Would you like

FASTER ISSUE

on your submitted applications?

Assurity Life Insurance Company is working with you to get your business
underwritten and issued as fast as possible. This will put the policy in your
client’'s hand, and commissions in your pocket!

While several items have an impact on your business, you can speed the
process by filling out the application completely and correctly. Some helpful
steps are outlined in this brochure.

Please take the time to write carefully. Double-check all answers and
complete all questions.

You can gain faster access to applications, product information,
commissions, pending status, and forms by checking our agent-only Web site:
https://assurelink.assurity.com.
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Step 1 — Application. Print clearly.

The combined app is state-specific. Any changes, additions, or deletions will require an Amendment of
Application form to be signed at delivery. Underwriting cannot adjust information on the application. Any changes
made during the application process must be initiated by the Applicant. The use of white correction fluid or tape
is not acceptable. Print clearly, as any unreadable information will slow the underwriting process.

ASSURITY*LIFE INSURANCE COMPANY Application for
Fill in al basic lﬁk 432,478, 5600 - 800,278 781 - FAX 402437 401
information on .
your client. \ tFH e 7] Last (MAMDDYYYY)
Hams Diate of Eitth J J
Smial&cum — - | O Mee O Femde | EMai |_-s.;e

. . Sireei A city 3@l ZiP+4
Include job duties | SmATA } e z
Home Address

not just a job title.
J : \ Personal Fhone No. }J— - | Eirth State/Country Height  f. in. |'l.'.l'ei;|hl Ibs.

Has oposed Insursd ever used any form of tobacoo or ricotine-based products, or substiites such as patches or qum? Yes Mo
po ¥ r pa 7

Type MMTDYYYY)
IFYES, pleasemarqlaildale of uset | |

Prirmary Emplayer

Note the difference
between W-2 — gross

. Siveer Adaress ity e ]
income and Self- Employer's Address

Employed — net IFYES, lengthof  "ears Monthis
income after Iz the Proposad Insured curmenthy warking at keest 30 hours per npimaryccoupation? [JYes Mo amploymeni? |
expenses. I~ Ful-ime OoCupaton En..'.'es\

B

Parttime CCupation Duties
Employment

\
Filli L inf . Grass morthly income § If setf-emplowvad, net monthly income— §
1 mn a information on 2. POLICYOWNER (Poli — - PEE—— —p )

_the p0“Cy Owner- Own_er If Crwnarship ia a frust, completa the Trust InformationfAddiional Baneficiary form rather than this section.
is usually the insured; if Firsx ] Last [ATIDrYY YY)
not; owner must have Hame Date of Birth i i
insurable interest in the mm}' Mo = = | Relationship to Insurad Birth StateiCourry
insured, such as Sireel Adtress Ciy e ZIPH
immediate family Home Address
member or business Contingent ARt \ i Last Contingsnt Chamer's

Owmer's Mame Relationship to Insursd

partner.

3. BENEFICIARIES (Do nof compiete if applying for Reversionary Anmuity)

If Bansficiary is a truat, complete the Trust InformationdAdditional Bansficiary form rather than this ssction.

Primary B=neliciary Name (First M, Las) Relatiorship Sct. Sec. No. Ciake ol Birth (Moo vey) Shae%

Enter all information on
the beneficiary. If there —=
are more then room
allows, continue on - -
Additional Beneficiary Contingen Banefidary Mame (Firar, W, Las) Relatizship Soc. Sec. He Diabe of Bith ooy yyy) | Shae®

Page. .. { i

4. PREMIUM PAYMENT MODE

Fill in all information on O Annual O Seminrusl O Quartery

payor. If Monthly PAC, \Wrﬂam Bank Withdawal); indicata PAC No, [ List Bill; indicate List Bil Mo

enter payor’'s bank info Pawor Hame 08— il Last Eiling AddTess cay St Fi=

on Field Underwriter’s and Address

Statement. Secondary TS o Last Eifing Ador2ss iy Srare ]
Pawar Infa.

75.350.05051 e Page 1 —— L LT

16-201-00001 (7/07)



Step 1 Application, page 2
If no Joint-Insured, this page does not need to be sent to the company.

