A Assurity

Toll Free: 1-800-276-7619, Ext. 4264
AssurelLINK Address: http:/fassurelink.assurity.com

Missouri Application for Disability Income Insurance
This application includes all forms needed to apply for Disability Income Insurance.
This application does not include the Lite or Critical lliness section(s).

Thank you for your interest in writing business with Assurity Life Insurance Company.
To enable us to process your application more quickly, please review the following checklist:

s/ The application should coincide with the state in which the policy Owner resides. (For Disability
applications, the Proposed Insured and the policy Owner must be the same person.) State specific
applications and state forms can be found on AssureLINK.

J To comply with state regulations and protect your interest, you must be property licensed and
appointed by Assurity in the state coinciding with the application used.

g/ Print the application in black ink for faxing and photocopying purposes.
Please verify that all questions on the application are answered. Obtain all required signatures.

J Have the Proposed Insured initial any changes. (Comrections with white correction fiuid/tape are not
acceptable.)

N/ Comply with all state reguiations
1. NAIC Model flfustration or disclosure statement must accompany any whole life application.
2. Complete all other pertinent and applicable forms padded together in this application.

If faxing an application directty to the Home Office, fax to (877) 864-6630.

\/ If mailing directly to the Home Office, address to:  Assurity Life Insurance Company
Attn. New Business Unit
PO Box 82533
Lincoin NE 68501-2533

TO CHECK THE STATUS OF AN APPLICATION, ASK QUESTIONS RELATING TO UNDERWRITING
{INCLUDING "WHAT IF” SCENARIOS) CALL TOLL FREE 800-276-7619, EXT. 4264 OR EMAIL TO
underwriting@assurity.com. —_— S —_
Ins-Special, inc
7505 State Hwy 37/ PO Box 218
Purdy, MO 65734
serv nss ial.com
800-789-0182

Disability Income HIPAA Compfiant Missouri
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ASSURITY"LIFE INSURANCE COMPANY
Post Office Box 82533, Lincoln, NE 68501-2533
{402) 475-6500 - (800) 276-7619 - FAX (877) 864-6630

A

1. PROFOSED INSURED

Application for

DISABILITY INCOME INSURANCE

PLEASE PRINT WiTH BLACK iNK

(MWDDYYYY)

Legal Name Date of Birth / /
Social Security No. ] Male [] Femae | E-mail Age

Streef Address ) ) Cay ‘ St ZIP+d
Home Address
Personal Phone No. { ) Birth State/Country Height fi. in. | Weight Ibs.
Has the Proposed Insured ever used any form of tobacco or nicotine-based products, or substitutes such as patches orgum? ... [1Yes [ No
If YES, please list type: amount per day: last date of use (MDY YYYY) / /
Is the Proposed Insured a United States citizen, or does the Proposed insured have permanent resident (green card) stafus? .............. CJYes [INo
If the Proposed Insured has permanent resident status, please kist permanent reskient (green card) number.
Does the Proposed Insured have a vakid driver's license? [ Yes [JMo Y YES, please fist siate of issue and number.

Years  Monihs
is the Proposed Insured currently working at least 30 hours per week in primary occupation? [J Yes [ No Length of employment /
Primary ‘E mployer's Stroet Address City State 2iP+4
Employer Address
Fullime ~ Owaen Duses Parttime 0w Dustes
Employment Employment
Gross monthly income $ If sedf , net monthly income  §

) Primary Beneficiary Name (First, Middie, Last) Relationship Soc. Sec. No. Date of Birth ! Share %
]
[ I
/ /
/ !
/ /
Contingent Beneficiary Name (First, Miadie, Las!} Relationship Soc. Sec. No. Date of Birth Share %
/ !
/ /
{ {
3. PREMIUM P&VMENT
Please ndicate preference for payment type and biling frequency below:
Type Frequency
[3 Direct Billing BHAutomatic-Credit Card [3 Annual (] Semi-Annuyal [ Quarterty
Hl__.] List Billing (employer) [ Automatic Bank Withdrawal [ Monthly {not available with Direct Bifling)
Payor First Ml Last | Biing  SreetAdduss ' Cay State 2y
Name Address
First [T Last I Biking Street Address Ciy State 2IP+4
| Payor Info. ; Address
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Please answer the following questions: !

