Part 6 — Certification and Consent to Share Information

(to be completed by claimant or their authorized representative)

| certify that the information provided is true and correct to the best of my knowledge.

| authorize all assessing or treating Primary Health Care Practitioners, dentist(s) or other health service provider(s) to collect, use and
disclose any relevant information concerning my injury, including diagnosis, assessment, treatment or care resulting from the
automobile accident referred to in Section 1 herein, for the purpose of providing ongoing treatment and care.

| further authorize all assessing or treating Primary Health Care Practitioners, dentist(s) or other health service providers to disclose my
personal information to my insurance company,
and their agents that is relevant for the purpose of determining my eligibility for accident and disability benefits as outlined on Form AB-
1 and for the purpose of administering my claim.

| further authorize my insurance company and its agents to collect, use and disclose relevant information concerning my injury,
diagnosis, assessment, treatment or care received as a result of the automobile accident referred to in Section 1 herein, including a
treatment plan and services provided, for the purpose of determining my eligibility for accident and disability benefits as outlined on
Form AB-1 and administering my claim.

|:ll am the claimant or D | am the authorized representative of the claimant

Signature Date
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