CENTRIAN LIFE INSURANCE
LIFE INSURANCE APPLICATION - Part One
by Page 1 of4

{10-05)
= Use black ink, print clearly and do not use white out.
* Initial any changes you make.
* The following guestions relate to the Proposed Insured Agent:
Section A - Proposed Insured
1. Name of Insured (First, Middls Inifial, Last Name 2.Dateof Bith | 3. 4. Place of birth
( ) Ul Male ng?a%st (State or Country)
(] Female month | o 5 birthday
3. Home address: (Unil, Street, City, State, Zip Code) 6. Soclal Security Number
7. Driver's Licanse No, State "[8a, Martal Stahs; [J Single OJ Married 9. Any other name previously known by
UDivorced [OWidowed [ Separated (Including maiden name)
8b. Number of dependents: Ages: ,
10. Occupation (include duties) 01 Full Time [11. Number of years with 112, List any other occupation in last 2 years
(20 + hourg) Current Employer
1 Part Time
13. Any plans to change occupation?  [JYesC1No | 13, Employer's Nams and Address 15.Naturs of Busihess
{If "Yes™, provide details)
16. Tel. # Home: . 8 Work: - - E-Mall ;
17. Have you ever used any form of tobacco or any other nicatine product or by-product? [ No [J Yes - Product Type:
Date last used (MontvYear): Quandity/Frequency: How leng used?

Section B - Applicant
T8, Tihe Appiicant signing This Torm 18 nor The Theured.

Print Applicant's Name:
Relationship fo Proposed Insured;

Section C - Owner %’:#te only if the Owner i3 fo be other than the inqgsed Insured - Owner’s signature required)
19, v i Qwner Is 8 Trust, the fuif name and Gale of the Trust, and name(s) of the Irustes(s) is required.

—Class _ Name(s) (plepse print clearly) _ Relationsip o Proposed Inured  Social Security/Tax LD, Number
1 (Primary)

2 (Contingent)
For first Owner listed above: Mail Address (indlude Zip Code):

Tel. Number: - - E-Mail Address:
Section D - Beneficiary

20. Beneficlary: State the class; 1 (Primery), 2 (Secondary), efc. Surviving beneficiaries in the lowest humbered cless share equally. All decisions
made by Centrian in good faith as to the identity of beneficiaries shall be conclusive 8s to Centrian's liability and any payment made In
accordance therewith shall, to the exient thereof, discharge Centrian of its obligation for such payment,
NOTE: If the desired beneficiary designation does net conform to thig format, attach a detalled explanation of the desired designation.

Glass  Namels) (please print clearly) Reiationship o Proposed Insureg
i no beneficiary is designated, the proceeds will be paid to the Owner or the Owner's Estate
ole: If the Benefigiary is a Trust, the full ng d date of isf. and the nis 5 "

Section E - Insurance Applied For
21. Pian of Insurance Amount applied for 22. Additional Benefite/Riders (if available):

a $ OTem Insurance Rider - Pian Amount: §

b. 5 CIChild Insurance Rider (complete rider form) Amount: $

& 3 ClWaiver of Premium (ages 15 to 55 only)
23. Dividend Option (If no selection or if selected option Is not available, #4 will be efiective.)

100 Pian of Insurance 2 [J Reduce amount due - any excess as: (I#4  [J#3 %4

317 Purchase paig-up Iife additions 4 DlAccumulate af intgrest
ATl CT Continued on next page.




CENTRIAN LIFE INSURANCE
LIFE INSURANCE APPLICATION - Part One

Page 2 of 4
(10-05)

® Centrian
Life Inmornnoe

Name of Proposed Insured {print)

Section F - Premiums & Billing
24, Premium Frequencyy:  OAnncal  CISemi-Annyal DOQuarterty CIMonthiy*
*(Monthly is avaliable only with Centrian's Automatic Payment Plan. EFTS form i fequired)
Automatic Premium Loan Pravision to be effective on permanent pians unless requrested ofherwise hore:
25. Mailing Address for all policy notices: (If other than address shown in #5 - Insured, or #19 - Owner)
Include Unit, Strest, City, State & ZIP Coda:

26. Are the nofices for this insurance to be sent *in care of* sameona other than the Owner? ClYes [ONo
If"Yes", complete the following:

Name of addresses;
Relationship to Insured:

Section G - Other Insurance

27. List all incividual (non-group) Life Insurance in force and pending on the Insured's filo, inchuding existing Centrian insurance.
(if none, state "None". If more space is needad, use Section L, *Remarks")
Name of Insurance Company Face Amount

lssve Year

A
B.

C.