1. Does any Proposed Insured belong to or intend to join the National Guard or miltany? ... L] YE& - [ No

It YES, please explain

2. During the past 5 years or within the next 12 months:
a. Has any Proposed Insured flown other than as a far&paymg pa&eenger oris any Proposed Insured contemplating

fiying as @ pHOL, CrEW MBMDET OF SIHIBNE? ............ oo et ettt s e bbb bbb s OYes [ONo

b. Has any Proposed Insured participaled in, ormntmrplaed parwpahon in, any hazardous sport or activities? ... [ ] Ye§  [JNo
f YES, check all that apply: [ Skin/Scuba Diving [ Bungee Jumping (7 Skydiving/Parachufing/Hang Gliding
(3 Motor-powered Racing (] Bosing [ Rodeo (O Professional, Semi-professional or Club Sports
{J Cave Exploration [0 MountainRock/lce Climbing [ Hot Ar Battooning

3. During the next 12 months, does any Proposed Insured contemplate residence or travel outside of the United States? .................. [JYes [JNo
If YES. please explain

4. During the past 12 months. has any Proposed Insured had a change in weight of more than 10 pounds? .......... e s OYes [JNo

If YES, please kst Proposed Insured’s name, amount of weight change and reason for change:

5. During the past 5 years, has any Proposed Insured:

a. Had a life, health or hospital expense insurance apphcahon postponed rated up or declined; had a condition excluded; or
had insurance renewal or reinstatement refused?............. . v ) Yes O No

if YES. please explain
b. Received benefit payments for accident or sickness, or applied 1o any govemment or insurance organization for such benefits?....[ ] Yes [JNo
i YES. please explain ‘

6. Is any Proposed Insured cumently negotiating for other inSUrance Coverage? ... s Y (OYes [No

it YES, please explain

7. During the past 5 years, has any Proposed Insured:
a Had their driver's license suspended or revoked, been convicted of or entered a piea of gual'ty’ or “no contest” to dnvmg

under the influence (DUVDWI}, or had more than 3 moving viclabions?. . . e ] YRS I No
It YES, please explain _I
b. Been comitted Of @ fBloNY? ... e ettt eeeeir bt ssesie o] YES I NO ]
i YES. please explain
8. Is any Proposed Insured cumently on probation?.......... ceertcereeermrenesnisenirinenssinenssenene ] 88 [ NO
If YES. please st Proposed Insured’s name, remonforpmbat;onandlengmofprobaimaypenod
9. a. Is other insurance coverage in force for any Proposed INSUMB? ... ... eeessete oo rsssees e ] Y€ ] NO
If YES, please provide detais below.
b. Hf this insurance is issued, will it replace, madify or borrow against exsting or pending coverage? ... L1 Y68 T N0
Benefits {monthly beneft DI Coverage Only
Individual (1) | and beneft period for DI Issue Date Coordinates w/ | Employer
insured's Name Company Name Policy No. Group (G) | of face emount for Life) | (MMDDYYYYY) Soc. Sec.? Pad?
0O dc b OYes ONo [ OYes ONo
at aa Lo OYes ONo ) CYes ONo
O aec i OYes ONo | CJYes OONo |
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HEALTH SECTION

Please answer the following questions. tf YES to any of the following, please provide details on page 4.

1. During the past 10 years, has any Proposed Insured consulted with or been diagnosed, treated, hospitalized or prescribed medication by a
medical professional for any of the following:
a. Heart disorder, including a heart attack (myocardial infarction), angina, imegular heartbeat or abnormal heart rhythm
(armhythmig), chest pain, hypertension (high blood pressurg), heart murmwr, any blockage or narrowing of the artenes, any
aneurysm, stroke oF fransient ischemic attack (TIA or mini-stroke), or theumatic fever? .............ooveveeecrercenvnian, s OYes [No
b. Diabetes, high blood sugar or sugar in the urine, anemia, blood or platelet disorders, elevated cholesterol, liver diseass, hemophilia,
kidney disease (other than kidney stones), protein of blood in the urine, Crohn's disease, ulcerative colitis, disease or disorder

__ ofthe slomach, gall uaddef, thyroid, bladder or prostate, other intestinal or digestive tract disease, or pancreatitis? ................... OYes [ONo
c. Intemal cancer or tumor, cyst, melanoma, Iymphoma leukemia, disorder oftymph nodes or any glandular disorder? .. e[ Yes O No

d. Alzheumefs dusease demenha memory Ioss sejzures, mentai retardabon (mciudngownssyndrome} mumple
sclerosis (MS), muscular dystrophy (MD). Parkinson's disease, amyotrophic lateral sclerosis (ALS), any brain or

nervous system disorder, cerebral palsy or any form of muscular alrophy‘? ............................................................ OYes [ONo
e. Sleep apnea, cystic fiwosis, emphysema or chronic obshudwe pumonary disease {COPD) shoftness of brealh asthma

or other respiratory disorder, rheurnatoid arthritis, paralysis or connective tissue disorder (lupus or SclRrodema)? ............c......... OYes [ONo
. Dizziness, headaches, migraines, fainting spells, aniety, depression, eating disorders or any other psychologml o

emobond cﬁsordef? ........................................................................................................................................................................... [:] Yes [] No
Q. Anhnhs rheumatrsm or any d:seasa ordrsordefof lhe back sprne bones pmts or musc!es'? ........................................................ ClYes [ONa
h. Varicose veins, varicose ulcer or phiebitis, syphilis 0ranemia? ... ... eneennenn L) €8 [ NO
i. Any dsease ordsorderoftheeyes ears, noseormroat'? ............................................................................. Oyes ONo
j- Any other illness or injury requirng medncal aftention or blood transhxs:ons? ..................................................... OYes [OJNo

