
Claim # _______________________ 

Third Party Authorization for Release of Information

I, ________________________________________, under contract number ___________________ hereby authorize Mutual of Omaha 
Insurance Company and/or its related companies (“Mutual of Omaha”) to use or disclose certain personal information as 
described below.

Persons/organizations receiving the information: 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Description of the information that may be disclosed: 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

The information will be used for the following purpose(s): 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

I understand that if the person or entity that receives the above information is not a health care provider or health plan covered by 
federal privacy regulations, the information described above may be re-disclosed by such person or entity and will likely no longer 
be protected by the federal privacy regulations.

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment or 
payment or my eligibility for benefits, unless the treatment is for research purposes or unless the provision of treatment is related 
solely to the disclosure of my protected health information to a third party such as when requested by my employer.

I understand that I may revoke this authorization at any time, by written notice to: Mutual of Omaha, Mutual of Omaha Plaza, 
Omaha, NE 68175.

I realize that my right to revoke this authorization is limited to the extent that Mutual of Omaha has taken action in reliance on the 
authorization.

I understand that this authorization will remain in effect for 24 months after the date I sign it.

I understand that I will receive a copy of the signed authorization. I also understand that a copy of this authorization is as valid as 
the original.I understand that I am entitled to receive a copy of this Authorization and that a copy is as valid as the original.

______________________________________________________        ______________________________
Signature Date
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If Applicable: I am not the person whose personal information is to be disclosed, but I am legally authorized to grant permission 
on behalf of that person.

_____________________________________________________________________

 

 Printed Name of Legal Representative

_________________________________________________________________________

 

Signature of Legal Representative

_____________________________________________________________________________Type of Legal Representative

(Authorization MUST be completed before signing)

______________________________________________________        ______________________________
DateSignature of Claimant 

______________________________________________________       
Signature of Witness



Fraud Warning: Any person who knowingly and with intent 
to defraud any insurance company or other person files an 
application for insurance or statement of claim containing any 
materially false information or conceals for the purpose of 
misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which is a crime and 
subjects such person to criminal and civil penalties.

Alabama: Any person who knowingly presents a false or 
fraudulent claim for payment of a loss or benefit or who 
knowingly presents false information in an application for 
insurance is guilty of a crime and may be subject to restitution 
fines or confinement in prison, or any combination thereof.

Arkansas/Kentucky/Louisiana/Maine/New Mexico/
Ohio/Tennessee: Any person who, with intent to defraud or 
knowing that he/she is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or 
deceptive statement is guilty of insurance fraud.

California: For your protection, California law requires the 
following to appear on this form. Any person who knowingly 
presents false or fraudulent information to obtain or amend 
insurance coverage or to make a claim for the payment of 
a loss is guilty of a crime and may be subject to fines and 
confinement in state prison.  

Colorado: It is unlawful to knowingly provide false, incomplete, 
or misleading facts or information to an insurance company 
for the purpose of defrauding or attempting to defraud the 
company. Penalties may include imprisonment, fines, denial 
of insurance, and civil damages. Any insurance company 
or agent of an insurance company who knowingly provides 
false, incomplete, or misleading facts or information to a 
policyholder or claimant for the purpose of defrauding or 
attempting to defraud the policyholder or claimant with regard 
to a settlement or award payable from insurance proceeds 
shall be reported to the Colorado division of insurance within 
the department of regulatory agencies.

District of Columbia: WARNING: It is a crime to provide false 
or misleading information to an insurer for the purpose of 
defrauding the insurer or any other person. Penalties include 
imprisonment and/or fines. In addition, an insurer may deny 
insurance benefits if false information materially related to a 
claim was provided by the applicant.

Kansas: Any person who knowingly and with intent to defraud 
any insurance company or other person files an application 
for insurance or statement of claim containing any materially 
false information or conceals for the purpose of misleading, 
information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime and subjects such 
person to criminal and civil penalties as determined by a  
court of law.

Maryland: Any person who knowingly or willfully presents 
a false or fraudulent claim for payment of a loss or benefit 
or who knowingly or willfully presents false information in 
an application for insurance is guilty of a crime and may be 
subject to fines and confinement in prison.

New Jersey: Any person who knowingly files a statement of 
claim containing any false or misleading information is subject 
to criminal and civil penalties.

New York: Any person who knowingly and with intent to 
defraud any insurance company or other person files an 
application for insurance or statement of claim containing 
any materially false information, or conceals for the purpose 
of misleading, information concerning any fact material 
thereto, commits a fraudulent insurance act, which is a crime, 
and shall also be subject to a civil penalty not to exceed five 
thousand dollars and the stated value of the claim for each 
such violation.

Oregon: Any person who knowingly and with intent to 
defraud any insurance company or other person files an 
application for insurance or statement of claim containing any 
materially false information or conceals for the purpose of 
misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which may be a crime 
and may subject such person to criminal and civil penalties.

Puerto Rico: Any person who furnishes information verbally 
or in writing, or offers any testimony on improper or illegal 
actions which, due to their nature constitute fraudulent acts 
in the insurance business, knowing that the facts are false 
shall incur a felony and, upon conviction, shall be punished 
by a fine of not less than five thousand (5,000) dollars, nor 
more than ten thousand (10,000) dollars for each violation 
or by imprisonment for a fixed term of three (3) years, or 
both penalties. Should aggravating circumstances be present, 
the fixed penalty thus established may be increased to a 
maximum of five (5) years; if extenuating circumstances are 
present, it may be reduced to a minimum of two (2) years.

Rhode Island: Any person who knowingly presents a false or 
fraudulent claim for payment of a loss or benefit or knowingly 
presents false information on an application for insurance is 
guilty of a crime and may be subject to fines and confinement 
in prison.

Vermont: Any person who knowingly and with intent to 
defraud any insurance company or other person files an 
application for insurance or statement of claims 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 may  
be a crime and may subject such person to criminal and  
civil penalties.

Virgin Islands: Any person who knowingly and with intent 
to defraud any insurance company or other person files an 
application for insurance or statement of claim containing any 
materially false information or conceals for the purpose of 
misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which is a crime and 
subjects such person to criminal penalties.

Virginia: Any person who, with the intent to defraud or 
knowing that he is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or 
deceptive statement may have violated state law.

Fraud Warnings

Required Fraud Warnings (State specific warnings apply to the resident of such state)
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