Authorization to Disclose Information

I hereby consent to any physician or medical practitioner; any hospital, clinic or other health care facility; any insurance or reinsurance company; any insurance support organization or my employer disclosing to my agent named below, American General Life Insurance Company or a service provider affiliated with American General Life Insurance Company, all information they have pertaining to medical consultations, treatments or surgeries; hospital confinements for any physical and mental conditions; or use of drugs or alcohol.  The Agent is authorized to redisclose any information gathered solely for the purpose of applying for or receiving quotes on life insurance products and annuity contracts offered by American General Life Insurance Company. 

Print or type the name of the Agent

I understand the information may be used by American General Life Insurance Company to determine eligibility for insurance and annuities.

I, may, upon written request, obtain a copy of this consent from the Agent.  I agree that a photocopy of this consent will be as valid as the original.

The consent will be valid for 24 months from the date it is signed.  I understand I may at any time write to the Agent or American General Life Insurance Company to revoke this authorization and that the revocation will take effect when my written request is received.

I have read the above statements or they have been read to me.

Signature of Individual Authorizing Disclosure

Or the individual who is legally empowered to grant authority

___________________________  _____________________________  ______________
Individual                                                   Signed at (city, state)                                      Date signed

If under age 15, signature of parent or guardian

___________________________

Please print name

Authorization to Obtain and Disclose Nonpublic Personal Information

The undersigned hereby authorizes _______________________ ("My Representative") to request and receive personal health and financial information from  the below designated entities.  My Representative is authorized to use, reuse and redisclose this information obtained from the designated entities with any information developed by My Representative to specified life insurance companies for the purpose of obtaining life insurance and annuity products or quotes on these products.

The entities authorized to release to My Representative personal financial and health information they have from medical exams, tests or applications prepared in connection with my application for a life insurance product are the following:

Companies Authorized to Release Information

_____________________________________________________________________________

_____________________________________________________________________________

(print names of companies you are requesting information from)

The life insurance companies that My Representative is authorized to disclose nonpublic personal financial and health information to for the purpose of applying for or receiving quotes on life insurance products and annuity contracts are the following:

Companies Authorized to Receive Information

______________________________________________________________________________

______________________________________________________________________________

(print names of companies that information may be sent to)

I understand that this authorization may potentially give My Representative broad authority to use, reuse and redisclose nonpublic personal financial and health information.

My Representative has agreed to furnish me a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

This authorization will be valid for a period of 24 months from the date that it is signed.  I understand that I may write to My Representative to revoke this authorization and that the revocation will take effect when My representative receives my written request.  

I have read the above statements or they have been read to me.

Signature of Individual Authorizing Release and Disclosure of Nonpublic Personal Information

__________________________     ___________________________      _____________

Individual                                                   Signed at (city, state)                                      Date signed

If under age 15, signature of parent or guardian

___________________________

Please print name


