APPLICATION FOR LIFE INSURANCE

This packet includes an application for all plans of life insurance. Also included are the Notice of Insurance Information
Practices, Authorization form, and PreAuthorized Bank form.

Forward this packet to the Home Office intact. Do not separate.

A separate AIDS Informed Consent/Questionnaire form is required. Always utilize the appropriate form for your state.

Please be sure:

(1) The Notice of Insurance Information Practices is delivered to the proposed insured before completion of the application.

(2) The Temporary Life Insurance Agreement Receipt is given to the premium payor whenever settlement is collected in
advance.
Do not accept settlement if the proposed insured has been treated for heart disease, stroke or cancer within the past 2
years.
Do not accept settlement if the application is not completed in its entirety.

(3) The proposed insured, and applicant if a different person, sign the form where indicated.

(4) If the proposed insured is under age 18, the application is signed by a parent or guardian.

(5) All sections of the application required for the coverage requested are completed.

(6) The signed authorization remains attached to the application when forwarded to the Home Office.

(7) Taxpayer ldentification number and Certification form is completed and remains with the application when sent to the
Home Office.

(8) To complete the Personal History Interview form included herein. The information portion is to remain with the application.
The notice portion is to be detached and given to the proposed insured.

NON MEDICAL AND PARAMEDICAL LIMITS

In all instances non medical and paramedical limits must be observed. Do not initiate paramedicals or medicals when lesser
requirements suffice.

U.S.
FINANCIAL

LIFE Insurance Co.
An AXA Financial Company

A Sock I nsurance Company
U.S. Financial Lifelnsurance Company
AnAXA Financial Company
10290 Alliance Road -- PO Box 429560
Cincinnati, OH 45242
513-686-2000
www.usfli.com
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NOTICE OFINFORMATION PRACTICES
ThisNotice Must Be Given To Proposed Insured

(Including M edical I nformation Bureau Noticeand Fair Credit Reporting Act Notice)

In considering your application, information from various sources will be considered. These include your statements, the results of your
physical examination (if required), and reports we get from doctors or medical facilities which have attended you. Information about your
insurability will be treated as confidential. We, or our reinsurers, may, however, make a brief report of this to the Medical Information
Bureau, a nonprofit membership organization of life insurance companies, which operates an information exchange on behalf of its
members. If you apply to another Bureau member company for life or health insurance coverage, or a claim for benefits is submitted to
such a company, the Bureau, upon request, will supply such company with the information in its file. Upon receipt of a request from you,
the Bureau will arrange disclosure of any information it may have in your file. If you question the accuracy of information in the Bureau’'s
file, you may contact the Bureau and seek a correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act.
The address of the Bureau's information office is PO. Box 105, Essex Station, Boston, Massachusetts 02112, telephone number (617) 426-
3660.

We, or our reinsurers, may also release information to other life insurance companies to whom you apply for life or health insurance, or
to whom a claim is submitted.

In addition, we may get an investigative report from a consumer reporting agency. This report requires personal interviews with your
neighbors, friends, or other acquaintances for information as to your general reputation, persona characteristics and mode of living. As
part of your application, you have authorized us to do this. You have the right to be personally interviewed and to make a written request
within a reasonable period about the nature and scope of this investigation. Upon written request you will be told if such a report has
actually been ordered, and if it has, we will give you the name and address of the consumer reporting agency. You may contact this
consumer reporting agency and ask for a copy of such report.

Unless a legitimate business need exists or we are required to do so by law, the information we get in this report, as well as any other
information which we later acquire, will not be disclosed to anyone else without your consent. You may request a copy of all information
acquired by us and have aright to correct any personal information which you feel is inaccurate. We will, if required by law, give you a
more detailed notice of the types of personal information which we get in considering your application, as well as any additional rights
which you may have.
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U.S. Financial Lifelnsurance Company
An AXA Financial Company

| PRINT FORM

PART 1 - Application For Lifelnsurance Application No.
. . . CLEAR FORM
Please Print Using Dark Ink Policy No.
Section | Date of Birth
Name (Last First M) M D Y Place of Birth Social Security No.
proposed | L1 | |
Insured Home Address City State Zip How Long?
#1
| | | | | |
Sex* Marital Status* Occupation Employer

Business Address City State Zip How Long?

Section |1 Date of Birth
Name (Last First M) M D Y Place of Birth Socia Security No.
proposed | | 11| | |
Insured Home Address City State Zip How Long?
#2
| | | | | |

Sex* Marital Status* Occupation Employer

Business Address City State Zip How Long?
Section I1A Date of Birth Height Weight

Name (Last First M) S M D Y Place of Birth ft in Ibs
Dependent
Children | |

||

Section 111 Name of Applicant/Owner (if other than Proposed | nsured) Socia Security No.

(Applicant must sign Page 6) Relationship or Taxpayer |.D. No.
Applicant
(Owner or
Payor) Address City State Zip

If Proposed is aminor, ownership will pass to Proposed Insured at age, — (If no designation is made,

ownership will pass to Proposed Insured at age 21)

All notices and reports will be sent to the Owner unless otherwise specified in Special Requests section, Page 4
Section |V

Plan of Insurance Face Amount If UL, indicate [_] Option 1- Specified Amount

[ [ [ [] Option 2- Specified Amount in addition

Policy to Cash Value Death Benefit.

Additional Benefits

[] Waiver of Premium

[] Waiver of Stated Monthly Amount (UL)
[] Waiver of Monthly Deduction (UL)

[] Accidental Death

Specifications

|:| Children’s Insurance Benefit
[] Additional Insured Person Rider

|:| Other:

Section V' Premium Frequency:[_JAnnual [_] Semiannual [_] Quarterly [] PAC [] Single

Cash with Application [$ [

Premium Send premium noticesto:  [_]Home [CIBusiness (Give any special mailing address here.)
Name
Address City State Zip
*For Informationa Purposes Only
3
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PART 1 -- (Continued)

Section VI PRIMARY BENEFICIARY: Full Name Percent Relationship
%

Beneficiary %

For CONTINGENT BENEFICIARY: Full Name Percent Relationship

Proposd %

Insured %

#1 If more than one, then equally to the survivors unless otherwise stated.

Section VI-A PRIMARY BENEFICIARY: Full Name Percent Relationship
%

Beneficiary %

For CONTINGENT BENEFICIARY: Full Name Percent Relationship

Proposd %

Insured %

#2 f more than one, then equally to the survivors unless otherwise stated.