ASSURITY'LIFE INSURANCE COMPANY Application for
1526 K. Street, P.O. Box 82633, Lincoin, NE 63801 INSURANCE
/ 402 478.6500 - S00.276.7610 - FAX 402.437 4581

3. PROPOSED JOINT-INSURED

R . . lag

Fill in all information on Name Dt of Birth : :

any person to be 2

insured on a rider to T - | O Male [ Femak | E-Mail |-"";E

the primary policy. If Ciy Siate Zipd

none, leave blank. Home Address
Personal Phone No. [ I— . | Birth StataiCountry Height 1t in. |".'.l'ei;|hl I,
Has the Proposed Insursd ever used any form of tobacco or nicctine-based products, or substitutes such as patches or gum? [OYes Mo

Type MDDYYYY)
IFYES, pleass kst type and last date of uss I I
Prirmary Emplayer
SIreet AGESS city smm =]
Employer's Addess
IFYES, lengthof  Years Mantis

Iz the Proposed Insured curmenty warking at keast 30 hours per week in primary ccoupation?  [JYes [ Mo amployment? i
Ful-time Cecupaton Dotes
Employment
Parttime Ocoypation Dures
Employment
Gross monthly income 3 If self-employed, nat monthly income 3

75 35005051 : Page? ——— L]
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Step 2 — Additional Beneficiary. If no information is filled in, this page does not need to be sent in with the

application.

Reenter primary
applicant info.

TRUST INFORMATION/ADDITIONAL BENEFICIARY

Pleaza complsta the following sections i Cwnership andior Baneficiary is a trust jor if additional room is needed to Vet beneficiarias of Policy):

1. POLICYOWNER (Policyowner is the Proposed insured unless ofhierwise indicaded)

Continue the list
of beneficiaries
if more than
space provided
on the first
page. Be sure
to include % of
share.

First 1T Laat (M DOYYY]
tEme— Diate of Birth J J
\
Sovtal Secunty Mo, — — Refationship to Insured
Sireat Agorass Ciy Siade 1P+
Home Address
Contngent A M Lax Contingent Caner’s
Owmer's Mame Fedationship o Insured
2_ BENEFICIARIES (Do nof camplete if applying for Reversionary Anouily)
Frimary B=neficiary Mame (Firsp MY, Last) Relatiznship S Sec Mo, [iake of Binh (MD0FYY) Shae %
—l
Caontingznt Beneficiary Mame (Fisn, M Las) Relationship S, e Mo Dtz of Birth (MDD Share %
[ Testameantary Trust Wi WA & § 02
[ Living Trust (Pleass eompiste sacton helow) ik & i
Mame af Living Trust
Dlaka of TSt st ooy vy) / / Tax |0 Ho. of Trust
Mame of Trustee(s)
Ardress af Trusteeis)
7535105051 - e ] ]
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Step 3 — General Section. All questions must be answered “yes” or “no.”

Q2: If "yes,”
include Avocation
Questionnaire.
This form can be
found on the
Assurity extranet
site.

GENERAL SECTION

Please answer the Tolkiwing questans:

1. Does @y Proposad Insured Deiong ks ar intend 1o join the Hatonal Guard of MIENT . s s ] 188 T2

INYES, pleasa explain:

‘Qy@; the past 3 yeara arwihin the nest 12 manthe: (F YES fo any of the folowing, pleass complafe and refum the Avecaton Quesfionnare |
a. Ha? any Proposed Insured fosn, o 15 amy Propassd Insursd planning o 0y, &5 a plot cres memberof siaent? e eea O Yes CINo

b. Has any Froposed Insured participated in, of 15 any Froposed Ireured planning b participate in any hazadous sportor aciites? ... JYes [JNo
(I Yes, check alf thaf apply) [ SkScuba Diving [ Mouritain Climiing [ SkydvingFarachuting™Hang Gliding

If “yes” to any
questions, explain
on the line
provided. If you
need more space,
attach another
piece of paper. Do
not write on the
back of this form.

[ Motor-powerad Eacing [ Boaing [ Professional, Semi-prfessional o Club Spons
3, Durng the nest 12 montha, does any Proposed Insured contemplate rskdence of ravel outside ol the LSAT L v [ Y85 JNo
ITYES, pleasa explain: v
—
4, [During the past 5 years, has any B Insured:
a. Had a Irg, nedtn ar S¥pEnse NSURNGS appicalion posiponed, rated up, rideresd ar declined, of Nad Insurancs
renewal o IIEHTL TEFLISETT o couunseconssssssseeesesss ssssseass ssssssss ssssesss hsssess isssssee sasssssses ssssssnss ssssssses sesssssssssssssssssssssssns sessssssssnsens ] V0S5 [ M

ES, pleasa explain:

b, Recalved benaf paymeants for scckent of Sickness, or appled B2 any govemment of Insurance onganizaton for such beneits? ... ] Yes  [JMNo

ITYES, pleasa explain:

5 s any Proposed Insured negatiating for Ener INSURNCE COWRTET | i i s e sess s asssssssssssssss s s ssis ssssansanss s snssneanns ] 185 [N
INYES, pleasa explain:

6. During the past 5 years, nas any Proposed Irsured:
3. Recehed any chatons for mator vehicle modng vilations of nad a driver's Kense sUSpendesd or EvokET? ... e[ ] 185 JNO
ITYES, pleasa explain:
b, Had 2 or mers trarme accklents or besn convcted of drving under the Infuence of aleonal ar drgs? s ssa] Y85 CINo
ITYES, pleasa explain:

7. [urng the past 12 montha, Mas any Proposed Insured nad 3 change Inweigt of more han 10 poumvds? .. weoes ] 785 NG

(¥ YEE, please Fst Proposed Insured's name, amounf of weight change and reason for change.)

