m H U M A N | A Authorization

ASSURANCEMW®

I authorize Humania Assurance, its agents, service providers and other partners (hereinafter “Business Partners”) to collect, by any electronic means, email, fax or mail
and to use all personal information relevant to the adjudication of the claim submitted under this insurance policy as well as for statistical purposes.

I further authorize Humania Assurance to exchange the personal information collected about me with its Business Partners, whether located in or outside Quebec,
where the exchange of such information is necessary to carry out their mandate.

This authorization applies to my personal information held by any natural or legal person, including but not limited to any physician or other health professional, any
public or private health institution, any rehabilitation company, any pharmacist, any provincial health insurance plan, including but not limited to the Régie de I'assu-
rance maladie du Québec, any insurer, any employer or any other person or institution in possession of medical or financial information about me. This authorization
also applies to any other personal information contained on social media or on any Internet platform accessible to the public.

A paper or digital copy of this authorization is as valid as the original. An electronic signature has the same value as a handwritten signature.
By providing my email address below, | authorize Humania Assurance to communicate with me by email concerning my present claim.

| declare that | am aware of the rights granted by the Act respecting the protection of personal information in the private sector, including but not limited
to the right to access my information, the right to have that information corrected, if need be, and the right to withdraw, at any time, this authorization to share and
use my personal information.

Name (Please print) Signature

Policy No. Date (AAA/MM/J))

Email Address

Humania Assurance Inc., 1555 Street Girouard West, Saint-Hyacinthe (Quebec) J2S 276 4300-013 - Rev. 05/2023
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public or private health institution, any rehabilitation company, any pharmacist, any provincial health insurance plan, including but not limited to the Régie de I'assu-
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Name (Please print) Signature

Policy No. Date (AAA/MM/JJ)

Email Address

Humania Assurance Inc., 1555 Street Girouard West, Saint-Hyacinthe (Quebec) J2S 276 4300013 - Rev. 05/2023



	Nom en lettres dimprimerie_5: 
	Police No: 
	Date JJMMAAAA_4: 
	Nom en lettres dimprimerie_6: 
	Police No_2: 
	Date JJMMAAAA_5: 
	Adresse courriel: 
	Adresse courriel2: 


