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Authorization

“The undersigned hereby authorizes, all physicians, hospitals, clinics, Pharmacists, Laboraories, Employers,
InsuranceCompanies Other Companies. Institutions or any other presons who have any records or information
about me to provideMetLife (Life Insurance Company) any and all information with respect to my health and
medical history, consultations,medical prescriptions, treatments or complete copy of hospital medical record. A
photo- graphic copy of this authorizationshall be as vaild as the original.
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