28. How much life insurance does the proposed Insured's spouse have in force? § ——— . Being appliodfor? §
28. Wl this insurance replace or change any curent e instrance or annuity, other than Centrian? [(OYes [INo

K "Yes" Replacement Forms must be completed in states where applicable.

30. Have you ever had an epplication for Ke or health insurance delined, postponed, modified or offered at other than regular premiums for
yourage? [IYes [INo [f "Yes", pmvide details in Section L.

31. EXCHANGE ONLY (A new 2 year conlestable period wil apply to the replacement policy.)
Ligt the Centrian poficy(tes) being exchanged:

Towal Face Amount __ Plan(s)
Policy numbers

The above policies are hereby tendered for endorsement or surrender in congideration for, and effective as of the date of issue of the
new policy. Submit your policy(ies) with this application.

During the time of processing this application It is the responsibility of the Poficyholder fo maintain the above listed palicies in force, Failure to
maintain premium payments may result in a fotal loss of coverage.

The said endorsement or sumender will be held pending approval of this application and payment of the first full premium on the insurance
herein ?grpliod for. If this ?gmhon is not approved, the above poiicies will be returned fo the policyholder without action taken thereon,
i aymen -

Section H - Personal History (Piease provide detais o any “Yes" answers In the Section L}
32. Areyoua U. 8, citizen? If "No", Country of citizenship
Visatype: _____ _ Expiration date: — ., @nd attach a copy of your documentation.
33, Have you, in the last 3 years, resided or traveled, or do you Intend to reside or travel outside of the United States?  [JYes [ No

4. Inthe last 3 years, have you had your drivers ligense suspended or revoked, or received any moving violations? OYes £ No
36. Have you ever been convicted of reckless driving, driving to endanger or driving under the influence of drugs

of alcohol? OYes ONo
36. Have you ever been convicted of a misdemeanor {other than a traffic violation) or felony, or are you awaiting

rial for & falony? (if *Yes", give delalls, datss and circumstances.) BlYes [OINo

37. Have you in the last 2 years engaged in, or do youintend to engage in, any hazardous activities or sports
such as hang gliding, hot air ballooning, utfra light fiying, mountain o rock climbing, metor vehicie or boal

racing, seuba diving, sky diving or parachuting? COYes [JNo
38 Are you, or do you intend to become, a member of the Armed Forges, including Reserves? ClYes O No
39 Have you ever owned, operated, been, or intend to be, licensed 1o operale, an aimlane? OYes ONo

40 How many flights have you made In the last 12 months in other than a Commercial alrine/aiplans?
41_How many flights do you gg to make in the next 12 months in other than a Commercial sirline/airplane?
Section I - Special Requests

ATl CT Continued on next page.




CENTRIAN LIFE INSURANCE

tri LIFE INSURANCE APPLICATION - Part One
Life Insurance Page 3 of 4
(10-06) Name of Proposed Insured (print)

Section J - Financial Information

A. PERSONAL AND BUSINESS INSURANCE APPLICANTS: Complete if anmng for business insurance or, if applying for personal coverage,
complete if the amount applied for is at least $300,000 or i tofal amount of insurance in force and appiied for axcesds $500,000.
Personal Finances: Gurrent Annual Eamed Income § Estimated NetWorth:___

Within the past 5 years have you fled for bankruptcy or hed any liens or judgements filed againstyou? OYes [CINo

I "Yes", please explain in the Section L, and provide the date of discharge.
B. BUSINESS APPLICANTS ONLY:

Business finances; Tota assets: § Total liabilities: $ __________ Networth: §
Percentage of business youown: ________ % Amount of business insurance in force on yourlife; §
Is business Insuranca appliad for or in force on other key members of the business? [JYes [No

Within the past & years has the business filed for bankrupicy or had any liens o judgements filed against it? ClYes [INo
If "Yes®, please explain in the Section L.

Section K - Changes (Changes made by Centrian - Not applicable in Pennsylvania and West Virginia)

Section L - Remarks (Details of "Yes answers, etc, - Attach separate sheet if more space is required)

1. 1 hereby represent that tha above answers and statements are complete, comect and true to the best of my knowledge and bellef. |
agreo that Centrian, belisving them 1o be complete, comect and true, shall rely and act on them. | agree 1o notify Centrian of any
changes to the stalements and answers given in any part of the application before aceepfing detivery of the policy.

2. | understand that even If | have paid a premlum with, or prior fo the approval of, this application, | have not purchased
immediate Insurance coverage. [ agree that the insurance applied for shall not be effective untit the later of: {a} the date that

the first full premium is paid or, (b) the date the application is approved by Cenfrian, snd only then If each person to be

ingured is in %ﬁﬂﬁh‘%:ﬂd insurabie within company standards on such date.