Section VII Lifelnsuranceln Forceand Pending on All Proposed I nsureds, I ncluding Business| nsurance: (If noneinsert “None.”)

Accidental
Exigting Name of Insured Company Type of Coverage LifeAmount Death  Year Issued
and $ $
Pending
Insurance
Regardingall Proposed Insureds: (If any “Yes,” givename, date and detailsin Remarksbelow.) Yes No
(@ Hasany life or health insurance been applied for without it being received exactly asrequested? .......... O g
(b) Isthe policy applied for to replace any existing insurance or annuity in this or any other company? ...... O O

(If “Yes,” forward Replacement Forms.)

(c) Has any life insurance lapsed, been surrendered or otherwise terminated in the last 24 months? ............ O g
Section VI Hasany Proposed | nsured: Yes No
(@) Flown asaStudent, Private, Commercial or Military pilot in the past two years, or are any such
Special flights planned in the future? (If “Yes,” complete Aviation Questionnaire, Page 9. .........cccceevvevvivrvinnnnns O g
Activities (b) Engaged in any form of racing, sky diving, underwater diving, or other hazardous activity in the
past two years? (If “Yes,” complete Avocation Questionnaire, Page 10) ........ccceveverenenenenene e O g
(c) Belong to or intend joining any active military, naval or aeronautic organization? .........cc.cceevevvveveeeerenns O g
(d) Contemplate travel or residence outside the United States or Canada? ...........cccoeveeveeeeienienienicnieneseneee O O
Section I X HasPrimary or Additional Proposed I nsured: Yes No
(@ Smoked tobacco within the past 12 MONTNS?..........cccieiercereeeee e s O g
Tobacco If “Yes,” and not presently smoking, when did Primary Proposed Insured quit?
Use When did Additional Proposed Insured quit?.
(b) Used tobacCo in any Other FOMM?.... ..o ettt b e O O
If “Yes,” what type?
Section X Yes No
(8 Has Primary Proposed Insured and/or Additional Proposed Insured had their driver’slicense
Driving restricted or revoked, or been cited for more than 3 moving violationswithin thelast 3years? ............... O g

Specia Requestsand Remarks:
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PART I1 --NON-MEDICAL SECTION

Application No.

1 (@) Proposed Insured #1: Height | ft  in|Weight|  Ibs|Weight changein past year [Jnone [Jioss [Jgain
(b) Doyou have apersona doctor? [] Yes [_] No (If “Yes” give name, address and telephone number.)

2 (a) Proposed Insured #2: Height | ft  in |Weight| Ibs |Weight changein past year [Jnone [Jloss [Jgain
(b) Doyou have apersona doctor? [_] Yes [_] No (If “Yes,” give name, address and telephone number.)

Please answer all Questions for Each person to be insured

3. Have you been diagnosed or treated by a member of the Medical Profession in thelast 10 yearsfor:

(Circle conditionsto which “Yes’ answer applies and give details below.)
(@ Convulsions, epilepsy, paralysis, mental or NErvVoUS diSOrders? .........ccoeoeereereeierienieneniese e
(b) Chest pain, high blood pressure, heart murmur, heart attack, stroke, or other disorder of the

NEart OF CIFCUIBEONY SYSIEM? ....ccuiciicieieeiesiesiestee e e e e e e e sessestesaesaestesteseeneensesseneeneeneennenens
(c) Asthma, emphysema, bronchitis, tuberculosis, or chronic respiratory diSease? ........ccccveeeverierennns
(d) Jaundice, intestinal bleeding, ulcer, chronic colitis, diverticulitis, or other liver or

0aStro-iNteStiNGl AISOTUEN? .....cveeeeeeetece ettt sr et se e e e e eneenensennennenees
(6) Complicated pregnancy, hysterectomy, disorder of breast or female organs? ..........cccccoeeeieninicnnns
(f) Disease of kidney, bladder, prostate, or sugar or Protein in UMNE? .........ooerereerereeneeeeieeeseseneeeens
(9) Lossof vision, amputation, deformity, arthritis or any disorder of muscles, bonesor joints?..........
(h) Cancer, tumor, diabetesor glandular diSOFAEI? ..........coeiiriririieie e

4. To the best of your knowledge have you or has any other Proposed Insured:
(Circle conditionsto which “Yes’ answer applies and give details below.)
(a) Other than above, had examination, treatment or consultation with adoctor, or been hospital
confined during the PASt 5 YEAIS? .......cieierererieeereeeees ettt sa e e e enennenes
(b) Beenon, or are now on, any medication or prescribed diet?...........ooeeieieieicieee e
(c) Beentreated for drug addiction, alcoholism or been amember of Alcoholics Anonymous?............
(d) Ever used narcotics, hallucinogens, barbiturates, heroin or any other drug not prescribed by
=017 o - 1P
(& Inthe past 10 years have you been treated for or been diagnosed by a member of the medical
profession as having Acquired Immune Deficiency Syndrome (AIDS) ? ....cooveeeiereeienienienesenenens
(f) Everreceived disability DENEFITS? ...c.vieieeceecees e
(g) Been advised to have any diagnostic test, hospitalization or surgery which has not been
[00]001 0= (= 1RSSR
(h) Had a parent, brother or sister who had cancer, diabetes, heart disease, or who committed
suicide? (Please show age at onset and/or date of death) ........ccceeevevercrescseeeee e

Proposed |Proposed| Children
Insured | Insured
#1 #2

yes no | yes no | yes no
oo (ob|od
o (g | dd
oo (oo | od
o (g | dd
oo (o | ad
o (g | dd
o (g | dd
oo (oo | od
YES NO | YeS no | yes no
o (g | dd
oo (o | ad
oo (oo | od
oo (oo | od
oo (o |t
oo (oo | od
oo (oo | od
oo (oo | od

Question

Person’sN
son’sName Nurmber

(if applicable)

Name, Address and Telephone # of
Details or Reasons Duration Attending Doctor and Hospital
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HOMEOFFICEENDORSEMENTS

(Not to be used where prohibited by Statute or Insurance Department ruling)

DECLARATIONS

I (We) represent that all statements and answers madein all parts of this application are full, complete and true to the best of my
(our) knowledge and belief. It isagreed that:

(1) All such statements and answers shall be the basis for and a part of any policy issued on this application.

