
  

MEDICAL AUTHORIZATION

HIPAA: This Authorization has been carefully and specifi cally drafted to permit disclosure of health information consistent 
with the privacy rules adopted and subsequently amended by the United States Department of Health and Human Services 
pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

In connection with my application for a long-term care insurance policy, for underwriting and claim purposes, I authorize:
•  any medical practitioner or facility or related entity; pharmacies and pharmacy-related services organizations; any insurer; any consumer 

reporting agency; employer; group policyholder, contract holder, or benefi t plan administrator and MIB Group, Inc. (MIB) to give 
Metropolitan Life Insurance Company (“MetLife”) or any third party acting on MetLife’s behalf in this regard: 

• personal information and data about me; 
•  the entire medical fi le for the last seven years, including medical information, records and data about me, including information such as 

offi ce visits, outpatient treatment, drugs prescribed, medical test results and sexually transmitted diseases and similar information;
•  information, records and data about me related to alcohol and drug abuse and treatment, including information, records and data 

related to alcohol and drug abuse protected by Federal Regulations 42 CFR part 2;
•  information, records and data about me relating to Acquired Immune Defi ciency Syndrome (AIDS) or AIDS related conditions including, 

where permitted by applicable law, Human Immunodefi ciency Virus (HIV) test results;  
• information, records and data about me relating to mental illness, other than psychotherapy notes; and
• the company to request and obtain consumer reports.

Expiration, Revocation and Refusal to Sign: This authorization will expire 24 months from the date on this form or sooner if prescribed 
by law. I understand that, unless permitted by applicable law, I cannot revoke this authorization: (1) to the extent that MetLife has taken 
action relying on the authorization; or (2) if MetLife obtained the authorization as a condition to my obtaining insurance coverage. In 
all other cases, I understand that I may revoke it at any time.  To revoke the authorization, I must write to MetLife at MetLife HIPAA 
Authorizations, P.O. Box 990028, Hartford, CT 06199-0028 and inform MetLife that this Authorization is revoked. Any action taken 
before MetLife receives my revocation will be valid. Revocation may be the basis for denying coverage or benefi ts. If I do not sign this 
Authorization, my application for long-term care insurance cannot be processed.

By signing below, I acknowledge my understanding that:
•  All or part of the information, records and data that MetLife receives pursuant to this authorization may be disclosed to MIB. Such 

information may also be disclosed and used by any reinsurer, employee, affi liate or independent contractor who performs a business 
service for MetLife on the insurance applied for or on existing insurance with MetLife, or disclosed as otherwise required or permitted 
by applicable laws. 

•  Medical information, records and data that may have been subject to federal and state laws or regulations, including federal rules 
issued by Health and Human Services, setting forth standards for the use, maintenance and disclosure of such information by health 
care providers and health plans and records and data related to alcohol and drug abuse protected by Federal Regulations 42 CFR part 
2, once disclosed to MetLife or upon redisclosure by MetLife, may no longer be covered by those laws or regulations.

•  Information obtained pursuant to this authorization about me may be used, to the extent permitted by applicable law, to determine the 
insurability of other family members.

• Information relating to HIV test results will only be disclosed as permitted by applicable law.

• I have a right to receive a copy of this form.

A copy of this form is as valid as the original form.

  _______________________________________________________   _____________________________________
 Print Name of Insured  Date of Birth

X _______________________________________________________   _____________________________________
 Signature of Insured  Date

CC-AUTH11



P.O. Box 14407  
Lexington, KY 40512-9800 

 

 
Physician Information Form 

[This form must be completed by the Insured or their Representative.] 
 

Name of Insured:_______________________________________________ 
 
 
Name of Physician that best knows your medical condition: 
 
_____________________________________________________________ 
Specialty:______________________ Date last seen: ___________________ 
 
Address:______________________________________________________ 
City:___________________________ State:_________ Zip code: ________ 
Phone Number:_________________________________________________ 
 
 
If there is more than one physician that best knows your medical condition, please 
complete: 
 
 
Name of Physician:_____________________________________________ 
Specialty:______________________ Date last seen: ___________________ 
 
Address:______________________________________________________ 
City:__________________________  State:_________ Zip code: ________ 
Phone Number:_________________________________________________ 
 
 
 
Name of Physician:_____________________________________________ 
Specialty:______________________ Date last seen: ___________________ 
 
Address:______________________________________________________ 
City:___________________________ State:_________ Zip code: ________ 
Phone Number:_________________________________________________ 
 



P.O. Box 14407  
Lexington, KY 40512-9800 

 

ADDRESS CHANGE REQUEST FORM 
Date:  _______________ 

 

Regarding the MetLife Long-Term Care Policy for: 

