
Authorization to Obtain Information
(Medical records and other information)

Send to: Group STD Claims, P.O. Box 14331, Lexington, KY  40512 
Customer Service:  (800) 268-2525                        FAX:  (610) 807-8270 
Documents can be returned electronically at www.GuardianAnytime.com. Click on “Secure Channel” on the Guardian Anytime home page. 

I, the undersigned, AUTHORIZE any physician, medical or mental health professional, medical practitioner, hospital, 
clinic, healthcare or other medical or medically related facility, healthcare provider, pharmacy, pharmacy benefit 
manager, therapist, benefit plan administrator, business associate, insurer or reinsurer, consumer reporting agency 
subject to the Fair Credit Reporting Act, insurance support organization, insurance agent, employer, financial institution, 
Governmental Agency including The Social Security Administration, The Veteran’s Administration or any other 
organization or person having any knowledge of The Insured or The Insured’s health to give The Guardian Life 
Insurance Company of America (“Guardian”) or its employees and agents, or its authorized representatives, or third 
parties, any information in its possession about The Insured.  This information includes, but is not limited to, medical 
information as to cause, treatment, diagnoses, prognoses, consultations, examinations, tests or prescriptions with 
respect to The Insured’s physical or mental condition or treatment of The Insured.  This may include (but is not limited to) 
HIV infection, any disorder of the immune system, including acquired immune deficiency syndrome (AIDS), mental 
illness or use of alcohol or drugs.  This information also includes non-medical information concerning The Insured, The 
Insured’s occupation, employment history, driving history, earnings or finances or information otherwise needed to 
determine policy claim benefits that may be due The Insured. 

I, the undersigned, UNDERSTAND that this authorization is part of the policy’s Proof of Loss requirement and if I 
revoke or fail to sign this authorization or alter its content in any way, it may affect the handling of The Insured’s claim, 
including the denial of benefits under The Insured’s policy.  Any information obtained will not be released by Guardian to 
any person or organization except to:  affiliates (including but not limited to Berkshire Life Insurance Company of 
America); reinsuring companies; other persons (including but not limited to The Insured’s attending medical provider), or 
insurance support organizations performing business or legal services in connection with The Insured’s claim or 
application for insurance, or as may be otherwise lawfully required, or as I may further authorize. Information disclosed 
pursuant to this authorization is no longer covered by federal privacy rules and may be redisclosed pursuant to this 
authorization or as otherwise permitted or required by law. In the event that my coverage with Guardian requires me to 
pursue benefits available from the Social Security Administration, I further authorize Guardian to disclose information 
contained in my claim file with third parties specializing in social security disability claims. 

I, the undersigned, UNDERSTAND that I have the right to revoke this authorization in writing at any time by sending 
a written request for revocation to Guardian at P.O. Box 14331, Lexington, KY 40512.  I understand that a revocation is 
not effective to the extent that Guardian has already relied on this authorization, or to the extent that the company 
has a legal right to contest a claim under an insurance policy or to contest the policy itself. 

I, the undersigned, UNDERSTAND some states require that I be informed that: “Any person who knowingly and with 
intent to defraud any insurance company or other person files a statement of claim containing any materially false 
information, or conceals for the purpose of misleading, information concerning any fact material thereto, may be 
committing a fraudulent insurance act, which is a crime and subject to criminal prosecution, substantial civil penalty and 
the stated value of the claim for each violation.” 

I, the undersigned, AGREE the information obtained with this authorization may be used by Guardian to determine 
eligibility for benefits under The Insured’s policy.  A photocopy of this form is as valid as the original, and I may request 
one.  This form is valid up to 24 months (12 months in Kansas) from the date shown below. 

I, the undersigned, AUTHORIZE the Social Security Administration to release information or records about 
____________________________ (The Insured) to Guardian or its authorized representative or third parties. This 
information is to be released in order to properly adjudicate The Insured’s claim or continue The Insured’s eligibility for 
benefits.  Please release detailed earnings for up to the last ten years and/or summary record of total earnings and/or 
information from master benefit records regarding award, denial or continuing benefits.  I declare that all answers, 
statements and information made or given by me, or at my direction, in connection with this claim are and have been 
complete and true. 

_________________________________________ ___________________________ _______________ 
Signature of Insured (or authorized representative) Relationship Date
 

Name of Insured ___________________________________________________________________________________

Address __________________________________________________________________________________________

Claim # ____________________________ Policy # ____________________________  Date of Birth _______________

GG-013843  (7/16) 


