AWD History for Work object key 2010-08-09-14.26.54.846221TC1

JLIFE — MINPREM - PROCESSED - END -
1009208

Social Security Num:
Agent Number:

Printed on Tuesday,

Updateable

BERNSTEIN

Ugep Id:
Workstation Id:
Busliness Area:
Typs:
Status:
Queue:
User Name:

DTM Description:
Comments:

JWIERTJ

WIERSMA, TONY J

- ~ BERMSTEIN - SIMON - 19 -
Policy Mumber: 1009208
Insured’'s Last Name:
May 07, 2013 at 1:47:50PM
DTM Return Code:
DTM Task Name:
DTM Next Task:
End Date: 2010-09-15
End Time: 14:42:25

po needs te pay 11,180 now, then 31,830.05/qg to carry to 12/27/2011

Begin Date:
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:
Status:
Queue:
User Name:

DTM Description:
Comments:

2010-009-10
06:07:18
AMGHN

MGWALTL, NOMA

kindly verify wvalues.

Flags:

DTM
D™
DTM
DTM
End
Engd

Job Name:
Return Code:
Task Name:
Next Taslk:
Date:

Time:

2010-05-10
06:07:18

Begin Date:s
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:
Statusg:
Queue:
User Name:

DTM Description:
Comments:

2010-09-10
C5:06:19
AMGWN

JLIFE
QUOTES
ACTURRY
ACTUARY

MGWALT, NOMA

Flags:

DT™M
DT

DM
Engd
End

400Q0N0
Joo Name:
Return Code:
Task Name:
Hext Task:
Date:

Time:

2010-08-10
06:07:27

Begin Date:
Begin Time:
User Id:
Workstation Ig:
Business Area:
Tvpe:
Status:
Queuer
User MName:

DTM Description:

2010-05-05%
14:28:02
JCOONWR

COONS, WILLIAM RAY

Flags:

Job Name:
Return Code:
Task Name:
Mext Task:
Date:

Time:

2010-09-09
14:28:02

JCK000123




AWD History for Work cbject key 2010-09~08-14.26.54.845221T01
JLIFE - MINPREM — PROCESSED - END - Updateable

1009208 -  ~ BERNSTEIN - SIMON - 19 -
gocial Security Mum: [N Policy Mumber: 1009208
Insured's Last Name: BERNSTETN

Agent Number:
' Printed on Tuesday, May 07, 2013 at 1:47:50FPM

PLS FAX QUOTE SHOWING MIN PREM TO FUND POLICY FOR MEXT YEAR TC PO €

Comments:
561-988-0833

Begin Date: 2010-0%-09 ¥Flags: 4G00ND
Begin Time: 14:26:56 DEM Jobb Name:
User Id: JCOONWR DTM Return Code:
Workstation Id: DTM Task Name:
Business Area: JLIFE DTM Next Task:
Type: QUOTES End Date: 2010-09-0¢6
Status: ALPHAMATCH End Time: 14:28:04
Queune: . CSPROC2
User Name: COONS, WILLIAM RAY

DTM Description:
Comments:
Begin Date: 2010-09-0% Flags: 9990N0
Begin fTime: 14:26: 54 DTM Job Name:
User Id: JCCOMWR DT Return Code:
Workstation Id: DFTM Task Name:
Business Area: JLIFE DTM Waxt Task:
Tvpe: PHONE End Date: 2010-09-09
Status: PHONE End Time: 14:26:54
Queua: CSPROC
User Name: COONS, WILLIAM RAY

DIM Description:
Comments:

JCK000124




Heritage Union Life Insarance Corapany
PO Box 1147, Jacksonville, YL 62651-1147
Phone 800-825-0003 Fax 803-333-7842

September 20, 2010

SIMON BERNSTEIN
7020 LIONS HEAD
BOCA RATON, FL 33496

Insared Name: SIMON BERNSTELDN
Policy Number: 1009208
Correspondence Number: (09202460

Dear Simon Bernstein:

Thank you for contacting Heritage Union Life Insurance Company. We have received your request fo
calculate the minimum premivm required for the above referenced policy. Tn order to bring this policy lo a
current status, please remit a preminm payment of $11,180.00 prior to grace period ending date of Cctober

28, 2010.

Effective September 17, 2010 the annual premium has been changed to $31,831.00.

As you are paying the minimnm premium, it may be necessary to increase the premium to cover ihe cost of
insurance each vear which increases according to the insured’s attained age. We encourage you to review
the terms of your policy and your Policyholder Statement each year to detenmine if and when an adjustment

in vour minimum premium is necessary.

T€ you have any questions, please call the Client Service Center at 800-825-0003, Monday through Friday

from 7:30 AM to 4:30 PM Ceniral Standard Time.

Sincerely,
Client Services

Enclosure(s): Return Envelope

JCKO00G125




JLIFE - POLRES - QPASS2 - EMD - Updateable

Social Security MNum:

Agent Number:

Pol

icoy Number:

Insurad's Last Name:

- BERNSTEIN -~ SIMON - 19 -

1008208

Printed on Tuasday, May 07, 2013 at 1:48:18PM

AWD History for Work object key 2010-11—02-16.10.,30,748281T01

BERNSTEIN

Begin Date:

Begin Time:

User Id:

Workstation Id:

Business Area:

Type:

Status:

Queue:

User Name:
DTM Description:

Comments:

2010-11~10
09:02:49
JSIMOJI

JLIFE
POLRES
QFPASS2
END

SIMONS, JINA J

Flag
DTM
DTM
DTM
DTM
Enc
End

5
Job Name:
Return Ceode:
Task Name:
Next Task:
Date:

Time:

$900N0

2010-11-10
09:02:56

Begin Date:

Begin Time:

User Id:

Workstation Id:

Business Area:

Type:

Status:

Queue:

User Name:
DTM Description:

Comments:

2010~11-09
18286421
ACARRLX

JLIFE

POLRES

QPASS

CsQC

CARR, LIEZEL

Flag
DTM
DM
DTM
LTM
End
End

5:
Job Mame:
Return Code:
Task Name:
Mext Task:
Date:

Time:

983072

2010-11-09
IO 81108

Begin Date:

Begin Time:

User Id:

Workstation Id:

Business Area:

Type:

Status:

Queue:

User Name:
DT Description:

Comments:

2910-11-09
10:04:05
BKOBOT

KOBO, FLORINE

Letter mailed to

PO

Flag
DM
DM
DTM

End
End

st
Job Name:
Return Code:
Task Mame:
Waext Task:
Date:

Time:

2010~11-0%
10:04:08

Begin Date:
Bagin Time:
User Id:
Workstation Id:
Buginess Aresa:

Typa:
Status:

2010-11-09
09:54:34
AKOBOF

JLIFE
POLRES
PROCESSDI

Flags:

Dt
DT
pTM
End
End

Job Mame:
Return Code:
Task Name:
Next Task:
Date:

Time:

29990Y2

2010-13-09
10:04:14

JCKO000126




Social Security Num:
Agent Number:

printed on Tuesday, May 07,

AWD History for Work object key 2010-11-02-16.10.30.748281L701
- POLRES — QPASS2 - END - Updaleable

~ BERMNSTEIN - SIMON - 1% -
Policy Number:

Insured’s Last Name:

1009208
BERNSTE TN

2013 at 1:48:18PM

Queaue:
User Mame:

DT Description:
Comment st

Begin Date:
Bagin Time:
User Id:
Workstation Id:
Business Area:
Type:
Status:
Queus:
User Name:

DM Description:
Comments:

csQC?
KORO, FLORINE

2010-11-0%
G3:47:37
ASALTM

JLIFE

POLRES
CSPROCZ
AKOBOF

BALIE, MARIAM

Tlags:

DTM
DTM
TTM
DTM
End
End

Job Name:
Return Code:
Task Name:
Next Task:
Date:

Time:

9990NM0

2010-11-09
03:47:37

Begin Date:

Begin Time:

User Id:

HWorkstation Id:

Business Area:

Type:

Status:

Queue:

User Name:
DTM Descripticn:

Cotmments:

2010-11-08
15:46:24
JHICKC

JLIFE
POLRES
CSPROCZ
CSPROC2

BONJEAN, CORTHEY

Flags:

DTM
DTM
DTM
DTM
End
End

Job Name:
Return Cods:
Task Name:
Next Task:
Date:

Time:

3990MN0

2010-~-11-08
15:46:27

Begin Dale:
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:
Status:
ueue:
User Name:

TM Description:
Comments

2010-11-05
10:08:22
JWIERTJ

JLIFE
PCLRES
Csl
CSPROC

WIERSMA, TONY J

Flags:

DTM
DTM
DTM™
End
End

Job Name:
Return Code:
Task Name:
Next Task:
Date:

Time:

$9%0N0

2010=11-058
10:08:27

JCKDOO127




aWD History for Work cbject key 2010-11-02-16.10.30.748281T01
JLIFE - POLRES — QPA3S52 - END - Updateable
- 10092468

Social Security Num:

Agent Number:

Printed on Tuesday, May 07,

- BERNSTEIN -
Policy Number:

Insured's Last Mame:

2013 at 1:4

STMON -
10058208

L9 =

BERNSTEIN
8:18PM

Begin Date:
Begin Time:
User Id:
Workstation Td:
Business Area:
Typet

Status:

Queue:

Usexr Name:

DTM Description:

Comments:

Begin Date:
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:

Status:

Queue:

User Name:

DTM Description:

Comments:

2010-11-03
10:08:19
JWIERT T
WIERSMA, TONY J

Flags:

DTM Job Name:
DTM
DT
DTM
"End
End

Return Code:
Task Name:
Next Task:
Date:

Time:

the premium was enough to get policy back

cash surrender value 2,333.09.

2010-211-04
10:20:49
RSALIM

SALIE, MARIAM

DTM
DTM
DTM
DTM
End
End

Policy th

Flags:

Jeb Name:
Return Code:
Task Mame:
Next Task:
Date:

Time:

2010-11-05
10:08:19

to postive cash value but only had a
en ran out of value on 10/27/2010.

2010-11-04
10:20:49

pls advise if the $11,180.00 prem recelved L0/15/201C was too little to keep

policy in force

z

ig this the reason y the pollicy surr..

..if not please advise

why the policy terminated after payment was received?

Bagin Date:
Begin Tima:
User Id:
Workstation Id:
Business Area:
Tvpe:

Status:

Dueue:

User Name:

DIM Description:

Comments:

2010-11-04
10:18:59
ASALIM

JLIFE
POLRES
ACTUARY
ACTURRY

SALIE, MARILAM

Begin Date:
Begin Time:
User Td:
Workstation Td:

2010-11-04
04:10:39
ASALIM

Flags: 4000N0
DTM Job Name:

DTM Return Code:

DTM Task Mame:

DTM Next Task:

End Date: Z010-11-04
End Time: 10:20:58
¥lags: 4000N0

DTM Job Name:
DTM Return Code:
DTM Task Name:

JCK000128




AWD History for Work object key 2010-11-02-16.10.30.748281T01
JLIFE - POLRES - RQPAS52Z — END - Updateable

- 1009208 - - BERWSTEIN - SIMON - 19 -
social Security Num: Policy Number: 1009208
BERNSTEIN

Agent Numbar: Insured's Last Name:
Printed on Tuesday, May 07, 2013 at 1:48:18PM

5}

RBusiness Rrea:r JLIFE DT Mext Task:

Type: POLRES End Date: 2010-11-04

Status: ALPHAMATCH End Time: 64:10:19

Jueue: ASALIM

User Name: SALIE, MARIAM

DIM Description:

Comments:

Begin Date: 2010-11-02 Flags:

Begin Timsa: 16:13:31 DT Job Mame:

User Id: JHILLAN DTM Return Code:

Workstation Id: DTM Task Wame:

Business Area: DTM Next Task:

Type: End Date: 2010~11-02

Status: End Time: EE: L33

Ouenes:

User Name:! HILL, ASHTON N

DTM Description:

Comments: spoke to diana who works at po's office. HO INFO GIVENM. she sald that they
sent in a guarterly amount of 11,180.00 on october. thay said they like to
send in quarterly prem's instead of yearly. on oct 28th Lthere was a letetr
sent tc the po stating that the policy was terminated due to insufficient cash

valus. please research and determine why policy lapsed after payment.

Begin Date: 2010-11-02 Flags: 4000N0O

Begin Time: 16:10: 35 DTM Job Name:

User Id: JHILLAN DTM Return Code:

Workstation Id: ’ DTM Task Name:

Business Areat SLIFE DTM Next Task: 4

Typa: POLRES N End Date: 2010-11-02

Status: BLPHAMATCH End Time: 16:11:43

Queue: CSPROC2

User Name: HILL, ASHTON N

DIM Description:

Comments:

Begin Date: 2010-11-02 Flags: 9%90NC

Begin Time: 16:10:30 DTM Job Name:

User Id: JHILLAN DTM Return Code:

Workstation Id: DTM Task Name:

Business Area: JLIEE DTM Next Task:

Type: PHONE End Date: 2010-11-02

Status: PHONE End Time: 16:10:30

JCKO000129




AWD History for Work object key 2010~-11-02~-16.10.30.7406281701
JLIFE - POLRES - QPASSZ - END ~ Updateable

E 1009208 - -~ BERNSTEIN - SIMON -~ 19 -
social Security dum: [N Policy Mumber: 1009208
Agent Number: Insured’s Last Name: BERNSTEIN

printed on Tuesday, May 07, 2013 at 1:48:1BPM

QO

Queue: CSPROC

User Name: HILL, ASHTON N
DIM Description:

Comments:

JCKO00130




Heritage Union Life Insurance Company
P. O. Box 1147, Jacksonville, IL, 62651-1147
Phone $00-825-0003  Fax §03-333-7842

Noventber 09, 2010

SIMON BERNSTEIN
7020 LIONS HEAD
BOCA RATON FL 33496

Insured Name: SIMON BERNSTEIN
Policy Number: 1009208
Correspondence Number: 11036892

Dear SIMON BERNSTEIN:

Thank you for contacting Heritage Union Life Insurance Company. We are writing in response to
your inquiry on the above-referenced policy.