Q9: Provide all
information,
whether coverage
is group or
individual.

16-201-00001 (7/07)

8 I'this Insurance Is 1ssued, will it replace, modity or bormos agalmst exising or panding COMETA0ET ... e s L] 185 CJNG
(¥ YES, please complefe and mfumn fhe appropnate Siafe Replacement Fom)
9. Does any Proposad Insured have ofher Insurancs coverage Infarce? (17 YES, please prowide detais befow) oo [ Y85 CINe

Berefits (manthly benafi O Caverage Only
Bursiness (5} and benefit period for OV Esue Dake Coordinated w! | Employer
~_ Company Mame Falicy He Parsoral (7] or face amount for Lik| (MDD YY) S0, Sec? Paid?
[ Yes [ Yes
— Ooe QOdr I I Mo O Mo
- 0 Yes 0 Yes
Oe OF I I [N
[ Yes [ Yes
Oe OF I O No [N
[ Yes [ Yes
Oe OF o O Mo O Mo
O Yes O Yes
Oe OF I CINo CINo
75.382.05081 : —— Hininnan



Step 4 — Health Section

Pleasa angwer the lkwing questions. (If YES fo any of the following, please provide details in 87 below.)

1. Has any Proposed Insured sver consulted with o been diagnosad, reatad, hospitallzed or prescribed medication by 4 medical prfessional
for, or had symptoms oF any of the Tallowing:

a, Dizzinass, Tandng spslls- -aq:db;;r:-« -.‘EHE-“:FJZH auunptedmm:le arsdety, mental dsorder, o mj-:llsmse-:t-:llsa:td:f of e bran

oF Nervis system? v ] ¥E5 ] N2
b. Asthira, bronehkls, ubercukists, |:lHII1'r_L'1“-:-I15- o ary discrder of the Iunq* of reanrat'r_-.' SESLEIMT Lo s L] 186 [ Mo
. High blaod prassure, chast pain, sharness of breath, heart mumur, raumatic fvar, h:-mnpnlla u:agulaunn or bkood
disorder ar any disease of disorder of the heart or biood vessel? ., e s ] 185 ] M2
d. Ay disease of disorder of the stomach, intestines, bowel, rectum, appemtu liver, mj'r-_ll:l o gal I:uladljar“ s ] 185 ] M2
&, Ay disease or disorer of B Klaney, DISA0Er Or PIOSEIET ... s s s s s s s s s ssss s s sssssssnss s ssssssnsssesne ] TEG ] WD
:\(‘:f’g::tgs 1.2,&3 T. Arihitis, rheumatism, ar any disease or disorder of the back, spine, DONEs, |oIS of MUSCEST .o s [ ] 188 [ No
Have thev EVER. 0. Dlabetes, or sugar, AEUMIN or BRI HIE UIIMET (i i s s s ssss s s s ssssses s s siss s s s ssnsssssvss s sssssswsnss s snssnsnsssesnes ] 16 ] M2
h. Caneeror a tmar or cyst of &y kind, of aningement of PR RBTEST ..o e s s s s s s s L] TES ] N
1. Warkcoss velrs, varkose Wcar of pienris, SYPRIS O @ DEIMIAT o i s s s s s s s s s ssss s sss s sissssssssss s ssesnes ] TES [ NG
| Any diseasa or disorder of the eyes, ars, NOSE OF BT0AEY Lo i i s s s [ ] 788 ] MO
k. Aloholsm, dry acdicion, dng abuss, ather substance abuse, of sougnt 3ovies or Teament for SLENT .. e ] Y88 [ MO
I Ay oher INess of Inpry requirng medical atEnton of Dood rEnsmusinsT .. ... wan[1¥es OMo

2. Has any Proposad Insuresd sver been Teated of diagnossd by a medcal |:mr955+ na o l'-'![-q."rl:'ﬂ Immms- [Huem_-.' 3.11|:|r-:|m:
(DS, AIDE-Retted Comple: (ARCH or -‘-"J]IJD.CIH-[--HIJITI:]]Tr_‘|'l1'||:ﬂl:{r|:l|:lb.- Vine Typa Il 4 TLVY ar Imuap:u‘,lum- test for