3. Unless [ request o in Section |, 1 agree lham:e issue date of the policy may be back dated to preserve a lower issue
age, provided that the issue date shall be no carlier than the date | sign Part 1 of this application. Even if the issue date is

back dated, | agree that no coverage is effective prior to the later of the date that the first full premium is paid or the date the

application is approved by Centrian.

If Gendrian makes a change in Section K, it will be a) by my acceptance of the policy (not applicable in Penngyivania),

Unider penalty of petjury, 1 ¢ that: (A) the number shown 13 my correct taxpayer [dentification number and (B} | am not

subject to backup with in? use: (ﬁl am axempt from backup withholding, or (b) | have not baen notified by the

Internal Revenue Service that | am subject fo backup withholding as & resull of a failure to report all Intevest or dividends, or

c} the IRS has notified me that | am no longer subject to backup withholding.

Internal Revenue Service does not require your consent to any provision of this document other than certification
required to avoid backup withhelding,) Cross ouf alf of subpart (B) if you are subject to backup withholding.
Any person who includes any false or misieading information on an application for an ingurance policy is (or, may be, in Massachusetts and
Vemont) subject to criminal and civil penalties.

Defe Signaturs of Froposed Wsured (if age 15 of over) Signature of Tst Gwner in Section C, if any
Signed ak.
City, State Signature of Applicant (if other then Insured)
Initial Prem, Rec'd, § Agent: Does this sale involve a replacement? DONOT WRITE IN THIS SPACE
O No [ Yes (Submit applicable form)
ent Signature: Date;
Agency Agent # Agent Email {Optionat) Rate Code
Source Lend # Process Date:

ATl CT




CENTRIAN LIFE INSURANCE

@ Centrian LIFE INSURANCE APPLICATION - Part One
Life Insuvance Page 4 of 4
Name of Proposed Insured (print) Date of Birth Sacial Security Number
AUTHORIZATION

(This authorization is in compliance with the HIPAA Privacy Rule.)
In order to evaluate my eligibility for insurance or in connection with a claim for insurance benefits, | hereby authotize:

« any physician, medical praciitioner, health care provider, hospital or clinic, * any statg and federal govenmental agency

* any criminal bureau and repositoty, court, registry of motor vehicles,  + any mental health practibiorer,

+ the Medical Information Bureau (MIB), * any financial institution, » any insurance company,

+ any other organizafion or person that has records or knowledge of me or my heatth

to give such Information, including my enlire medical record and any other protegted health information conceming me, to the Medical
Divector of Centrian Lifa Insurance (the Company) or, except for information obtainad from MIB, to any consumer reperfing agency acting on
its behalf. This may include, but is not limited to, findings or records of medical care, examinations, information on the dlagnosis or
treatment of Human Immunodeficiency Virus (HIV) infection and sexually transmitied diseases {see below for stale speoific exclusions
concerning disclosure of HIV related information), psychialric or psychological care, psychotherapy, drug or slcoholifobaceo use history or
previous disability ar surgery.

FOR MAINE APPLICANTS, this authorization excludes the resuits of a test for HIV if the applicant has tested HIV positive but has not
developed symptoms of the disease AIDS. Such test results shall not be discovered or published. Nothing in this caveat will prohibft this
authorization from including the fact tha applicant has AIDS,

FOR VERMONT APPLICANTS, this authorization excludes the relsase of any informadion relafing to previously administered tests for HIvV
antibodies, T-Cell counts, AIDS or ARC, by the applicant's family/regularfattending medical doctoriphysician/practitionar or care giver or any
other person or entity which may be possessed of this informafion. This exclusion extends to any medical doctor, doctor of cstsopathy,
physician, health care professional, hospital, linic, medical faciity, the Veterans Administration, the MIB, Inc., employer, consumer reporting
agencies, other insurance companies, or anyone else with respect to pravious test results. The applicant is not authorizing the company to
forward the results from any new test, requested of the applicant by the company, to any outside, non-affiliated company, nor to any entity
not under specific contract with the company to perform underwriting services.