This policy is a flexible-premium life insurance contract, which accumulates cash value with
interest. A charge is deducted from each premium paid to cover sales and administrative expenses.
The remainder of the premium goes into a cash value account.

Your policy will remain in effect as long as you have sufficient cash value to cover your monthly
deductions. At the point your cash value was insufficient to meet the monthly cost of insurance
deductions due the policy lapsed. The premiuwms of $11,130.00 received 10/15/2010 was enough
to get policy back to positive cash value but only had a cash surrender value $2,333,09. Policy
then ran out of value on 10/27/2010. You can pay as much as you wish (up to established federal
guidelines) or as litfle as you wish (not below the minimum). The ninimam premium required is
the miniroum amount you can pay to keep you policy in effect during its no-lapse period outlined
in your contract.

If you have any questions, please call the Client Service Center at 200-825-0003, Monday through
Friday from 7:30 AM to 4:30 PM Central Standard Time.

Sincerely,

CHent Services

JCKO00131




EWD History for Work cbject key 2010-11-12-14.10.33.3832817T01
JLIFE - FORMS - PROCESSED - END - Updateablie
- 1009208 - — BERMNSTEIN -~ SIMON - 19 -
Social Security Num: — Policy Mumber: 1009208
Agent Number: Insured's Last Name: BERNSTEIN
Printed on Tuesday, May 07, 2013 at 1:48:52PM

Begin Date: 2010-11-12 Flags:
Begin Time: 14:11:41 DM Job Name:
User Id: JLYONKA DTHM Relturn Code:
Workstation Id: DTM Task Name:
Business Area: DTM Wext Task:
Type: End Datea: 2010-11-12
Status: End Time: 14:11: 41
Queue:
User Name: LYONS, KERI A

DTM Description:
Comments: FAEED
Begin Date: 2010-11~12 Flags: 4500N2
Begin Time: 14:11:02 DTM Job Nameé:
User Id: JLYONKA DTM Return Code:
Workstaticon ITd: DTM Task Name:
Business Areat JLILFE DTM Next Task:
Type: FORMS End Date: 2010-11i-12
Status: PROCESSED End Time: 14:11:38
Queue: END
User Mame: LYONS, KERT A~

DTM Description:
Comments:
Begin Date: 2010-11-12 Flags:
Begin Time: 14:10:51 DTM Job Name:
User Id: JLYONKA DTM Return Code:
Workstation Id: DTM Task Wame:
Business Area: DTM Mext Task:
Type: End Date: 2010-11-22
Status: ' End Time: 14:10:51
Queue:
User Name: LYCNS, KERI A

DTM Description:
Comments: fax reinst forms 561-988-0U33
Begin Date: 2016-11-12 Flags: 450080
Begin Time: 14:10:34 DTM Job Name:
User Id: JLYONKA DTM Return Code:
Workstation Id: DTM Task Name:
Business Area: JLIFE DTM Next Task:
Type: FORMS End Date: 2RI0=11=1z
Status: ALPHAMATCH End Time: 14:31:10
Queue: CSPROC

JCKO00132




WD History for Work object key 2010-11-12-14.10.23.383281T01
JILIFE - FORMS - PROCESSED -~ END - Updateable
14009208 - ~ BERNSTEIN - SIMON - 1% -
Policy Number: 1009208
Insured's Last Name:; BERNSTEIN

Printed on Tuesday, May 07, 2013 at 1:48:52PM

Social Security Num;
Agent Number:

User Name: LYONS, KERILI A

OTM Description:
Comments:
Begin Date: 2010~-11-12 Flags: 4500N0
Begin Time: 14:10:33 DIM Job Mame:
User Ic: JLYOQNKA DM Return Code:
Workstavion Id: DTM Task Name:
Business Area: JLITE DTM Next Task:
Type: FORMS End Date: 2010-11-12
Status: PHONE End Time: 14:106:33
Queue: CSPROC
User Name: LYONS, KERI A

DTM Description:
Comments:

JCKO00133




Heritage Union Life Insurance Company
P. 0. Box 1147, Jacksonville, If, 62651-1147
Phone 800-825-0003 Fax 803-333-7842

November 12, 2010

SIMON BERNSTEIN
FAXH# 561-988-0833

Instred Name: SIMON BERNSTEIN
Policy Number: 1009208
Correspondence Number: 11043261

Dear SIMON BERNSTEIN:

‘We have received your request to reinstate the above referenced policy. To consider your request,
the enclosed forms must be completed for the proposed primary insured and returned to us. In
addition, if your policy includes any Riders that you wish to reinstate the enclosed forms must also
be completed for any other proposed insuied to be covered by the Riders. Upon receipt, we will
consider your application. for reinstatement under cur current underwriting rules and practices.
These forms must be received by the Company at the address shown above during the lifetime of
the insured, within 31 days from the date of this leiter or the timeframe stipulated in your policy

-provigions, whichever is greater,
e Until the completion of the reinstatement process, your policy will remain terrminated.
Completing the seinstatement form is the first step in processing your request. Underwriting may
require additional information that includes a statement from your attending physician and/or an

examination and blood draw from our paramedical provider. You may be contacted by a
Portamedic examiner to make arrangements for the examination.

If you have any quesiions, please call the Client Service Center at 800-825-0003, Monday through
Friday from 7:30 AM to 4:30 PM Central Standard Time.

Sincerely,
Client Services
FEoclosure(s): Hippa Notice

Privacy Notice
Reinstatement Form

JCKO00134




Authorization for Release of Health Information

to Heritage Union Life Insurance Company
This authorization complies with the IXIPAA Privacy Rule,

1009208 l
Policy Number ~ Name of proposed insured/patient Date of birth

(please print)

I authorize any health plan, physician, health care professional, hospital, clinic,
laboratory, pharmacy, medical or medically related facility, federally assisted
alcohol or substance abuse program, Veterans Affairs health care facility, or other
health care provider or facility that has provided payment, treatrnent, or services to
me or on my behalf or the behalf of me and my minor children who are insured or
for whom T am seeking insurance, if any, (“My Providers™) to disclose the entire
medical record and any other protected health information concerning me or me and
my minor children to Heritage Union Life Insurance Company (“the Company™)
and its agents, employees, and representatives. This includes information on the
testing, diagnosis, treatment or prognosis of any physical or mental condition,
including, but not limited to, Human Immunodeficiency Virus (HIV) infection and
AIDS (Acguired Immune Deficiency Syndrome), sexually transmitted or
communicable diseases, mental illness, developmental disabilities, sickle cell
anemia, and the use of alcohol, drugs and tobacco, but excludes psychotherapy
notes. By my signature below, I acknowledge that any agreements I have made with
My Providers to restrict my or my minor children’s protected health information do
not apply to this Authorization. I further instruct My Providers to release and
disclose my/our entire medical records without restriction, if requested under this

Anthorization.

The Company may use and disclose information received under this Authorization
to: 1) underwrite my application for coverage and make eligibility, risk rating,
policy issuance and enrollment 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 legally permissible activities that relate
to any coverage I have or have applied for with the Company. I understand that any
information that is disclosed pursuant to this Authorization may be re-disclosed and
no longer covered by federal rules governing privacy and confidentiality ol health

information.

This Authorization shall remain valid for 24 months following the date of my
signature. A copy of this Authorization is as valid as the original.

JCKO00135




I have the right to revoke this Authorization in writing, at any time, by sending a
‘written request for revocation to the Company at the address shown on the attached
correspondence. A revocation of this Authorization is not effective to the extent that
the Company or others have relied on it, or to the extent that the Company has a
legal right to contest a claim under an insurance policy or to contest the policy itselfl.
My Providers may not refuse to provide treatment or payment for health care
services if [ refuse to sign this Authorization. I understand that if I refuse to sign
this Authorization, the Company may not be able to process my application, or, if
coverage has been issued, may not be able to make any benefit payments. I have
received a copy of this Authorization which I have signed and will retain for my

records.

Signature of Proposed Insured/Patient or Legal Representative Date

Description of Legal Representative’s Authority or Relationship to Patient

Health Authorization (2.4} Insured Copy

JCK000136




Aunthorization for Release of Health Information

to Heritage Union Life Insurance Company
This authorization complies with the HIPAA Privacy Rule.

1009208 [
Policy Number  Name of proposed insured/patient Date of birth

(please print)

I authorize any health plan, physician, health care professional, hospital, clinic,
laboratory, pharmacy, medical or medically-related facility, lederally assisted
alcohol or substance abuse program, Veterans Affairs health care facility, or other
health care provider or facility that has provided payment, treatment, or services to
me or on my behalf or the behalf of me and my minor children who are insured or
for whom I am seeking insurance, if any, (“My Providers”) to disclose the entire
medical record and any other protected health information concerning me or me and
my minor children to Heritage Union Life Insurance Corupany (“the Company’)
and its agents, employees, and representatives. This includes information on the
testing, diagnosis, treatment or prognosis of any physical or mental condition,
including, but not limited to, Human Immunodeficiency Virus (HIV) infection and
AIDS (Acquired Tmmune Deficiency Syndrome), sexually transmitted or
communicable diseases, mental illness, developmental disabilities, sickle cell
anemia, and the use of alcohol, drugs and tobacco, but excludes psychotherapy
notes. By my signature below, I acknowledge that any agreements I have made with
My Providers to restrict my or my minor children’s protected health information do
not apply to this Authorization. I further instruct My Providers to release and
disclose my/our entire medical records without restriction, if requesied under this

Authorization.

The Company may use and disclose information received under this Authorization
to: 1) underwrite my application for coverage and malke eligibility, risk rating,
policy issuance and envollment 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 legally permissible activities that relate
to any coverage I have or have applied for with the Company. [ uriderstand that any
information that is disclosed pursuant to this Authorization may be re-disclosed and
no longer covered by federal rules governing privacy and confidentiality of health

information,

This Authorization shall remain valid for 24 months following the date of my
signature. A copy of this Authorization is as valid as the original.

JCKO000137




I have the right to revoke this Authorization in writing, at any time, by sending a
written request for revocation to the Company at the address shown on the attached
correspondence. A revocation of this Authorization is not effective to the extent that
the Company or others have relied on it, or to the extent that the Company has a
legal vight to contest a claim under an insurance policy or to contest the policy itself.
My Providers may mot refuse to provide treatment or payment for health care
services if I refuse to sign this Authorization. I understand that if I refuse to sign
this Authorization, the Company may not be able to process my application, or, if
covetage has been issued, may not be able to make any benefit payments. 1 have
received a copy of this Authorization which I have signed and will retain for my

records.

Signature of Proposed Insured/Patient or Legal Representative Daie

Description of Legal Representative’s Authority or Relationship to Patient

Health Authorization (2.4) Home Office Copy

JCKO000138




OUR PRIVACY POLICY
Required by the federal Gramm-Leach-Bliley Act and state privacy law
(State law will apply if it provides more protection than federal law.)
ANNUITY & LIFE REASSURANCE AMERICA, INC.

We are committed to keeping the nen-public personal information ("NPI") we coilect confidential and secure. We want to let
you Know how we protect your privacy. Our Privacy Policy applies to potential, current and former customers.

How co we protect your privacy?

We restrict access to NP1 to our employees who need it for their jobs.

We use your NP only as is necessary for us to provide insurance products and services.

We require nonaffiiates that perform services for us to protect your NP and not use it for any other purpose.
We verify that anyone asking for your NPI is entitled to it befare we give it

We collect your health information only with your written authorization.

We disclose your NP1 only as permitted or required by law.

We do not disclose your NPI to others for their own marketing purposes.

We do not reveal your health, character, personal habits or reputation to anyone for marketing purposes.
We maintain physical, electronic, and procedural safeguards to protect your NPL

& 4 0 % 2 oo o E ¥

What information do we collect?

~We need some MNPI to determine if you are eligible for our producis. Once a contract is issued, we typically only seek NPI
when someone asks for more coverage or submits a claim. Some exarmples of what we may coflect:

» Data you provide on applicativns (name, address, date of birth, Social Security number, income, and beneficiary).

«  Medical information from health care providers obtained with your authorization.

« [Infornation about your policies with us (policy number, coverage, premiur, and payment history).

» As yoll have authorized: credit reports from consumer reporting agencies; driving records from the Bureau of Motor
Vehicles: medicat records from the Medical Inforrmation Bureau. (NP1 obtained from insurance suppott organizations
may be kept by thern and disclosed to others.)

To whom do we disclose information?

We tnay share your NPl when you ask or authorize us to do s0. Alsg, the taw allows certain disclosures without your

authorization. We may share some or all of your NP1 with affiliates or nonatfiiates, as permitted or required by tlaw. The law

does not allow you to opt out of these disclosures. Examiples of who we may share NP1 with:

. Nonaffiliates we have hired to help us provide insurance services, such as claims, bitling, and customer service vendors
and insurance agents; affiliates that help us provide services or audiit our operations.

