' ASSURITY LIFE INSURANCE COMPANY
/‘ Toll-free Number: (800) 276-7619, Extension 4264 Simplified Critical lllness
V /)

AssureLINK Address: http://assurelink.assurity.com

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

;/ The application should coincide with the state in which the policy owner resides for the following states:
e AR, CO,FL, GA, ID, IL, ME, MN, MT, NH, NC, ND, OK, PA, SD, TX, UT and WV
All other applications should coincide with the state in which the application is to be signed.

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

Use age last birthday when preparing illustrations and/or calculating insurance premiums.

Obtain all required signatures.
Have the proposed insured initial any changes. Corrections with white correction fluid/tape are not acceptable.
Comply with all state regulations.

Complete all other pertinent and applicable forms padded together in this application.

If faxing an application directly to the home office, fax to (877) 864-6630.

D U U U U U

If mailing directly to the home office, address to: Assurity Life Insurance Company
Attn: New Business Unit
PO Box 82533
Lincoln NE 68501-2533

To check the status of an application, ask underwriting-related questions (including “what if’ scenarios), call toll-free
(800) 276-7619, EXT. 4264 or email to underwriting@assurity.com.

Simplified Critical lllness California



' ASSURITY“LIFE INSURANCE COMPANY Application for
”/‘ Post Office Box 82533, Lincoln, NE 68501-2533 Simplified Critical Illiness Insurance
A

(402) 476-6500 « (800) 276-7619 « FAX (877) 864-6630
1. PROPOSED INSURED
First Middle Last (MM/DD/YYYY)
Legal Name Date of Birth / /
Social Security No. [] Male [] Female | Email Age
Street Address City State ZIP+4
Home Address
Personal Phone No. ( ) Birth State/Country Height  ft. in. | Weight Ibs.
Has the Proposed Insured ever used any form of tobacco or nicotine-based products, or substitutes such as patches or gum? ............... [1Yes [1No
If YES, please list type: amount per day: last date of use (MM/DD/YYYY) / /
Is the Proposed Insured permanently residing in the UNIted SLAIES? ..ot [1Yes [INo
Years  Months
Is the Proposed Insured currently working at least 30 hours per week in primary occupation? [] Yes [] No Length of employment /
. , Street Address City State ZIP+4
Primary Employer's
Employer Address
Full-time Occupation Duties Part-time Occupation Duties
Employment Employment
Gross monthly income $ If self-employed, net monthly income  $
2. BENEFICIARIES (If additional space is needed, attach a separate sheet of paper)
Primary Beneficiary Name (First, Middle, Last) Relationship Soc. Sec. No. Date of Birth Share %
/ /
/ /
/ /
/ /
/ /
/ /
Contingent Beneficiary Name (First, Middle, Last) Relationship Soc. Sec. No. Date of Birth Share %
/ /
/ /
/ /
/ /
/ /
/ /
3. PREMIUM PAYMENT
Please indicate preference for payment type and billing frequency below:
Type Frequency
[ Direct Billing [] Automatic Bank Withdrawal [ Annual ] Semi-Annual [ Quarterly
[] List Billing (employer) ] Monthly (not available with Direct Billing)
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4. GENERAL SECTION

1. Do all Proposed Insureds currently have comprehensive health insurance benefits from an insurance policy, HMO plan or other
health benefit plan? If the answer is NO, then such person(s) are not eligible for this COVErage. ..., [JYes [No

2. If under age 65, is any Proposed Insured receiving Medicare of MEAICRIA? ..........coieuriiiririieininieirnee e [1Yes [INo

If YES, name of person(s):

3. During the past 5 years, has any Proposed Insured had a critical illness insurance application charged an extra premium or declined;
had a condition excluded; or had insurance renewal or reiNStateMENt FEIUSEA? .......cvuvvreeeireneieere et [1Yes [INo

If YES, please explain:

4. Does any Proposed Insured currently have plans to reside outside of the United States during the next 12 months? ..........ccccovneenneinenene [1Yes [INo

If YES, please explain:

5. Is any Proposed Insured currently negotiating for other iNSUrANCE COVEIAJE?......coveurririirrrereirieesirereinssssssssssseess s ssssssssssssssssssessssssessssens [JYes [No

If YES, please explain:

6. a. Is other critical iliness insurance coverage in force for any PropoSed INSUTBU?........cccerienirieeisie s sss s [dYes [INo
If YES, please provide details below.

b. If this insurance is issued, will it replace, modify or borrow against existing or pending accident or sickness coverage?...........ovevuueee. [dYes [No

Insured’s Name Company Name Policy No Type of Coverage Benefit Amount

5. HEALTH SECTION

NOTICE: California law prohibits a human immunodeficiency virus (HIV) test from being required or used by health insurance companies as a
condition of obtaining health insurance.