(2) No agent or medical examiner can accept risks or make or change contracts or waive U.S. Financia’srights or requirements.

(33) Any prepayment made with this application will be subject to the provisions of the Temporary Life Insurance

Agreement;
(3b) If thereisno prepayment made with this application, the policy will not take effect until both:
(I thefirst premium ispaid during the lifetime of the proposed insured and while his/her health and the facts and

other conditions affecting his/her insurability are as described in Part | and Part 11 of this application;
(I1) and until the policy is delivered to the proposed owner.
(4) No one except the President, Vice President or the Secretary can make, alter or discharge contracts or waive any of the

Company’srights or requirements.
(5) Acceptance of the policy by the Owner shall constitute ratification of any changes made by U.S. Financial under “Home Office

Endorsements.”

NOTICE - Any person who knowingly and with intent to defraud any insurance company or other person files an application for insur-
ance or statement of claim containing any materially falseinformation or concealsfor the purpose of misleading, informa-
tion concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to

criminal and civil penalties.

Dated
Signature of Proposed Insured #1
Signed At
City and State Signature of Proposed Insured #2
Signature of Additional Insured Signature of Applicant/Owner,
(If 18 yearsold or older, otherwise, parent’s signature needed.) if Other than Proposed Insured

(If acorporation, state name)

Signature of Children’sBenefit Insured
(If 18 yearsold or older, otherwise, parent’s signature needed.)

By

Witnessed by Agent Signature of Corporate Officer

UND-C1-PA (4/91)



U.S. Financial Lifelnsurance Company
AnAXA Financial Company

AUTHORIZATIONTO OBTAINAND DISCLOSEINFORMATION

| authorize U.S. Financial Life Insurance Company and/or it’sreinsurer(s) to obtain medical and other information on me or my minor
children. Thisincludes information about drugs and alcohol and about diagnosis, treatment and prognosis of any physical or mental
condition, aswell asany other non-medical information.

| authorizethe release of thisinformation to U.S. Financial Life Insurance Company and/or itsreinsurers.

Thisinformation can be released by doctors including medical practitioners and pharmacists. It can aso be released by any hospital,
clinic or other medical or medically related facility, including facilitiesrun by the Veteran’sAdministration. Information can also be
released by insurers, reinsurers, the Medical Information Bureau (M1B), employers and consumer reporting agencies.

| also authorize all the above sources (except the MIB) to give such records or information to any consumer reporting agencies
employed by U.S. Financial to collect and transmit such information.

| acknowledge that the information obtained by this authorization will be used by U.S. Financial to determineeligibility for

insurance applied for, and may be used to determine eligibility for benefits under an existing policy. Any information obtained will only
bereleased by U.S. Financial to reinsurers, the MIB, or other persons or organizations performing business or legal servicesin connec-
tion with my application or aclaim. Theinformation may also bereleasedif U.S. Financial isrequired to do so by law, or if | authorizeits
release.

Thisauthorization shall be valid for 30 months from the date shown below. | may obtain acopy of thisif | ask for it. A photographic
copy shall beasvalid asthe original.

| authorize U.S. Financial Life Insurance Company to obtain one or moreinvestigative consumer report(s) on me.

| have received a copy of the Notice of Information Practices.

Date:

Signature of Proposed Insured #1

Signature of Additional Insured Signature of Proposed Insured #2
(If 18 yearsold or older, otherwise,
parent’s signature needed.)

Signature of Children’sBenefit Insured Signature of Parent or Legal Guardian,
(If 18 yearsold or older, otherwise (if minor child(ren) proposed for insurance)
parent’s signature needed.)

THISAUTHORIZATION MUST BE S GNED BEFOREAPPLICATION CAN BE PROCESSED

7
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AGENT'SREPORT -PLEASECOMPLETEINFULL

SECTION A - General Information yes no
1 Do you have knowledge of or reason to believe that replacement or change of existing life insurance or annuities may be
TNVOIVEO? ..ttt bbbt h e b8 H e E e E £ H £ E £ H £ £ £ £ e E b e bttt bbbt r e OO

(If “Yes,” supply details Section V11, Page 4.)
2 What is purpose of insurance applied for?
3.a How long and how well have you known each proposed insured?

T N (Yo (= = 1= SRR O O
4. Were you present with the Proposed Insured and Other Insured(s) when this application was completed? ............cccu.... O O
(If “No,” Explain)
5. If Proposed Insured’s name was changed for any reason, state previous name and date changed
6. Isaparamed or Medical Examination required for: Proposed INSUred ..o O O
If“Yes,” fill in below Other INSUrEd .......cocvirreeccrere e O O
Name of Insured Dateof Exam Typeof Exam Examiner Paramedical Service Name Specia Studies

7. Have you any information about health, character, habits, residence, mode of life, contemplated travel, or occupation affect-

ing thisrisk whichisnot fully explained in thisreport or in the application? (If “ Yes,” give detailsin Remarkssection) ... [] []
8. If the Proposed Insured or Other Insured is Under age 15:

(@ Applicant’srelationship to the child:

(b) Amount of insuranceon lifeof : Father| $ | Mother [$ [
(o)L 0 oINS = =1 0= o o o S O O
(d) Age of brothers and sisters of the child and amount of insurance in force on each of their lives:
Age Insurance Age Insurance Age Insurance  Age Insurance
9. Primary Insured: Earned Income: $ Unearned Income: $ Net Worth: $
Other Insured: Earned Income: $ Unearned Income: $ Net Worth: $

SECTION B Business|nformation (Completeonly if insuranceisfor businesspur poses)

1 (8 What is approximate net worth of business? $ 3. Businessinsurance applied for and in force on any
(b) What is approx. net yearly businessincome? $ proposed insured and any Partners, Officers, or Key
(c) What is Market Value of business? $ Person: (If “None,” explain in Remarks Section).

Name Title& Interest Amount Company

2 (9) Isit a[_] partnership[_] corporation [_] sole proprietorship
(b) What percentage of business does Proposed Insured own
or control; %

SECTION C - Agent’ sRemarks Section
Except as set forth below, | hereby represent that | know nothing affecting the insurability of any person applying for insurance which
isnot fully set forth in these papers.