Humsan Immuncdefickncy Vs @Hi) anitodies? . ~OYes ONo
3. Hasany Proposed Insured ever neaded asslstances _{ pamnal 5u|:-e-r-.r54-:m iy prform arey activities of dally Ir-.ng {toilafing

fransfaming, confinence, eating, bathing or gressingl? o e I - L
4, _-EII'I_'|' Immediate family member (oarents, brafhers or sisfers) -Ilfﬂl'lj' PI'EIDZI‘:E-ZI |I1‘:J.Ir-:-l:| diad Tiom cancer, diabetes, or bood

wessal, Kidney or cardicvascular dissase |:l'|- ¥ toage 607 [IF YES, please idenfity family member, relationship fo propesad

iNSUrEd, dISoroer A0 BTE 3 TEAILY wriiercu s ias sessoss 1o as 448 ssss s 0 4488450 800 008 4488 8550 00 00 4488550 00 s 480050 s snnsnsssss s smsnnssss s snsnsnss s ] VRS ] NQ

5. a Has any Propossd Insured ever had any disorderaf amy genkal or reproducta organ, ora miscamage, Slbimh of Cacsansan sadion? [ Yes [ No

MW DD ¥rYY
'

Any details from b. Is ary Proposed Insured now pregnant? (i YES, date child is expected f / | FOTROTSTSOUU OO I I [~ I
Qs 1-6 are to be

.

During the past 5 years, has any Pn:pn:-f_a:l IreLinesd hed ay 5|:-E-Ja examiratons o Lal:-:umi:q.' tests such as X- m_a's slacimcandigans,
entered in the \\ bload basls (afher than 2 AIDS-refated biood fests) of LN st . S I I - ]
space in #7. T 3: Enter complets datalls from questions #1-6 bekw., [IF addifions) space is neaded, affach Supplzmental Infarmation form, )

Cuestion Hame Relaticnship| Data of Condition Medical Care Frovider's

& Letler TPmaL Y Last) to |reurad (MDD YYY] Heakh Condition & Cetaiks NameddddressiFhane

—l>
Provide all info \ P i

on the medical
provider for
each incidence. I /

75-352.05051 e Page S LN
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Step 4 — Health Section, Page 2. This page must be included with the application, whether or not you
have entered any information.

SUPPLEMENTAL INFORMATION

Cuestian Name Relaticnship| Dake of Conditian Medica Care Frovider's
#Letler (First, MY Last) ta Iresurad (MDOYYYY] Heakh Condicion & Details HameddddressiFhaona

. Additional Infermation:
Any additional

information for the
underwriter can be
entered here.

Home Office Uas Only

7535205051 c Page? 1208 L]
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Step 5 — Life Product

LIFE PRODUCT SECTION

Choose which Flan of Insurance: (Check onel  [JTermblfe [ Whik Life [ Cither (Fisase specify)

life product you .

are applying for.

Spacily Plan (Mame)

Baza Amount 3 Murnbsar of vears far term poley: [ 10 Year 15 Year [ 20 Year
IF cash value |5 avallable, shouk the Automatic Premium Loan provision be mae efective? O Yes Ol
Dividond Option: [ Pakl-Up Addtions [0 Accurmulaie 3t Interest [0 Reduce Premiums [ Fakl InCash

Lessor o1 $3.000 o

1.5% of base policy, . . ) . . o
and not more than Ayailabls on Term Life and Whels Lifie. Ghack bensfit(a) desired and indicats amount requested.

P [—
60% of their income. W O Chikiren's Temn Insurance Rioer unks
Moty Cisabiity Income Rider 3 i

O FIEGse specily]

1 unit ($1,000) for O Accktent Cnty Dl Rider

every 315’000 of face et Fider [Complete Health Seofion for Payord  Payor Name R P i OM OF
amount.

[ Other (Fiease specify) L]

Available on Whole Life. Check benafit{s) deairad and indicate amount requested.
OYRTRker 3 el [ Decreersing
] Proteste: Kler units

Refers to Level or

O Paldup Addtions Rier [VER] § O Perodk: Premiums % O Single Premium_§
[ Decreasing Temn Rider 3 10 Year 015 e [ 20 Year [ 25 Year [ 30 ¥ear
[ Addtona Person Term Rider(s) — Pleass complets the Infammation below.

Additional Ina/Child Fider No. 1 Additional Ins /Child Rider No. 2 Additional Ins /Child Rider No. 3

Fill in all information Hame jFirs, s, Lasy >
on each add!tional. Faiz AmountUnks (Shid Rider) | 3 / H | H I
person. Maximum is >
one spouse and 4 LevelDacrogeing g ] [ Decrease [ Ll O Dereass [ Lewvel O Decramss
children Diate of B (s0ns vy [ [ [ [ [ [
Age
Socld Secuty Ho. — — — — - —
Birh StateCouniry
Sex [ Mae [ Female [ Male [ Femak [ Mak [ Femak
HelghtfWeight ft. In. # e, I n. ¥ I, I n. ¢ Ibs.
Ratationship & Insunsd
Emplcyer
Czupation
Gross monthly Income 3 H 4
I selr-emplayed, net mo. income | 3 1 4
Only 1 rider per T [ Monthty Disabiity Income [ Moty Cisabiity Incame O Monthiy Cisablity Income
Additional Person per [ Acekent Onty Disabiity Income [ Accktent Only Disabiiky Income [ Aceident Crity Disatitky Income
policy. Monthiy benet amount | 3 $ §

