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| authorize any pharmacy or pharmacy benefit manager that possesses prescription history about me to furnish such health information to
Lincoln Heritage Life Insurance Company or its reinsurers for the purpose of evaluating my application for insurance. Health information obtained
will not be redisclosed without my authorization unless permitted by law, in which case, it may not be protected under federal privacy rules. This
authorization shall be valid for two (2) years from this date and may be revoked by sending written notice to Lincoln Heritage Life Insurance
Company.

Any gersyon who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to penalties
under state law. | affirm that the answers | have given are true to the best of my knowledge and belief. | understand that the Company will rely on
my answers in issuing the insurance. | understand that coverage takes effect when this application has been approved by the Company and the
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