INFORMAL INQUIRY

NAME DOB SEX TORACCO USE
ADDRESS HEIGHT WEIGHT sS4

PL.ACE OF BIRTH DIL#
INSURANCE AMT R PLAN OF INSURANCE! UL/SUL/TERM)

INSURANCE INFORCE 3/ INSURANCE CARRIERS

REPLACEMENT/10357
MEDICAL HISTORY
(include specialists, treatments and hospitalizations)
PRIMARY PERSONAL PHYSICIAN ADDRESS / PHONE
DATE LAST SEEN/ REASON
CONSULTING PHYSICIAN ADDRESS / PHONE

DATE LAST SEEN/ REASON

CONSULTING PHYSICIAN ADDRESS / PHONE

DATE T.AST SEEN / REASON

SURGEONS, INSTITUTIONS, HOSPITALS ADDRESS / PHONE

APPROXIMATE DATE/ BEASON

CURRENT MEDICATIONS




MISCELLANEOUS

AVIATION DETAILS( pilot/student pilot)

Date of last flight/aircrafl iype

MNumber of flights next 12 months

FOREIGN TRAVEL(frequency/length/purposc)

AVOCATION DETAILS
1.5cuba Diving

2 Sky Diving

3. Parachuting

4, Hang Gliding

5.Ballooning

6. Racing/Motor-Vehicle Type

7. Rock/Mountain Climbing

B.Other{ Specify)

COMMENTS/ REMARKS

AGENTS REPORT

SUBMITTED BY

WHAT ARE THE PRODUCT AND PREMIUM GOALS OF THIS CASE?

CARRIERS SUBMITTED TO




Authorization To Oblain And Release Information

Twndeesiand that the life insurance companies nemed belew, e reinsurecs, ony insurance supnor argamizations ond the aulhorimd mpresenatives of hese companiss
mey necd to collect information on me in regand o proposcd |ife ingwranee coverage.

Theralore, 1 authorize any licensed physician, medical practilioner, hespital, clinic or any elher medically related facility, Medical Eformation Bureau (MIB), or other
arganization, insitelion or persor thal has any cecords ar kenwledge of the prposed insored o facndsh i the insoranee companies named below the lypes of

information spesifed i this Anthorization,

The types of indormation will include records of Ficts related to emplovenent, ofhar insuranee coverape, pasl and peesend physical ond mental state of hanlth, dnee andior
nleakaol use, character, haltits, avocations, finenees, reputadion. ercdit. or offer personl traits,

The information will he used By the insurence companies named below and/or heir reinsurers to determine eligibiiiny for insurance &nd claints, The infarmation may
alsa ke wsed by the inserance agont to aid it updating and impToving noy iINSUTANCE PrOEram.

The tnformation collacted may be disclosed to other insuronce companicos to which 1 have applied or may apply, roinssrance compnnics, the Madicat Borcau, [ne., or
oihar persons or organizations performing busingss. profssional or insuranes fmnetions fir the insurance companics named belovr, or a5 may ke otherwise logally
allownad,

This Autharization mey be valit for bar peors afler Lhe dole of sipgning. 1 eckenealedpa receipl of Qe Notica ta Proposed insueed and Motice of Information Peoctices.

TMSTRUCTION TO AGENT: THE MOTIFICATION AFFEARIMG HELOW MLUST BE GIVEN TO THE PROPOSETD NSTURED BEFORE OR AT THE TEME OT
STGMATURE.

Al Hartford |MetLiﬁaI Travelars Principal Financlal Grouvp [Sun Life Of Canada
Amerlcan General Indianapoliz Life |Mat Life Investors Fratectlve Life Transamerica

|Banner Life INGG USA |I'|l1dland Hatianal Prudentlal

Canada Lifg Jdeffarsan Pilot Financial INmn.r England Raliastar LS Financial Life

|Empire Generai John Hancock! Manullfe  (New York Lifa Eecurity Connecticut Wast Coast Life

First Coventry Lifa of Virginia Ohla Natlonal Lifa [Sec. Life of Danver Life Settlament Insights
First Colony iLinco/n Beneflt Life Pacific Life Sauthland Life Berger Insurance Sarvices
IFirst Penn Pacific Lingeln Finanetal Greup  |Potamac Group Wast Undarwriting Sclutfons
Signed at this __ day of 20 X

Signature of Proposed Tnsured

NoTicE To PROPOSED INSURED
[n complianee with Public [aw 30-308 (Fair Credil Reporting Acty, [onderstond thar a5 patl of the underwriting procedure, any of the insoranee companies bisted mugy
SEGUTE oM e A Tonrding inguiny ivolving miervicws with thicd partics such as family members. business Associales, fnaneinl sourses, friends, o plhets wha ooy have
inbrmation conceming my chamacter, gencral reputation, personal charecteristics and minde of lving. T lunlher vnderstend that upon writicn request from me, additional

informotion will ke provided me conzeming the nature and scope of the inquiry iTone is netually made.

Tnformation regarding your insusabilicy will be teented as confidential, The life inmarance companies Listed in 4is Motice ac e reinsaeers ey, owever, mnke g brief
report thereon to the Medienl Information Bureas, Ine., & non-prafit crganization of life insorance companics. which aperales an informational exeliange hureas on

behalf of ils members.