____________________________________________________________________________ 

I would like to request to change the mailing address for all correspondence for the insured 
listed above to the following new address: 

(Please print name of insured above and address below) 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Additionally, the home phone number should be listed as _____________________________ 

 

Sincerely, 

 

________________________________              OR  

Signature of Insured 

 

________________________________  ,  ________ 

Signature or POA or Executor  

 
 
 
 
 
 
 
 



P.O. Box 14407  
Lexington, KY 40512-9800 

Service Provider Information Form 
 

Name of Insured:__________________________________________________________ 
 
Name of CURRENT Provider:_____________________________________________________ 
Type of provider:   ⁭Private Caregiver   ⁭RN/LPN/LVN/Physical Therapist   ⁭Home Care Agency   
⁭Assisted Living Facility   ⁭Nursing Home   ⁭Adult Day Care  ⁭Other 
 
Address:_______________________________________________________________________ 
City______________________________ State________ Zip code________________________ 
 
Phone Number:_________________________________________________________________ 
 
 
Name of PAST Provider:__________________________________________________________ 
Type of provider:   ⁭Private Caregiver   ⁭RN/LPN/LVN/Physical Therapist   ⁭Home Care Agency   
⁭Assisted Living Facility   ⁭Nursing Home   ⁭Adult Day Care  ⁭Other 
 
Address:_______________________________________________________________________ 
City _____________________________ State _______ Zip code_________________________ 
 
Phone Number:_________________________________________________________________ 
 
 
Name of PAST Provider:__________________________________________________________ 
Type of provider:   ⁭Private Caregiver   ⁭RN/LPN/LVN/Physical Therapist   ⁭Home Care Agency   
⁭Assisted Living Facility   ⁭Nursing Home   ⁭Adult Day Care  ⁭Other 
 
Address:_______________________________________________________________________ 
City ______________________________ State ______ Zip code__________________________ 
 
Phone Number:_________________________________________________________________ 
 
 
Name of FUTURE Provider:______________________________________________________ 
Type of provider:   ⁭Private Caregiver   ⁭RN/LPN/LVN/Physical Therapist   ⁭Home Care Agency   
⁭Assisted Living Facility   ⁭Nursing Home   ⁭Adult Day Care  ⁭Other 
 
Address:_______________________________________________________________________ 
City ____________________________ State ________ Zip code_________________________ 
 
Phone Number:_________________________________________________________________ 
Please Note: Furnishing this information is not a guarantee that the provider will be covered.  All providers 
are subject to certification in accordance with plan provisions.  Additional information will be requested of 
independent or informal caregivers to complete the certification process.  The Benefit Authorizing Care 
Coordinator will need the independent or informal caregivers full name & address, license or certification 
number (if applicable), the state they obtained their license, and a copy of the caregiver’s training certificate, 
photo identification, and may need their social security number.  

CareWorks Health Services

18682 Beach Blvd. #225

Huntington Beach 92648CA

949-859-4700



P.O. Box 14407  
Lexington, KY 40512-9800 

Privacy Authorization 
 

Authorization for Disclosure of Information 
(PLEASE PRINT CLEARLY AND COMPLETE ALL BOLDED SECTIONS) 

 
 
Name: ______________________________________________________________________________ 
 
Social Security Number: _____________________________________________________________ 
 
I hereby authorize Metropolitan Life Insurance Company (“MetLife”) to disclose my personal 
health information (including demographic, billing, claim, and plan information) about my MetLife 
long-term care insurance to the person(s) listed below to allow that person(s) to assist me in 
matters related to my insurance coverage. I understand that this authorization is voluntary.  
 

Name             Relationship              Telephone Number Please indicate      
(cell, work, home) 

 
 

 

 

 

 
I understand that this authorization will be valid until such time as I no longer have this long term 
care insurance, at which time it will expire, or until such time as this authorization is revoked by 
me, as permitted by law.  I understand that I may revoke this authorization at any time by 
notifying MetLife in writing at the address in the enclosed letter, but if I do revoke this 
authorization, it will not have any effect on any information released before MetLife received the 
revocation. 
 
I understand that the individual(s) listed above may re-disclose any information received.  Once 
re-disclosed, the information may not be protected by applicable privacy laws. 
 
 ________________________________   _________________  
Signature of the Insured or his/her             Date                            
Personal Representative                          
 
If signed by Personal Representative of the Insured, please describe the authority under which 
the Personal Representative is authorized to act and enclose any related documentation (eg. copy 
of Power of Attorney). 
Authority: ______________________________________________________________ 
Print Representative’s Name:____________________________________________ 
Address: ______________________________________________________________ 
________________________________________________________________________ 

Anh Dang- CareWorks Home Care Provider work- 949-859-4700



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (None)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages false
  /MonoImageFilter /None
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (None)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