2. Dunng the past 5 years, has any Proposed Insured:

a. Been a patient in any hospital, clinic, dependency program, hafway house or other medical facility®..._._.....c......cooovvveervvie. [OYes [OMNo
b. Used controbed substances such as cocaine, heroin, amphetamines, barbiturates, hallucinogens or any other controfled

substance not prescribed by a physwlan? ..... et bbb g 28 4R et R Rt v JYes [OMNo
¢ Been treated by a physician, or ad advised by a physician to seek treatment, tor drug or 3lcohol USE? ..o [j Yes [JNo
d Been advised to have any test (excep( HIV tests), treatment, surgery, hosp:taltzauon o consunahon with a medical

professmal which has not been oompleled aor for which rasults have not been racewed? ......... e e bt ettt ben OYes ONo
. Had any special examnabons or laboratory tests such as X-rays, elecﬁocardtograms blood tests (other than AIDS-related

DIOOU BSIS) OF UMNB BBSIS ........ceooivvuuirmeaan st inseistsisetas et sssts oo b s eee e oo soee o seeeeest ettt e s s e s s s OYes [ONeo

3. Has any Proposed Insured been diagnosed or treated by a medical professional for acquired immune deficiency syndrome
(AIDS), AlIDS-relaled complex (ARC) or antibodies to human T-{ympholroptc virus type n (HTIV) orhada posnrve test for
human immunedeficiency virus (HiV) antibodies? . ............. ceirecirermmnne e ] Y68 I NO

4. Has any Proposed {nsured had a natural parent or sibling who was diagnased with or died of cancer, heart disease or diabetes
prior to the age of 607 If YES, please identify famity member, refationship to Proposed Insured, disorder and age at death. _.._......... OYes [INo

5. a. Has any Proposed Insured ever had any disorder of any genital or reproductive organ, or had a miscamiage, stillbirth or
CAOSAMBEN SBEHONT oot vera s sstm e stcss st see e a8t eemesoee oo e s e e ClYes ONo

b. is any Proposed Insured currently pregnant? ..., bk e et st sat e OvYes [JNo
If YES, date child is expected (MMmDD/YYYY) ! /

DETAILS: Enter complele details trom questions #1-5 an page 4. If more space is needed, attach additional Supplemental Information form.
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SUPPLEMENTAL INFORMATION

#Letler (First, Middie, Last) (MMDDYYYY) | (Days, Mos, Yrs) and Details Name/Address/Phone
/ !
L ! !
/ !
i /
/ f
/ f
! /
! /
i i
/ /
! !
/ /
/ f

Additional information:

70-360-05051 {R03-10) MO Page 4 (353 FR.04 29 10] "I II I l" . Ill.

~ Insurance Spécialties™




DISABILITY INCOME PRCDUCT SECTON
Please complete for either Personal Disability income or Business Overhead Expense Disability income.

Survivor Benefit Beneficiary Name

First Middie Last
Relationship to Insured Date of Birth (MMDO/YYYY) / i
PERSONAL DISAB'LTY INCOME

Monthly Base Amount § Occupation Class: [J4A []3A O2a 1A

Efimination Period: [ 30 days 160 days [ 90 days [ 180 days ] 365 days

BenefitPencd:  [11 Year [J2Years 15 Years [ 10 Years ] To age 65 [ Toage 67
ADDITIONAL BENEFITS (I availabie)

Check benefit(s) desired and indicate amount requested.

(O Supplemental Disabifty Income Rider  § _ [ Guaranteed Insurabikty Rider (0 Residual Disabiity Benefit Rider
[ Critical lliness Beneft Rider $ [ Automatic Benefit Increase Rider 7 Non-Cancelable Rider

[ Cttwer {Spexcify) $ 3 Retroaciive Injury Benefit Ricer ] Retum of Premium Benefit Rider

(3 5-Year Cwn Occupation Rider {nof available with 1 or 2-Year Benefit Period)
[ 10-Year Own Occupation Rider (available with 10-Year Benefit Period)
[J To Age 65 Own Occupation Rider (available with To Age 65 Benefit Period)
[ To Age 67 Own Occupation Rider {availabie with To Age 67 Benefit Period)
[ Catastrophic Disabiity Benefit Rider (Select desirad Benelt Peniod for Catastrophic Disabatty Benefit Rider.)
Avalable with 1-Year Base Benefit Period: [[] 4-Year Rider Benefit Penod OR [ 9-Year Rider Benefit Penod
Availabie with 2-Year Base Benefit Period:  [] 3-Year Rider Benefit Period  OR  [] 8-Year Rider Beneft Period OR  [] To Age 65 Beneft Period
Avalable with 5-Year Base Beneft Period: ] 5-Year Rider Benefit Period OR [ To Age 65 Beneftt Period
Avallable with 10-Year Base Banefit Period: [ To Age 65 Benefit Penod