Lipon reesipl of o fequest from you, the Bureay will aange disclosure of nay mformation iLmay heve in your e, 17 you question the acowrncy of informatian in the
Bureau’s file, you may sontret the Burean and seek a socr2ction with e procedures set forth in the federel Fair Crodit Reparling Act. The nddress of the Tureol®s

information office is Post Offce Bax LOS, Easex Station, Boston, Massachusctts 02112, Telephane (617 426-34t4].

MNOTICE OF INFORMATION PRACTHCES

In the course of pronesly oaderasiting and administeating your inseranee covernge, the listed insnrance compenies will rely heavily an information provided hy yoo.
The Crmprnies may olse seek informntion, from others, such as medical peafessiannls wha have treated you, hospitals, other fnsiTANGE compAnies, comgumer reparling

pEeneies, of the Medical Infonnation Bureny, Ing, {MIB7,

In cerain ciccumstanees, ond in complinace with applicable [ww, the insurance cnmpanies may dischase necessary items of information to third parties withel your
speeific mithprization.

You [ave the right 1o be told ko and to see o cony, iMyou wish, of items of personal information abont wou whick upguear in aur files, iscluding information contnined
in investigative consumer eparts, Yom Alse have the right 1o seok correction of personal information yon heliewe o e iarceurate.

THE ARCWE IS A OEWERAL DESCRIPTION OF THE LISTED INSURANCE COMPANIES, AMD YOUR AGENT'S INFORMATION PRACTICES. TF YOU
WOLILT LTEE T RECEIVE A MORE DETAILED EXPLANATION OF THESE PRACTICES, PLEASE SEND YOUR REQUEST TO Berper (nsurance Services,



Berger Insurance Services

Health Insurance Portability and Accountability ACT {“ HTPAA™)
HIPAA Authorization

P

Name of Proposed Insured/Patient Date of Birth Socinl Security Numhber

T herelw authorizz cach phvsician, docror, physician practice group, nurse. pharmacy, hospitnl, cliric andfor any wher health core provider ilentified helow (each, an
“Authorized Dseloser™ to provide Berger Insurance Services and/or any of its nffiliales, directars, afficers, cmplnyees, agends, indepcendent contracines, service
providers or other awtharized representatives, and all infirmation andéar rooards s 1o diagnosts, freaiment andéor progtioss (including ary ond all dales diereof)
coneuming my past present ar fpare phyaizal or meninl history or condition. [ also specifically authoriee sacl Authorized THscloser o relense do Bereer Insurance
Services the resulls of any IV or AIDS 1251 as wall as any other information relating to sexnlly transmitted diseases, drig or alechol abuse and psychiarric cvaluatinns

andfor informarion.

1 undeestand 1hat all medical information disclosed letaundeor will be trenied oz condidontial and will onls be used by Berger insurance $ervices in conpection with it
deeizgion to purehase andior maintain ome or mare life inserance pobicies sndae which my it is insered. T forther understand (al 1 amonot requined to sign Ois

Auvtherizdion ia atder to obiain heelh care benefits (treament, pasmcnt or cnrollment’,

T hereby outhorize myr inswrance company 10 fomish Berger nsurance Sendees wilh any infimmation or (omms in conneéetion with any Tife insorance policy and under
which my life is insured {ingluding any conversions thereof or replacemenis therofiorne),

I acknowledge and vnderstand 1hat 1 may reveke this Acuthacizalion st any Lime witl respect o any Aulharized Disclosere by notifving sech Aothorized Diseloser of my
revocation of this Autherization in writing and delivening my revncation by mail of personal delivery ot sech addsess designated by such Andhorized Discloser;
pravided., that, Any mmvecation of this Authasizalicn shall nat apply to the extent Ot (i} te Awhorized Thscloser has taken retion in relianse wpon This Astharizatinm
pricd to recetving notice of my rovocation or §if), 1 s Anthonization was obtained a5 o condition of nhteining insomence eovecnze, ottier low provides an ingurer with
il right to contest @ claim wnder an insucance policy.

I wndeestand {hant this Antharization 1% ol o cansett of & aethorization requested s a health care provides, health care clearinghouse ot health plan covered hy the
privacy reoukations promulgared puesiant fo the Health Insuranee Pomahilily and Accounlability Acd of 1996 (he “HIPAA Privacy Repodations”}. 1 further understond
that. as n result of this Authorizatien, and of my medienl infoematinn diselosed by ony Authoeized Discloser to Derger Insurance Serviess may be redisclosed by Berger
Iosmranee Services afd mey o Joneer be prolected By the TIITAA Trivicy Regulaiions,

[ certify fhat [ am cxeenting and delivering this Anuthorzation eeely and uailateen]ly ng ol the dade written Felose and (al ol information sontained in ihis Authorizadion
is wue ardl correct | Torther cortify that this Awcrization is written in plain langunge And 1 fully understand its contents. Twill neegic o copy of this sipned
Asthorization for foture reference.

T spreciGeally nuthorize end request my insueance compony and cach Autherized Diseloser lo tely wpon o photostatic or facsimile copy ar ather reproduction of this
Antktonization.

This Amthorization shall rennin valid until, and shall cxpire on, the date one yeee Bllowing the dale of my deail.

MAME OF TNSLRETY SIGMATLRE OF TNSURTD T BATE
MAME OF WITHESS SIGMATURE OF WITHNESS DATE
MAME OF OWHNER {IFodher than Insuced _ SIGNATURE O DWNER {if neher than [nsumcd) IMATE

MAME OF WTTHESS SHGMATURE OF WITNESRS DATI:



