aiso artach all
re}evan t legal doc-unrentaritln.
\Xk i,vill n{rt adcept signatures
of unauthorized parties,
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l0nly Genworth Liie lnsurance Company oi New York is adrnitted in and conducts business in hlew York.
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