« A consumer reporiing agency to detect or prevent fraud.

= Aregulatory, legal or government authority, for a compliance audit or under a subpoena or coutt order.

« Affiliates or nonaffiiates that market our products. These parties may include tife and health insurers, insurance agents,
and marketing firms. We may share your name, address, product purchased, and policy number for these purposes.

What are your rights?

a “You have the right to know what NPl we have collected about you; this does not apply to NPl that relates to an actual or

possible claim or civil or criminal action. You may ask us in writing to correct any NP1 you believe is not correct.

You may ask us in writing for a list of those to wharm we have disclosed your medical records within the past two years.

¥ we wish to disclose your NPI for reasons not allowed by law, we wilt ask for your written authorization. If you give it to

us, you may revoke it at any time. Revocation is subject to the rights of anyone who acted in reliance of your

authorization before it was revoked.

e We may change our Privacy Policy from time to time. If we do, we will provide you with ali of the legal rights to which
you are entitled. This privacy notice supersedes all such prior notices we may have provided to you.

How do you contact us?

If you have questions about this notice, please write to us at Annuity & Life Reassurance America, Inc., Attn: Legal
Departrnent, 1700 Magnavox Way, Fort Wayne, IN 46804. Contact Customer Service for guestions about your policy.

01/08 Privacy Notice
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Annuity & Life Reassurance America, inc. Service Bureau:
Home Office: P.0. Box 1147
Hartfard, CT 08103 Jacksonvilie, IL 62651
{“the Company"} (800) 825-00G3
FOQLICYOWNER PLAN CHANGE/!
REINSTATEMENT REQUEST
PART 1

INSTRUGTIONS:  « Gheck [ for service desired  « Indlcate ta what address iterms should be relumied  « Mall form (and poficy if required) to

Serviclng Office  ~ For Change of Beneficiary, complzls separale form.
SIGHATURE REQUIREMENTS: » Insured, Y age 16 of older = Cwner, I othey than the Insured  « Assignea, if policy assigned
+ Corporate officer with Utke, if paliny is corparats-owned, .
. Insured's Date of Bidh

Policy Number Insured {(alsa Salied “yau™)

insured's Address Insured's Sacial Securlty Murnbec*
Owner's Social Securdly Number

Owner or Assignee

Cwner of Assignee Addrass and Phone MNumber Agent’s Fitone Number

Servicing Agenl's Name Agency Code Agent Code

*wilt nol process without valid Insured’s Sacial Security Number and Owner's Social Security or Tax ldentificalion Mumber,
Relurn alf tems to: [ Owner [ General Agency (3 Other {speclfy)

{7 TRABITIONAL [ UNIVERSAL LIFE
Old Plam: Oid Beneft Amountr § | I Mew Plan: New Benefil Amount: §
if converting part of 5 lerm polloy or team lite dder, Is the balanca 1o be retalned or dropped? [} Retaln § ] Drop

j [1 | geclare the Original Poiicy Contracl has been lost or desloyed.

Death Benefit Opbon {(Universat Lie ONLYE (T Level [] Increasing

. Currently on Policy = X
. Benefils: {Chack Answer} Add Delate lnreaze  Decreasae New Amount
Accidantal Death [OYes [ino [ (| | a7 )
Waiver of Premium (or COL IFUL) [1vYes [ No ) (] - 0 3
Moanthly Disatility Benafit (UL ONLY) 1 Yes L No - 0 o 0 5
Guaranteed Purchase Cptlon M ves [INo 1 ] | . 3
Rldars: '
Spouse’s | evel Term Rider {GYes 1Mo . i3 ] & 5
Chlidrer's Term Rider [Oves [INo m| (] O 1 3
Primary {nsured Term Rider [Jyes T e (I} i i | 5
Other Ingured Term Rider ) [J¥es ClMe ] ] J ] 5
Other Riders (specify):
Dl ves CNa 1 5 | ]
{Jyes [lHo | 3 O i
Elves {1Na 1 1 il I 5
If “YES". what forn of lobacen do you use? (C] Clgaretles [ Cigars ] Fipe ] Smokeless

Do you curently use any lobacoa product? 1 [ vYes CINo

l Clves [ No | H*YES", what was the dale an which you las! used lohacoa?

Have you ever used any tobacco produet?

BILLING INSTRUCTIONS: .
MODE: [lasnual [ JSeri-Annual {JQuarterdy [“IMonthty [[Non-oit  BILING TYPE: [Cloirect [ JListolf [IPAC

[Gavernment Allotment
New Planned Perodic Premiun: §

SPECIAL. IMSTRUCTIONS!

Amount Enclosed; 3

AL-A-0B1
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ase 525,000 or less ] Reinstatement [ Add Rider ar Benefit

PART Il APPLICATION FOR [] Incre
[ Term Conversion  Policy Number

[ Preferred Non-Smioker [ Select Hon-Smokar

Relatlonship Age State
(Prict first name, middie inftfal, and las! name) To Propased Dale of Birtn Mearest al Height Waight
Qccupaticn insured Month Oay  Year Blthday Biih ¥ gew Feel Inches Now Yr. ago
1. a, Proposed nka
Insured; : ;
t. Second
Proposed lnsured: {
Compisla for Family Flan, Spouse Rider, Other insured Rider or Children's Term)
2. 8. Spavse
b, Chiidran
C.

“Comments " seclion follawing the questions for 2oy “YES'answers to questions 3 through § and 10 lhrough 15,

Give delails in

3. Withln the past 10 years, has any person preposed for coveragea: .
a. Been examined by or consullad a physlcian or other practitioner? Ires CNe

b, Been under observation or reatment in a hospital or any other form of heatth care fachliy? Clves CINo
[(Ives N0

£, Had an X-ray, eleclrocardiogmm, bleod test, urine or olher laboratory iests?

| AT 2 e TN P
= S e R

4. 'Within the past 10 years, has any persan propased [of caverage;
I Recajved beneliss or compensabion for sickness ar Injury, or had §ifs or disabiiity ins

arance modified, rejacled, not renewed, of issued vas 1N
Z 5 l+]

as_a substandard sisk?
b. Scughtadvice of Irealmeant for, oF been arestsd for or been addlctad to, the use of alcoha! or drugs? Mives CNe
c. Had any diseass of the repreductive organs, genilal organs, breasts, of any ampulation or bodity infirmily, hemnla or suplure,
hernomhelds of varigose velns? . [Chves Civo
[des [INo

d. Brep advised lo have any dagnostic les), hosplialization, or surgery which was not campleted?
5, within the past 10 yesrs, has any persons proposed for coverage had of been lreated lor [lves TINo
a. Any disease of disorder of the eyes, ears, nose, throal, or thyrald gland? Yes [iNo
b. Any deformity or disorder of the back, spine, muscles, banes or jeints? CiYes CNo
c. Chest paln, heart murmur, nigh blood pressure, of any olher disease or disorder of the heart, circulatory system, blood or biood - -
vessels? : Eves (o
., or enlarged lymph glands? | Cives OONo

Peptlc uicar, indigestion, of other disease af e stomach, Intestines, gall bladdar, iiver, pancraas, spleen

d.
“a. Tuberculosis, asthma, pleursy, or any ather disease of the chesl o, lung? 2 Oves CNe
f.  Abumin, pus, blond or sugar in urine, urinary stona, of ather disease of the kidneys, tladder or prosiate? CYes t]Ng
a. Severe headaches, fainting spells, dizziness, verligo, syncope, epilspay, narvousness, paralysls, mentsl disorder, depression, or any

other diseasa or disorder of the braln or nervous system? Cles [INo
. Rheumalic or other fever, diabates, syphilis, goul, arthritis, goiter, cancer, fumor or disorder of the lymph nodes? {Ores ONe
. Any surgical operallens, reatment, or any iliness, altment, abnormality, or injury not mentioned above within the past 10 years? [dYes [No
5, Within the past 7 years: To the hest of your knowledge, has any person proposed far coverage had o been old by a medical professtonal, - .
he or she had: an immene deficlency disorder, AIDS or AIRS-Retaled Complax [ARG)? Oves Mo
7. is any person proposed for coverage now pregnant? {(H “YES" provide the child's expected dus daie In “Commenis’) [Oves CiNa
8. s any person proposed for coverage npw undar medlcal ireatment or taking any prescripfion drugs? OYes [Ne
8. Ta the bestof your knowledge, are all persons proposed for coverage now in good health? (iIf "NO" provide detalls In “Commernis?) {GYes [INe
10. Has any person proposed for coverage any latention lo travel or reside outside the Uniled, States or Canada? ['_:h’és ONo
11, Has any person proposad {or coverage within the past bwvo years fiown as a pilet, siudent pilol or crew member or Inlend to do so? iJves {JNo
12, Has any persen proposed for coverage engaged in, ar Inlend to sngage in, underwatsr diving, hang gliding or parachuling? [d¥es [INa
13. tHas any person proposed for coverage engaged In, or intend to engage in, campeltive racing of apy kind? CI¥es {MNa

74 Fas any person proposed lor coverage had a driver's license suspended or revakead, or been convicted in the last 3 years af a moving \
viglation or of driving whilz Impalred, inlpxicated, or under ihe influence of drugs or alcobiot? Hves CMo
Jyes [JMo

15. tias any person proposed for coverage everbean convictad of a felony?

Plaase s\ Question Numbes and item(s) that you are %eierring 1o, Dates/Duration, (Hagnosis, Physiclan Name and Address, and nama of the Heaith Care Factity,

[ "16. Family Histary T Agels) (i fving) Condition of Health ™ Age(s} at Dealh Cause of Death * If not answered
‘Wife or Husband . "Gaad,” give
Father details above,
Mather

Sister(s)
[Brokner(s) _

AT _ALR
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AGREEMENT AND SIGNATURE FOR PARTS 1 &H
(See “Natice to Applicant” on reverse side}

ned hereby declare(s) tat io the bes! of his knowledge and belief the foregoing stataments and answers arg
een made to induce the Campany to change the ahave numbared policy. The undarsigned agree(s}
hanged unfll tha Company bas received payrmest of all arrears and has formally approved the
s) to accept a retum of any payments made in connection with thls application jor

The undersig
complete and true and have b
that the policy shall not he so ¢
application at its Hone Office and furlher agree(

changs, sheuld the Company decline @ approve it . .
The undersigaed further agree(s) that if the Cempany approves this application lor change, such approval shall be based upon

the above statements and answers which shall be deemed to be representations and not warranties. The yndersigned further '
agree(s) as an exprass conditon of such change, that if any such represeniation is untrue In whole ar in part, and is material, the
Company shall be under no liability by reason of the change, except to return alt premiums paid in coninection with and subsequent
to such change; but on the condition that the change shal! ba incontestable after the same period followlng such change and with
the same condltions and exceplions as provided in the policy with respect ta the incontestability thereof. Itis understood tnal,
unlesg otherwise provided, the relnstatement of 5 pulicy reinstates interests of any assinnees, heneficlardes or owners.
The undersigned understand{s) that if making @ policy change, unless the change will be ta the same plan of insurance, no

_ disability benefits will be allowed for any candltion existing al the prezent time. |f the above policy is to be surrenderad with this
servica request, The undersigned hereby surrender(s) the policy for cancellation and agree that this request togstier with the
application for the odginal policy, shail constitute the application for any new palicy and that the orlginal appllcation shall be

changed orily o the extent provided.
-3 0 coimpieted-by-the-Companyand-agree focmysell{ovselves),

The undersigrned reguess Er i rarssciomy marked-above-ba-compiatad
heirs, beneficiaries and all others clatming under the above policy to release, Indemnify and hold the Campany harmiess from any

Kiablitty incurred because of campleting the above transactions. The undersigned expressly warrant{s} that alf persons signing
below are of legal age and that no procaedings in bankruplcy are pending against any of them, .
. this ) Day of

Dated at (City and Stale}

Witnass {not refated) or Agent !nsured(s), Owner{s}, Assignee(s) (Pleaze indicate ille)
Addrass Address =
City State 7lp City State Tip

AUTHORIZATION FOR PART H .
The undarsigned authorize(s) any licensed physician, medical practitionar, hospital, clinic, or other medical or medically related
factiity, insurance company, the Medical information Buread or other organization, institutien or person, that has any records or
knowiadae of me or my health or the healll of any family dapendent applying for insurance, lo giva ta the Compary, or iis
reinsurers, any such inforrnation. A phelostatic copy of this authorizztion shall be as valid as the original. 1 agree thatthis

authofzation shall be valid for two and ang half years from the date | sigrt this application.

Daled at (City and State) , s Day of

Fropased Insured {f age 1B or aver) Spousa (if ta be insured} or Second Propaosed insured (I LWL

Dwner il nol Froposed insured} and relationshis

Wilness (not relaled) or Agant
frighty (1}

Telephone Nurriber {day}): ( }

AL-A-01
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' ANNUITY & LIFE REASSURANGE AMERICA;, INC. (Fwe”,"us", "oue”
IMPORTANT NOTICE — PLEASE READ BOTH SIDES
NOTICE TO UNITED STATES RESIDENTS UNDER FAIR GREDIT REPORTING ACT

Thank you for choesing us for your insurance progral. We wouid like to expliain a part of our underwriting process
that is frequently misunderstood. : ’
You are entilled 1o know thal, as part of our routine selection procedurs, we may request an investigalive consumer
raport concerning the Insurability of each persan proposed for coverage. This report would include information as to
character, general reputation, personal characteristics and made of living, except as may be related directly or
indirectly fo your sextsal orentation, obtained through personal interviews with friends, neighbors, and associates of .
the Proposed lnsured. The Proposed Insured may request to be interviewad in conneclion with this report,

Should you desire additlonal infermation about the nature and scope of this repori, piease make a written }equest o
the Servicing Office, P.O. Box 1147, Jacksonville, lliinois £2651-1147. Please include the name of your agent as well

as your own fuli name, date of birth and return address.
vau setecled us for excellent financial planning services and quatity protection. in arder to p'rovide the best possible

products on the most favorable basis, it Is necessary for us to be somewhat sefective in issuing our policies. We
sincerely helieve that the consumier investigative report is an essential and proper tog| to assist us in maeting these

mutual objectives.
wWe will do our best to serve you bolh now and in the future, Pilease calt us any time.at our lol-free number: (800) 825+
coe3.

“INOTIGE TO APPLICANT

Ay persaon who knowingly and with intent to Injure, defraud, or deceive any insurer files a
staternent of claim or an application cantaining false, incomplete, or misleading information is

guilty of a felony of the third degree.

AL-A-01
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IMPORTANT NOTIGE - PLEASE READ BOTH SIDES
NOTICE REGARDING MEDICAL INFORMATION BUREAU

Information regarding your insurability wilt be treated as confidential. The Company and its reinsurers may, however,
make a brief repart therecon to the Medical Information Bureay, 2 non-profit membership organization of life insurance
companies, which operates an information exchange on behalf of its members, I you epply to another Bureau
member company for life or health insurance coverage, or a clalm for benefits is submiited to such a company, the
Bureau, upon reguest, will supply such company with the informationt in its fite, -

Upon receipt of 8 request from you, the Bureao will arrange disclesure of any hformation it may have in your file
{medical information will be disclosed only lo your attending physician}. f you questlon the accuracy of infermation in
the Bureau's flle, you may contact the Bureau and seek a carrection. if you are a United States resident, your request
wiil be handied in accordance with the procedures set forth in the Fair Credit Reporting Acl. The eddress of the
Bureau's Information office in the Uniled States is Post Office Box 105, Essex Station, Bosion, Massachusetis 02112,
teleghorna number (617) 426-3660. In Canada, the address is 330 University Avenua, Suile 801, Toranto, Untaria

MEG TR 7, Eiephone number (4187 897=05880: . e

The Company and its retnsurers may slso retease information in its files to other Hfe insurange companies 1o whom
yau may apply for e or health insurance, or lo whom & clairn for benefils may be submitiad.

AL-A-0]
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Social

MAD History for Work object key 2010-11-15-12.26.17.566281T701

JLIFE - FORMS - PROCESSED - END — Updateable
~ 1009208 -

Securlity Mum:
Agent Number:
printed on Tuesday, May 07, 2013 at 1:49:25PM

BERNSTEIN - SIMON -
Policy Number:

L9 =
1009208

Insured's Last Name: BERNSTEIN

Begin Date:
Bagin Time:
User Td:
Workstation Id:
Buginess Area:
Type:
Status:
Queue:
User Mame:

DTM Description:
Comments:

2010-11-15
13x072:01
JPETESD

COLE, SHANMNON D

MATLED RETNSTATEMENT

PORM

Tlags:

DTM
DTM
oTM
DT
End
End

Job Mame:
Return Code:
Task Name:
Next Task:
Date:

Time:

2010~-11-15
T3n22501

Begin Date:
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:
Status:
Cueue:
User Name:

DTM Description:
Comments:

2010-11-15
PR3
JPETESD

JLIFE
FORMS
PROCESSED
END

COLE, SHANNON D

Flags:

DTM
DTM
DT
End
End

4500N2
Job Name:
Return Code:
Task Name:
Next Task:
Date:

Time:

2010-11-15
13:21:54

Begin Date:
Begin Time:
User Id:
Workstation Td:
Business Area:
Type:
Status:
Queue:
User Name:

DIM Description:
Commentss

20]10-11=15
12:27:44
JMILLH

MITLLER, HEATHER R

Flags:

DTM
DTM
DTM
DM
End
End

Job Name:
Return Code:
Task MName:
Next Task:
Date:

Timwe:

2010-11-15
12:27:44

*no info given to Diana as I could not locate letter of auth en file.. while T
was searching for letter that she claims to have sent in she terminated

call*

Begin Date:
Begin Time:
User Id:
Workstation Id:
RBusiness Area:
Type:

2010-11-15
12:27:14
JMILLH

Flags:

DTM
DM
DTM
oM
End

Job Name:
Return Code:
Task Mame:
Next Task:

Date: 2010-11-15

JCKO000145




BWD Hisztory for Work object key 2010-11-15-12.26.17.566281T01
JLIFE — FCRMS - PROCESSED — END - Updateable

— 1008208 - - BERNSTEIN - STMON -~ 1% -
Social Security Hum: _ Policy Number: 1009208
Insured's Last Name: BERNSTEIN

Agent Number:
Printed on Tuesday, May 07, 2013 at 1:49:25PM

Status: End Time: ez, Fld

Quaue:
Usar MName: MILLER, HEATHER R
DTM Description:

Comments: PLS FAX REINST FORMS TO DIANA@ 561-988-0833

Begin Date: 2010-11-15 Flags: A500NG
Begin Time: 12:26:20 DTM Job MName:
User Id: SMILLH DTM Return Code:
Workstation Id: DTM Task Name:
Business Arear JLIFE DTM Next Task:
Type: FORMS End Date: 2010-11-15
Status: ALPHAMATCH End Time: 12:27:00
Queue: C3PROC
User Name: MILLER, HEATHER R

DTM Description:
Comments:
Begin Date: 2010-11-15 Flags: 4500N0
Begin Time: 12:26: 17 DM Job Name:
User Td: JMILLH DTM Return Code:

Workstation Id: DT Task Name:

Business Area: JLIFE DTM Next Task:
Type: FORMS End Date: 2010-11-15
Status: PHONE End Time: 12:28: 17
Queue: CSPROC
TUser Name: MILLER, HEATHER R

DTM Description:
Comments:

JCKO000146




Heritage Union Life Insurance Company
P. O. Box 1147, Jacksonville, IL 62651-1147
Phone 800-825-0003 Fax 803-333-7842

November 15, 2010

SIMON BERNSTEIN
7020 LIONS HEAD
BOCA RATON FL 33496

Insuzred Name: SIMON BERNSTEIN
Policy Number: 1009208
Correspondence Number: 11044995

Dear SIMON BERNSTEIN:

We have received your request to reinstate the above referenced policy. To consider your request,
the enclosed forms nwst be completed for the proposed primary insured and returned to us. In
addition, if your policy includes any Riders that you wish to reinstate the enclosed forms must also
be completed for any other proposed insured to be coverad by the Riders. Upon receipt, we will
consider your application for reinstatement under our current underwriting rules and practices.
These forms must be received by the Company at the address shown above during the lifetime of
the insured, within 31 days from the date of this letter or the timeframe stipulated in yvour policy

provisions, whichever is greater.
e Until the completion of the reinstatement process, your policy will remain terminated.

Completing the reinstatement form is the fizst step in processing your request. Underwriting, may
require additional information that includes a statement from your atiending physician and/or an
examination ard blood draw from our paramedical provider. You may be contacted by a
Portamedic examiner to make amrangements for the examination.

If you have any questions, please call the Client Service Center at 300-825-0003, Monday through
Friday from 7:30 AM to 4:30 PM Central Standasd Time.

Sineerely,
Client Services
Enclosure(s): Hippa Notice

Privacy Notice
Reinstatement Form

JCK000147




Authorization for Release of Health Information

to Heritage Union Life Insurance Company
This authorization complies with the HIPAA Privacy Rule.

1009208 : 4
Policy Number ~ Name of proposed insured/patient Date of birth
(please print)

I authorize any health plan, physician, health care professional, hospital, clinic,
laboratory, pharmacy, medical or medically-related facility, federally assisted
alcohol or substance abuse program, Veterans Affairs health care facility, or other
health care provider or facility that has provided payment, treatment, or gervices to
me or on my behalf or the behalf of me and my minor children who are insured or
for whom I am seeking insurance, if any, (“My Providers”) to disclose the entire
medical record and any other protected health information concemning me or me and
my minor children to Heritage Union Life Insurance Company (“the Company”™)
and its agents, employees, and representatives. This includes mformation on the
testing, diagnosis, treatment or prognosis of any physical or mental condition,
inctuding, but not limited to, Human Immunodeficiency Virus (HIV) infection and
AIDS (Acquired Immune Deficiency Syndrome), sexually transmitted or
communicable diseases, mental illness, developmental disabilities, sickle cell
anemia, and the use of alcohol, drugs and tobacco, but excludes psychotherapy
notes. By my signature below, I acknowledge that any agreements I have made with
My Providers to restrict my or my minor children’s protected health information do
not apply to this Authorization. I further instruct My Providers to release and
disclose my/our entire medical records without restriction, if requested under this
Autherization.

The Company may use and disclose information received under this Authorization
to: L) underwrite my application for coverage and malce eligibility, risk rating,
policy issuance and enrvollment determinations; 2) obtain reinsurance; 3) administer
claims and determine or fulfill responsibility for coverage and provision of benefits;
4y administer coverage; and 5} conduct other legally permissible activities that relate
to any coverage I have or have applied for with the Company. I undersiand that any
information that is disclosed pursuant to this Authorization may be re-disclosed and
no longer covered by federal rules governing privacy and confidentiality of health

information.

This Authorization shall remain valid for 24 months following the date of my
signature. A copy of this Authorization is as valid as the original

JCK000148




I have the right to revoke this Authorization in writing, at any time, by sending a
written request for revocation to the Company at the address shown on the attached
correspondence. A revocation of this Authorization is pot effective to the extent that
the Company or others have relied on it, or to the extent that the Company has a
legal right to contest a claim under an insurance policy or to contest the policy itself.
My Providers may not refuse to provide treatment or payment for health care
services if 1 refuse to sign this Authorization. I understand that if I refuse to sign
this Authorization, the Company may not be able to process my application, or, if
coverage has been issued, may not be able to make any benefit payments. I have
received a copy of this Authorization which I have signed and will retain for my

records.

Signature of Proposed Insured/Patient or Legal Representative Date

Description of Legal Representative’s Authority or Relationship to Patient

Health Authorization (2.4) Insured Copy

JCKO0001489




Authorization for Release of Health Information

to Heritage Union Life Insurance Company
This authorization complies with the HIPAA Privacy Rule.

1009208 L .1
Policy Number  Name of proposed insured/patient Date of birth

{please print)

I authorize any health plan, physician, health care professional, hospital, chinic,
laboratory, pharmacy, medical or medically-related facility, federally assisted
alcohol or substance abuse program, Veterans Affairs health care facility, or other
health care provider or facility that has provided payment, freatment, or services to
me or on my behalf or the behalf of me and my minor children who are insured or
for whom I am seeking insurance, if any, (*My Providers™) to disclose the entire
medical record and any other protected health information concerning me or me and
my minor children to Heritage Union Life Insurance Company (“the Company™)
and its agents, employees, and representatives. This includes information on the
testing, diagnosis, freatment or prognosis of any physical or mental condition,
including, but not limited to, Human Immunodeficiency Virus (HIV) infection and
AIDS (Acquired Immune Deficiency Syndrome), sexually trapsmitted or
communicable diseases, mental illness, developmental disabilities, sickie cell
anemia, and the use of alcohol, drugs and tobacco, but excludes psychotherapy
notes. By my signature below, I acknowledge that any agreements I have made with
My Providers to restrict my or my minor children’s protected health information do
not apply to this Authorization. I further instruct My Providers to release and
disclose my/our entire medical records without restriction, if requested under this

Authorization.

The Company may use and disclose information received under this Authorization
to: 1) underwrite my application for coverage and make eligibility, risk rating,
policy issuance and enrollment determinations; 2} obtain reingurance; 3) administer
claims and determine or fulfill respousibility for coverage and provision of benefits;
4) administer coverage; and 5) conduct other legally permissible activities that relate
to any coverage [ have or have applied for with the Company. I understand that any
information that is disclosed pursuant to this Authorization may be re-disclosed and
no longer covered by federal rules governing privacy and confidentiality of health

information.

This Authorization shall remain valid for 24 months following the date of my
signature. A copy of this Authorization is as valid as the original.

JCK000150




I have the right to revoke this Authorization in writing, at any time, by sending a
written request for revocation to the Company at the address shown on the attached
correspondence. A revocation of this Authorization is not effective fo the extent that
the Company or others have relied on i, or to the extent that the Company has a
tegal right to contest a claim under an insurance policy or {0 contest the policy itself.
My Providers may not refuse to provide treatment or payment for health care
services if T refuse to sign this Authorization. I understand that if T vefuse to sign
this Authorization, the Company may not be able to process my application, or, if
coverage has been issued, may not be able to make any benefit payments. [ have
received a copy of this Authorization which I have signed and will retain for my

records.

