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Fair Credit Reporting Act (FCRA) Pre-Notification

Federal and statelaw requiresnoatificationthat, inconnectionwithyour application, wemay request aninvestigative
consumer report. Inaddition, suchareport may berequested subsequently to updateour recordsor if youapply for
additional coverage. Uponwrittenrequest, wewill informyouwhether or not aninvestigativeconsumer report was
requestedand, if suchareport wasrequested , theaddressand tel ephonenumber of theinvestigativeagency towhich
therequest wasmade. By contactingthelocal officeand providing proper identification, youmay inspect or receivea
copy of such report. Typically, the report will contain information asto character, general reputation, personal
characteristicsand modeof living, whichinformationisobtai ned throughaninterview withyou or anadult member of
your family, employersor businessassociates, financial sources, friends, neighborsor otherswithwhomyouare
acquainted. Theinformationwill cons st, whenapplicabl e, of aconfirmationof your identity, age, res dence, marita status,
and past and present empl oyment i ncluding occupational duties, financial information, drivingrecord, sportsand
recreational activities, health history, use of alcohol or drugs, if any, living conditions and type of community.

Medical Information Bureau (M1B) Pre-Notification

Informationregardingyour insurability will betreated asconfidential. AmericanNational LifelnsuranceCompany of
Texas, or it reinsurers may, however, make abrief report thereon to the MIB, Inc., formerly known as Medical
I nformati on Bureau, anot-for-profit membershi p organi zation of insurancecompani es, whichoperatesaninformation
exchangeonbehalf of itsmembers. If youapply toanother M 1B Member company for lifeor healthinsurancecoverage,
or aclamfor benefitsissubmittedtosuchacompany, M1B, uponrequest, will supply suchcompany withtheinformation
initsfile.

Uponrecei pt of arequest fromyouM 1B will arrangedi scl osureof any informationit may haveinyour file. Pleasecontact
MIB at 866-692-6901 (TTY 866-346-3642). If you questiontheaccuracy of informationin MIB’ sfile, you may
contact M1B and seek acorrectioninaccordancewiththeproceduresset forthinthefederal Fair Credit Reporting Act.
Theaddressof MIB’ sinformationofficeis50BraintreeHill Park, Suite400, Braintree, M assachusetts02184-8734.

AmericanNational Lifelnsurance Company of Texas, oritsreinsurers, may a soreleaseinformationinitsfiletoother
insurancecompani estowhoyoumay apply for lifeor hea thinsurance, ortowhomaclamfor benefitsmay besubmitted.
Informationfor consumersabout M| B may beobtained onitswebsiteat www.mib.com.

What isHIPAA?

HIPAA istheHealth Insurance Portability and Accountability Act of 1996; it waseffectiveJduly 1, 1997. HIPAA
providescertain Americansguaranteed accessto heal thinsurancecoverageregardl essof existing heal th conditions.

EligibleIndividualsarethe only people who have guaranteed accessto health insurance under HIPAA. Eligible
Individuals must berepl acing Creditable Coverage. Creditablecoverageisreplacement of : group sponsored health
plans,individua coverageby statelaw, M edicaid, M edicare, planssponsored by theUSMilitary, IndianHeal th Service,
ahighrisk pool, USGovernment empl oyeeplans, and Peace Corp plan. CreditableCoveragemust havebeeninforce
for 18 monthsand bereplaced withina63-day period after it terminates(may vary by state).

HIPAA requireshealthinsurancecarrierstoallow guaranteed accessto certain plans(Federal Fallback) unlessastate
adoptsan AlternativeM echanism. Theseincludehigh-risk pool s, guaranteedissuerequirementsfor availableplansor
other methodsto assuretheaccessrequirementsfor HIPAA arefollowed.