1. During the past 5 years, has any Proposed Insured received medical treatment from a member of the medical profession for any

of the following? If YES, indicate all that @PPIY. .....eveeierieiiesieiices ettt sttt [dYes [No
[ Disorder of the heart or circulatory system ] Unexplained fatigue
] Unexplained weight loss ] Unexplained dizziness
] Pap smear with abnormal cells present [ Fibrocystic breast disease, recurrent breast tumors, or unexplained tumors/growths
2. To the best of your knowledge, during the past 10 years has any Proposed Insured been diagnosed, treated, hospitalized or prescribed
medication by a medical professional for any of the following? If YES, indicate all that @pply. ......ccocerrermemrnrneereisinsenesssssseesssssseesssseenes [dYes [No
[] Stroke or TIA (transient ischemic attack) [ Systolic blood pressure 150 or greater (within the past 6 months)
[] Heart attack [] Diastolic blood pressure 95 or greater (within the past 6 months)
[ Alcoholism [ Ulcerative colitis or Crohn’s disease
] Drug abuse ] Mental or nervous disorder
[ Cancer (other than skin cancer) [ Disease or disorder of the nervous system
[ 1 Melanoma [1 Alzheimer's disease or senile dementia
] Non-melanoma cancer (2 or more occurrences) [ Chronic lung disease (COPD) or emphysema
[] Diabetes ] Recurrent human papillomavirus (HPV) or sexually transmitted disease (within the past 5 years)
[ ] Hepatitis B or C 1 Acquired immune deficiency syndrome (AIDS), AIDS-related complex (ARC), or any AIDS-
[] Cirrhosis related condition

[] Disease or disorder of the kidney

3. To the best of your knowledge, during the past 2 years has any Proposed Insured:

a. Had diagnostic test results (other than HIV) for which additional testing, treatment or any diagnostic tests have not been
completed, or for which the results have NOt DEEN FECRIVEA? ..o [1Yes [INo

b. Been ordered by a medical professional to undergo any treatment, surgery or hospitalization that has not been completed?......... [dYes [INo

c. Been referred by a medical professional to a specialist, but have not yet seen the SPeCialiSt?..........cccevvvevreeniensneiene e [dYes [No

If YES, what specialty:
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5. HEALTH SECTION (continued)

4. Tothe best of your knowledge, during the past 5 years, has any Proposed Insured needed assistance or personal supervision to perform
any activities of daily living (toileting, transferring, continence, eating, bathing, dressing, grooming, walking or managing medications)? .....[ ] Yes []No

5. To the best of your knowledge, have 2 or more of any Proposed Insured’s natural parents, brothers or sisters, either living or
deceased, been diagnosed:

a. Prior to age 60 with heart disease, stroke, diabetes, kidney disease 0r Breast CanCer?.........ccvvivreereenieneseens s [dYes [No
b. Prior to age 75 with colorectal cancer, Alzheimer’s disease or SENile dEMENLIA? ........cccccvverriieiieir e [dYes [INo
c. Prior to age 55 with any other same type of cancer (i.e. lung cancer, thyroid cancer, pancreatic Cancer)? ..........couoeonireeneneennn. [1Yes [INo

If YES, please list conditions and relationship to the Proposed Insured(s):

6. POLICY INFORMATION

Benefit Amount $

ADDITIONAL BENEFITS (If available)
Check benefit(s) desired and indicate amount requested.

[] Accidental Death Benefit Rider $ [] Return of Premium Rider

] Spouse Critical lllness Benefit Rider $ [ Disability Waiver of Premium Rider
(complete information below)

] Dependent Child Critical lliness Benefit Rider [-$5;000 [] $10,000
(complete information below)

SPOUSE AND CHILD RIDER INFORMATION—If additional space is needed, attach a separate sheet of paper.