*By my signature below, | acknowledge that any soreements | have may : information do pot api i
authorization and | instnict any physician, medical practitioner, health care provider, hospital, clinic or any other health care provider fo
reiease and distiose my enfire medical record without restriction. | understand that my health care providers can not refuse to provide
treatment or payment for health care sarvices if  refuse to sign this authorization,

*l further authorize the Company to release any information obtained by this authorization to MIB, to other insurers in which | have policies or
to which | may apply or fo which a claim for benefits may be submitted, to reinsurers, and to other persong or organizations performing legel
or business sarvices in connection with my application or claim. | understand that any Information that is disclosed pursuant fo this
authorization méy be redisclosed and o langer covered by federal rules goveming privacy and confidentiality of heafth information,

*} further authorize the Company fo obtain an investigative consumer report on me and | understand that | have a right to request to be
interviewsd in connection with the preparation of any such repor and to receive a copy of any such report,

*| avthorize Cenirian to release to me, or to my physician, resuits that | may request of any medical or laboratory tests taken in connecion
with this application,

*All provisions of this autharization also apply 1o any member of my family proposed for coverage in my insurance application. A photocopy of
this form shall be as valid as the original and 1 understand that |, or my authorized representative, may have a copy of this form upon request.
The authorization is valid for 30 months {24 months if R.I. or VT, laws apply) from the date of my signature shown below. In connection with
8 claim for benefits, this authorization is valid no longer than the duraticn of the claim.

*| understand that | may revoke this aulhorization at any fime by submitting a written request to the Company. Any written request to revoke
this authorization wil be effective upon receipt of same by the Company. | understand that a revocation is not effective to the extent that any
of my providers has refied on this authorization or to the extent that tha Company has a legal right to contest a claim under an insurance
pokicy or lo contest the policy itself,

| also understand that fahlure o sign this authorization statement, or subsequent revocation of this authorization by me, may impair

the abilty of the Company to process my application or evaluate claims, and may be a basis for denying an epplication or claim for
benefits.

By signing below | agree to the ferms of this authorization and acknowledge that | have read and understand it.

Date: Signature of Proposed Insured:

If Insured is under age 18,_

signature of ___Parant ___Guardian ——Other (please describe)
X

ATl CT
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Qgﬁmtrian

CENTRIAN LIFE INSURANCE
LIFE INSURANCE APPLICATION - Part Two

Page1of2
{10-05)

Name of Proposed insured (print)

Date of Brth

Completed by examiner (agent if no-medical)

Social Securfty Number

Al 1 in to the Propased Insurod,
1. a.Whe s your personal physician? (If you do not have oe, S0 state.)
Name: Telephone Number:
Address: Date Last seen:
Reason and results of visit:
b. Was your last physical exam done by the above? OYes O No
If "No", who performed it? Name: Teiephone Number:
Address:
¢. Are you now taking, or have you been advised to fake, any medications? OCYes O No
If *yes”, please axplain:
d. Do you have any medical consultations schadulad? BYes OO No
If "yes®, please explain;
e. I you lost weight in the past year, please state how much: Lbs. and
the reason for the loss;
f. If under age 18, or if applying for conversion:
What is your height? Feat, inches  What Is your weight? Lhs
2. Family hi'stonfis broth b. Complete the following:
netural parents, ers, sisters : y
(a. Have gna; family members had:) I;danuly """ LVing---2-o-  -e.o- Decaased--- .-
- &ancer ember g | State of Health | Age at Death | Cause of Death
- diabetes Father
- heart disease Mother
- fubercuilosls Brothers
- mental illness (List
- committed suicide? individually)
Oy, " , . Sisters
88 [INo (If*Yas", idenfify family .
membeyr, disorder and age at onset In the (L'St
area provided for "Details” individually)

ALL POSITIVE RESPONSES TO THE FOLLOWING REQUIRE FULL DETAILS IN THE AREA PROVIDED ON PAGE 2.

3. Within the past 10 years have you {A) been freated for, or

& check mark in the box and give details in the area provided on page 2.)

DO nervous or mental disorder

DI paralysis

Cl epllepsy

Oloss of consciousness

O stroke

O recuning dizziness

(3 chronic headaches

[J any disease of the brain or
nervous system

O asthma

O pleurisy or bronghilis

O emphysema

O tuberculosis

O spitting blood, chronic coygh, or
other respiratory system ailment

[ uicer of atomach or duodenum

O colitis

0 disease of the fiver or gall
bladder

O galistones

[ hepatitis

13 pancreatitis, or other disorder of
the esophagus, stomach,
intestines or pancreas

[ kidney disease or kidney stone

D renal colic or any disease of the
urinery or genital tract (including
prostate)

O blood, slbumin, sugar or pus in
the urine

(B) been diagnosed as having, any of the following; (If YES, place

[ Diabetes

[ venereal disoase

1 goiter

O hemia

O anemia

O any impairment of sight or hearing

) diseaso of the eyes, ears, nose of throat

CJ any bona or joint disease or arthitis

O gout

[ backache or sciatica

Ll loss or deformity of extremity

O any thyrold or endogrine disorder

[ any other disease, injury, illness or condition
not specifically mentioned ghove

- Within the past two years, have you suffered from, or exp

condition which could reasonably have required medical advice or treatment?

erienced any physical or mental illness, disease, njury or

COyes O No

ATz (T

Continued on next page.




CENTRIAN LIFE INSURANCE - LIFE INSURANCE APPLICATION

Part Two - Page 2 of 2

5, Have you ever (A) been treated for, or (B) been diagnosed as having, any of the following: (If YES, place a check mark in

the box and give details in the area provided below.,)

LI heart attack or hear disease [ disense of the ciroulato m O any immune deficiency disorder, Actjuired

g :alpitalions. anglna or pain in the chest [ any cyst, cancer or mm’é’,“”"e )I{]nnn'léﬂﬁe‘ gﬂm&ﬁ%ﬁ (AIDS), or
eart myrmur Clany lymph gland disorder : -

O theumatic fever DJany blood disonder L ¢not applicable in CT) positive results

D high biood pressure ndicﬁn the presenca of the Human

Immunodsficency Virus (HIV) or antibocly

8. Have you ever: (Please explain “Yes® answers in *Details” area,)

habit-forming dnigs except as prescribed by a physician?

a, Used narcotics, hallucinogens, barbityrates, heroin, cocalne, amphetamines, sedatives, or any other

OYes Ono
b. Been advised by a physician, psychiatrist or psychologist to quit or reduce alcohol use? OYes O No
C. Been advised to seek, or receivad freatment or counseling for, alcohol or other drug use? O Yes [ No
d. {Not applicable in Connecticut) Been advised to attend of been a member of any selfhelp group?
(Example: Atcoholics Anonymous or Narcotics Anonymous.) OYes OINo
&. Been convictad of drug possession or distibution? OYes ONo
. Had, or been advised to have, any surgery? OYes ONo
0. Been treated or been advised to hava treatment in any hospital, dinic or similar institution? OvYes ONo
h. Had any X-Rays, electrocardiograms, blood tests or any other medical tests? OYes 0 No
i Besn disabled? OYes ONo
} Atiempted suicide? Oyes O] No
7. 2 Have you ever had any disorder of menstruation, pregnancy (including toxemia) or of the reproductive
organs or breasts? O Yes O o
b. Are you now pregnant? OvYes O No
c. Are uterine functions now imegular? OYes [ No

and addresses of all attending physicians and medical facilities.

DETAILS: Please provide detalls of all "Yes' answers, List the ayesﬁon number. Include diagnosis, dates, duration, full names
Es. Give reasons for checkup, treatment and medication.

subject to criminal and civil penatties.

such person to criminal and civil penalties.

imprisonment, fines, or denigl of insurance benefit.

my application for insurance or policy change request.

iz approved. | undsrstand that my failure to do so may constitute a material misrepresentation,

| acknowledge receipt of the Abbreviated Notice of Information Practices.

In New Jorsay, any person whe includes any false or misleading information on an application for an insurance policy is
In Pennsylvania, any person who knowingly and with intent to defraud any insurance company or other person files an
epplcation for insurance or statement of claim containing any matevially false infermation or concaals for the purpose of
misleading, infomation conceming any fact material thersto commits a fraudulent insurance act, which is a crime and subjects

In other states, oxcept Virginia, it is (or may be, in Massachusetts) a crime to knowingly provide false, Incompiete, or
misleading information to an insurance company for the purpose of defrauding the company. Penatiies may Inchude

To the best of my knowledge and belief, | hereby represent that the above answers and statements are complste, correct and true.
I 'agree that Centrian, believing them to be complate, correct and true, shall rely and act on them, | agree that they shall be a part of

I acknowledge my responsibiiity to update any of the information or responses | have provided on this application up to the time it

1 bereby represent that | am not currently suffering from an Hiiness, diseasa or condition whioh could reasonably require medical
advice, treatment or diagnosis except as specifically provided in my responses to this epplication.

Eignature of Examiner (Agent if non medical - Agent #) Date Signature of Pmpoised Insured {Parent or Guardian it
AT2 CT (10:05)
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CENTRIAN LIFE INSURANCE
LIFE INSURANCE APPLICATION - Part Three - Completed by examiner

Insured's Nama:

Insured's Social Security Number: EKG requied: [JNo  [JYes- attach to this form

How have you identified the person being examined? 3 Drivers License [ Other (spedify)

Can the Proposed Insured speak and understand English? O1Yes LI No- Language spoken:

SECTION A: Complete for ALL applicants:

Mzles only: Chest measurement: in. Waist measurement: in,

Blood Pressure; If over 138/88, repeat x 2, three minutes apart: Systolic l | l
Diastolic | | ]

Pulse: Rafe Quality ImegularitiesMinute
(if over 80, repeal) Rate . Quality IregquieritiesMinute
Measured Height (in stocking feet): ft., In. Weight; los. (weigh applicant - normal street clothes)
Has weight changed in last 2years? (OYes CINo K "Yes”, - by how much? +/- {bs.
- how long has weight been stable?
Females only: Menstruating st ime of exam? [Yes [ No

Did you observe any indication of physical or mental impaiment or abrormality not Indicated in Part 27
OYes O No If"Yes", expiain;

9 BE

SECTION B: Complete for PHYSICIAN'S EXAM ONLY: (Paramedic Examiner contimue to Section C) Do not write in this space
8. Is there, upon examination, any abnommality of the following:
a. eyes, ears, nose, mouth, pharynx? {If vision or hearing markedly impaired,
indicate degree and comection.) ' OvYes ONo
b. skin finclude acars), lymph nodes, varicose veins, or peripheral arterics? OYes ClNo
€. hervous system (inolude reflexes, gait and paralysis)? OYes Olne
d. respiratory system? OYes Ono
e. abdomen (describe scars)? OYes [INo
f.  genitourinary system? OYee ONo
9. endocrine system (include thyroid)? Oves DOno
h. musculoskeletal system (include spine, joints, amputafions and deformities)? Cves DONo
59, Arethere any hemias? OvYes Ono
B0. Are you aware of additional medical history? DOves ONo
61.  Forthe heart, is there any:
Enlargement?  {TiYes [INo Dyspnea? [dYes [INo Apex by:
Edema? CYes CINo Mumu?  DOvYes [No Murmur areg by:
Provide detafs to each Yes' answer. [ l | Polnt of greatest inensity by:
Identify question #. Lise reverse side, or attach _ Transmission by:
additional sheet, if needed. Location; First murmur  Second murmur
Constant O .|
Inconstant O |
Transmitted (] O
Localized (m] a0
Systolic (m} Ll
Preaystofic O O
Diastolic ] (]
Soft {Gr. 1-2) (] O State comments and observations
Mod, (Gr. 34) (m} 1 In space to the left. Use reverse
Loud (Gr.66) OO (] side, if needed,

SECTION C: Complete for ALL applicants:
| have personally seen the person whose name appeas above and in Part 2. ) am salisfied as to the identity of that person. | certify thet | personatly

weighed and measured the proposed Insured, and thal the answers In Part 2 were correclly recorded by me, Paramed Stamp
Examiner

Date; Signature:

Printed Name: Sentto Lab : {JUrinalysis [18lood Sample

AT3 CT {10-05)



You have the right to delay signing this form. However, no blood sample will be taken and

Centrian may not begin processing your application until the completed form is submitted,
CENTRIAN LIFE INSURANCE
WOBURN, MASSACHUSETTS

NOTICE OF AIDS VIRUS ANTIBODY TESTING AND AUTHORIZATION FOR TESTING AND DISCLOSURE

This document conlains important nformation concaming the AIDS virus antibody test thet we require you k undergo fo apply for insurance with ug, it also
contzins information about who will nave access to the informetion we obilain,

READ THIS NOTICE VERY CAREFULLY. DO NOT SIGN IT UNLESS 713 COMPLETELY FILLED OUT AND YOU HAVE READ AND UNDERSTOCD IT,
Your have up ko 21 day from the date You receive this form to decide wheiher to sign this authorizalion,
In Gonnection with your application for inguranea your blood sample Wl be tastad for the presonce of the AIRS virus (HiV) antbody. Before consenting to this

AlDS-reiated infyrmation, Aftar Yyou read this matatial, you wik find » request for your written authorization 16 be tested for the AIDS virus and for subsaquent
disdlosure of test resuls. You should be aware that a posiiive test result wil resultin Lhe denial of your insurance application,

INFORMATION ABOUY AIDS - AIDS is a condition eaused by the human mmunodseficlency virus (HIV). In some individuals the virus reducas the body's
normel defense mechanisme against certaln diseases or infections. As a resull, such people often develop such unusual conditions ag severs pnewmonia of a
rare skin cancer. The symptoms of AIDS may include the fllowing, athough other causes of theea Symptoms are more likely: unexplained weight loss;
persistent night sweals, cough, shoriness of breath, diamhea and white spots evidencing fungal infection; fever and swollan tymph nodes fasting more than
one moh; and raised purple spots an or under the skin or on Mucous membranes.

From medical sludlss, it is ciear that the following groups are ala high rigk of conlracting AIDS: past or presant users of intravenous drugs; males who have
had sex with more than one male since the late 1870's; recinlents of biood or blood products infectad by the HIV virus; and sexual partners of individuais
belonging to any of the above eategories.