THIS PAGE TO BE LEFT WITH CLIENT AT POINT OF SALE
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Enrollment Application to
American National Life Insurance Company of Texas (ANTEX) * Home Office » Galveston,Texas

Print in Black 1 New U Reinstatement-Existing # U Change-Existing #

1. Special Requests: Mail Certificate to Applicant: O Yes O No Requested Effective Date:

I, as a member of the association, apply for:

2. L Catastrophic Hospital Plan:
O Option A
Deductible Amount:
QO $750 4 $1,500 3 $2,000 Q $2,500 1 $5,000
U $10,000 L $15,000 [ $20,000 L $25,000

Rate of Payment:

L100% O 80% W 50%
Stop-Loss Amount: (Option A only)
O $5,000 L $10,000
Per Injury/Sickness Maximum

O $1,000,000 d $2,000,000

L Option B (Family Coverage only)
Deductible Amount:
4 $3,000 [ $4,000 (1 $5,000
(1 $10,000

PPO Rider d Yes [ No
PPO Selected

O HSA Plan:

Plan Deductible Amount:

Optional Benefits: (NON-HSA Owy) ~ OP Diagnostic Testing Rider: 1 Yes 1 No* Individual: 3 $1,500 (1 $2,000
Accident Rider: Deductible Amount: L $750 L $1,000 A $1,500 01$2,500 [$5,000
. iv: ;OOO ymo )Om
Max. Amount Deducible OP Drug Rider: O Yes O No Family: (1 $3,000 (J $4,00001 $5

(1 $10,000(100% Rate of Pmt.)

Q $500 $100 U $500 L $1,000 (Individual Deductible)

Q$1,000 $250 O $1,000 L $2,000 (Family Deductible) Rate of Payment:

0$1500  $250 ider - Q 100% O 80% O 50%
Q5250 $500 OP Doctor Rider:  Yes L No

Deductible Amount: [ $750 L $1,000 I $1,500

MaximumBenefit (1 $25,000 L $100,000 Per Injury/Sickness Maximum

Critical lliness Beneficiary: 31,000,000 LJ1$2,000,000

Name: PPO Rider 1 Yes [ No

PPO Selected

Relationship:

*(Not available when OP Doctor Rider selected) **(Not available when OP Diagnostic Testing Rider selected.)

Decreasing Tem Insurance: (Optional. If elected, a separate certificate is issued.)

Initial Modal Premium:
UYes d No Individual (A Family niftal Hodal T remiim

Health Premium Amount : $

Beneficiary: Relationship: Life Premium Amount: $

If‘yes,’ is this insurance intended to replace any existing life insurance? Yes L1 No

3. Proposed Insured Information (70 BE COMPLETED PERSONALLY BY THE APPLICANT AND SPOUSE, IF ANY,)

Proposed Insured(s) Relationshi Marital Status | Sex | Age| Date of Birth Place of Build Social Security
(Print Last Narme, FirstName, MI.) P Single  Married Mo. Day Year Birth Height Weight Number
1 Applicant (| d
2 Spouse (| d
3
4
5
6
4. Address (Applicant's) Best time to call:
Phone: Hm () OA.M.OPM.
N oo I Stestor FED Work: () OA.M.QPM.
Hmberand Streetornr.L Cell: () QAM. QPM.
City State Zip E-Mail Address:
5. Employment Data [ Full-Time? Name of Employer Duties/Title Avg. Mo. Earnings Last 12 Months
Applicant dYes dNo $
Spouse WYes UNo $
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THE HEALTH INSURANCE COVERAGE THE AGENT HAS JUST DESCRIBED TO YOU IS NOT DESIGNED NOR INTENDED AS A
HEALTH INSURANCE PLAN TO BE PROVIDED BY AN EMPLOYER FOR EMPLOYEES.

CHANGES IN STATUS INDICATED BELOW MAY AFFECT FUTURE ELIGIBILITY FOR INSURANCE COVERAGE.
ALL OF THE FOLLOWING QUESTIONS MUST BE ANSWERED:

1. Is the Applicant or Spouse the owner of an incorporated business? U VYes d No
2. Is the Applicant or Spouse a sole proprietor or a partnerin a partnership? O Yes U No
3. Is the Applicant or Spouse an employee of a business? U Yes U No
a Will the Applicant's or Spouse's employer pay a portion of your health insurance premium? U VYes d No
b Will the Applicant or Spouse be reimbursed by employer, through wage adjustments O VYes U No

or otherwise, for any portion of the premium?
c. Will the Applicant's or Spouse's health insurance plan be treated by you oryouremployer as O VYes O No

part of a plan or program for the purposes of Section 106, 125 or 162,
Internal Revenue Code of 1986 (26 U.S.C. Section 106, 125 or 162)?