Information Spouse Child Rider No. 1 Child Rider No. 2 Child Rider No. 3

Legal Name
(First, Middle, Last)

Date of Birth
(MM/DD/YYYY)

Age

Social Security No.

Birth State/Country

Gender [ Male [ Female 1 Male [] Female 1 Male [] Female 1 Male [] Female

Height/Weight ft. in. / lbs ft. in. / Ibs. ft. in. / Ibs. ft. in. / Ibs.

Residing with

Proposed Insured [ es [1No [1Yes [1No L1 Yes 1 No [ Yes CINo

Has the Proposed Insured’s Spouse ever used any form of tobacco or nicotine-based products, or substitutes such as patches or gum? ... []Yes []No

If YES, please list type: amount per day: last date of use (Mm/DD/YYYY) / /

Is the Proposed Insured’s Spouse permanently residing in the UNIted STALES? ..........coerrinicne et [1Yes [INo
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AGREEMENT

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

| (We) agree that:

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

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

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

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

Signed at on / /
City State Date (MM/DD/YYYY)
Signature of Proposed Insured Signature of Additional Proposed Insured (Spouse)
Signature of Licensed Agent Print Agent Name and Agent No.

FIELD UNDERWRITER’S STATEMENT

Please answer the following questions:

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

b. Has a Temporary Conditional Insurance Agreement been given to the Proposed INSUIEd? ..., [JYes [JNo

c. Has the Proposed Insured signed a Confidential Information Authorization and been given a Consumer NOtice? ........coovvvevvreeerrrinnn, [JYes [No
2. a. Did you personally see all Proposed Insured(s) on date of apPlICAtION? ........ccccccieiieeriiiniie e [JYes [No

b. How well do you know the Proposed Insured(s)? ] Well [] Slightly [ 1 Not at all

c. To the best of your knowledge and belief, are you aware of anything which might affect the insurability of the Proposed

Insured? If YES, please provide details DEIOW. .........cccciiiieiinicieicese sttt [1Yes [INo

3. Ifthis insurance is issued, will it replace, modify or borrow against existing or pending COVEIAge? .........cccrrrieerineeinneeesneseeseseesesenns [1Yes [INo
4. Are commissions to be split? []Yes [ No Agent No. % Agent No. %

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

/ / ( ) I )
Signature of Soliciting Agent Date (MM/DD/YYYY) Business Phone No. and Fax No.
Soliciting Agent’s Printed Name Agent No. Agent’s E-mail
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' ASSURITY LIFE INSURANCE COMPANY
WA Fost Office Box 82533, Lincoln, NE 68501-2533 SECONDARY ADDRESSEE NOTICE
l).‘ (402) 476-6500 * (800) 869-0355 « FAX (888) 255-2060

Your state law allows a secondary addressee to be designated. This addressee will be sent a copy of any reminder or lapse
notice for this policy.

You may also make or change this designation at any time the policy is in force by contacting us in writing and providing the
name and address of the secondary addressee. Please note you are not required to make this designation.

If you would like to designate a secondary addressee, please complete the information below and submit to Assurity Life
Insurance Company at the address listed above.

Policy Number (if applicable) Date (MM/DD/YYYY)
/ /

Insured’s Name (First, Middle, Last) Insured’s Date of Birth
/ /

Owner’s Name (First, Middle, Last) Owner’s Date of Birth
/ /

Name of Secondary Addressee (First, Middle, Last)

Address of Secondary Addressee (Street Address, City, State, Zip+4)

/ /
Date (MM/DD/YYYY) Owner’s Signature
/ /
Date (MM/DD/YYYY) Joint Owner’s Signature

18-014-01151 (R10-13) [R10.08.13]




' ASSURITY"LIFE INSURANCE COMPANY o _ o
/‘ Post Office Box 82533, Lincoln, NE 68501-2533 Confidential Information Authorization
8 W\ (402) 476-6500 - (800) 276-7619 - www.assurity.com

/ /
Legal Name of Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
/ /
Legal Name of Additional Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
Applicant/Insured/Claimant: List child(ren) and date(s) of birth
Legal Name Date of Birth Legal Name Date of Birth

I, on behalf of myself or the person named above (Individual), hereby authorize any licensed physician, medical practitioner, hospital, clinic or other
medical or medically related facility, insurance company, MIB Inc. (formerly known as the Medical Information Bureau), financial institution or current
or former employer, that has any medical, financial or employment records related to me or my health, to give to Assurity Life Insurance Company
(Assurity), or its reinsurers, any such information. This may include:

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

« Information on the diagnosis or treatment of sexually transmitted diseases and acquired immune deficiency syndrome (AIDS), excluding the
results of tests for human immunodeficiency virus (HIV) unless the Individual has developed symptoms of AIDS.