Signature of Soliciting Agent

Print full name as signed above

COMPLETEFOR PROPER PRODUCTIONCREDIT

Agency Code Number Address Phone Number
Agent Code Number Address Phone Number
%
Agent Code Number Address Phone Number
%
8
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U.S. Financial Lifelnsurance Company
AnAXA Financial Company

AVIATION QUESTIONNAIRE

m d
Nameof Proposed | nsured Dateof Birth |1L|

Section | For Pilots, Sudentsand Crew Members:
Hours Total of Solo Hours Flown Total Hours Flown Estimated Hours Flying
Flown In Past 12 Months: InNext 12 Months:
Section 1

[] Private [ Instrument Flight Rating (IFR)
Pilot [ Student [] Commercia
Certificate [ Airline Transportation Rating (ATR) [] Flight Instructor

Have you ever been grounded or had your license revoked? [] Yes [] No (If Yes, givedetailsin Remarks below.)

Section 111 [] PleasureFlying [] Freight Carrying or Passenger Service
[] Persona Business [ Instructor
Typeof [ Crop Dusting [] Other (Givedetailsin Remarksbelow.)
Flying [] Employer Aircraft or Employee Transportation
Section IV (@ Military Branchor Organization | [

(b) TypeAircraft | |

Military Date of Last Flight
Flying (c) If not pilot, specify capacity in which youfly | | m d vy

L1 1 |

Section V

(@ Haveyou ever flown or do you intend to fly: Yes No
Other Ultralight, Biplane, Prototype, experimental or personally built or assembled aircraft? ............ O O
Flying (If Yes, complete Avocation Questionnaire, Page 10.)

(b) Haveyou within the past 12 months, or do you contemplate flying inthe Civil Air Patrol? .... [] |

(¢) Do you contemplate achange from your present flying to commercial or military flying? ....... O O

(If Yes, givedetailsin Remarksbel ow.)
Section VI Should you not qualify for full coverage at standard rates, do you desire: Yes No
Aviation (@ Full coveragewith extrapremium, if @vallabl€? ........coveieieieirie e O O
Rates (b) Restricted aviation coverage without extrapremium, if available? ... O O
Remarks:

Theabovestatementsand answer sarecompleteand trueto the best of my knowledgeand belief and will bethebasisfor and a part of
any policy issued based on them.

Signed at
City and State Signature of Proposed Insured
Date
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U.S. Financial Lifelnsurance Company
AnAXA Financial Company

AVOCATION QUESTIONNAIRE
m d vy

Name of Proposedlnsured:| | Dateof Birth | | |

Section | Auto, M otor cycle, Snowmobile, M otor boat:
Type: [] midget [] stock [] hotrod [T] drag [] sportscar [_] snowmobile [T] cycle [] boat [] other
Racing Vehicleor boat: make& model Class & category
Sports  Displacement Horsepower
Timing /2" of": [] vehiclevs. vehicle[] vehiclevs. clock Maximum speed attained mph
Location: [Jovatrack [] closedcircuit [] dragstrip [] hill climb [ other
Have you ever had aracing accident? [] Yes [] No (If “Yes,” explain detailsin Remarks bel ow)
Racing Organizations affiliated with
Races supervised by

Last12 1to2 Edtimate
Frequency (Number of Races) Months YearsAgo Next 12 Months
Section 11
Type: [] scuba [] skin [] snorkel Purpose: [] recreation  [] rescue [] salvage
Locations: [] oceans []lakes []rivers [] pools [] quarries [_] caves [_] other
Underwater Haveyoureceived formal divingtraining? [T] Yes [] No(If “Yes" givedetailsin Remarksbelow)
Sports Do you use the “buddy system”? [T] Yes [] No
Number of Dives Number of Dives Number of Dives
Depth. AverageTime Last 12 Months 1to2YearsAgo Est. Next 12 Months
0-75ft. Mins.
76-125ft. Mins.
Over 125ft. Mins.

Section 111 Pleaseldentify Which of theActivitiesYou Participateln:

[skydiving [Jhanggliding [Jultrdights []biplaning []parachuting [_]ballooning [_]other |:|

Sky If sky diving: Yes No If ballooning: Yes No

Sports Delayed jumping done? ................ O O Gasballooning? ............... O O
Any stunting or baton passing?.....[ ] O Hot air ballooning?........... O O
Areyouamember of aclub?........... O

What class of license do you hold?.
Usual location or type of terrain?

Have you been in an accident connected with this avocation?..................... [ Yes [] No
(If “Yes,” givedetailsin Remarks below)

Number of flightsor jumps: Last12Mos. —___1to2Yearsago — EstNext12Mos.
Average height Maximum height

Average distance Maximum distance

Average duration Maximum duration

Remarksor Other Avocations(I ncludedetailsregar ding nature, location, frequency, and degreeof participation.)

Theabovestatementsand answer sarecompleteand truetothebest of my knowledgeand belief and will bethebasisfor and apart of
any policy issued based on them.

Signed at

City and State Signature of Proposed Insured

Date
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PERSONAL HISTORY INTERVIEW TELEPHONE INFORMATION

Insured’sName

Telephone number you would like usto call:

Home Business
(Ared)  (Number) (Ared)  (Number) (Bxt)
The best timefor usto call you is: am. p.m. | | TimeZone
(Agent’'sName) (Agency or Office)

PLEASE DETACH HERE AND GIVE THIS PART TO THE PROPOSED INSURED,
PERSONAL HISTORY INTERVIEW NOTICE

As part of your application you have been given and acknowledged receipt of the “Notice of Insurance Information Practices’. This
“Notice” has informed you of the necessity of information required about you and other persons who may be proposed for insurance. The
“Notice” also informed you about the Medical Information Bureau and any investigative consumer report which may be requested.

In order to offer insurance at the lowest possible cost U.S. Financial Life Insurance Company has specially trained employees that may
call you to discuss information contained in your application or to ask questions related to the underwriting of your insurance. Whether
they call depends upon the amount of insurance applied for. We will attempt to conduct this telephone interview at your convenience and
at a number you designate. The information portion of this form contains the data needed to complete such acall. Your cooperation in
supplying this information is appreciated and will greatly assist in the prompt underwriting of the insurance applied for.

UND-C1-PA (4/91) n



U.S.
. FINANCIAL
LIFE Insurance Co.
An AXA Financial Company

A Sock I nsurance Company
U.S. Financial Lifelnsurance Company
AnAXA Financial Company
10290 Alliance Road -- PO Box 429560
Cincinnati, OH 45242
513-686-2000
www.ustli.com

REQUEST FORPAYORS TAXPAYERIDENTIFICATIONNUMBERAND CERTIFICATION

Enter your taxpayer identification number in the appropriate box. For most individuals, thisisyour Social Security Number.

SSH#

Tax1.D#

Certification-Under penaltiesof perjury, | certify that:

1. The number shown onthisformismy correct Taxpayer |dentification Number (or I am waiting for anumber to beissued to me), and
2. | am not subject to backup withholding either because | have not been notified by the Internal Revenue Service (IRS) that | am
subject to backup withholding as aresult of failureto report all interest or dividends, or the IRS has notified methat | am no longer

subject to backup withholding.

Certification Instructions:

You must cross out item (2) above if you have been notified by IRS that you are subject to backup withholding because of
underreporting interest or dividends on your tax return. However, if after being notified by IRS that you were subject to backup
withholding you received another notification from IRS that you are no longer subject to backup withholding, do not cross out item (2).

Please sign here

(Signatureof applicant, Trustee/Employer) (Date)
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TEMPORARY LIFEINSURANCEAGREEMENT (TIA)
ThisAgreement providesaLimited Amount of Life Insurance Protection, for aLimited Period of time, subject to the terms of this
agreement.
Advance payment in the Amount of $ in connection with Application # ismadefor

Lifelnsurance on

Name of Proposed Insured(s)
Has the person(s) listed above as Proposed Insured(s):
1. Within the past 90 days, been admitted to a hospital or other medical facility,

been advised to be admitted, or had surgery performed or recommended? _ Yes No
2. Within the past 2 years, been treated for heart trouble, chest pain, stroke, or cancer,
or had such treatment recommended by a physician or other medical practitioner? Yes No

If either of the above questionsisanswered Y ES or LEFT BLANK, no representative of the Company is authorized
to accept money; and NO COV ERAGE will take effect under the Agreement.

TERMSAND CONDITIONS
AMOUNT OF COVERAGE $100,000 MAXIMUM FORALL APPLICATIONSORAGREEMENTS
If money has been accepted by the Company as advance payment for an application for Life Insurance and a Proposed Insured dies
while thistemporary insuranceisin effect, the Company will pay to the beneficiary designated in the Application the lesser of (a) the
amount of all death benefits applied for in the Application, including any accidental or supplemental death benefits, if
applicable, or (b) $100,000. In no event shall the total benefit payable under this Agreement and under any other Temporary |nsurance
Agreement with the Company exceed $100,000 with respect to ALL Proposed I nsured(s).

In order for al or any part of any Accidental Death Benefit amount to be included in the Temporary Insurance Agreement Death Benefit
for a Proposed Insured, the Accidental Death Benefit Rider must be applied for with respect to such Proposed Insured, and the death
of such Proposed Insured must have been such that the Accidental Death Benefit would be payable if the Accidental Death Benefit
Rider of the policy applied for werein force.
DATECOVERAGEBEGINS
Temporary Life Insurance under this Agreement will begin on the date of thisAgreement but only if Part | and Part |1 of the Application
have been completed on the same date or prior to the date of this Agreement and at least one month’s premium for the policy applied
for, but not less than $20.00, is received on the date of this Agreement.
DATE COVERAGE TERMINATES--60DAYSMAXIMUM
Temporary Life Insurance under thisAgreement will terminate automatically on the earliest of:
(a) 60 daysfrom the date of thisAgreement, or
(b) the date that insurance takes effect under the policy applied for, or
(c) the date apolicy, other than as applied for, is offered to the Applicant, or
(d) the date the Company mails notice of termination of coverage to the premium notice address designated in the Application. The
Company may terminate coverage at any time.
SPECIALLIMITATIONS
* In no event will adeath benefit be paid under both the Agreement and the policy applied for on the application.
* Fraud or material misrepresentationsin the Application or if the answersto the Health questions of this Agreement
invalidate this Agreement and the Company’sonly liability isfor refund of any payment made.
* No one is authorized to accept money on Proposed Insureds under 15 days of age or over age 70 (nearest birthday) on
the date of this Agreement, nor will any coverage take effect.
* |f the Proposed Insured dies by suicide, the Company’s liability under this Agreement islimited to arefund of the payment
made, if we can show the Proposed Insured intended suicide at the time of this Agreement.
* Thereis no coverage under this Agreement if the check or draft submitted as payment is not honored by the bank.
* No oneisauthorized to waive or modify any of the provisions of this Agreement.
| (WEHAVE RECEIVED A COPY OFAND HAVE READ THISAGREEMENTAND DECLARE THAT THEANSWERSARETRUETO
THEBEST OFMY (OUR) KNOWLEDGEAND BELIEF. | (WE) UNDERSTANDAND AGREETOALL ITSTERMS.

Date of thisAgreement is 20
Applicant (if other than proposed insured) Signature of Proposed Insured

(If below age 18, parent or guardian must sign)
Signature of Agent Signature of Additional Proposed Insured

NOTICE: TheApplicant should retain acopy of thisAgreement; the original will be retained by the Company. If you do not hear from
the Company regarding the insurance applied for within 70 days from the date of this Agreement, notify the Company at

10290 Alliance Road, Cincinnati, OH 45242
UND-C1-PA (4/91) 3



TEMPORARY LIFEINSURANCEAGREEMENT (TIA)
ThisAgreement providesaLimited Amount of Life Insurance Protection, for aLimited Period of time, subject to thetermsof this
agreement.
Advance payment in the Amount of $ in connection with Application # ismadefor

Lifelnsuranceon

Name of Proposed Insured(s)
Has the person(s) listed above as Proposed Insured(s):
1. Within the past 90 days, been admitted to ahospital or other medical facility,

been advised to be admitted, or had surgery performed or recommended? __Yes No
2. Within the past 2 years, been treated for heart trouble, chest pain, stroke, or cancer,
or had such treatment recommended by a physician or other medical practitioner? Yes No

If either of the above questionsisanswered YES or LEFT BLANK, no representative of the Company is authorized
to accept money; and NO COVERAGE will take effect under the Agreement.

TERMSAND CONDITIONS
AMOUNT OF COVERAGE $100,000MAXIMUM FORALL APPLICATIONSORAGREEMENTS
If money has been accepted by the Company as advance payment for an application for Life Insurance and a Proposed Insured dies
while thistemporary insuranceisin effect, the Company will pay to the beneficiary designated in the Application the lesser of (a) the
amount of all death benefits applied for in the Application, including any accidental or supplemental death benefits, if
applicable, or (b) $100,000. In no event shall thetotal benefit payable under this Agreement and under any other Temporary Insurance
Agreement with the Company exceed $100,000 with respect to AL L Proposed Insured(s).

Inorder for al or any part of any Accidental Death Benefit amount to beincluded in the Temporary Insurance Agreement Death Benefit
for aProposed Insured, the Accidental Death Benefit Rider must be applied for with respect to such Proposed Insured, and the death
of such Proposed Insured must have been such that the Accidental Death Benefit would be payable if the Accidental Death Benefit
Rider of the policy applied for werein force.
DATE COVERAGEBEGINS
Temporary Life Insurance under thisAgreement will begin on the date of thisAgreement but only if Part | and Part |1 of the Application
have been completed on the same date or prior to the date of thisAgreement and at |east one month’s premium for the policy applied
for, but not less than $20.00, is received on the date of this Agreement.
DATE COVERAGE TERMINATES--60DAY SMAXIMUM
Temporary Life Insurance under thisAgreement will terminate automatically on the earliest of:
(a) 60 daysfrom the date of thisAgreement, or
(b) the date that insurance takes effect under the policy applied for, or
(c) the date apolicy, other than as applied for, is offered to the Applicant, or
(d) the date the Company mails notice of termination of coverage to the premium notice address designated in the Application. The
Company may terminate coverage at any time.
SPECIAL LIMITATIONS
* |nno event will adeath benefit be paid under both the Agreement and the policy applied for on the application.
* Fraud or material misrepresentationsin the Application or if the answersto the Health questions of this Agreement
invalidate this Agreement and the Company’s only liahility isfor refund of any payment made.
* No oneis authorized to accept money on Proposed Insureds under 15 days of age or over age 70 (nearest birthday) on
the date of this Agreement, nor will any coverage take effect.
* | the Proposed Insured dies by suicide, the Company’sliability under this Agreement is limited to arefund of the payment
made, if we can show the Proposed Insured intended suicide at the time of this Agreement.
* Thereis no coverage under this Agreement if the check or draft submitted as payment is not honored by the bank.
* No oneisauthorized to waive or modify any of the provisions of this Agreement.
| (WEHAVE RECEIVED A COPY OFAND HAVE READ THISAGREEMENTAND DECLARE THAT THEANSWERSARETRUETO
THEBEST OFMY (OUR) KNOWLEDGEAND BELIEF. | (WE) UNDERSTANDAND AGREETOALL ITSTERMS.

Date of thisAgreement is 20
Applicant (if other than proposed insured) Signature of Proposed Insured

(If below age 18, parent or guardian must sign)
Signature of Agent Signature of Additional Proposed Insured

NOTICE: TheApplicant should retain acopy of this Agreement; the original will be retained by the Company. If you do not hear from
the Company regarding the insurance applied for within 70 days from the date of this Agreement, notify the Company at
10290Alliance Road, Cincinnati, OH 45242
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AGENT: Do Not Separate  FORM MUST BE COMPLETED IN FULL AND ACCOMPANIED
BY A PERSONAL CHECK MARKED “VOID".

AUTHORIZATIONTO U.S FINANCIAL LIFEINSURANCE COM PANY
TOINITIATEDEBIT ENTRIESON BANK ACCOUNT

For the purpose of paying premiumsfor insurance on the life of

Issued under Application No. or, inforce under Policy No.

| hereby authorize U.S. Financial Life Insurance Company to initiate debit entries, whether by electronic or paper means, on my

account at the Bank Account No.

(Bank)

(City) (State) (Zip)

Such authorization to be revocable only upon receipt by U.S. Financial Life Insurance Company of awritten revocation.
| agree that the initiation of such debit entries to such bank shall constitute due notice of premiums being due upon the policy.

My Debhit Date is the same as the
Policy Date unless indicated below Date

] other Date

(Signature)

AUTHORIZATIONTOMY BANK
TOHONORDEBIT ENTRIESONBANK ACCOUNT

As aconvenience to me, | hereby request and authorize you to honor debit entries, whether by electronic or paper means, with said
debits made to my account and drawn by U. S. Financial Life Insurance Company, provided there are sufficient collected fundsin said
account to pay the same upon presentation. | agree that your rightsin respect to such debit shall be the same as if it were a check
drawn on you and signed personally by me. | hereby agree that if any debit is not paid by you for any reason, with or without cause or
whether such nonpayment is intentional, inadvertent or otherwise, you shall be under no liability whatsoever, even though such
nonpayment resultsin the forfeiture of insurance. Thisauthorizationistoremainin full force and effect until revoked by me upon 30
days written notice, and until you actually receive such notice | agree that you shall be fully protected in honoring any such debit to
my account.

Date Signature

(Asit appears on bank records)



U.S.
E FINANCIAL
LIFE Insurance Co.

AMember of THE MONY GROUP
EXAMINER’'SNAME AND ADDRESS

NOTICE AND CONSENT FOR BLOOD TESTING
WHICH MAY INCLUDE AIDSAND (HIV) ANTIBODY/ANTIGEN TESTING

To determine your insurability , U.S. Financial Life Inc. Co. (theinsurer) has requested that you provide a sample of your blood
for testing and analysis. All testswill be performed by alicensed laboratory.

Tests may be performed to determine the presence of antibodies or antigens to the Human Immunodeficiency Virus (HIV), aso
known asthe AIDSvirus. The HIV antibody test is actually a series of tests done by a medically accepted procedure. The HIV
antigen test directly identifies AIDS viral particles. These tests are extremely reliable. Other tests which may be performed
include determinations of blood cholesterol and related lipids (fats) and screening for liver or kidney disorders, diabetes, and
immune disorders.

All testsresultswill betreated confidentially. They will be reported by the laboratory to theinsurer. When necessary for business
reasons in connection with insurance you have or had applied for with the Insurer, the Insurer may disclose test results to others
such asits affiliates, reinsurers, employees or contractors. If the insurer is a member of the Medical Information Bureau (MIB,
Inc.), and if the test results for HIV antibodies/antigens are other than normal, the Insurer will report to the MIB, Inc., ageneric
code which signifies only a nonspecific blood test abnormality. The test results may also be disclosed to any member company
that receives an application for health or life insurance on your life. If your HIV test isnormal, no report will be made about it to
the MIB, Inc. Other test results may be reported to the MIB, Inc., in amore specific manner. The organizations described in this
paragraph may maintain the test resultsin afile or databank. Therewill be no other disclosure of test results or even that the tests
have been done except as may be required or permitted by law or as authorized by you.

If your HIV test results are normal, no routine notification will be sent to you. If the HIV test results are other than normal, the
insurer will contact you. Theinsurer may also contact you if there are other abnormal test results which, in the Insurer’s opinion,
are significant. The insurer may ask you for the name of a physician or other health care provider to whom you may authorize
disclosure and with whom you may wish to discuss the results.

Positive HIV antibody or antigen test results or other significant blood abnormalities will adversely affect your application for
insurance. This means that your application may be declined, that an increased premium may be charged, or that other policy
changes may be necessary.

| haveread and | understand this Notice and Consent For Blood Testing which may include AIDS Virus (HIV) Antibody/Antigen
Testing. | voluntarily consent to thewithdrawal of blood from me by needle, thetesting of that blood, and the disclosure of thetest
results as described above. In the event of a positive test result, | authorize U.S. Financial Life Insurance Company to send the
test results to the following health care professional for post-test counseling and for Health department reporting purposes:

(Physician's Name)

(Physician's Address)

| understand that | have the right to request a copy of thisauthorization. A photocopy of thisform will be asvalid asthe original.

Proposed Insured Date of Birth

Signature of Proposed Insured or Parent/Guardian Date State of Residence

UND-A1-PA (4/94)
10290 Alliance Road - Cincinnati, OH 45242 - (513) 686-2000



U.S.
E FINANCIAL
LIFE [nsurance Co.

A Member of THE MONY GROUP

NOTICE OF INFORMATION PRACTICES

(Including Medical Information Bureau Notice and Fair Credit Reporting Act Notice)

THISNOTICE MUST BE GIVEN TO THE PROPOSED INSURED

In considering your application, information from various sources will be considered. Theseinclude your
statements, the results of your physical examination (if required), and reports we get from doctors or
medical facilitieswhich have attended you. Information about your insurability will be treated as confi-
dential. We, or our reinsurers, may, however, make a brief report of thisto the Medical Information
Bureau, anonprofit membership of organization of lifeinsurance companies, which operates an informa-
tion exchange on behalf of itsmembers. If you apply to another Bureau member company for lifeor health
insurance coverage, or aclaimfor benefitsissubmitted to such acompany, the Bureau, upon request, will
supply such company with theinformationinitsfile. Uponrece pt of arequest from you, the Bureauwill
arrangedisclosureof any information it may haveinyour file. If you question the accuracy of informationinthe
Bureau' sfile, you may contact the Bureau and seek acorrection in accordance with the procedures set forthin
thefederal Fair Credit Reporting Act. Theaddressof the bureau’sinformation officeisPO. Box 105, Essex
Station, Boston, Massachusetts 02112, tel ephone number

(617) 426-3660.

We, or our reinsurers, may also release information to other life insurance companies to whom you apply
for life or health insurance, or to whom aclaim is submitted.

In addition, we may get an investigative report from a consumer reporting agency. Thisreport requires
personal interviews with your neighbors, friends, or other acquaintances for information asto your
general reputation, personal characteristics and mode of living. As part of your application, you have
authorized us to do this. You have the right to be personally interviewed and to make awritten request
within areasonabl e period about the nature and scope of thisinvestigation. Upon written request, you
will betold if such areport has actually been ordered, and if it has, we will give you the name and address
of the consumer reporting agency. You may contact this consumer reporting agency and ask for a copy
of such report.

Unless alegitimate business need exists or we are required to do so by law, the information we get in this
report, aswell as any other information which we later acquire, will not be disclosed to anyone else
without your consent. You may request a copy of al information acquired by us and have aright to
correct any personal information which you feel isinaccurate. Wewill, if required by law, giveyou a
more detailed notice of the types of personal information which we get in considering your application, as
well asany additional rightswhich you may have.

10290 Alliance Road * Cincinnati, OH 45242 * (513) 686-2000



Disclosur e Statement

u.S.
E FINANCIAL
LIFE Insurance Co.

An AXA Financial Company

This Disclosure Statement with all applicable blanks filled inisfor your protection. It gives you basi ¢ informati on about the cost of coverage of the
insurance being solicited. Read it carefully before signing any agreement to buy life insurance.

ThisDisclosure Statement shall not be considered asan offer to contract or asaltering or modifying any policy or rider that may beissued.

Name of Proposed Insured

Age Sex

Name of Agent Preparing Disclosure

Agent Home Address or Agency Address

Agent’ s Telephone

Name of Insurer

Home Office Address of Insurer (City & State)

Direct al Correspondenceto (Insurer’sHome or Administrative Office)

Descriptive Title of Coverage

Face Amount of Coverage (1) If
not applicable,
Description of Coverage

Annual Premium
If not known, Premium
for Mode Quoted (2)

Palicy

Rider (s)

Supplemental The cost isincluded in the Premium
Benefit(s) for the policy

(Builtinto Palicy)

The Face Amount of Coverage Changes as Foll ows:

For Policy Rider Supplement

Premium Changes Ultimate Premium | Ann | S/A | Qtr | Mth | Policy Year (Age) |Or RepresentativePrem | Ann | S/A | Qtr. | Mth
Pol. Rider Sup. | $ $ and $
Ultimate Premium Ann | SA | Qtr | Mth | Policy Year (Age)
$ And
Retirement Income: Y our Palicy is designated to pay a guaranteed Starting Age Year For Life
YEARS

GUARANTEED CASH VALUE, If you continuoudy pay your premiums on this policy asthey come due, you will have the following
guaranteed Cash Value for each $1,000 (or face amount). Y ou may borrow against this Cash Vaue at an annual interest charge.

Annual Interest Charge
%

Number of years Palicy hasbeeninforce

$ 10 20

Agehh

Total Accumulated Cash Value per $1,000

(or Total Face Amount)

The prospectiveinsured has hasnot requested an earlier delivery of theindex.

Upon reguest either the company or agent will furnish you with additional information about the insurance described,
If inapplicable to insurance being offered, section may be del eted entirely or clearly marked “Not Applicable’

Certification of Disclosure Statement Delivery

I hereby certify that acopy of thiswritten disclosure statement required by Chapter 23 of the Pennsyl vania Insurance Department Regulation was
given to the applicant at the time that thelife insurance appli cation was signed by the appli cant.