T5-355-050:51 MNE [FRL11.02.05] III |IIII IIIIII
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Step 6 — Universal Life

UNIVERSAL LIFE PRODUCT SECTION

Choose
from the
Premier,
Select, or
Survivor

Plan of Irsurance (Specify UL Plan Name):

=
v

—

|y

Basa Amount 3

Spectal Policy Date (iF desived)

Planned perodc premom 3

Amountof Insurance

Indicate
special
date
options;
i.e., to save
age. Can
be up to 6
months
prior to the
app date.

Chack bensfitia) desiss

[ Cisabiliy \alver

1 ADE [Aceidental Death Benefifl

[ 10-yesar Temn Rider

20year Temn Rider

If Additional
Insured or
Child Term
Rider is
chosen,
complete
all
information
on each
person.

m

[J Tther [Flzase specify)

and indicate amount requestad.

[0 GAF jGuarantesd Addtonal Purchass)

B O LNess shown difarantty here: [ Face + Accumuliated Vane

Available to ages 0-60
Terminates at age 65.

[ 10eyear AddrbopapmeuedSponse Rider i
Thyear Aoaronal IreureaSpouse Rier £

unks i

[ Cxher [Flzase specify)

Name (Firs, M Las

Additional ins {Child Rider Bo. 1

Addifional bns MChild Rider No. 2

Addifional bres /Child Rider No. 3

Face AmauntiUnits [Chid Rider)

Dhate o BIFth (s ooy vy

Aga

Socid Seanty Mo,

Brrih StatefCouniry

Se

[ Male 1 Famale 1 Female

[ Fernalke

HelghtWekght

I (i

s

Retationship o Insured

Emploer

Occupation

(Gross mankhly Income

I seff-employed, nat mo. ncome

TH-257-05051

16-201-00001 (7/07)
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Step 7 Critical lliness. Both Cl pages must be submitted with the application.

Plar of Imsurance: (Check one)

CRITICAL ILLNESS PRODUCT SECTION

[ Critical liness

[ thher [Please specityl

$50,000 Base Armcunt § _
thru
$50,0000 ADDITIONAL BENEFITS (iIf availabie)
Chack bensfit{z) desired and indicate amount requestad.
C_Tth' [ Accidenta Death Benefi Rider 3 O Childran's Tem Insurance Rider urits
either >
$5,000 or [ Waiver of Premivm Eider— [ Other [Fleass specify 3
10,000.
scs:annot [ Spouse Fider ] [ Tther [Fleass specify 3
ex_ceed [ Additional Insured Rideris) —Flease complete the information bskow, (IF addifonal space is neaded, affach a separale sheaf of paper.)
primary
base Additional Insured —Spouse
First ] Laat
Marne [ Male [ Femalk
[MEDOOTYTY)
Social Securiflo. - - Birth State/Country Age Diate of Birth I /
Provide all Prigaéry Emploser Height & n. |Waight
information Additional Insured —Child
for each First
f”‘dd'“o(;‘a' Mame O Make [ Female | Height & i |Weight  Ibs
Insured. (A DOYYYY)
Social Security Ho, — — Birth StataiCourtry Ane Diate of Birth I /

Additional Insuned —Child
Firsd M Lasr
Marne O Make [ Female | Height . in. |Weight [
(MDY
Social Security Ho, — — Birth StataiCourtry Ane Diate of Birth i i
Additional Insuned —Child
First My Last
Marne O Make [ Female | Height . n. |Weight [
(MMDOYYYY)
Social Security No. - - Birth State/Country Age Diate of Birth I /

Additional Insured —Child
First My Last
Mame O Make [ Female | Height . n. |Waight Ik
MELTDATTY)
Social Security Ho, — — Birth StataiCourtry Ane Diate of Birth I /

Additional Insuned —Child
Firsd M Lasr
MName O Make [ Female | Height . n. |Weaight Ik
(MMDOYYYY)
Social Security Ho, — — Birth StataiCourtry Ane Diate of Birth I /
Additional Insuned —Child
First My Last
Marne O Make [ Female | Height . n. |Weight [
[MMDOYTTY])
Social Security No. - - Birth State/Country Age Diate of Birth I /
TH-352-05051 E Page 1 [FR. 11.02.05] III |I|I.III.I

16-201-00001 (7/07)




Step 7 — Critical lliness, page 2

CRITICAL ILLNESS HEALTH SECTION

Plezss answer the following questions. (IF YES to any of the following, pleass provide details in #7 below)