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

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

« Financial records and information.

| understand that this information may be released by Assurity and/or its reinsurers to their consulting physicians, their attorneys, MIB Inc. and to other
insurance companies with which the Individual has policies or to whom applications may be made, or to whom claims for benefits have been made or may
be submitted. By this authorization, | further authorize Assurity, or its reinsurers, to make a brief report of my personal health information to MIB Inc.

By my signature below, | acknowledge that any agreements | have made to restrict protected health information of the Individual do not apply to this
authorization, and | instruct any licensed physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, records
custodians, other medical or medically related facility, insurance or reinsurance company, MIB Inc., consumer reporting agency or employer that has
any medical records related to the Individual or their health, to release and disclose the Individual's entire medical record as described above
without restriction. The medical information so acquired will be used to determine eligibility for insurance, including additional coverage to an existing
policy and/or eligibility for benefits under a policy. | understand that records and information disclosed pursuant to this authorization will not be
further disclosed unless another authorization is obtained from me or unless such disclosure is specifically required or permitted by law.

| further agree to execute additional documents that may be necessary to permit Assurity to obtain medical and/or financial information relevant to my
application for insurance or claim for benefits, including, but not limited to, federal and/or state tax records and Social Security Administration records.

This authorization is valid for twenty-four (24) months from the date of signature below, for collecting information in connection with an application for an
insurance policy, policy reinstatement or claim. A copy of this authorization is as valid as the original. | understand that I, or my authorized representative,
will receive a copy of this authorization if requested. | understand that | have the right to revoke this authorization at any time by providing written notice
to Assurity. | understand that a revocation is not effective to the extent that action has been taken in reliance on this authorization. | further understand
that if | refuse to sign this authorization, Assurity may not be able to process this application, or if coverage has been issued, may not be able to make
any benefit payments.

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

/ /
Date (MM/DD/YYYY) Signature of Applicant/Insured/Claimant, Legal Representative or Parent of Child(ren) under age 18
Signature of Additional Applicant/Insured/Claimant or Legal Representative Signature of Applicant/Insured/Claimant Child (if age 18 or older)

Description of Legal Representative’s Authority for Applicant/Insured/Claimant (please indicate which Individual is represented)

ORIGINAL TO HOME OFFICE, COPY TO BE LEFT WITH APPLICANT
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' ASSURITY"LIFE INSURANCE COMPANY o _ o
/‘ Post Office Box 82533, Lincoln, NE 68501-2533 Confidential Information Authorization
8 W\ (402) 476-6500 - (800) 276-7619 - www.assurity.com

/ /
Legal Name of Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
/ /
Legal Name of Additional Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
Applicant/Insured/Claimant: List child(ren) and date(s) of birth
Legal Name Date of Birth Legal Name Date of Birth

I, on behalf of myself or the person named above (Individual), hereby authorize any licensed physician, medical practitioner, hospital, clinic or other
medical or medically related facility, insurance company, MIB Inc. (formerly known as the Medical Information Bureau), financial institution or current
or former employer, that has any medical, financial or employment records related to me or my health, to give to Assurity Life Insurance Company
(Assurity), or its reinsurers, any such information. This may include:

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

« Information on the diagnosis or treatment of sexually transmitted diseases and acquired immune deficiency syndrome (AIDS), excluding the
results of tests for human immunodeficiency virus (HIV) unless the Individual has developed symptoms of AIDS.

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

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

« Financial records and information.

| understand that this information may be released by Assurity and/or its reinsurers to their consulting physicians, their attorneys, MIB Inc. and to other
insurance companies with which the Individual has policies or to whom applications may be made, or to whom claims for benefits have been made or may
be submitted. By this authorization, | further authorize Assurity, or its reinsurers, to make a brief report of my personal health information to MIB Inc.