Signature of Proposed Insured/Patient or Legal Representative Date

Description of Legal Representative’s Authority or Relationship to Patient

Health Authorization (2.4) Home Office Copy
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OUR PRIVACY POLICY
Required by the federal Gramm-Leach-Bliley Act and siate privacy law
(State law will apply if it provides more protection than federal law.)
ANNUITY & LIFE REASSURANCE AMERICA, INC.

We are committed to keeping ihe non-public personal information (“NPI") we collect confidential and secure. We want to let
you know how we protect your privacy. Our Privacy Policy applies to potential, current and former customers.

How do we protect your privacy?

We restrict access to NP1 to our employees who need it for their jobs.

We use your NP1 only as is necessary for us to provide insurance products and services,

We reguire nonafiiliates that perform sesvices for us o protect your NP! and not use it for any othet purpose.
We verify that anyone asking for your NPl is entitied to it before we give it.

We collect your health information only-with your written authorizasion.

We disclose your NP1 only as permitted or required by law.

We do not disclose your NP o others for their own marketing purposes.

We do not reveal your health, character, personal habits or reputation to anyone for marketing purposes.
We maintain physical, electronic, and procedural safeguards to protect your NPI.

& % o & O

L L I AR

What information do we collect?

We need some NPI o determine if you are eligible for our products. Once a contract is issued, we typically only seek NPi

when someone asks for more coverage or submits a claim. Some examples of what we may collect:

« Data you provide on applications (name, address, date of birth, Social Security number, income, and beneficlary).

e Medical information from health care providers obtained with your authorization,

« Information about your policies with us {policy number, coverage, premium, and payment history),

e As you have autharized: credit reports from consumer reporting agencies; driving records from the Bureau of Motor
Vehicles; medical records from the Medical Information Bureau. (NPI obtained from insurance support organizations
may be kept by them and disclosed to others.)

To whom do we disclose information?

We may share your NPl when you ask or authorize us fo do so. Also, the law aliows certain disciosures without your

authorization. We may share some or ail of your NPI with affiliates ar nonaffiliates, as permitted or required by taw. The law

does not allow you to opt out of these disclosures. Examples of who we may share NPI with:

Manaffiliates we have hired to help us provide insurance services, such as claims, billing, and customer service vendors

and insurance agenis; affiliates that help us provide services or audit our operations.

« A consumer reporting agency to detect or prevent fraud.

« Agegulatory, legal or government authority, for a compliance audit or under a subpoena or court order.

»  Affiliates or nonaffiiates that market our products. These parties may include life and health insurers, insurance agents,
and marketing firms. We may share your name, address, product purchased, and policy number for these purposes.

What are your rights?

= You have the right to know what NP1 we have collected about you; this does not apply o NPI that refates to an actual or
possible claim or civil or criminal action. You may ask us in writing to correct any NPL you believe is not carrect.

« You may ask us in writing for a list of those to whom we have disclosed your medical records within the past two years.

+  Ifwe wish to disciose your NP1 for reasons not allowed by law, we will ask for your written authorization. If you give it to
us, you may revoke it at any time. Revocation is subject to the rights of anyone who acted in reliance of your
authorization before it was revoked.

e We ray change our Privacy Policy from time to firme. If we do, we will provide you with all of the legal rights to which
you are entitled. This privacy notice supersedes ali such prior notices we may have provided to you.

How do you contaci us?

If you have questions about this nolice, piease wiite 1o us at Annuity & Life Reassurance America, Inc., Atin: Legal
Department, 1700 Magnavox Way, Fort Wayne, IN 46804. Contact Customer Service for questions about your policy.

01/08 Privacy Notice
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Annuity & Life Reassurance _America, inc. Service Bureau:
Home Office: P.G. Box 1147
Hartford, CT 08103 Jacksonvilie, IL. 62554
{“the Company"} {800} 825.0003
POLICYOWNER PLAN CHANGE]
REINSTATEMENT REQUEST
’ PART 1
INSTRUCTIONS: = Check L] for service desirad = Indicate la what address iterns should be reluined  » Malt formn (aad golicy if required) to
Servicing Office = For Change of Beneficiary, complete separate fommt. :
If other than the tnsured = Assignes, ¥ policy assigned

SIGNATURE REQUHREMENTS: o [nsured, i age 15 or older = Owner,

» Corporate officeir with Hle, i polluy is corporale-owned. . .
Policy Numbar 2 Insured (also cafted “youT) thaured's Date af B

{nsured's Address Insured's Sosial Securlly Number®

Dwner or Assignee Crwet's Social Securdty Number

Chwier or Assignee Address and Phone NMumber Agent's Phone Number

Agent Code

Agency Code

Servicing Agent’s Name

Wil nol process without valid lasured’s Sochal Securty Mumber and Owner's Soclal Security or Tax ldentification Numbaer.
Return ail Bams to: L3 Owner [ General Ageney [J Other {speclfy}

{7 TRADITIONAL 1] UNIVERSAL LIFE
Old Plar; Old Benefit Amount: § __ | | Hew Plam: Mew Benefit Amount; §
] Drop

[ converting pan of a term pollsy ar term life dder, ts the balapica ta be retalned or dropped? [ Retain §
I 1V declare the Criglnal Policy Conlract has bepn ost or destoyed.

Death Benefit Option (Urdversal Llfe ONLY): [ Level [} increasing
: : Cusrently on Policy «
Benafits: (Theck Answer) Add Delete  inopease  Decrease Hew Amount
" Accidenta) Death [ ves £1ta | | 1 1 s
Waiver of Pramium [of COIIFUL) . [1Yes £1No m} 3] - i 3
Monthly Disabiflly Benefil (UL ONLY) [Jves Lo (! g o 0 3
Guaranteed Purchase Option [ves Mo | |5} M _ O 5
Riders;
Spouse's Level Term Rider [Mres Tl No ™ ] 0 | 5
Chiidress Term Rider 3yes [Ona | rl [ 0 b
Prirary insured Term Rider [1ves Edno 3 0 i 3 5.
Other Insurad Term Rider ’ Flves [1No {1 ' ] [ 3
Oiher Riders (specify):
[3vYes 1 Ne | [:! ] [}
3 yes [ Mo 2 [ l (] 5
] ves [ po £ .} 0 . 3 5
1~ E5", what form of lobacco do you usa? [ Clgeraties [J Clgars [1 Fipe () Smckeless

Do you currently use any lobacco product? {Jves {IHa
(3 ves [J Mo | MYES", whatwas the dale on which you |ast used tobaceo?

Have you ever used any lobacco product?

BILLING INSTRUGTIONS: . . ’
MODE: [Tlanmual [ ]Semi-Annual [ JQuarery [Jianthly [ INan-bil BILLING TYPE: [ JDirect  [histbil Cipac

[Government Alctenent
Mew Planned Periodic Premium: 3
SPECIAL INSTRUCTIONS:

Amount Enclosed: §

Al-A-G]
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APPLICATION FOR [] ncrease $25,000 or less 1 Reinstatement [] Add Rider or Benefit

PART I
[J preferred Mon-Smoker 1 3elect Mon-Smeker [T Terrn Conversion Polley Number
F;_e{’c;lnnsh!p Age Slale
. 5 s o Proposedt i a af i
(Print fest name, middie inilisl, and last name) Secpdion lnsufed Mm‘[‘i%:leac;f Bm:ear gﬁhf‘f:; Birth | geg Fgmes N:;%—?J%:g.gj‘agu
1. a, Propased nia
insured; . 1
&, Second i
Proposed insured:
Complele for Family Plan, 3pause Hider, Other Insured Rider or Ghitdren's Term)
Z.a. : : Spouse [
b. Chiidren
& .
Give delails in "Commants” section foliowing the questions for ary YES* answers 1o guestions 3 through 8 and 10 through 185,
3. Within the past 10 years, has any person proposed for soverage: .
2, Been examined by or consulled a physician or other prachtioner? . CIves (1N
b. Been under dosecvation or freatment in a hospital or any other form of health care facitly? {Ives Oie
c. Had an X-ray, electrocardiogram, blood lest, urine or clher jaboralory tests? Cives CINa
4. Wilhin the past 10 years, nas any persan proposed for col/erager —— E¥es TNe ..
3. Recejved benslis ar compensafion for sickness or Injury, of hao life of disabllity insuranse modified, rejecled, not renewed, or Issued
=5 2 substandard dsk? : ' OYes ONe
b. Sought advice or treatmenl for, or heen arested for or heen addlcted to, the use of alcohol or drugs? [O¥es [ONo
c. Had any disease of the reproductive organs, gznital organs, breasts, or any amputation or bodily lafirmity, hernia or rupture,
hernorrhelds or vadcose veins? : ' DY&% [nte
4. Been advised o hava any diagnostic tesl, hosplialization, of surgesy which was nnt completed? CYes [io
5. Within tha past 10 years, has any pefsons propased for coverage had or heen treated fon Oes DN
a. Any disease or disorder of lhe eyes, ears, nasa, throal, or thyrold gland? Cves DNo
5. Any deformlty or disorder of the back, spine, muscies, bones or Joints? Tves TiNa
c. Chest paln, heart murmur, high blood pressure, or any olher disease or disorder of the heart, croulatory systemn, blocd or bicad .
vesselg? [Hres CONe
d. Peptic ulcer, Indigestion, or other disease of the stomach, Intestinas, gall biadder, liver, pancreas, spleen, or enlarged lymph glands? [Ciyes [(INo
&. Tuberculosls, asthna, plaurisy, or any olher disease of the chest oc lung? COyes [Oto
. Albumin, pus, blogg er sugar & uring, urnary stone, of other dizseass of he kidneys, bladder cr prosiaie? Oyes (ONo
g Sevara‘ headache%. fainting spellz, dizziness, verlipo, synoope, epllepsy, nervousness, paralysls, meatal disorder, depressian, or any
other disease or disarder of the braln or nervous system? Cves CNo
n Rhatmatic or other fever, diabetes, sypbifis, goul, arthalis, gofler, cancer, tumor or disorder of the lymph nodes? TYes TiNo
. Any surgical operations, restment, or any iltness, aitment, sbpormallty, or Injury not mentloned above within the past 10 years? [Yes [ No
5. Wilhin the past 7 years: 10 the bast of your knowledge, has any persan proposed for coverage had or been loid by 8 medical professional, - .
he or she had: an mmunae deficiency disorder, AIDS of AlDS-Relaled Complex (ARCY? Clves D
7. ls any person progosed for caverage pow pregnant? (if *YES", pravide the child's expectad due date in "Comments?) {Ivas {No
4. Is any person propused lor coverage now under medicza! reatment or taking any prescriplion drugs? CiYes {iMo
9. To lhe bestal your knowledge, are all parsons propessd for coverags now in good kealth? {If “NO", provide detaills In "Comments’) {Tres (ONe
40, Has any person propesed for coverage any Intention fa bavel or resids putside the Uniled. States or Canada? i [:]Y;ss Mo
11. Has any parson propased for coverage within the past Iwo years flows as & piot, sludent pilat ar crew member or Inlend to do so? } [O¥es ONe
12. Has any parson propased for coverage engaged in, of intend to engage in, undenwater diving, hang ollding or parachuting? -f Myes ONo
12. Has any parson proposed lor coverage engaged In, or intend W engage I, compe littve racing of any kind? ives [3Na
14. Has any person proposed [ar coverage had a Hivers license sucpended or tevoked, of been convicled in the last3 years of a moving g
vialatlon or of driving while impalred, intoxicatad, or under the Influence of dnugs or alcchal? : Cves [INe
[Myes [[JMo

15. Has any person propused [or coverage ever been convicled af a fejony?

Please list Queslion Nu

mber and llem{s) thal you are releding to, Dates/Duration, Diagnosis, Physiclan Name and Addsess, and name of the Heaith Care Facillty.

16, Famnfly History | Agsts) {if fiving) Conditien of Health *

Age(s) at Death Cause of Dealh ] * 1f nol answered
"Good,”

give

Wife or Husbaad
dalalls above,

Father
Mother
Slster(s)

Srather(s) .

AT .A-NY
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. AGREEMENT AND SIGNATURE FOR PARTS [ &1
(Seo “Notice to Applican!” on reverse side)

The undersigned hereby dectara(s) thet to the best of s knowledge and belief the foregoing stzlements and answers are
induce the Company to change the above numbered palivy. The undersigned agrae(s}

cornplete and true and have been made fo
that the policy shall not be se changed untit the Campany has recaived payment of all arrears and has formatly appraved the

application al #ts Home Office and furthes agree(s) lo accept a retun of any payments made in connection with this application for

changs, should the Cammpany decline o approve t.
The undersigned furthier agrae{s) thatif the Company approves this application for change, such approvai shall ba basad upon
he above staternents and answers which shall be deermed to be representations and not warranties. The yndersigned further
agree(s) as an express condition of such ahange, that if any such represantation is untrue In whele or in part, and is material, the
Company shali be under no Rability by reasan of the change, except to return alf premiums paid in corinaction with and subsequent
1o such change; but on the condition that the change shall he incontestabla after the same paried following such change and with
the same coendilions and exceptions as provided in tha policy with respect to the incentestability therect, ltis undarsinod that,
unless otherwise provided, the relnstatement of a policy reinstates interasts of any assignees, beneficlades or owners.
The underslgned understand(s) thal If making a policy change, uniess the change will be to the same plan of insurance, no

_ disabliity benefils wiil be allowed for 2ny condition exlsting 2l the present time. I the above policy is to be surrendered with this
service request, The undersigned hereby surrender(s) the poficy for canceflation and agree that this request togather with the
application for the criginal policy, shall constiile the applicalion for any new pelicy and that the originat application shali ba

changed only lo the exlent providad.
shove-be-tompleted-by-the-Cempany-ard.agresformysell (aursalves),.