1. Has any Proposed Insurad ever consulted with or besn diagnossd, treated, hospitalized or prescribed medication by & medical professional
fior, or had symptoms of ary of the following:

a. Heart anack, stroke, elevated or abrarmal chdestenol, angina, coronany heart dseass, disease of the bocd vessels or TIA

(Traniand EeRemie AHFOHIT. oo in st ss sos s s s s 0584 a0 0 848854800 s 40 480048800 0 4 504 s s s s svnsvs s s s snsnsns s s na_] V85 ] M
b. Thyreid dizarder, hepatitiz, hepatkis camier, anemia, fatigue, disorder of the pancreas, any Iuersn:\r ariy cther bHood ar
glandular disorder? ... e ] 22 [ No
c. Falyp, mole, lump, n:me-rqu:fﬁth I:l‘E'd'EJZ -:i;s:-rde-rcr al:n-:un'rlal marmmegran, I:1-:-|:|$'- ar al:n:rmd F'n:rsxal:e 5|:-e--:|rc ﬁntr;e-n
9.2 [PBRIUEEET L.t coes e sns oo e s s s s s 0 508 85850 S8 4 458 8585 S 4 10 58 B8k s 4 10 «[Y¥es O No
In.clude 2. Do=s any Proposed Insured regularly take any prescripion medicatior? (If YES, specify fype and daily dosage in #7 beiow ). J Yes [ No
d(_)t‘?’]ag]e RX 3 —PrimytE Fast o years, has any Proposed Insured consulted any physician for any reason not detailed above? e [ e [ o
wi e
in #7. 4, |sary Proposed Insured aware of any symptoms or complaints regarding their heakh forwhich they have notyet consutted a physician?.... (] Yes [ No
5. Has anv Propesed Insured besn advised w have surgery, treatment or testing which has not been complated? .o ] 188 [ Mo
.  Has any Proposad Insured ever uzed marijuana orany ilegal or addicive drigs?. ... s ] Ve 1 No
Include 7. DETAILS: Emter complete details from questions #1-6 belew. (If addifional space is neaded, affach 3 separate shaet of paper,)
question Cueslion Hame Rielaticnship) Date of Conditian Medical Care Frovidar's
number \\eriLetler {First, MY Lasi) b lrsurad | (MREDOAYYYY] Heakh Conditian & Delails NamelAddressiPhans
Provide ! /
necessary
info for f f
each “yes” :
answer in
questions ! /
1-6.
Attach ; ,
sheet of L '
paper if
more space i {
is needed.
8. Has any immedigts family membsr jwhethar ang or dead) of any Propossd Insured ever suffered from, ar is currently suffering
Father, from: Caneer heart dissase, stroks, kidney dissase, disbetas, ALS [Amyotrphic Lateral Scierosis or Lo Gehig's Dissase),
mother, rneuron dizsase, Alzheimer's Diseass, Parkinson's Disease or any ather heraditary diseass |:ri-:r toage 657 (F YES,
brothers, [ | plzase provide defails below. If additfonal space is needed, atfach a separate sheaf of PADEN) i Y5 [ No
sisters Hame Family Memben . . Age al Time
(First, MY, Last) Relatiorship Diagnosis aof Ciagrase

T5-358-05051 = Page 2 [FRL11.02.05] III II".IIIII
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Step 8 — Disability Income

Enter Base
benefit
amount
requesting
from
illustration.

DISABILITY INCOME PRODUCT SECTION

Fran of Insurances (Crackonel [ Personal Disanity Income P04 O Busimass Cvemesd Expense Disanity Income (EBOE)

O Mner (Please specifyl

Manthly Base Amount ™~ Occupation Class: [ 4A O34 Oza 1 AP0 andy)

Beneficiary if
insured dies
after 12 mo.
of DI benefits
paid.

Eimnatian Period: [ 20days O soaays O aoaays [ 180 aays (POF oniy) [ 365 days POV only)
Eorent Perod:. 01 Year 2 Yeas [ 5 Years (PO onlp) [ T e 65 (PO anly)
First [ Las

Parson to recelve Sunvivor Bonefiis: MName L

(MDY YY)

Relatiarship o Insuresd Dvae af Birth I /

CGheck bensfit{a] desired and indicate amount requsstsd.

SDIR amount
requesting
from
illustration.

Base benefit

[ Supplemental Cisaniity Income Rider 3 [ Resdiual Banent Fider
3l - o [ Retum of Premium Rider
O Hospital Benent Fider (1 Retroactive njury Banant Rider
[] Hon-Cancelabke Rider [ 5-¥ear Cwn Oecupation Rider
[ Autameat: Banat Increass Rider [ Cxher (Please specifyl 1

[ Catstrophic Disablity Income Rlder (Select desired Benef Fenod for Catastrophic Disabiity hoome Rider)

for rider
E\V&”?Me by g Avallable with 1 year Base Benef Pencd: [ 4 Vear Rider Benefit Period OR [J @ Year Rider Beneft Period
enefit perio z
chosen on \:ﬁ.'n'ﬁll]tlE- with 2 year Base Benef Pedod: [ 3 Year Rider Benefit Period R [ & Yoar Rider Benaft Period
base policy. Avallable with 5 year Base Benef® Period: [ 5 Vear Rider Benefit Period
ADDITIONAL INFORMATYCH (BOE anly)
Business
Overhead AyeragerTantnly @xpanses currently Incurmed, for which the Proposad Insured 15 latie:;
Expense not e =
available to Empioyees salafes L
class 1A. Lithites: felectricity, gas, water, felsphanal ¥
Business space jrentimoriaage payment) 1
Fumirelequipment pasments Jease or principall
Laundry, office malntenances §
Bueiness Insurance premiums {4
Aceounting faes ¥
Propertyperyroll taxes §
Regularly- : . . -
recurring Other eliible expeimsas (Flease st {3
payments of i
monthly
expenses to | ]
continue the %

business.

TOTAL MONTHLY EXPENSES ¥

75-360-05051 E [FRL11.02.05) III |I| IIIII.I
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Step 9 — Graded Benefit Disability Income

Base benefit amount
beina reauested.

This is the person to
receive a bengefit if
insured dies after
having received at
least 12 months of
benefit.

L

16-201-00001 (7/07)

GRADED BENEFIT DISABILITY INCOME PRODUCT SECTION

Plan of Irsurance: (Crackonel: [ Graded Benefit Disability Income [ Cther (Please specifl

m’ Occupation Class: [] 44 O34 OzA 14
Himination Period: [ 30 daws [ 60 days [ &0 days [ 180 days [ 265 days {Only availabie with 5 or 10 year Benefit Parings.)
BarefitPerind: [ 2 Years O35 Years O 10 ears
First MY Las
Person to recaive Sunvivor Benefis: Mame o
(MDD
Relatiorship to Insured Diate af Birth l /

Chack benafit{a) desired and indicate amount reguestsd.
[ Supplemental Disabilty Income Graded Benefit Rider 3
[ 5-Year Chan Oocupation Rider

[ Non-Graded Injury Berefit




Step 10 — Physician Information

Enter PRIMARY PHYSICIAN INFORMATION

information
on insured’s Hame

primary Firs! i Lagt
physician.
Include Address

reason for Sm2er Agaress s

the last —
consultation. \

iy Siaie TP+
Phare Ho, | | - Faxho. | I —
Dt kst Consuted Mooy ! { Raasan rm,

Resuirs

AGREEMENT

| =) have read the abowve questons and ans#ers and declare that hey ane complate and true o the test of my four) KNowiedoe and balial, | (We)

All parties agree that this application shall form a part of the palizy If atached thereto,
must read the | (We) agres tha
agreement

. In the event the Mrst full premium on the polley appled far s pad upan tha dabe of this application, the INsurance under such policy shal take efact as
provided Inthe Conditonal Recelpt delversd by the Company's aJent In exchange for such payment.

b. Inthe event e Arst full pramium on the policy applled for 1s not pald upon the data of this applicatian, he Insurance under such polcy shall not take

and sign
below.

effect unless: a) The application k approved by the Company atits Home Office, B) Such palicy 15 Esued and dellversd to the Propasad Insured!
wmier, and ¢ Such iest il premium |5 pald during the Proposed Insured's Ikebime and continued good health and he 6 and continued goad heakh
of any ckher parsonis) covensd under the palicy. When such approval, 1ssus, delvery and payment have ooourmed, he insurance undar such polcy
shall Eake effiact a5 of the daba of 1ssie spacied In the plcy.

. Mo agent of medical examiner has power o, or |s auhonzed o change of walve any term, provsion ar condkin of this application, the Conditlonal
Recsipt, ar the polky appled for, of I pass Upon o approve Insurabliky of any person farshom nsurance (s applied for.

Any paragn who knowingly, and with intent to defraud any insuranca company or other peracn, filea an application for insurance or
statemant of ¢claim containing any materially falas infermation, or conceals for the purpoze of misleading, information concaming any
fact material therato, commita a fraudulent inaurancs act, which is a erime and ahall also be subject to a subatantial civil panally whara

Enter city and and to the axtent allowsd by atafe law.

state wherein

this contractis [
being signed. Signed at an | J

oy Date (MMTIDY YY)

Date app is
sianed ]

Signature of Proposed insured E‘.';-'.a.'..'.'e of Addnanal Broposed insured

Signature of -
proposed _ i
insured, and all Signature of dddfonal Proposed insured
additional
applicants on
the application.