By my signature below, | acknowledge that any agreements | have made to restrict protected health information of the Individual do not apply to this
authorization, and | instruct any licensed physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, records
custodians, other medical or medically related facility, insurance or reinsurance company, MIB Inc., consumer reporting agency or employer that has
any medical records related to the Individual or their health, to release and disclose the Individual's entire medical record as described above
without restriction. The medical information so acquired will be used to determine eligibility for insurance, including additional coverage to an existing
policy and/or eligibility for benefits under a policy. | understand that records and information disclosed pursuant to this authorization will not be
further disclosed unless another authorization is obtained from me or unless such disclosure is specifically required or permitted by law.

| further agree to execute additional documents that may be necessary to permit Assurity to obtain medical and/or financial information relevant to my
application for insurance or claim for benefits, including, but not limited to, federal and/or state tax records and Social Security Administration records.

This authorization is valid for twenty-four (24) months from the date of signature below, for collecting information in connection with an application for an
insurance policy, policy reinstatement or claim. A copy of this authorization is as valid as the original. | understand that I, or my authorized representative,
will receive a copy of this authorization if requested. | understand that | have the right to revoke this authorization at any time by providing written notice
to Assurity. | understand that a revocation is not effective to the extent that action has been taken in reliance on this authorization. | further understand
that if | refuse to sign this authorization, Assurity may not be able to process this application, or if coverage has been issued, may not be able to make
any benefit payments.

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

/ /
Date (MM/DD/YYYY) Signature of Applicant/Insured/Claimant, Legal Representative or Parent of Child(ren) under age 18
Signature of Additional Applicant/Insured/Claimant or Legal Representative Signature of Applicant/Insured/Claimant Child (if age 18 or older)

Description of Legal Representative’s Authority for Applicant/Insured/Claimant (please indicate which Individual is represented)

ORIGINAL TO HOME OFFICE, COPY TO BE LEFT WITH APPLICANT

49-500-05055 (R11-12) (CA) [FR.10.30.14]



' ASSURITY?LIFE INSURANCE COMPANY
/‘ Post Office Box 82533, Lincoln, NE 68501-2533
y /2

(402) 476-6500 - (800) 276-7619 - www.assurity.com

Confidential Information Authorization
for Release of Psychotherapy Notes

/ /
Legal Name of Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
/ /
Legal Name of Additional Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
Applicant/Insured/Claimant: List child(ren) and date(s) of birth
Legal Name Date of Birth Legal Name Date of Birth

I, on behalf of myself or the person named above (Individual), hereby authorize any licensed physician, medical practitioner, hospital, clinic or
other medical or medically related facility, insurance company, MIB Inc. (formerly known as the Medical Information Bureau), financial institution,
or current or former employer, that has any medical, financial or employment records related to me or my health, to give to Assurity Life Insurance
Company (Assurity), or its reinsurers, any such information. This may include:

« Psychotherapy notes

| understand that this information may be released by Assurity and/or its reinsurers to their consulting physicians, their attorneys, MIB Inc. and to other
insurance companies with which the Individual has policies or to whom applications may be made, or to whom claims for benefits have been made or
may be submitted. By this authorization, | further authorize Assurity, or its reinsurers, to make a brief report of my personal health information to MIB Inc.

By my signature below, | acknowledge that any agreements | have made to restrict protected health information of the Individual do not apply to
this authorization, and | instruct any licensed physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, records
custodians, other medical or medically related facility, insurance or reinsurance company, MIB Inc., consumer reporting agency or employer that
has medical records related to the Individual or their health, to release and disclose the Individual's entire medical record as described above
without restriction. The medical information so acquired will be used to determine eligibility for insurance, including additional coverage to an
existing policy and/or eligibility for benefits under a policy. | understand that records and information disclosed pursuant to this authorization will
not be further disclosed unless another authorization is obtained from me or unless such disclosure is specifically required or permitted by law.

| further agree to execute additional documents that may be necessary to permit Assurity to obtain medical and/or financial information relevant to my
application for insurance or claim for benefits, including, but not limited to, federal and/or state tax records and Social Security Administration records.