OBy e B

The undersignad requesyiy tival B rEANS ooy pTarked - anove- bE THmp
heiss, beneficiarias and all others claiming under the above policy to release, indemnify and hold the Company harmiess from any

liabifity incurred because of completing the above transaclions. The undersigned expressly warrant(s} that all persons signing
below are of legal age anpd that no proceedings in bankruplcy are pending against any of tham.

Dated al {City and Slate} . this Day of
Witness {not relatad} or Agent !nsured(s). Crwner(s), Ass{gnee{s) {Please indicale ttle)
Address Address =
Clty State Zip City slate T

AUTHORIZATION FOR PART 1l :
The undsrsigned authorize(s) any llcensed physician, medical practitioner, hospital, clinic, or other medical or madically related
facilily, Insurancs company, the Medical Information Bureau ar other erganization, institution or persen, that has any records or
knowledge of me or my health of the health of any family depandent applying for insurance, te give to the Company, or its
reinsurers, any such information. A photostatic copy of this authorization shalt be as vaiid as the original. |agree that this
authorization shall he valid for two and one half years from the date 1 sign this appiication,

Pated at {Chy and State) , this Day of

Spouse (if fa be insured) or Second Froposed insured (f JW.L.)

Proposed Insured {if age 16 or ovar]

Owner (I not Proposed Insured) and relaionship

\Witness {not refafed) of Agent
{night}: { )

Telephona Number (day): { }

AL-£-01

JCKO00155




14 ' AMNNMUITY & LIFE REASSURANCE AMERICA, INCG. {"we”,"us" "our”
IMPORTANT HOTICE — PLEASE READ BOTH SIDES :
NOTICE 7O UNITED STATES RESIDENTS UNDER FAIR CREDIT REFORTING ACT

I

Thank you for choosing us for your insurance program. We would like to explaln a part of our underwriting process

thatis frequently misundarstood. ;
You are entitled to know thal, as part of our routine selection procedurs, we may reques! an investigative consumer

repoct concerning the insurabiiily of sach person proposed for coverage, This report would include information as to
character, general reputation, personal characlenstics and maode of living, except as may be related directly or
indirectly to your sexus| orientation, obtained through personal interviews with friends, neighbors, and associates of .
the Proposed Insured, Thé Proposed Insured may request to be interviewed in connecton with this report.

Should you deslre additonal infarmation about the nature and scope of this report, pleaze make a written fequast 10
the Servicing Office, P.O. Box 1147, Jacksonviie, lllinois B2851-1147. Please include the name of your agent as well

as your own full name, date ¢f birth and returmn address.

You selected us for excelient financial planning services and guality protectioa. In order to provide the bestpossible
praducts on e most favorable basls, it is necessary for us to be somewhat selective in Issuing our pollcies. We
sincerely believe that the consumer invesligative report is 2n essential and proper tool to assisl us in meeling these

mutual objectives.
Wa will do our best to serve you both now and in the future, Please call us any lime-at our Ioli-frea nurmnber: {800 B25-
0003,

~ “"NOTICE TO APPLICANT
Any person who knowingly and with intent to Injure, defraud, or deceive any insurer files a
statement of claim or an application containing false, incomplete, or misleading information Is

guilty of a felony of the third degree.

AL-A-01
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IMPORTANT NOTICE —~ PLEASE READ BOTH SIDES
MOTICE REGARDING MEDICAL INFORMATION BUREAU

information regarding your insurability will be reated as confidential. The Company and fis reinsurers may, however,
make a brief report therean to the Medical Information Bureai, a nan-profit membership organization of life Insurance
sompanies, which operates an information exchange on behalf of its members. I you apply to another Buresu
member company for life or hezith jnsurance coverage, or a claim for benefils is submitied to such a campany, the

Bureay, upon request, will supply such company with the information 1n its fle.

Upon receipl of a requast from you, the Bureau will arrange disclosure of any Information it may have in your file
(medical information will e disclosed only la your attending physician). if you guestion the accuracy of information in
ihe Bureau's file, you may contact the Bureau and-seek a correcltion. ¥ you are a United States resident, your reguest
will be handled In accordanse with the procedures set forth in the Fair Credlt Reporting Act. The address of the
Buread's information office in the United States is Post Office Box 105, Essex Station, Boston, Massachusetis 021412,
telephone number (817) 426-3860. In Canada, the address is 330 University Avenue, Suile 51, Toronto, Onlario

MEGTRYT, elepnone number (¢ 187 597=0350:

its relnsurers may also release information in its flies to other iife insurance companies to whom

The Company and
insurance, or 1o whom & claim for benefits may be subrmittad.

vou may apply for life or health

AL-A-GY
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AWD History for Work object key 2010-11-16-12.12.52.,495281T01

JLIFE - POLINQUIRY -
1009208 —

Social Security Num:

Agent Number:

Printed on Tuesday, May

PROCESSD2 — END - Updateable
- BERNSTEIN - SIMON - 19 -
Policy Mumber: 1009208
Insured's Last MName:
07, 2013 at 1:50:03FM

BERNSTEIN

Begin Date:
Begin Tims:
User Id:
Workstation Id:
Business Area:
Type:
Status:
Queue:
User Name:

DTM Description:
Comments:

Begin Date:
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:
Status:
Queue:
User Mama:

DTM Description:
Comments:

2010~-11-16 Flags:
1L2e27:38 DTM Job Mame:
JENCGELS DIM Return Code:
DIM Task MName:
DIM Next Task:
End Date: 2010-11i-16
End Time: EZRe9.38
JES3, LISA B

PO CALLED AND WILL BE MAIL

2010-11-16
1232450%
JKNOXLA

JLIFE
POLINQUIRY
PROCESSDZ
END

JESS, LISA A

ING LOAN PAYMENT TO US TODAY.

Flags: 5990N2
DTM Jok Name:
DTM Return Code:
DTM Task Mame:
DTM Next Task:
End Date:

End Time:

2010-11-1%
12:24:08

Begin Date:
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:
Status:
Queue:
User Name:

DM Description:
Comments:

2010-11-16
T2 @ 3ubd
JENOKLA

End Date:

JESS, LISA A

FAXED TO DIANA AT 561/988-

Flags:

DTHM Jok Name:

DTM Return Code:

DTM Task MName:

DTM Next Task:

2010-11-18

End Time: 12:23:54

Begin Date:
Begin Time:
User Id:
Workstation Id:
Business Area:
Type:

Status:

Quaue:

201.0-11~-16
12:22:13
JENOXLA

Flags:

Job Name:
Return Code:
Tasgk Name:
Next Task:
Date:

Time:

DTM
DTM
DTM
End
End

2010-11-186
FrePEs s

JCKO00158




Social Securlity Num:
Agent Number:

AWD History for Work object key 2010-11-16-12.12.52.495281T01

JLIFE - POLINQUIRY - PROCESSD2? — END - Updateable

R 1 00°208 -

Printed on Tuesday, May 07,

- BERWNSTEIN -
Policy Number:

Insured's Last Name:
2013 at 1:50:03FPM

SIMON - 19 -

1009208

RERNSTETN

Ugser Name:
DTM Description:
Comments:

JESS, LISA A

PLEASE FAX

DIANA AT 561/988-0833 THE GRACE WOTICE DATED 8/27

Begin Date:
Begin Time:
User Td:

2010-11-16
12:12:55
JEKNOXLA

Workstation Id:

Business Area:

Type:t

Statua:

Queue:

User Name:
DTM Description:

Comments:

JLIFE
BOLINQUIRY
RALPHAMATCH
CSPROC2
JESS, LISA A

Flags:

DTM Job Name:
DTM Return Code:
DTM Task Name:
DTM Next Task:
Lnd Date:

Ind Time:

4000N0

2010-11-14a
12:22:16

Begin Date:

Begin Time:

User Id:

Workstation

Business Area:

Type:

Status:

Queune:

User MName:
DTM Descripticn:

Comments:

2010+ 11=16
12112452
JENOXLA

TId:

DLLIFE
PHONE
PHONE
CSFROC

JESS, LISA A

Flags:

DTM Job Name:
DTM Return Code:
CTM Task Name:
DTM Next Task:
End Date:

End Time:

9590ND

2010-11-16
12:12:52

JCKO00159




Heritage Union Life Insurance Company
P. O, Box 1147, Jacksonville, IL 62651-1147
Phone 800-825-0003  Fax 803-333-7842

November 16, 2010

SIMON BERNSTEIN
7020 LIONS HEAD
BOCA RATON FL 33496

insured Name: SIMON BERNSTEIN
Policy Number: 1009208
Correspondence Number: 11047109

Dear SIMON BERNSTEHN:

Thank you for contacting Heritage Union Life Insurance Company. We are writing in response to

your inquiry on the above-referenced policy.

Following is the Grace Letter dated 3/27/2010.

If you have any questions, please call the Client Service Center at 800-825-0003, Monday through

Friday from 7:30 AM to 4:30 PM Central Standard Time.
Sincerely,
Client Sexrvices

Enclosure(s): Requested Documents

JCKO00160




HEAITAGE UNION LIFE INSURANCE COMPANY
P.O. Box 1147, Jacksonville, IL 62651-1147
Phone BOQ-825-0003 Fax 803-333-7842

AUGUST 27, 2010

Simon Bernsieln
7020 Lions Head
Boca Raton FL 33486

RE: Insurad: Sirmon Bernstein
Policy Number: 1009208
Planned Periodic Premium: $34,397.20
Total Amount Required to Continue Coverage: $24,735.16

NOTICE OF POLICY GRACE PERICD

Dear Simon Bernsiein:

Your policy does not have sufficient valus to pay the monthly deductions now past due and has entered its grace
period. In order to keep your valuable coverage in force, remit your payment so that it Is received at the address
shown below on or before October 28, 2010 , which is the end of your Grace Period. If payment is not received at
the address shawn below on or bejore October 28, 2010, your caverage will terminate effective October 28, 2010
unless your policy has a net cash value and provides for and coverage continues under any of the following: 1} a
non-forfeiture option, 2) an option o discentinue premium payments, oF 3) an automatic premium loan election.
Common non-torfeiture options are the purchase of exiended teyrm insurance, the purchase of reduced paid-up
insurance or you may surrender your policy for the netcash valus. Raler 1o your policy for ime Himits and opticns

available.

HERITAGE UNION LIFE INSURANCE COMPANY

PO Box 19099
Newark, NJ 07185-0099

If you are making your Planned Periodic Premium paymernts when billed, the amount and/or frequency is not
sufficient fo keep your coverage in force. |n order to prevent this from happening In the future, we encourage you ta
revlew the terms of your policy and your Policyholder Statemment each year to determine if and when an adjusiment in

your Planned Perlodic Premiurn is necsssary.

It this policy shauid terminate, you may be eligible for reinstatement. The reinstatement of terminated coverage will
require evidence of insurability, underwrlting approval and payment of all past due prermiums during the lifetime of the

insured,

JCKO000161




i e RIS 1

Ra: Insured: Simoen Bernsiein
Policy Number: 1009208
Fage 2

i you have any questions, please cali the Client Service Center at 800-825-0003, Monday through Friday from 7:30

AM to 4:30 PM Central Standard Time.

Sincerely,

Client Services

V0620100205
HAPFLGRFD

JCKOR0182




AWD History for Work object key 2010-12~13-09.00.00.19%9281T01
JLIFE - REINST ~ INCOMELETE - END - Updateable

1009208 - — BERNSTEIN - 5IMON - 19 -
Social Security Mum: Policy Hunber: 1008208
Insured's Last Name: BERNSTEIN

Agent Number!:

Printed on Tuesday, May 07, 2013 at 1:51:23PM

Begin Date: 2010-12-15 Flags:
Begin Time: Lar21 203 DTM Job Name:
User Id: JSIMMS DTM Return Code:
Workstation Id: DTM Task Name:
Business Area: DIM Next Task:
Type: End Date: 2010-12-15
Status: End Time: 16:21:03
Quenre;
User Name: ARNCUDTS, STACY

DTM Description:
Comments: sent forms again...
Begin Date: 2010~-12-14 Flags:
Beyin Time: 14:41:15 DTM Jol Name:
Ugser Id: JLYONKA DTM Return Code:
Workstation Id: DTM Task Name:
Business Area: DTM Next Taskrs
Type: End Date: 2010-12~14
Status: EFEnd Time: 14:41:15
Queus:
User Name: LYONS, KERI A

OTM Description:
Commnents: sent additional info to aof
Begin Date: 2010-12-14 Flags: 9996N1
Begin Time: 14:41:00 DTM Job Name:
User Td: JLYONKA DTM Return Code:
Workstation Id: DTM Task Name:
Business Area: JLIFE DIM Next Task:
Type: REINST End Date: 2010-12~14
Status: TNCOMPLETE End Time: 14:41:03
Dueue: END
User Name: LYONS, KERI A

DTM Description:
Conments:
Begin Date: 2010-12-14 Flags: 9890NO
Begin Time: 14:40:55 DTM Job Hame:
Uger Id: JLYONKA DTM Return Code:
Workstatlon Id: DIM Task Name:
Business Area: JLIFE DTM Next Task:
Type: REINST End Date: 2018-12-14
Status: CSPROC End Time: 14:48:55
Queue: CSPROC

JCK000183




AWD History for Work object, key 2010-12-13-09.00.00.192281T01
JLIFE - REINST - INCOMPLETE - END - Updateable
1005208 - ~ BERNSTEIN - SIMON - 19 -
Social Security Num: |HEITEER Policy MNumber: 1008208
Agent Number: Insured's Last Mame: BERNSTEIN
Printed on Tuesday, May 07, 2013 at 1:51:23pM

Uger Name: LYONS, KERLI A
DTM Description:
comments:
Begin Dabe: 2010-12-14 Flags:
Begin Time: 08:58:03 DTM Job Mame:
User Id: TNAZAM DTM Return Code:

DIM Task Name:

Workstation Td:
DTM Wext Task:

Business Area:

Type: End Date: 2010-12-14
Status: End Time: 0B:58:03
Queua:
User Name: NAZAR, MUDDASAR

DM Description:
Comments: Tobacco question details missing in part 1, In part 2 details To guestion 1.2,

3a,3c, 4a,5c, 8 and complete dr. info missing. Year of signature missing in
authorization part 2

Begin Date: 2010-12-14 Flags: 2990N0
Begin Tiwme: 08:50:43 DTM Job Name:
User Id: INAZAM DIM Return Code:
Workstation Id: DTM Task Name:
Business Area: JLIFE DIM Next Task:
Type: REINST End Date: 2010-12~14
Status: CSPROC End Time: 08:58:19
Queue: CSPROC
User Name: NAZAR, MUDDASAR

DTM Description:
Coimments
Begin Date: 2010-12-13 Flags: T500N0
Begin Time: 09:58:45 DM Job Nawme:
User Td: IGARGAX DTM Return Code:
HWorkstation Id: DTM Task Mame:
Business Area: JLIFE DTM Next Task:
Type: RELINST ; End Date: 2010-12-13
Status: ALPHAMATCH End Time: 09:59:23
uesue: CSPROC2
User Wame: GARG, AMIT X

DTM Description:
Comments:
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AWD History for Work object key 2010-12-13-09.00.00.19292817T01
JLIFE - REINST - INCOMPLETE - END - Updateable
1008208 - ~ BERNSTEIN - SIMOM ~ 19 -
Policy Number: 1009208
Inzured's Last Mame: BERWSTEIN

Printed on Tuesday, May 07, 2013 at 1:51:23PM

Social Security Num:
Bgent Number:

Begin Date: 2010-12-13 Flags: 9500N0
Begin Time: 09:00:00 DTM Job Name:
User Id: JBAULSK TM Return Code:

Workstation Id: DTM Task Name:

Business Area: JLIFE M Next Task:
Type: CSGENERIC End Date: 2010-12-13
Status: SCANNED Tnd Time: 69:00:00
Queue: INDEX
User MName: BAUER, SHBAWNETTE K

DM Description:
Comments:
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Heritage Union Life Insurance Company
B. Q. Box 1147, Jacksonville, [L 62651-1147 o
Phane B00-825-0003 Fax 803-333-7842

November 15, 201¢

SIMON BERNSTEIN
7020 LIONS HEAD
BOCA RATON FL. 33496

Insured Name: SIMON BERNSTEIN
Poticy Number: 1009208
Correspondence Number: 11044995

Dear STIMON BERNSTEIN:

We have reccived your request to reinstate the above referenced policy. To consider your requext,
the cnelosed forms must be completed for the proposed primary insured and retummed to us. in
addition, if your policy includes any Riders that you wish to reinstate the enclosed forms must also
be completed for any other proposed insured to be covered by the Riders. Upos receipt, we will
consider your application for reinstatement under our current underwriting rules and practices.
These forms must be received by the Company at the address shown above during the lifetime of
the insured, within 31 days from the date of this leiter or the timeframe stipalated in your policy
provisions, whichever is greater.

s Until the completion of the reinstatement process, your policy will remain terminated,
Completing the reinstaterent form is the first step in processing your request. Underwriting may
require additional information that includes a statement from your attending physician and/or an

exanination and blood draw from our paramedical provider. You may be contacted by a
Portamedic examiner to make arrangements for the cxamination.

If you have any questions, pleasc call the Client Service Center at 800-825-0003, Monday thiough
Friday from 7:30 AM to 4:30 PM Central Standard Time.

Sincerely,
Client Scrvices
Enclosure(s): Hippa Notice

Privacy Notice
Reinstatement Form
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Authorization for Release of Health Information

to Heritage Union Life Insuyance Company

This aathorization complies with the HIPAA Privacy Rule.
friza g

1009208 Somoo L @LMJ%/*/ AR ]
Policy Number ~ Name of proposed insured/patient Date of birth
(pleuse print}

1 authorize any health plan, physician, health care professional, hospital, clinie,
laboratory, pharmacy, medical or medicaliy-related facility, federally assisted
alcohol or substance abuse program, Veterans Affairs health care facility, or other
health care provider or facility that has provided payment, treatment, or services to
me or on my behalf or the behalf of me and my minor children who are insured or
for whom [ am seeking insurance, if any, (*My Providers”) to disclose the entire
medical record and any other protected health information concerning me or me and
my minor children to Heritage Union Life Insurance Company (“the Company™)
and its apents, employees, and representatives. This includes information on the
testing, diagnosis, freatmen! of prognosis of any physical or mental condition,
including, but not limited to, Human Immunodeficiency Virus (HIV) infection and
AIDS (Acgquired Immune Deficiency Syndrome), sexualiy transmitted or
communicable diseases, mental illness, developmental disabilities, sickle cell
anemia, and the use of alcohol, drugs and tobacco, but excludes psychotherapy
notes. By my signature below, I acknowledge that any agreements I have made with
My Providers to restrict my or my minor children’s protected health information do
not apply to this Authorization. 1 further instruet My Providers to release and
disclose my/our entire medical records without restriction, if requested under this

Authorization.

The Company may use and disclose information received under this Authorization
to: 1) underwrite my application for coverage and make eligibility, risk rating,
policy issuance and enrollment determinations; 2) obtain reinsurance; 3) administer
claims and determine or fulfill responsibility for coverage and provision of benefits;
4) administer coverage; and 5) conduet other legally permissible activities that relate
to any coverage 1 have or huve applied for with the Company. I understand that any
infotmation that is disclosed pursuant to this Authorization may be re-disclosed and
no longer covered by federal rules governing privacy and confidentiality of health

information.

This Authorization shall remain valid for 24 months following the date of my
signature. A copy of this Authorization is as valid as the original.
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I
[ have the tight to revoke this Authorization in writing, at any time, by sending a
written request for revocation to the Company at the address shown on the attached
correspondence. A revocation of this Authorization is not effective to the extent that
the Company or others have relied on it, or to the extent that the Company has a
fegal right to contest a claim under an insurance policy or to contest the policy itself.
My Providers may not refuse to provide treatment or payment for health care
services if [ vefuse to sign this Authorization. I understand that if 1 refuse w sign
this Authorization, the Company may not be able to process my application, or, if
coverage has been igsued, may not be le to make any benecfit payments. I have
received a copy #fAhis Authorization which | have signed and will retain for my

records.
///f e éﬂ/D
Signature of Pfoposed Insured/Patient or [.egal Representative Date

Description of Legal Representative’s Authority or Relationship to Patient

Health Authorization (2.4) Insured Copy
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Authorization for Release of Health Information

to Heritage Union Life Insurance Company
This authorization complies with the HIPAA Privacy Rule.

1005208 Svrpan €. 1BearSH ly 7y 38
Policy Number  Name of preposed insured/patient Date of birth
{please print)

1 authorize any health plan, physician, heaith care professional, hospital, clinic,
laboratory, pharmacy, medical or medically-related facility, federally assisted
alcohol or substance abuse program, Veterans Affairs health care facility, or other
health care provider or facility that has provided payment, troatment, or services to
e or on my behalf or the behalf of me and my minor children who are insured or
for whom | am seeking insurance, if any, (“My Providers™) to disclose the entire
medical record and any other protected health information concerning me or me and
my minor children to Heritage Union Life Insurance Company (“the Company™)
and its apents, employees, and representatives. This includes information on the
testing, diagnosis, treatment or prognosis of any physical or mental condition,
including, but not limited to, Human Immunadeficiency Virus (HIV) infection and
AIDS (Acquired Immune Deficiency Syndrome), sexually transmitted or
communicable diseases, mental illness, developmental disabilities, sickle cell
anemia, and the use of alcohol, drugs and tobacco, but excludes psychotherapy
notes. By my signature below, I acknowledge that any agreements 1 have made with
My Providers to restrict my or my minor children’s protected health information do
not apply to this Authorization. I further instruct My Providers to release and
disclose my/our entire medical records without restriction, if requested under this

Authorization.

The Company may use and disclose information received uader this Authorization
10: 1) underwrite my application for coverage and make eligibility, risk rating,
policy issuance and enrollment determinations; 2) obtain reinsurance; 3) sdminister
claims and determine ot fulfill responsibility for coverage and provision of benefits;
4) administer coverage; and 5) conduct other legally permissible activities that relate
to any coverage | have or have applied for with the Company. 1 understand that any
information that is disclosed pursuant to this Authorization may be re-disclosed and
no longer covered by federal rules governing privacy and confidentiality of health

information.

This Authorization shall remain valid for 24 months following 1he date of my
signature. A copy of this Authorization is as valid as the original.
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[ have the right to revoke this Authorization in writing, at any time, by sending 2
wrilten request for revocation to the Company at the address shown on the attached
correspondence. A revocation of this Authorization is not effective to the extent that
the Company or others have relied on it, or to the extent that the Company has a
legal tight to contest a claim under an insurance policy or to contest the policy itseli.
My Providers may not refuse to provide treatment or payment for health care
services if [ refuse to sign this Authorization. 1 understand that if [ refuse to sign
this Authorization, the Company may not be able to process my application, or, if
coverage has been issued, may not be able to make any benefit payments. I have
received a copy of this Authorization which I have signed and will tetain for my

records,
17 A o /7

Signature o}‘ﬁ’roposed fnsured/Patient or Legal Representative Date

Description of Legal Representative’s Authority or Relationship to Patient

Health Authorization (2.4) Home Office Copy

Tt
o
£
[

JCK000174




JCK000175




QUR PRIVACY POLICY
Raguired by the federal Gramm-Leach-Bliley Act and state privacy law i
{State law wilf apply if it provides more protaction than faderal law.)
ANNUITY & LIFE REASSURANCE AMERICA, INC.

We are commitiad to kesping the non-public personal information (*NPI7) we collsct confidential and secure. We want (o lat
you know how we protect your privacy. Qur Privacy Policy applies o potential, current and former customers.

How do wea protec;l your privacy?

We reslrict access to NP1 lo our empioyees wha need it for thair jobs.

We use your NPT only as is necessary for us to provide insuranca products and services.

W require nonaffiiates that perform services for us to prolect your NP and not usae it for any ather purpose.
We varify that anyone asking far your NP is entilled to it before we give it.

We collact your health information only with your written authorization.

We disclose your NP onty as permitted or required by law.

We do not disclose your NPI to others for theit owo marketing purposes.

We do nol reveal your health, character, personal habits or raputation to anyens for marketing purposes.
we maintain physical, electronic. and procedural safeguaids to protect your MPI

LT S T T T

What information do we collect?

Wa need soma NPI to determine if you are eligible for cur products. Once a contract Is issuaed, we typically only seek NPI

when someone asks for mora caverage or submits a claim. Some axamplas cf what we may caliscl:

» Data you provide on applications {name, address, date of birh, Sccial Security number, income, and beneficiary).

« Medical information from heaith care praviders ohbtained with your autherization.

« Information about your palicies with s (policy number, coverage, premium, and payment history).

+ As you have authorized: credit reports {rom consumar reporting agencias; driving recards from the Bureau of Motor
Vehicles: medicatl records from Ihe Medical Information Bureaw. {NPI obtained from insurance support organizations
may be Kept by them and disclosed to othars.) 3

To whom do wa disciose informatien?

We may share your NP1 when you ask of authorize U5 to do so. Alse, the law allows certain disclosures withaut your

autharization. We may share some or all of your NP with affiiates or nanaffiliates, as parmitted or required by law. The law

does not allow you to opt out of these disclosures. Examples of who we may share NP with:

+ MNonafiliatas we hava hired to help us provide insurance services, such as claims, billing, and customer service vendors
and insurance agents; affiliates thai help us provide services ar audit our operations.

« A consumar reporting agancy to detect or prevan fraud.

« A regulatory, legal or govarament authority, for a compliance audit or under a subpoena or court order.

« Affiliates or nopaffiliates that market our products. Thasa pariss may include life and health insurers, insurance agents,
and marketing firns. We may shara your namae, address, product purchased, and policy number for these purposes.

What are your rights?

« You hava the right to know what NPJ we have cellacted about you; this does not apply to NP that relates to an actual or
possibla claim or civil or criminal action. Yau may ask us in writing to correct any NP1 you believe is not correct.

+ You may ask us in writing for alist of those to whom we have disclosed your medical records within the past two yaars.

»  If we wish lo disclose your NP] for reasons not allowed by law, we will ask for your writlen authorization. If you givs it lo
us, you may revoke it at any time. Revocalion is subject to the rights of anyone wha acted in reliance of your
authorizaticn before il was revokaed,

» e may change our Privacy Policy from tima to time. If we do, we will provide you with ail of the legal sights to which
you are entitfed. This privacy notice supersedes all such prior notices we may have provided to you.

How do yon contact us?

iIf you have gueslions abolit this notice, please wrila to us at: Annuity & Lile Reassurance America, Inc., Atin: Legal
Depastment, 17006 Magnavox Way, Fort Wayna, IN 46804. Contact Customer Service for questions aboul your policy.

0)/08 Privacy Notice
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Annuity & Life Reassurance America, [nc. Service Bureau: 3: X
Home Office: P.O. Box 1147
Hartford, CT 06103 Jacksonville, 1L 62854
["tha Cempany") {609) 825-0003
POLICYOWNER PLAN CHANGE!
REINSTATEMENT REQUEST
PART 1

HSTRUGTIONS: - Chech [[] for aarvice desired = Ingicale Ya what addiess itams should be tumed  » Mall fomn {and policy § required io

Servicing Gifice = For Change of Beneficiary, camplote scparate lammn.
SIGHATURE REGIGREMENTS:  + lnsured, H age 18 or clder = Ovwmer, Il othes thar the Insured  » Assignes, il policy assigred
- Cotporale_officer with 4ds, i poficy is corporals-owied.
olicy Numbar ’ Insured {alza cabied “you') . } Tnsured'a Dzl ol Birks
(09 A 08 Jtmon Astedn. 12.5-3¢C
Insured's Secial Sacutity Humbac”

nsured's Address
)

ead Lane
+ Ovarer's Sodial Sacuidty Mumber

Agent's Phone Humber

Jemer or Assgnee

Jwnar of Assignae Addrags and Phone tumber

Agancy Cody Agent Todw

secvcing Agent's Hame

WIH not protess without valid [nsured's Sedal S=curily Numbas and Owners Soda! Securly or Tax ldentificalen Nymber.,
eturn all Items 1o: [} Owner ] General Agancy {3 Other (spethly)

1 TRAGITIONAL (] UMIYERSAL LIFE
Oid Plan; Olg Benefil Amounk § _— f Hew Planc Mew Benefit Amount §
Il eopvertng panl of @ \erm poiley ar 1am life ddes, Is e ba};;:-ié to be retzined o dropped? [ Retain 3 1 eop
Death Bpnefl Opfion {Universat Liln OnLYy O Levet [ Increasing 1!3 [ doclars e Ongina! Polley Cantract has beenlost or dasbroynd,
? Cuyrently on Policy - .,
Henofils: [Check Anzwsc} Add Delsln lncrease Decraasa How Amount
Accidantal Death Ores [INa 3 cr a =] b4 :
Waiver af Pramium for GOIH UL) g Ores [ =] a «[3 0 s
Montnly Disablilty Benaft {UL DNLY) CFyes Clna [ a cr ] 3 -
Guaranteed Puichass Optan JYes []Ho it d 0 |} 3
Riders: E
Spousa’s Level Term Ridar (3 ¥ox O No [} o2 =] a i
Ghikdron's Teqn Rider O es [Inag a ] 3 ] b
Primary tnsured Tenn Rider Cres s 0 ad ] ] 1
Otnot Indured Term Rlder 3 Yzs o a |8 [»] ] 3
Oher Riders lsgcdfy): .
£} ves O o 8] o €1 H e
Oves O Hs a] m! 9] o 3 P
[T Yas L1 Na 3 i 3 3 R s e o cun e

] I ves [(INo l \f “rES", wha! Jorm of tobacco do you use? [ Clgaraties [T Cigars {3 Pipe F] Smokelaxt

Do yout curtently use any lobaccd produci?
I ves [IMo | i1 ~rES™, vhat was he date on which you 1ast usod lobacco? __

Have you gver used any l{pbac‘:u prachre?

BILLING INSTRUCTIANS:
MODE: [annual [Meemi-Aonual [ JQuartery [Clnontily [INon-bilt  BILUNG TYPE; {JOirect {Justoil lPac
{ JGovernment Allolment

New Planned Pefodc Preamium:  §

SPECIAL INSTRUGTIONS:

Amount Enclosed: §

AL-A-OL
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G‘ﬁ{smemam {3 Add Rider ar Benefit

APPLICATION FOR [ Increase 325,000 ar fass

PART N
{ Prefarred Han-Smakar ] Sslact Hon-Smaker ] Term Gonversion Pollsy Humber
Relatienship Aga Slala
Pl At name, el kaliad, Tnd 1931 parme) To Prosised Qalr ot Birmy Measesl of Helont Wei
Ceaupslion Insured taoall, Ouay  Year | Bitnday | olik | so. | Exol inchey | Now Yroge
1.a. Pioposed B l
nzgred, 5
v, Second }
Propased tngured: " o f
Comgpleia Joc Eomity Plan, Spovse fides, Other nsurad Rider or Chiddren's Tarmy
2.2, Sprarse
b. Chidizn

-8

Give delsis i Commanls. sachon follontng the quesilons for any "YES' answers fo quastions 3 throtgh £ and 10 through 15

3. YWilhin the past 10 yearss, has any person prepased for covetage:
2. Bean sxamined by or conaulled a physlcian or olher practitioner?

ej‘?es 3o

5. Bern under cbaervatlon ar weatmenl in a hosgital of any other form of reaith care facifiy?

(lres B

c. tad an M-ray, siecuocacdiogram, blaod 0sl, urine of plher kEaboralory lesis?

1T as [Jhio

4. Within the past 10 yea"r';, Tias 3wy ﬁal:.un Propostd 15F COTEIFgE:

-Clras2No-

3. Recrived benellls or compansation lor shctnesy of Injury, of find Nfs or disablity Insurance madified, refecied, nol renewed, of tssyad

Pi¥es CtNa

=3 3 subslandard risk?

Boyught advice of Irealment for, of been amesied Tar of been addicied to, the use of alcohol or drugs?

[IYes{ats

b.

¢, Had any diggase al the reproduclive organs. gerital organs, beeasls, orany ampustaton or bodity Infirmily, hemiz ar ruplure.

"hemarrholds o varicoss velns?

COyes Eﬁ(
O

4. Basn advised fo have any diagriostic lesi, hospliahzation, of sugery wiich was not completed?

Oires {INo

5. Within tha past 10 years, has any persons prapesed for caverTga had of been trazted lor

Ary glsease or disocder of he Byes. ears, noss, theoat, of Uhyrold gland?

C¥es B

Any delarmity of disoider of the back, spine, musziss, bonas or joinls?

Oies

b.
T Chesl patn, nean mesmr, high blood pressute, of any olibr dlapase or disceder of the heart, circulalory system, blood o blood a.(
vessels? . o3 [IHo
d. Papliculcer, Indigestion. or sther diaeasa Gl tha slomiach, Inisstines, gall biaddar, Uver, pancreas, splesa, of entargud lymph glanda? [Ires Bﬁﬂ
. Tubercylosta, asma, pleursy, ar any other disease ol the chastar lung? [Tras (Yo
L Albumin, pus, blood o sugar in urine. urinary stone, or gler diseass of the kidneys, bladder or progiate? ves ElSa
§- Savers heada:h::_:, fainting spelly, dixzness, verligo, syncops, cpilepsy, nervousness, paralysly, mental ditorger, depression, of any lYes Eﬁ_’
other disease or disorder of he brafin or nervous system?
b Rhoumahc ar other fever, Giabekes, syphilis, gaul, srthdts, galter, Lancar, Wmeor of <fisaeder of lhe lymph nodas? Clves B30
I Any sugital aperaions. reatmani, of any Hnesy, afmenl abnormailty. or iojury not meptioned abova wilhin the past 10 yoars7 CiYes aﬁ:
B. Witin the past 7 yeaes! To [he bestof your knowledge, bas sy person propadud lar coverage had of bess lokd oy a medicat pofessional, - L‘J(/
he o she bad: 25 Immuan deficenty disordsr, AIDS or AIDS-Relaled Complex {ARC)? Cles 9.
7. 1s 2ny parson propasad for toverage atw pragnait? (if "YES", provids the child's axpacted dua dle in "Commenls] D‘C;}Eﬁa
B. 35 any person prapoded for caverage now under edical realment or taking any presaipllen dnigs? [fﬁ’:s [INa
2. To the basl of ydur knwiedga, ara afl persond opoaed for coveraga now in good health? [ WO, provide delails in “Commaals} Oves CINa -
; Clyes Eﬁy

lor coverage Any intentlion Lo travel of reside gulside tha Unled. States of Canada?

10. Has any persodn proposed
11. Has any peraon proposad for coverags wilhin the past bvo yaars fiown as 2 plio?, student pliol or trew member or Iatend o do sa?

Cives i~
rea

12. Has any person prepesed for covarage cngaged In, or Interd ta engage in. underwalter diving, hang ghding of parachuling?

[ZiS
[Cres Eﬂ‘g/

33, Haz any person propeaed Jor coveraga engagad tn, of intend o engage In, competlve racing of any knd?

14, Hax any person propesed foc coverage had @ GAvers hiconse suspended or sevaked. of been comacied i bre ast 3 years ol 3 moving

{rea @1('?/

ked. Inlaxicated, o vngder the hiuenca of drugs of aleahol?

sdalation o of didving whila fmpa
t5, Has any person praposed fot coveraga everhicen convictea af a [elony?

R

CIres Eﬂﬂ‘u

Please sl Quesion Mumber 2.

nd ilgmis) Gyt yau are refering L9, BaipsOucalion, Diagnasis, Physician Nzme 2nd Addmss, and name af Ihe Health Care Faclity.

16, Family Histary Age(s] Ll living) Coaditian of Health * Agefs] at Death Cause of Death T nod answeied
' Wite of Fustand, 4 _*"ﬁTFC'_’ 7 TGoad” g

Father i L7 datails abave.

Mather ] TH

Sisles) XU LAt

Brother(s)- e o 7
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AGREEMENT AND SIGNATURE FOR PARTS 1& I
(See "Notice to Applicant” on reversa side)

The undersigned hareby daclare|s) thatlo the best of his knowledge and belief the faregolng siatements and answers ara
complete and tze and have been mada to Induce Lhe Company to changs the above numbered policy, The undersigned agree(s)
that the policy shall nat be so changed uni the Compuny has 1eceived payenent of all arrears and has [ormally approved the
apolication at ils Home Office and further agree(s) lo accept a retum of any payments made in connaction with Ihis applicalies, for

change. shauld the Compainy declne to approva It

The undersigned fupther agrea{s} thatif the Gompany approves this applicatian for change, such approval shall be based upon
Ihe above statemenls and answers which shalt be deemed to be regresentations and not warranlies. The undersigned futhar
agrae(s) as an Bxprass condlion of such change, That if any such reprasentation is vatrve in wholg or in part, and Is materal, the
Company shali be uader no liability by reasan of [he chanpe, except to retum all premiurns paid in connaction wilh and subsequent
to such change: but on tha condilion thal the change shatf be incontestatle afer the same period-following such change and with

the same cenditions and exceptions as provided In tha policy wilts respect ta the incontestability thereol, ILis undersiood thal,
unless otherwise providad, the relnstalement of 2 poifcy reinstales interests of any assigness, heneficlarins or cwnais.

The undersigned underatand{s) that if raking & policy change, unless the change will ba to the sams plan ol Insurance, no
disablijty benalits will be atlowed for any conditlan exdsting atthe present tme. ¢ the above policy is fc be sursenderad with ihis
service request, The undersigned hereby surrender(s) the policy for cancellation and Saree that this request together willt the
application for the original policy, shak constiuie tne applicalion for any new policy and lhat the original application shall be
changnd only Lo he edent provided,
The vndersigned rogUes 3} G1at,
heirs, beneficiarias and all others,
tighility incured breaysa of co
belaw are of leqal age and Lialao

©aied al (City and State)

ﬁ e

ad.bpthe Company-2rdatas royvsell (useles)

!
it

f1a ahove policy lo releass, indemnify and hold the Campany harmiess from any

ions. Tha undersigned expressly warrani(s) thal oli parsons signing ’

ploy ate plﬁ agatnsi arty of themn.
. ts ad Pay of /V@ 1)

ijtness {not relatzd) of Agent Ensuredisl. Crener(s), Assigneea{s) [Please indicale Ble)

Addrass Addrass =
— smsmmsm e s

ity Stiate Zip Clty Glate Zp

AUTHORIZATION FOR PART I
The undersigned autkorize{s) any ficensed physician, medical practliorer, hospital, clinic, or offigr madical or madically related
{acility, insurance company, the Medical information Bureau of othec organization, institutien or person, that has any records or.
knuwiodge of me o my haaltt or the health of any Family dependent applying for Insurance, ta giva to the Company, orits
reinsurers, ary such information, A photostatic copy of this authorization shall be as vaiid as the orginal, agree that this

aulhorizalion shal ba valid Tor bvo anqﬂe hay years fram the date | sign this gpplication.

Dated at (City and Stale) Prce  alma o iz A0 Dayet N .
= /‘

——el

Pl%ed Emu% {if agg 16 of over) Fpousa (il la be insured} of Socand Proposad inaured {8 3v4.1-]

Wilnass (nnl‘celalf.d) or Agenl COwiner {if nol Prapased Insured) and refatlonship

nighll L 3

Telephone Number [dayk { }

AL-A-0!)

JCKO000182