BUSINESS OVERHEAD EXPENSE DISABILITY INCOME

Monthly Base Amount § Occupation Class:  [14A O3aA Oz24

Elimination Period: (7 30 days [ 60 days [ 90 days

Beneft Period: [ 1 Year 12 Years

Average monthly expenses currently incurred, for which the Propesed Insured is liabie:

Type of Expense Monthly Amount Type of Expanse Monthly Amount
Employees’ salaries $ Accounting fees $
Utilities {edactnicdy. gas, waler, telephone) $ Property/payrol taxes $
Business space (rent/mortyage paymert) b Other eligitie expenses (Plaase #st)
Fumiturefequipment payments {lease or princigall  $ $
Laundry, office mantenance $ $
Business insurance prenmums 3 3$
Total Monthly Expenses  §
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FHYSICIAN INFORMATION
Please lis{ the last physician seen:

Name Date last consulted { i
MMDD/YYYY
Address
Street Address Sute
Cty State ZiP+4
Phone No. ( ) FaxNo. { )

Is this your primary physician? []Yes [JNo
Reason for consultation

Results

| {We) have read the above questions and answers and declare that they are complete and true to the best of my (our) knowledge and befief. | (We)
agree that this application shall form a part of the policy if attached thereto.

I {We) agree that:

a. In the event the first full premium on the policy applied for is paid upon the date of this application, the insurance under such policy shal take effect as
provided in the Temporary Conditiona! Insurance Agreemment delivered by the Company’s agent in exchange for such payment.

b. In the event the first full premium on the polcy applied for is not paid upon the date of this application, the msurance under such policy shall nol take
effect unless: a) The application is approved by the Company at its home office, b) Such policy is issued and delivered to the Proposed Insured/
Cwner, and ¢) Such first full premium is paid during the Proposed Insured's iifetime and continued good health and the life and continued good health
of any other person{s) covered under the policy. When such approval, issue, delivery and payment have occummed, the insurance under such policy
shall take effect as of the date of issue specified in the policy.

¢. No agent or medical examiner is authorized or has power to change or waive any term, provision or condition of this application, the Temporary
Conditional insurance Agreement or the policy applied for, or to pass upon or approve insurability of any person for whom insurance is appfied for,

Any person who knowingly, and with intent to defraud any msurance company or other person, files an application for insurance or statement
of claim containing any materially false information, or conceals for the purpose of misleading, information conceming any fact material
thereto, commits a fraudulent insurance act, which is a crime and shall also be subject to a substantial civil penalty where and to the extent
allowed by state law.

Substitute Form W-8 information (Request for Taxpayer (dentification Number and Certification): |, the Qwmer {or each Joint Owner), certify
under penalties of perjury that the number shown is my correct Taxpayer Identification Number. | am not subject to backup withholding due
to failure to report interest and dividend income, and | am a U.S. Person (inciuding a U.S. resident alien). The Intemnal Revenue Service does
not requtire my consent 10 any provision of this document other than the certification required to avoid backup withholding.

Signed at on / /
Cy State Dele (MMDIDYYYYY)
Signatura of Proposed Insured
Signature of Licensed Agent Print Agent Name and Agent NO.
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NCERWRITER'S STATEMENT

Please answer the foflowing questions:

1. a. What amount was collected with this application? 3

b. Has a Temporary Conditional insurance Agreement been given 1o the Policyowner?................. e g anaes OYes [ONo
¢. Has the Propased Insured signed a Confidential Information Authorization and been given a Consumer Notibe? ... DiYes [No
2. a. Did you personally see all Proposed Insured{s) on the date of appheation? ... e et DOYes ONo

b. How well do you know the Proposed nsured(s)? I Wed [ Shghtly O Not ot oM

c. Are you aware of anything about the heaith, habits, habbies or mode of kving which mghtaffectthe insurability of the Proposed
Insured? If YES, please provide GELaIS DEBIOW. ............cccccoriireimirriiriericrrecs s oesiess e sise st csseesasbeveseesser s ceenat bt sttt OYes [JNo

3. Is this application being submitted on a non-medical basis? If NO, check tems below for which arangements have been made. .............. OYes [INo
Agent is responsible for scheduling exam items.
NOTE: ANY PREFERRED PLANS REQURE AN EXAM, BLOOD SAMPLE (NOT A DRIED 8LOOD SPOT) AND URINE SAMPLE.

(] Paramedical exammnation [ Blood Sample [ Urine Sample  [] Electrocardiogram (EXG) [] Treadmil EKG [T Medical exam by physician

4. a.ls other insurance coverage in force for any Proposed Insured? ... vt renee i een OvYes ONo
b. if this insurance is issued. will it replace, modify or bormow against existing or pending Coverage? ... L) YE8 - ] No
5. Arecommissionsiobespit? (JYes [Cho Agent No. % Agent No, %

AUTOMATIC PAYRENT CPTIONS

(3 Set up NEW bank wathdrawal—submit sighed authorization and to ensure accuracy, a voided check.

(] Add to existing bank withdrawal—indicate other applicant andior policy rumbers

LsTans
3 Set up NEW st bit— subemat signed authonzation with the application.
[ Add to existing st DR indicate list bi no, andlor name of company

| hereby certify that to the best of my knowledge and belief, the answers on the application and in this statement are true and correct.

, f ! () H )
Signature of Sohcting Agent Datg (MMDOYYYYY) Businass Phone No. and Fax No.
Soixciing Agent's Printed Name Agent No Agent's E-mail
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ASSURITY'LIFE INSURANCE COMPANY Confidential Information

Post Office Box 82533, Lincoin, NE 68501-2533
(402) 476-6500 - (800) 276-7619 AUTHORIZATION

/ /
Name of Applicantinsured/Claimant (Please print} Date of Birth (MMDD/YYYY)
! /
Name of Addional Appiicant/Insured/Claimant (Please prnt} Date of Birth (MMDD/YYYY)
Applicant/Insured/Claimant Child(ren)
Name Date of Birth Name Date of Birth

i, on behalf of myseif or the person named above (Individual), authorize any licensed physician, medical practitioner, hospital, diinic, pharmacy or
pharmacy benefit manager, records custodians, other medical or medically related facility, insurance or reinsurance company, the Medical Information
Bureau (MIB). consumer reporting agency, clearinghouse, employer ar other organization or person that has any records or knowledge of the
Individual or their health to disclose to Assurity Life Insurance Company (Assurily). its reinsurers and/or consumer reperting agencies and their
authorized representatives (provided. however, consumer reporting agencies may not collect information under this authonzation from the MIB):

« Information as to diagnosis, treatment and prognosis pertaining to medical history, mental or physical condition, pharmacy and/or prescription
drug records, or treatment and information pertaining to mode of fiving (except as may be related directly or indirectly fo sexual onentation),
occupation. finances, avocations and other characteristics.

« Information on the diagnosis or treatment of human immunodeficiency virus (HIV) infection and sexually transmitted diseases (Except informalion
about human immunodeficiency virus (HIV) infection for Individuals residing in Maine or Vermont ). For residents of Maine: this authorization
excludes disciosure of the results of a test for HIV if the Individual has tested HIV positive but has not developed symptoms of the disease AIDS.
Such test results shall not be discovered or published. Nothing in this caveat wit prohibit this authorization from including the fact that the
Individual has AIDS. For residents of Vermont; this authorization excludes the release of any information about previously administered tests for
HIV antibodies, T-cell counts, AIDS or ARC. The Individual is NOT authorizing Assurity to forward the results from any new test requested by
Assurity 1o any outside, non-affiliated company or any entity not under specific contract to perform underwriting services.

« Information on diagnosis and treatment for alcohol, drug and tobacco use, and mental illness. Excluded are psychotherapy notes, but included are
medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment fumished, results of
clinical tests and any summary of the follawing items: diagnosis, functional status, treatment plan, symptoms, prognosis and progress fo date.

« Information provided on applications to obtain driving records and credit information. The records obtaired will be used to determine eligibility for
insurance, including additional coverage to an existing policy. | authorize the release of any information contained in credit reports and dnving
reconds, inctuding but not liméted to information on motor vehicle accidents and/or violations.

| understand that this information may be released by Assurity and/or its reinsurers to their consulling physicians, their attomeys, the MIB and to other
insurance companies in which the Individual has policies or to whom applications may be made, or to whom claims for benefits have been made or
may be submitted.

By my signature below. | acknowtedge that any agreements | have made to restrict protected health information of the Individual do not apply to this
authorization, and | instruct any licensed physician, medical practitioner, hospital, dlinic, phamacy or pharmacy benefit manager, records custodians,
other medical or medically related facility, insurance or reinsurance company. the Medical Information Bureau (MIB), consumer reporting agency,
clearinghouse, employer or other organization or person that has any records or knowledge of the Individual or their heatth to release and disclose the
individual's entire medical record as described above without restriction. The medical information so acquired wilt be used to determine eligibility for
insurance, including additional coverage to an existing policy andior eligibifity for banefits under a policy. | understand that this mformation may be
subjedt to re-disclosure by Assurity and may no longer be protected by the federal rules govemning privacy of health information. and that this
information may only be redisclosed i accordance with other appiicable jaws or reguiations.

This authorization is valid for twenty-four (24) months from the date of signature below (Except for residents of Arizona, authorization to disclose
HiV-related information is velid for 180 days from the date of the signature belowy, for collecting information in connection with an application for
an insurance policy, pokicy reinstatement or claim. A copy of this authenzation is as valid as the onginal. | understand that I, or my authonzed
representative, will receive a copy of this authorization if requested. | understand that | have the nght to revoke this authorization at any time by
providing written notice to Assunty. | understand that a revocation is not effective to the extent that action has been taken in refiance on this
authorization. | further understand that if | refuse to sign this authorization, Assurity may not be able to process this application, or if coverage has
been issued, may not be able to make any benefit payments.

This authorization complies with the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule.

Date (MMDO/YYYY) Signature of Apphicantinsured/Claimant. Legal Representative or Parent of Chad{ren) under age 18

Signeture of Additional Applicant/Tnsured/Claimant o Legal Representative Signature of Apphcantinsured/Clarmant Child (if age 18 or oiger)

Descriphon of Legal Representalive’s Authority for ApplicantInsured/Claimant (piease indicate which Individug! 15 represemnted)
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ASSURITY'LIFE INSURANCE COMPANY
Post Office Box 82533, Lincoln, NE 68501-2533 CONSUMER NOTICE
IIA (402) 476-6500 - (800) 276-7619 - FAX (888) 255-2060

MIB Pre-Notice

Information regarding your insurability will be treated as confidential. Assurity of its remsurers may. however, make a brief report thereon to the MIB Inc.,
formerty known as the Medical information Bureau, a non-profit membership organization of msurance companies. which operates an information exchange on
behalf of its members. If you apply to anather MIB member company for life or heaith insurance coverage or a claim for benefits is submitted to such a
company, MIB, upon request, will supply such company with the information about you in its file.

Upon receipt of a request from you, MIB wil amange disclosure of any information in your fie. Please contact MIB at (B66) 692-6901 (TTY 866-345-3642). f you
question the accwracy of the information in MIB's file, you may contact MIB to seek a comrection in accordance with the procedures set forth in the federal
Fair Credit Reporting Act. The address of the MIB's information office is 50 Braintree Hill Park, Ste. 400, Braintree, MA 02184-8734.

Assufity, of its reinsurers, may also release information from its file to other insurance companies to whom you may apply for life or heath insurance, or to
whom a claim for benefits may be submitted. Information for consumers about MIB may be cbtained on its Web site ai www.mib.com.

Insurance Information Practices

To tssue an insurance policy, we need to obtam information about you. Some of that information witl come from you, and some will come from other sources.
This information may in certain circumstances be disclosed to third parties without your specific authorization as permitted or required by law. You have the
right fo access and comect this information, except information that relates to a cfaim or a civil or criminal proceeding.

Upon your written request, Assurity will provide you with a more detailed written nofice explaming the types of information that may be collecied, the types of
sources and investigative techniques that may be used, the types of disclkosures that may be made and the circumstances under which they may be made
without your authorization, a descriplion of your rights to access and comect information and the role of insurance support organizations with regard to your
information.

If you desire additional information on insurance information practices. please direct yaur requests to Assunty Life Insurance Company, P.O. Box 82533,
Lincoln. NE 68501-2533.

Fair Credit Reporting Act

Pursuant to the Federal Fair Credit Repoting Act. as amended {15 U.5.C. 1681d). notice is hereby given thal, as a component of our underwriting process
relating to your appiication for life or health insurance, Assurity Life Insurance Company (Assurity) may request an investigative consumer report that may
include information about your character, general reputation, personal characteristics and mode of living, except as may be related directly or indirectly to
sexua onentation.

This information may be oblained through personal inferviews with your neighbors, friends, associates and others with whom you are acquainted or who
may have knowledge conceming any such items of information. You have a right to request in writing, within a reasonable period of time after receiving
this notice, a complete and accurate disclosure of the nature and scope of the investigation Assurity requests. Please direct this written request to
Assurity Life Insurance Company, P.O. Box 82533, Lincoln, NE 68501-2533.

Upon receipt of such a request, Assurity will respond by mai! within five business days.

Telephone Interview Information

Assurity may require that you complete a confidenfial telephone interview as a part of your application for insurance. The inferview will be conducted by 3
trained professional and may inciude (bt is not limited to) the following topics: occupation, job history, income, personal and business financial information
and medical history. All information obtained will be used for underwriting pumoses only and will not be released without your written consent.
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Conditional Receipt

including notices required by the
Fair Credit Reporting Act
and the
Medical Information Bureau (MIB)

The following Conditional Receipt is issued by Assurity Life Insurance Company when the full initial
premium is collected from the Proposed lnsured/Owner at the time the application is completed. The full
initial premium may be collected when the amount of in-force and applied for individual life coverage,
including the present value of future benefits of any reversionarv annuity policy, with Assurity Life
Insurance Company does not exceed $500,000. This $500,000 limit applies to applications on which the
Proposed Insured has fully and accurately answered all health questions indicating no significant health
problems. Individual life applications may be accepted without the health questions answered if the
Proposed Insured is to be medically examined. Howevcr, in thesc cases, the full initial premium can be
collected only when the in-force and applied for coverage, including the present value of future benefits of
any reversionary annuity policy, does not exceed $100.000 with Assurity Life Insurance Company. The fuli
initial premium may also be collected for individual disability coverage when the amount of in-force and
applied for individual disability coverage (base policy Monthly Benefits ptus SDIR Monthly Benefit) with
Assurity Life Insurance Company does not exceed $2,500 per month. Applications with in-force and applied
for amounts that exceed these limits, or where the Proposed Insured has significant health problems, must be
handled on a Cash On Delivery (C.0.D.} basis.

In addition to the above insurance limits, issuing a Conditional Receipt requires full modal payment
(including PAC authorization and sample check for PAC mode, if applicable). A Conditional Receipt may
not be issued in exchange for a postdated check or a partial premium payment. Payment in this manner in
no way conditionally binds Assurity Life Insurance Company.

Following the Conditional Receipt are two notices required to be given to the Proposed lnsured. The federal
Fair Credit Reporting Act notice explains the nature of investigative consumer reports, and explains the
Proposed Insured’s rights if such a report is requested. The disclosurc regarding the Medical Information
Bureau (MIB) informs the Proposed Insured of restrictions on obtaining and disclosing confidential medical
information.

LL-CR (06/05) If premium collected, Proposed Insured/Owner should retain this page and complete Part B Part A




Conditional Receipt

Assurity Life Insurance Company e Lincoln, Nebraska

The Proposed Insured/Owner's payment of the full initial premium and acceptance of this Conditional Receipt constitutes
the Proposed Insured/Owner’s acceptance of its terms and conditions, Unless all terms and conditions are fulfilled exactty,
no insurance will become effective prior to policy delivery. In all events, any insurance provided is subject 1o the stated
limits. No agent is authorized to change or waive any conditions or limits. Please make all premium checks payable to
“Assurity Life Insurance Company”. Please do not make checks payable to the agent or leave “payee” blank.

1. Thesumof$ is received of by Assurity Life Insurance Company (“The
Company®) as payment of the fuli initial premium on insurance applied for on this date. Payment is accepted subject to
the terms and limitations of this Conditional Receipt (“Receipt”). It is expressly understood and agreed that unless all
conditions set forth in this Receipt are satisfied, or that unless the coverage applied for is issued within 60 days of the
date of application, no insurance shall ever take effect. In such case, the Company's only liability and obligation is to
promptly refund the premium payment received.

2. K, on the applicable date, the Proposed Insured was acceptable for the plan and amount of insurance applied for,
without modification, under Assunity’s rules, limits and standards of insurability, coverage will be effective the later of i)
the date of application, or ii) the date any medical examination of the Proposed Insured is completed, if required by the
Company. Insurance will be issued at Assurity's standard premium rates applicabie to the Proposed Insured's age and
occupation on the applicable effective date.

3a. Assurity Life Insurance Company has NQ liability for life insurance coverage if the answers to the health questions on
the application indicate any significant health problems. Otherwise, the Company's total life insurance liability,
including the present value of future benefits for any reversionary annuity policy, for all coverage previously issued by
the Company to the Proposed Insured, plus all coverage applied for 1o the Company, including the present value of
future benefits for any reversionary annuity pokicy, on the Proposed Insured's behalf {including that for which this
Receipt is given) shall not exceed $500,000 if all application health questions are answered, and shall not exceed
$100,000 it no application health questions are answered.

b.  Assurity Life Insurance Company has NQ liability for health insurance coverage and this Receipt is void for any
insurance if any health questions an the application have not been answered and no medical examination is required
of the Proposed Insured. Otherwise, the Company's tota! health insurance liability for all coverage previously issued
by the Company to the Proposed Insured, plus all coverage applied for to the Company on the Proposed Insured's
behalf (including that which this Receipt is given) shall not exceed $2,500 per month.

These limits continue until the insurance applied for is issued and delivered during the Proposed Insured’s
lifetime and contmued good health,

4 This Receipt must not be detached and used unless the full amount of the first premium is paid on the date of the
application. Payment cannot be accepted with the application if any person proposed for coverage has been treated
for or had any known heart trouble, stroke or cancer within the past twelve months. This Receipt is void if exchanged
for any check or draft that is not honored upon first presentation for coltection through usual banking facilities.

Dated: Agent:

LU-CR (06/05) Proposed Insured/Owner should retain this page if premium is collected. Part B




1526 K Street, P.O. Box 82533, Lincoln, NE 68501

9 ASSURITY'LIFE INSURANCE COMPANY NOTICE AND
y / A 402.476.6500 - 800.276.7619 - FAX 402 437 4591 CONSENT

NOTICE AND CONSENT FOR TESTING OF
BIOLOGICAL SPECIMENS TO INCLUDE HIV (AIDS VIRUS) TESTING

INSURER: Assurity Life Insurance Company = P.O. Box 82533 « 1526 K Street « Lincoln, Nebraska 68501-2533

EXAMINER:

Nams Address

To determine your insurability, the Insurer named above (the Insurer) has requested that you provide a biological specimen for
testing and analysis. All tests will be performed by a licensed laboratory.

Unless precluded by law, tests will be performed to determine the presence of HIV (the AIDS virus), its componert parts or its
antibodies. These tests are extremely reliable. Other tests which may be performed inciude determinations of blood cholesterol
and related lipids (fats), cotinine, cocaine and screening for liver or kidney disorders, diabetes and immune disorders.

All test results will be treated confidentially. They will be reported by the laboratory to the Insurer. When necessary for
business reasons in connection with insurance you have or have applied for with the Insurer, the Insurer may disclose test
results to others such as its affiliates, reinsurers, employees or contractors. If a biological specimen other than blood is tested
to determine the presence of HIV virus, its component parts or its antibodies, the Insurer may at a later time request a
specimen of your blood for further HIV testing. If you choose to decline that request, the results of all testing which has been
performed will be provided to the physician which you have designated to receive such results. In addition, if the insurer is

a member of the Medical Information Bureau (M/B, inc.} and you choose to decline the request that you submit a blood
specimen for further HIV testing, the Insurer will report to the MIB, Inc. a generic code which specifies only a nonspecific
blood test has been ordered and not received. Regardless of the number of tests requested, if the final HIV testing results
{including the results of any confirmatory tests dictated by standard medical practice) are other than normal, the Insurer will
report to the MIB. Inc. a generic code which signifies only a nonspecific test abnormality. !f your final HIV testing results are
normal, no report will be made about it to the MIB, Inc. Other test results may be reported to the MIB, Inc. in a more specific
manner. The organizations described in this paragraph may maintain the test results in a file or data bank. There will 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. The Insurer may also contact you if there are other abnormal test results which, in the Insurer's opinion,
are significant. The nsurer may ask you to confirm the name of a physician to whom you authorize disclosure and with whom you
may wish to discuss the results. If you are a resident of Missouri and your HIV test(s) indicates confirmed infection with HIV and
you have not provided the insurer with the name of the physician to whom you authorize disclosure of test results, the Insurer will
disclose the results to the Missouri Department of Health as required by law.

Positive HIV test results or other significant abnomalities detected by additional tests of biological specimens will adversely affect
your appiication 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.

Physician's Name

Physician's Address

| have read and | understand this Notice of Consent for Testing of Biological Specimens to Include HIV (AIDS Virus)
Testing. 1 volurtarily consent to provide body fluids and/or biological specimen(s) for testing, to the testing of such
specimens and the disclosure of the test results as described above.

i understand that | have the right to request and receive a copy of this authorization. A photocopy of this form will be as valid
as the onginal.

Proposed Insured (Printed)} Date of Birth (MMDG/YYYY)

Signature of Proposed insured or Parent/Guardian Date (MMDDYYYY) State of Residance
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ASSURITY'LIFE INSURANCE COMPANY Automatic

Post Office Box 82533, Lincoln, NE 68501-2533 PREMIUM PAYMENT
h.‘ (402) 4766500 - (800) 276-7619 - FAX (877) 864-6630 PLEASE PRINT WITH BLACKE INK

Name of Proposed Insured .
First Middle Last

AUTOMATIC BANK WITHCRAWAL AJTHCRIZATION

The company's authority 1o debit from your account the first premium for this insurance does not begin untit the date te poiicy is issued. No coverage
will be in force until the premium is paid.

Day of Withdrawal Day cannot be the 297, 30 or 319 If no day is entered, the policy issue date will be used. Assunty wall begin processing your bank
draft on the day selected. Due lo the bank's processing time, the actual day a withdrawal is posted 10 your account could be two or more days after the
day selected.

| hereby request and authorize Assurity Life insurance Company, Lincoln, Nebraska, o initiate debit ertries 10 my account listed betow for all premiums.
 understand that initiating automatic payments may resuk in additional drafts to bring my account current. This authorization shall remain in effect until
revoked by me in the manner provided by law. Until it receives notice of such revocation, | agrec that Assurity Life Insurance Company shall be fully
protected in honaring any debit to my account. | further understand that if the date of the withdrawal is after the policy issue date and the premium is noy
honored, my pokcy may lapse and require evidence of insurability for reinstatement.

(O Do not craft initial premium: ] Paymentenciosed  or (] Payment collected on delivery

Type of Account: [J Checking O Savings
Name of Financial institution Routing No. (9-gigit number) Account No.
Accourtt Hokler's Printed Name (if other than Proposed Insured/Owner) Reiationship (if other then Propossad Insured/Owner}
Account Holder's Address (Street Address, P.Q. Box, City, State, Zip+4) Name of Authonzed Officer (if any)
! / ()
Signature of Account Holder or Authorized Officer Date (MM/DD/YYYY) Telophone No.

TO ENSURE ACCURACY, SUBMIT VOIDED CHECK
{unless application is submitted electronicelly)
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Purdy, MO 65734

service@insspecial.com
800-789-0182
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