Signaiure of FaeniGuaroian of Minor Ciild

Signature of Swner(s) (I oiher Maa-SriPosed insured) Signature of Benefinary (X dnplng fr Reversionary Annuty)

Parent/guardian
mustsignfora | |_=
minor child.

Signature of Licensed Agent \ Print Agent Nanm 95"'*3"5'“"""":'

Owner of policy
must also sign. T5-354-05051 ME [FR.s ;;L/ “"II“"IIIII.

Licensed agent sign and print name clearly. Include

agent number. If pending, write “pending” or leave
16-201-00001 (7/07) blank.




Step 11 — Field Underwriter’s Statement

HELD UNDERWRITER'S STATEMENT

Flesase arswer the Tollowing questions:

1. a What amount was collected with this applcation? §
b. Has a Condiional Recaipt been given to the POlcyomnar? ... «OYes OHo

. Has an Authorization for Releass of Madcal Infammation besn skqned and a Far Credit and MIB Hotication Been given o he
gbpﬁi%aﬁt PROEET ISUIET | ius et sis o s siss s s 558 s 548 s 0 455 S50 58 455 S50 4 888 85 000 558 s a0 58 s s ks svs s it snss s sissnss s snsssnssmsssnsssne s _] TES ] M
was not 20 a Didyou personally ses all Froposed Insursd(s) on dabe of APRIEAKIITT . s s s s s s s s sss s s | 185 ] HO
seen, a b. How wel do you know the Proposed Insured(si? [ Wel [ Slightiy [ Hotatal
paramed C. Are you aware of ansthing about the hedth, hablts, hobbles or mode of 1¥ng which might alect the Insurabliky of the Fropased
exam must Insuned? (IF YES, please provide d2fails BEIIW.] .o o e sosies s s s siss st sis s ot s s s s s s s s v s s s s s ssne s snse e L] TES ] M
be ordered.
. |5 the Proposed Irsuredis) & ckzen of the Lnitsa States? (1F MO, srovide 3 copy of a permanent visa—font and back ). [1Yes [ N
Qad. A 3. Isthis application t=ing submitted on a non-medcal Basis? (FNG, chack fams beisw for which amangements have been made ) ... [] Yes [ Mo
E%)}rll—?fthe [ Abbreviaied paramedcal eamination [Talz-apg orly.)
front and [ Farameadcal axamiraton wii Home Offce (H O specimen. [Frafemed slassfeafions requite Bood profiz, nod dizd bisod spat )
back is [ Medical excam by physkcianwith H.O specimen [ Chest X-@y [ Bk Frofe O Bectracardogram T Tressamil
required. Hame and address of examiner
Diate above kems to e completed ML D0 YYY) | |
Q 3 Refer to 4, Irtnis Insurance 15 Issued, will i replace, modity or bomow agalnst exising or pending COVERA0ET ... .. o anaeeena ] T8 [ HD
underwriting (¥ YES, please completz and refurn fhe aporopnate Sfate Replacement Form, )
requirements 5. Amcommisskrstobesplk? JYes [JMo Agent Mo, % Acgent Ho. %

in product
guide or
illustration.

Q4. MD
form
must be
included
with app
whether
replacing
or not.

AUTOMATIC BANK WITHDRAWAL

[ Setup NEW tank withdrawal—signed authonzatars and voked check altached wih the application.
Applicants andior polcy numisrs o be nclded:

[ Add tor ewdsting bank withdrawal on (MMTOYY YY) | |

LEBT BILL

[ Setup NEW it bil—complete Emplover's Authorization and Casa Agreemenl.

[ A to exdstng i<t oin; Indicate Lt B Ho,

Mame af Compary

FOR LIFE APPLICATION

All LireSeape® Whole Like cases require alther a sloned lusiration of a signed lustration Disclosure Staement B= submited wih the application.
The premiums for tis applcation wers qutad on e Tolosing undersiing classmeation;

[ Prafermed + [ Prafemad [ Sakect Non-Tobacoo [ Tabacco [ Prefemed Tobacoo
FOR REVERSIONARY ANNUITY APPLICATION

All earsas reduine ether a skgned Iustraton ora sioned Iustraton Discksurs SEement e submitesd with fie spplication.
The premiums for this application wers quotad on e Tolowing undersiting classication:

[ Praferred Non-Tokbacon [ Standard Mon-Tokecso O Takacco

| haraby cartify that to the best of my knowledgs and balisf, the answara on the application and in this atatemant are true and corract.

Signanire of SoNcing Agent Date (MUDDYYYY) Businass Fone Mo, and Fas o,
Soliziing Agent’s Fined Name Agan No. Agenrs E-mail
For Home Qifice use only- Dafe recefived Folicy M. CwAz

T5-362-05051 MNE [FRLT1.02.05] III III“I IIII.
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