6. Isany Proposed Insured or household member (including students away at school, whether or not now applying for coverage) currently pregnant?
U Yes No (If"Yes", this coverage cannotbe provided.)

7. Hasany Pr&)osed Insured used any type of tobacco (including cigarettes, cigars, and/or smokeless tobacco) during the past 12 months?
U Yes If"Yes", state whom, and details.)

8. Areall ProFL:osed Insureds legal citizens of the United States? O Yes QO No
If"No", is the such Proposed Insured a permanentresident? U Yes U No (If"No" this coverage cannot be provided).

9. Does any Proposed Insured intend to travel or reside outside the U.S.A.? Q Yes O No
If"Yes", give details

10. Are all your dependent children under the age of 26? (1 Yes 1 No
(Do notinclude on this application any of your children who are 26 years of age or older or any married children).

11.Has any Proposed Insured applying been covered under a health insurance plan including COBRA within the last 18 months? U Yes L No.
a. Will requested coverage replace or change any existing medical insurance? U Yes U No
b. If Yes, give plan details below and provide reason for replacement such as carrier terminated coverage or lower rates, etc.
¢. You should not cancel your existing medical insurance coverage until you receive written notification of acceptance from ANTEX. |f accepted, do
you agree to discontinue your current medical insurance? [ Yes [ No

Question# | Name of Company & Policy # Plan Type Medical Reason For Termination Effective Date | Termination Date
Grp. or Ind. Insurance Month-Year | Month-Year

12. Isany Proposed Insured applying for coverage under the federal HIPAA Program? U Yes L1 No If"Yes", please submita letter of Creditable
Coverage with the Enrollment Application.

13. Has any Proposed Insured applied for life, accident or health insurance, or reinstatement of such insurance, which was declined, restricted, postponed,
rescinded, cancelled, withdrawn, or modified as to plan, amount, coverage, or rate? Q Yes O No (If"Yes", give detalls)

14. Has any Proposed Insured made claim or received benefits for any injury or sickness in the last 12 months; or are they presently receiving any govemment aid
suchas Medicaid, Medicare,orSSDI? [ Yes Ld No (If“Yes’, state whom, name of insurer, month, year, and natureofallment)

15. Has any Proposed Insured ever taken partin: skydiving, hang gliding, parachuting, bun&tlae jumping, rock or mountain climbing, scuba diving, racing (any
type), motorcycle riding, professional sports, piloting an aircraft, or rodeo events? Yes ( No (If“Yes”,indicate activity and give details.)

16. Has any Proposed Insured had a driver’s license suspended, any traffic violations, DWI/DUI/OUI’s or been arrested within the past 2 years?
Yes A No (If“Yes”, give details and provide Driver's License #and state ofissue)

17. Please listhame and address of family/Primary Care Physician(s), reason and date last seen for each Proposed Insured:

Condition, injury Onset Date |Date of last|  Results/Degree Physician
Proposed Insured symptoms, diagnosis & treatment | Month/Year | treatment of recovery Name/Address
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THE FOLLOWING QUESTIONS ARE TO BE ANSWERED FOR EACH PERSON APPLYING FOR COVERAGE.

ANY MISSTATEMENTS MAY AFFECT YOUR COVERAGE — GIVE FULL DETAILS TO ALL“YES” ANSWERS IN THE SPACE PROVIDED.