HIV ANTIBODY TEST - The HIV antliody test is actually a series of lests desipned o detect the presence of antibodies o the AIDS virus rather than detect
the virus fself. Antibodies o the AIDS virus are found in the bicod of maost patients with AIDS and AIDS-ralated complex {ARC), and can be found in people
who do nat have AIDS or ARC but have been exposed to the virus,

Your bood sample will first be subjecled to a test known a5 ELISA {enzyme-linked immunosorbent assay). If the result of this fest I3 posilive, the ELISA lest will
be repeated. IFthis ropeat ELISA test is also positive, your blood epecimen wil then be subjected to another, more specific tachnique called the Westem biot
lest, for confirmation. Your test resttis congidered pasiive only after positive results are obtained on twe ELISA tests and a Wastem blot fost.

POSITIVE TEST RESULTS - In general, i you recetve such a positive tas! resull, there is a high probabilly that you have HIV anfibodies in your bligod.
However, thers is & rik thal a person who has not bsen expased to the virus will be incomeotly classified by tha fest ag having a positve fest esult, Thisis
calied a Yalse positive” result. People who ave not In one of the *high risk" groups listed above who get a posilive last resukt are much more Bkely o receive a
"false posliive” than those who are in a high risk group.

A positive lest result doss not mean thet you have AIDS. The diagnosis of AIDS s estabiished using a patient’s hisiory, symptoms and physical examination. A
posiiive test resull does mean, however, that you are at rigk of developing AIDS or AIDS-related conditions. It also maans that, without taking precsiutiona, you
may transmit the virus (o other paapls. Therafors, the following steps are recommended to fimit the spread of AIDS: (1) do nol donate blood, semen or biody
organs; (2) imit sexual contacts snd tollow *safe sex” practices: {3) inform your sexual partners; (4) do not shars infravenous nesdles; (5) nollfy your doctor;
&nd (5} if you are eonsidering having a child, carefully evaluale the risks o the fotus.

I your test reslis are posiiive, the test will be sent lo the docior you designate on this form, or if You prefer, we wil mai the result directly fo you no kater than
45 days afler your blood sample is taken, Itis strongly recommendad thal you consult a physician or cblain counsefing to la6m mere about the meaning of
such a resull,

NEGATIVE TEST RESULTS - If your test resuit Is not positive, you most lkely have not been infected by the virus. Howevar, it is possible 10 receive a “false
negative” resull, Also, & negative test doss not mean that You are immuna to the vius.

COUNSELING AND ALTERNATIVE TEST SITES - You may experience increased anwlety 23 a result of having this test periormed or recwiving a positive tegt
resutt. Many public heafth organizabons recommend (hat befors a person takes an AIDS+elated test, he or she obiain caunseling about the tast and about
AIDS, For Massachusetts residents, a source of information about AIDS and counsefing Ia the AIDS Action Line, 1-800-235-2331. In addilion, the
Massachuseils Departmant of Publc Health offers free anonymous HIV antibody testing, with pre-test and post4est counseiing &t s Altemative Test Sttea. For
additional information regarding AIDS, AIDS testing or counsefing, or io obtain a fres, anonymous test, individuals in Lhe high risk categories Bsted above are
encouraged to contact the Massachuseits Department of Publc Health for an appoiniment. For individuals residing outside of Massachusetts, the National

District of Columbia 202-332-2437, Maryland 800-638-6252, New Hampehire B0D-752-AI08, New Jersey B00-624-2377, North Caroina B00-342-2437,

Pennsylvania 600-682-5080, Rhode Isiand 401.222-2223, Tennessas 800-525-AIDS, Vermonit 800-862-2437, Virginis B00-533-414B and Wast Virginia
800-642-8244,
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To handie your insurance business, we may need to discioss your test results or other AIDSwelated information to employees, remsurers, contraciors or
attomeys who need AIDS-related informafion for underwriting, claims or olher necessary busingss purposes b connection with your insurance transaclion. These
persons and enlities have been infoimed of their clear legal obiigation to maintain the confdentialily of all AIDS-relgted tnformation, inchiding test results. Similar

we mighl grant access o AIDS-velated information. If we need to disclose 1o anyone else information about you and AIDS, we must again ask you ko pravide prior
written consent to such disclogure, However, AIDS-relatad information could be disciosed without your consent in response to a subpoena. If you believe that
your right fo the confidentiality of any AIDS-relsted information about you has been violated, you should contat your stale's Depariment of Division of Insuranoe.
In Connecticut: The Gonnecticut Insurance Department, 153 Markat St Hartford, 06103 - Tel. 860-297-3800. b Delaware; The Depariment of Insurance. 841
Stver Lake Bivd., Dover, 19804 - Tel. 302-738-5280. In the District of Coiumbia: The Department of Insirance and Securities, 810 First Street, NE, Washington
20002 - Tal. 202-442-7811. In Maryland: Insurance Administraion, 526 St. Paul Place, Baltimore, 21202 - Tel. 800-492-6116. In Massachuseiis: The

