Medical Release Form Contact Us VIR

EJTEBRIEN Tel EBi% : 400-816-9300

Please scan and submit completed form with appropriate signatures via e-mail to chinaservice@gbg.com
BEREFBEREETEESEHEBIERZE chinaservice@gbg.com

PATIENT INFORMATION

MIZABR
Name (Last, First, MI) : Policy :
= RS :
ID : Date of Birth (MM/DD/YY) :
2SR5 HAERER (B/B/F)
Address bt :
Postal Code HR4 : ~ Country EE :
Phone EBiE :  Email BR#E
AUTHORIZATION
BRIER

I hereby authorize any physician or other healthcare professional, hospital or healthcare-related facility,
pharmacy, medical service provider, employer, benefit plan administrator, and any Federal, State or
Local Government Agency, with a complete copy of any and all medical information for use and
disclosure as described in this authorization. Further to release any medical and other information in
your possession or control to International Claims Services (ICS) and/or their attorneys, either directly
or through a representative agent acting on their behalf, any and all medical information they may
request, including but not limited to, medical records, reports, charts, graphs, x-ray notes, films, and
laboratory reports.

FABNEAEE. BETFER. ERIETEXNE,. 6555 ETFRSE. 12 RESES. BEXSEMBAG
ERMAMZENAMSRNET ERNTEER. REFRNFEFSANETEESEMEREXRNG , EREEE
HARA  RHEEEDON/BEZPAFTNETERE  8FERRT  sli2icR. RE. BR. BE. XEE&K
&, BRkRE. MHRRS.

I also hereby authorize the release of all medical information regarding diagnosis, care and treatment
for alcohol abuse, drug abuse or mental health. In addition, I authorize the release of any and all billing
records and statements in your possession or control.

FABRFEAANETERNNEAGAEETEE , 8iF2H. FEICR. WE. AYLASEHETEER
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I also authorize ICS, its representatives or their agents to release information that is obtained pursuant
to this authorization to providers of healthcare, insurers, re-insurers, or claims administrators, and any
government agency as it deems appropriate solely for the purpose of evaluating and administering any
claim for benefits. I further understand that information may be released as follows:

» To other persons or organizations performing business or legal services in connection with any claim;
* As may be otherwise lawfully required;

» To any person or legally authorized representative as I have so indicated;

AT EWHEAANBREEEF , FABRERICS , Sl EHARA/NEBEARBEETIG, RIENE. BRIEAK
RIEEFESUREABFIEAENETER. AATHRLAHBHESR :

« AR EEM SIZIERE W S AR ARSIENY

* BIGEEKAY;

« ATRERMEREN N ARG ERNAE,

This "Authorization For Release of Information” is subject to revocation at any time except to the
extent that action has been taken in reliance hereon and, if not earlier revoked in writing, it shall remain
valid for two (2) years from date of signature. I agree that a photocopy, e-mailed copy or facsimile (FAX)
copy of the authorization shall be accepted and as valid as the original.

It "EFEEEN BEREIPEAERIERE MRS  EKRERBEREESRIATHIRN. EREEBEBE
BiE , ZBENREEERZHEE  MFERERFEN. FABREENRBOKEEEHRAANSRERFER.

Insured Person #{REEA

Name #43:

Signature &4:
By typing my name on this form, I am signing electronically and this electronic signature is the legal equivalent of
my manual, handwritten signature. XEBARNBFEZRNEELEERTFEESR.

DateHHR:

Parent or Duly Appointed Legal Guardian®X B 3;%E P A
Note: Please attach proof of legal guardianship/conservatorship, etc. ;& : &M EiRENIF/ISESIIA,

Name #&:
Signature &43:
By typing my name on this form, I am signing electronically and this electronic signature is the legal equivalent of

my manual, handwritten signature. XEMANBFEBNEENEERTFESE,

DateHER:
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