Yes No

18. Withinthe last 10 years, has any Proposed Insured had any
indication of, diagnosis of, or treatment for:

o. Areproductive disorder, forexample, disorder of the prostate,
testicles, elevated PSA, abnormal PAP Smear, irregular or

Yes No

a. Arespiratory orlung disorder, for example, allergies, sinusitis, excessive menstruation, endometriosis, inferility, pregnancy
reactive ~airway disease, asthma, ~bronchitis, complications including Cesarean section delivery, cystocele,
tuberculosis, pneumonia, or emphysema;............ rectocele, pelvic relaxation, dysmenorthea, chronic pelvic pain

b. A circulatory or heart disorder, for example, high blood orasexually transmitted disease, or HPV (human papilloma
pressure, high cholesterol, heart attack, heart valve disorder, LT H T QQ
murmur angioplasty/bypass, chest pain, irregular heart i Date of last Pap Smear
rhythm, varicose veins, phlebitis or stroke;............ccccco....... QaQ F{esults

¢ mlirgmgjelym%%%r%:pcl%m gést‘ﬁ/rget?s;%ree)é?srgggé??szz iil.. Had instructions to have a repeat Pap Smear or any
scleroderma, of ClOting diSOrder:.............o.oooooer. Qo follow-up treatment or tests as a result of your last Pap

d. A digestive or gastrointestinal disorder, for example, ulcer, §mear, OF rvvvsssvrrsssvees e s Q
gastritis, reflux disorder, hepatitis, Crohn's Disease, ulcerative i. A breast disorder, disease, changes, or condition,
colitis, cirrhosis, iritable bowel, hemorthoids, hernia or any lump(s) aspiration(s), calcifications, biopsies, removal or
disorder of the pancreas, liver, rectum or gallbladder; placement of breast implants, or mammoplasty?.......... Q O

e. Anervous disorder, seizures, tremors, headaches, paralysis, 19. Does any Proposed Insured have a prosthetic
palsy or injury of the brain, spinal cord, or nerves.......... g device present, for example, plates, screws, pins

f. A mental disorder, for example, emotional problems, eating rods, implants, shunts, pacemakers, valve replacements
disorder, attention deficit disorder, anxiety, depression, autism, or stents or fixation devices?. ... ada
sleep disorder, or received psychiattic treatment or 20. Within the past 5 years, has any Proposed Insured:
COUNSEIING, . ..oeei e QaQ a. Had surgery, been hospital confined, or advised to

g. An endocrine disorder, for example, diabetes mellitus or undergo further testing, treatment, or surgery, including
insipidus, low or high blood sugar, disorder of the thyroid, cosmetic or reconstructive surgery; of..... ad
parathyroid, pituitary, or adrenal glands;........................ QQa b. Had a heart, bone, or blood study, MRI, x-ray, or

h. A urinary tract disorder, for example, urinary tract stone, ultrasound; or contacted or seen a physician, psychologist,
bladder or kidney infections, renal reflux, incontinence, or chiropractor, counselor, therapist or any other person
BIOOINtE UMNE;.......ooovvoeririscececeeseererecececereeennnnee Qaq providing healthcare services?...............cccoovviierriiiinnennn, a

i. A muscular or skeletal disorder, for example, arthritis, gout, 21. Within the past 12 months, has any Proposed Insured
fibromyalgia, bone, joint, muscle, back, spine disorder, disc experienced or been treated by a physician for a change in
disease, sciatica, or received chiropractic treatment or weight of more than 12 pounds?.............cccoevvvvcemmrrereine. aa

_ ACUPUNCIITE v s O O 22. Hasany Proposed Insured everbeen:

J ?o:]z(gﬁiltatioz?r?o r%;ljy?wmg:?oor:gaetrib:]orteemxgcr)r;glniér?c!lmIgﬁgicr:i a. Treated or counseled for alcohol or drug use, or attended

. A oo - a drug or alcohol support group; or............cccoeeermmrreeenreeennnee. ad

K g:ﬁ?:rr(;M:%’yp?gfrﬁ?ltﬂemfgrrr?g/’s%!egglills,teo?rgFr)(')'MH'.af"é'hy g u b. Advised by a physician toseektrea_tmt_antord|scont|nue or
Kind: e PR e e Qa decrease alcohol or drug consumption; Or............ccccc.ccene.. ad

L An eye, ear, nose, throat disorder, for example, glaucoma, ¢. Under the influence of marijuana, narcolics, barbituates,
cataracts, ear infections, ear tubes, hearing impairment, amphetamines, hallucinogens, or used any other drugs not
enlarged tonsils/adenoids, vertigo, sleep apnea or deviated prescribed by @ phySician?...........cocosiisss aaQ
NASAl SEPIUM;........v..vveoeveeeeeseeeeeeseeeeeeee e, 23. Within the last six months, has any Proposed Insured taken

m. A skin or subcutaneous tissue disorder, for example, bums, any prescription medication or are now taking any
SCars Of NeManGioma...................o.ovverveoreeereeerrreneen. prescription medication or receiving treatment of any kind for

n. Mental or physical impairment or deformity; or congenital any condition not listed in any of the previous
abnormality, mental retardation, developmental delay; or trait QUESHIONST. oo aaQ
not previously disclosed;............cccccoueviiriiiniiiinniiiiriicninnn, O O 24. Have you everbeen diagnosed as having AIDS/HIV or an

AIDS/HIV-related condiion?............cccccormmerrveeinneerreerinnneene QaQ
| COMPLETE THE FOLLOWING FOR EACH “YES” ANSWER TO QUESTIONS 18 THROUGH 24 ABOVE. |
Reason for Check-up, Treatment or Findings, Name and Address of
Diagnosis, lliness Medication, Recommendations, Each Physician,
Question Date of Treatment or Condition, Hospitalization and/or Surgery, Practitioner
Number Name of Person From To Frequency of Attacks Degree of Recovery and Medical Facility
If additional space is needed, please use the separate sheet provided, sign, date and return with the Enrollment Application.
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APPLICATION DECLARATION & AGREEMENTS

[ have personally completed this Enrollment Application and represent that all the answers and statements on this Enroliment Application are true, complete, and
correctly recorded and agree they will be used to determine the eligibility for coverage applied for, for each Proposed Insured. | understand and agree that: 1) all
statements and answers in this Enrollment Application, including any supplements, are complete and true; 2) | have personal knowledge of the medical history of
each Proposed Insured; 3) any incorrect orincomplete information in this Enroliment Application may resultin loss of coverage or claim denial; 4) no insurance
coverage shall take effect unless the coverage applied for becomes effective or requested change is approved by ANTEX and the Certificate or requested change
is delivered to the Applicant, and the first full premium paid during the lifetime and good health of all Proposed Insureds. | will notify and provide the Company with
any evidence required by it to determine my future eligibility for coverage under the Group Policy. | acknowledge that | have received and read the material
describing the rights of the Eligible Individual under the HIPAA mandate and understandits content.

Insurance Fraud: - Warning: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or
files a claim containing a false or deceptive statement is guilty of insurance fraud.

| further understand and agree that:

1. A future change in my employment status may cause me to no longer be eligible for coverage under the Group Policy; and
2. Eligibility for coverage under the Group Policy does not constitute initial coverage under the Group Policy; and
3. Coverage under the Group Policy is subject to ANTEX's underwriting criteria.

Attention Applicant:

After this Enrollment Application has been completed, and before you sign it, read it carefully to be certain that all information has been
properly recorded.

| agree that my electronic signature on this Enrollment Application serves as my original signature.

Signed at Date
City State Zip

Applicant's Signature Spouse's Signature

Agent Name Code/Writing#

Fax# Email

AUTHORIZATION TO OBTAIN, RELEASE AND DISCLOSE MEDICAL INFORMATION

[ hereby authorize any physician, medical practitioner, hospital, clinic or other medically related facility, insurance company, insurance support organization,
business partner, pharmacy, government agency, group policy holder, employer, benefit plan administrator, MIB, Inc., the Department of Motor Vehicle
Registration, and paramedical facility to provide to AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS, or to any agent, attorney, consumer
reporting agency, or an independent administrator, including medical record retrieval services, pharmaceutical services, acting on behalf of AMERICAN
NATIONAL LIFE INSURANCE COMPANY OF TEXAS orits reinsurers behalf, information conceming advice, care or treatment sought by or provided to me and/
orany otherapplicant for coverage, including information relating to medical history, medical conditions, treatment, hospitalizations or confinements, ailments,
and/or drug, alcohol or tobacco usage of the Proposed Insured(s). Itis understood that AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS
underwriters, claims examiners, reinsurers, attorneys or the medical director may disclose such health information to the
aforementioned parties for compliance, record clarification or explanation, or in response to litigation, summons or subpoenas.
| understand that after this information is disclosed, the recipient may re-disclose it resulting in loss of protection by federal regulations.
| agree that my electronic signature serves as my original signature.

[ understand that:
(1) such information will be used by AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS for underwriting and
insurability determinations.
(2) I may refuse to sign this authorization and that my refusal to sign will affect my ability to obtain health insurance coverage.
(3) apicture copy or photocopy of this authorization shall be as valid as the original; and
(4) any authorized representative of the Proposed Insured is entitled to receive a copy of this authorization upon request.

This authorization is valid from the date signed fora duration of 30 months. | understand | may revoke the authorization at any time, except to the extent those
actions have been taken in reliance on this authorization, by sending written notice to the Health Underwriting Department of AMERICAN NATIONAL LIFE
INSURANCE COMPANY OF TEXAS, P.O. Box 1991, Galveston, Texas 77553. /may inspectorcopy any information used ordisclosed underthis authonzation,
ifsigned.

Proposed Insured's Signature Date

Spouse's Signature (if coverage is requested for spouse) Date

Personal Representative designated by signature above is hereby authorized to execute this instrument based on: power of attomey, guardian-in-fact, guardian,
payee representative, other (Circle One).
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Confirmation of Presentation

At my request, the agent whose signature appears below, visited me to determine my interest in applying for health insurance with American
National Life Insurance Company of Texas. The agent informed me he was authorized to sell insurance for American National Life Insurance
Company of Texas (the “Company”). The agent was courteous and fully explained to me all the provisions of the group insurance plan including
benefits, exclusions, limitations, waiting periods, coordination of benefits and deductibles if any, and answered all my questions to my satisfaction.

Applicant and agent acknowledge that the agent asked each and every question on the enrollment application. The answers on the application are
my truthful and complete answers with nothing left out that applicant in any way related or stated to the agent. I signed the application only
after a full review of the questions and answers had been filled in. I, the applicant, fully understand and agree that if any material information is
omitted from the application, it could provide the basis for the Company to deny future claims, refuse coverage and to refund premiums as
though the certificate had never been in force.

The agent informed me that the amount of the initial insurance premium and one time administrative fee which I have delivered to him will be
held by the Company. The agent informed me that in the event coverage is not approved, the initial premium will be refunded to me.

In signing this form, I agree that I have carefully examined and understand the materials provided to me and the application, and that neither the
agent nor the Company is bound by any knowledge or statements made by the agent or me, unless set forth in writing in the application and receipt.

I acknowledge confirmation of presentation.
I understand that coverage is not effective unless and until approved as applied for by the Company.
This confirmation of presentation was provided along with a brief description of coverage which I received from the agent.

Applicant’s Signature Date
Agent’s Signature Date
FormANLConf

NCAA M Yes, | want to be a member of NCAA!

National Consumer’s Advantage Association Please Choose One:
16467 Wild Horse Creek Road, Chesterfield, MO 63017 D

Silver Level ($4.00 per month or $48 annually)
D Gold Level ($6.00 per month or $72 annually)

Under Bylaws of the Association now or as amended, with resulting cost savings that ultimately benefit me as a member, by delivery of this signed
enrollment form to National Consumer’s Advantage Association, I appoint its President as my proxy irrevocably to vote and otherwise act. This
proxy shall be of no effect at any meeting that I personally attend.

Signed Print Name
Phone Date
Address

City, State, Zip

Dues will be included in your regular premium notices or
drafted from your account, if you elect the automatic bank draft option.

Form NCAAAP




BILLING SECTION
Payment Mode: O Annual O Semi-Annual a Quarterly
(L Monthly Electronic Debit (Funds to be withdrawn from the account number shown ona CWA check, otherwise, submita copy of a

voided check or deposit slip to establish a different account for premium withdrawal.) U Checking U Savings

[ Cash collected with Application: $ U Draft Initial premium $

(Drafted on Approval)
U For Monthly Renewal Electonic Withdrawals:

Select a desired withdrawal day (1- 28)

Bank Name
City State
John Doe 231
123 Gr
Hot, Tx Date
$
Pay to the order of
Dollars
Routing No. Account No. Check No.
23898993 898667209 231
Routing Number Account Number
U Credit Card CREDIT CARD INFORMATION (INITIAL PREMIUM ONLY)
Payment Amount $ QO VISA 0 Mastercard [ Discover Card
Credit Card
No.: Expiration Date:
3 digit Security Number - Back of Card
Print Name of Cardholder
Cardholder's billing address:
City State Zip

Signature of Cardholder

Name and address of Insurance Premium Payor if other than Applicant




Rating Classes

Only applies to Catastrophic Hospital and HSA Plans

Rating classes are determined on an individual basis - Each family member is evaluated individually.
American National Life Insurance Company of Texas uses 5 rating classes.

v’ Tobacco User: Thisincludes any proposed insured who has used tobacco products, including smokless or
chewing tobacco within the past 12 months prior to the application date.

v' Sandard: Thisincludes proposed insuredswho have not used tobacco within 12 months preceeding the application date
but are not eligible or do not qualify for the Preferred Rates.

v' Substandard: Thisincludesproposed insuredswho would require an extrapremium or exclusion waiver(s) for
certain health conditions that are otherwise not insurable. Thisallows full coverage for the health condition(s).
Medical waivers are available for proposed insureds with certain conditions that are otherwise not insurable.

v' Preferred: To beeligiblefor the Preferred Rate Discount, the proposed insured must be 19 years or older and
applying as aprimary insured or spouse. Additionally, this class includes proposed insureds who are generally
healthy and lead a healthy lifestyle.

v' Preferred Tobacco User: Thisincludes Proposed Insureds who have used tobacco (less than 1.5 packs of cigarettes
per day) within the past year and qualify medically for Preferred Rates.

If any of the following apply, preferred rates and preferred tobacoo rates are not available.
Medical Exclusions/ Rider
Special ClassRating
Answers*Yes’ toquestions1through 7 inthePreferred Rating Questionnaire
Answers“No” toquestion 8 inthePreferred Rating Questionnaire

Preferred Rating Questionnaire

PROPOSED SPOUSE
INSURED

Yes No Yes No

1 Haveyou used tobacco in any form in the past 12 months prior to the
application date?

2 Doesyour weight fall outside the standard weight range listed on the
build chart provided in the field Underwriting Manual ?

3. Haveyou had blood pressure readings in excess of 140/95 and/or been
treated for hypertension in the past 2 years?

4. Haveyou had cholesterol readings in excess of 250 and/or been treated
for elevated cholesterol or triglyceridesin the past 2 years?

5. Haveyou had any convictionsfor OUI, DUI, DWI or morethan 3
moving violationsin the past 12 months?

6. Haveyou taken any prescription medication in the past 2 yearsfor a
recurrent or chronic condition? (e.g. Reflux, Arthritis, or Asthma, etc.)

7. Haveyou recently applied for coverage and been turned down, rated, or
offered modified coverage within the past 12 months?

8 Haveyou had aphysical examination within the past 12 months to include a
blood profile and urinalysis?

Notee  The proposed insured must complete and sign the appropriate sections. Spouses are considered separately for
Preferred Rating eligibility and must also answer this questionnaire. Thisinformationisnot required for dependent children.
Underwriting reserves the right to apply tobacco ratings based upon lab results, telephone verification or medical records.

Proposed insured Date Spouse Date
Driverslicense number State Driverslicense number State
Soliciting Agent Date Soliciting Agent number
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