Division of Insurance, 1 Sauth Station, Boston, 02110« Tel, 617-521-7777, In New Hampshire: The New Hampshire Divigion of Insurance, 58 Od
Buncook Road, Concord, 03301 - Tel, 603-271-2261. In New Jersey. The New Jersey Depariment of Banking and Insurance, 20 West Stata St., Trenton, 08625
- Tel. 609-282-5427. In North Carolina: Depariment of Incurance, P.0. Box 26387, Raleigh, 26711 - Tel, §19-733-2032. In Rhode Island: The Rhode Istand
Insurance Depariment, 233 Richmond St Providence, 02903 - Tel, 401-222-2223. In Pennsylvania: The Pennsylania Insurance Depariment, 1345 Slrawberry
Square, Harisburg, 17120 - Tel. 717-787-5173. In Tenmnessee: Department of Commercs and insurance, 500 James Robertson Parkway, Nashville, 37243 -
Tel. 615-741-1670. In Vermont: The Vermont Department of Banking and neurance, 89 Main St., Drawer 20, MantpeBer, 05620 - Tel, 802-828-3301. In Vinginia:
The Bureaus of Insursnce, P.0. Box 1157, Richmond, 23218 - Tel. 804-371-9741. In West Vinginla: West Virginia Insurance Commission, P.0, Box 50540,
Chareston, 25305 - Tel. 304-568-2004.

MEDICAL INFORMATION BUREAU - IF your test result is posilive, we will make a repoit indicating & non-specific abnormal biood tes! result fo the Medical
Information Bureew, inc. (MIB). The nature of lhe test will not be reportad; there will be no recond with the MIB that you had a positive HIV anfibody lest, The MIB
s m nonprofit organization of ke insurance companies which operatas an information exchange for its members. Our decision on whelher or not to issue youa
paicy wit not be sant to the MIB. If you later apply to another MIB member comparty for ife or health insurance or submit a claim for i or disability benefits, the
MIB will, upon request, provide that eompany with information In its fie including informason we have fumished. Otherwise the MIB wii observe confidontiality
safeguards similar to our own staled above. Upon your requast, the MIB will amange for disclosure fo you of any information It has in your fite. If you feel the
nformation In the MIB's file is not comect, you may contact the MIB and seek 3 comection In sccordance with the pmcedures outined In the Federa! Fair Credit
Reporfing Act. The address of the MIB's information office i: MIB, inc., P.O, Box 105, Essex Station, Beston MA 02112, The MIR lelephone number Is (817)
426-3660,

DISCLOSURE AND ACCESS TO INFORMATION - If we discloss any AIDS-retaled Information to a person or entity who is not our employee, reinsurer,
vontractor, or atlomey as described above, or e MIB, we wil notify you in writing uness we are prohibited rom dolng so by law or court order. Upon your
written request, we will provide vou, elther dimctly, or at your option, Ihrough a physician designated by you, with copies of any information relating i you and
AIDS in our Mes, for the reasanable cost of photocopying those documents. If you bekigve any of the Information in our fiey in incored, youl may write to us fo
request that it be comeciad,

AUTHORIZATION - | have read and undersiod this Notice of AIDS Virus Antibody Tesfing and Authorization for Testing and Disclosure. | undarstand that:if|
toct posttive | wil be denied the Insurance for which [ have applied; | may experience increased anety as a resuil of having this test; the people and entities
described above will or may have access to the rasus of my lest s stated above for the purposes identiled on this form; 1 have received a copy of this fom; and
Ihis authorization is vakd for ninety (90) days from the date of my signature below,

I aulhorize the drawing and lesting of my blood for HIV antibodles and the disclosure of the leel resiits as stated In this form,

—NOTIFICATION QF A POSITIVE TEST RESULT** - In Ihe event of a positie test result: (check one)

— Piease send the results lo me a1 the residance address entsred on my application for insurance.
—_— Piease send the results 1o me at the folowing address:

- lauthorize Centrian Life Insurance to send the results ko rmy physician and understand that guch
results may bacome part of my physiciar's permanent medical records conceming me:

Doctor's Name & Address:

Name of proposad insured Application Cantrian Agoni Name Number
X — X X

Date Signature of Proposed Insured Signature of legai guardien, if any
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