Applicant’s Name (please print)

Date

Agent’s Signature

DIS PA (11-90)

Copy One — Applicant

Copy Two — Agent

Copy Three — Home Office

10290 Alliance Road - Cincinnati, OH 45242 - (513) 686-2000




Authorization for Release of Health-Related | nfor mation

to U.S. Financial Life Insurance Company
Thisauthorization complies with the HIPAA Privacy Rule

[ I
Name of proposed insured/patient (please print) Date of birth

| hereby authorize the release of information from all doctors and/or facilities, including the following:

Name Address
Name Address
Name Address

| authorize any hedth plan, physician, hedth care professional, hospital, clinic, laboratory, pharmacy, medical
facility, or other health care provider that has provided payment, treatment or services to me or on my behalf within
the past 10 years (“My Providers”) to disclose my entire medical record and any other protected health information
concerning me to the U.S. Financia Life Insurance Company (U.S. Financial) and LabOne, Inc., its agents,
employees, and representatives.  LabOne, Inc. is obtaining this information on behaf of U.S. Financia Life
Insurance Company (U.S. Financia) for the express purposes outlined in the third paragraph of thisrelease. This
includes information on the diagnosis or treatment of Human Immunodeficiency Virus (HIV) infection and sexually
trangmitted diseases. This aso includes information on the diagnosis and treatment of mental illness and the use of
alcohoal, drugs, and tobacco, but excludes psychotherapy notes.

By my signature below, | acknowledge that any agreements | have made to restrict my protected health information
do not apply to this authorization and | instruct any physician, hedth care professional, hospital, clinic, medical
facility, or other hedth care provider to release and disclose my entire medical record without restriction.

This protected health information is to be disclosed under this Authorization so that U.S. Financia may: 1)
underwrite my application for coverage, make digibility, risk rating, policy issuance and enroll ment determinations;
2) obtain reinsurance; 3) administer claims and determine or fulfill responsibility for coverage and provision of
benefits, 4) administer coverage; and 5) conduct other legaly permissible activities that relate to any coverage |
have or have applied for with U.S. Financial.

This authorization shall remain in force for 30 months following the date of my signature below, and a copy of this
authorization isasvalid as the origina. | understand that | have the right to revoke this authorization in writing, at
any time, by sending a written request for revocation to U.S. Financia a 10290 Alliance Road, Cincinnati, OH
45242 Attention: Privacy Official. | understand that a revocation is not effective to the extent that any of My
Providers has relied on this Authorization or to the extent that U.S. Financia has a legal right to contest a claim
under an insurance policy or to contest the policy itself. | understand that any information that is disclosed pursuant
to this authorization may be redisclosed and no longer covered by federa rules governing privacy and
confidentiality of health information.

| understand that My Providers may not refuse to provide treatment or payment for hedth care servicesif | refuseto
sign this authorization. | further understand that if | refuse to sign this authorization to release my complete medical
record, U.S. Financial may not be able to process my application, or if coverage has been issued may not be able to
make any benefit payments. | acknowledge that | have received a copy of this authorization.

Signature of Proposed Insured/Patient or Personal Representative Date

Description of Personal Representative’ s Authority or Relationship to Patient

01/05



U.s.
E FINANCIAL
LIFE nsurance Co.

A Member of THE MONY GROUP

Application Checklist

Helpushelpyou placethat case! Listed bel ow are some of the common problem areas on new applica
tions. Pleasetakethetimeto review your application before submitting it.

1. BE HONEST AND THOROUGH. Remember, we are trying to look for reasons to insure
your client, but if the client conceals part of their medical history, it isonly prudent for usto
be concerned about the overall integrity of the case and respond accordingly. Encourage your
client to be forthcoming with complete information and we will be ableto really work to get
the best offer. We can make truly impressive offers where al others have failed.

2. PAY CLOSE ATTENTION TO SECTION #7 ON PAGE 4. This question regards other life/
health insurance that has been offered as rated, declined or modified. Do not skip this ques-
tion. An honest answer isrequired and can go along way in winning the confidence of your
underwriter. On the other hand, an incomplete answer can adversely affect the case.

3. DO NOT COMPLETE THE TEMPORARY INSURANCE AGREEMENT AND/OR
COLLECT MONEY IF THE PROPOSED INSURED ANSWERED QUESTIONS “YES’
ON THE TIA, IS OVER AGE 70, OR HAS BEEN DECLINED OR POSTPONED EL SEWHERE.
The money will automatically be sent back to your proposed inusred. Except when paid with aproperly
completed Temporary Insurance Agreement, theinitial premium should not be accepted until thetime of

policy delivery.
4. ALWAY'S SUBMIT 2 SEPARATE APPLICATIONS FOR SURVIVOR LIFE POLICIES.

5. NON-MEDICAL SECTION (PARTII) MUST BE COMPLETED. We use this more than
other companies. A detailed Part 11 can often speed up the underwriting process. DO NOT
order a paramed exam until AFTER we have reviewed the case.

6. BE SURE TO INDICATE THE REQUESTED PLAN FACE AMOUNT, DEATH BENEFIT
OPTION AND MODE OF PAYMENT.

7. PAGES 6 AND 7 MUST BE SIGNED AND THE AGENT SECTION ON PAGE 8 MUST
BE COMPLETED.

8. COMPLETE THE PERSONAL HISTORY INTERVIEW SECTION ON PAGE 11.

0. INCLUDE COMPLETE REPLACEMENT PAPERS IF THE CLIENT IS REPLACING
CURRENT INSURANCE.

10. BE SURE TO INCLUDE A SIGNED NAIC ILLUSTRATION OR ILLUSTRATION
STATEMENT FOR THE FOLLOWING STATES: AK, AL, CA, CO, CT, DE, HI, IA, IL,IN, KS,
LA, MD, ME, MI, MO, MS, MT, NC, ND, NE, NH, NJ, NM, NV, OH, OK, OR, PA, RI, SC, SD,
TX, UT, VA, VT, WA, AND WI.

11 PLEASE DIRECT QUESTIONS REGARDING YOUR SUBMITTED BUSINESS TO
YOUR GENERAL AGENT.

We appreciate your businessand your cooperation in hel ping us place your case quicker!
APPLCHK (07/03)
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