This authorization is valid for twelve (12) months from the date of signature below, for collecting information in connection with an application for an
insurance policy, policy reinstatement or claim. A copy of this authorization is as valid as the original. | understand that I, or my authorized
representative, will receive a copy of this authorization if requested. | understand that | have the right to revoke this authorization at any time by
providing written notice to Assurity. | understand that a revocation is not effective to the extent that action has been taken in reliance on this
authorization. | further understand that if | refuse to sign this authorization, Assurity may not be able to process this application, or if coverage has
been issued, may not be able to make any benefit payments.

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

/ /
Date (MM/DD/YYYY) Signature of Applicant/Insured/Claimant, Legal Representative or Parent of Child(ren) under age 18
Signature of Additional Applicant/Insured/Claimant or Legal Representative Signature of Applicant/Insured/Claimant Child (if age 18 or older)

Description of Legal Representative’s Authority for Applicant/Insured/Claimant (please indicate which Individual is represented)

ORIGINAL TO HOME OFFICE, COPY TO BE LEFT WITH APPLICANT

49-502-05055 (R11-12) (CA) [FR.10.09.14]



' ASSURITY?LIFE INSURANCE COMPANY
/‘ Post Office Box 82533, Lincoln, NE 68501-2533
y /2

(402) 476-6500 - (800) 276-7619 - www.assurity.com

Confidential Information Authorization
for Release of Psychotherapy Notes

/ /
Legal Name of Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
/ /
Legal Name of Additional Applicant/Insured/Claimant (Please print) Date of Birth (MM/DD/YYYY)
Applicant/Insured/Claimant: List child(ren) and date(s) of birth
Legal Name Date of Birth Legal Name Date of Birth

I, on behalf of myself or the person named above (Individual), hereby authorize any licensed physician, medical practitioner, hospital, clinic or
other medical or medically related facility, insurance company, MIB Inc. (formerly known as the Medical Information Bureau), financial institution,
or current or former employer, that has any medical, financial or employment records related to me or my health, to give to Assurity Life Insurance
Company (Assurity), or its reinsurers, any such information. This may include:

« Psychotherapy notes

| understand that this information may be released by Assurity and/or its reinsurers to their consulting physicians, their attorneys, MIB Inc. and to other
insurance companies with which the Individual has policies or to whom applications may be made, or to whom claims for benefits have been made or
may be submitted. By this authorization, | further authorize Assurity, or its reinsurers, to make a brief report of my personal health information to MIB Inc.

By my signature below, | acknowledge that any agreements | have made to restrict protected health information of the Individual do not apply to
this authorization, and | instruct any licensed physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, records
custodians, other medical or medically related facility, insurance or reinsurance company, MIB Inc., consumer reporting agency or employer that
has medical records related to the Individual or their health, to release and disclose the Individual's entire medical record as described above
without restriction. The medical information so acquired will be used to determine eligibility for insurance, including additional coverage to an
existing policy and/or eligibility for benefits under a policy. | understand that records and information disclosed pursuant to this authorization will
not be further disclosed unless another authorization is obtained from me or unless such disclosure is specifically required or permitted by law.

| further agree to execute additional documents that may be necessary to permit Assurity to obtain medical and/or financial information relevant to my
application for insurance or claim for benefits, including, but not limited to, federal and/or state tax records and Social Security Administration records.

This authorization is valid for twelve (12) months from the date of signature below, for collecting information in connection with an application for an
insurance policy, policy reinstatement or claim. A copy of this authorization is as valid as the original. | understand that I, or my authorized
representative, will receive a copy of this authorization if requested. | understand that | have the right to revoke this authorization at any time by
providing written notice to Assurity. | understand that a revocation is not effective to the extent that action has been taken in reliance on this
authorization. | further understand that if | refuse to sign this authorization, Assurity may not be able to process this application, or if coverage has
been issued, may not be able to make any benefit payments.

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

/ /
Date (MM/DD/YYYY) Signature of Applicant/Insured/Claimant, Legal Representative or Parent of Child(ren) under age 18
Signature of Additional Applicant/Insured/Claimant or Legal Representative Signature of Applicant/Insured/Claimant Child (if age 18 or older)

Description of Legal Representative’s Authority for Applicant/Insured/Claimant (please indicate which Individual is represented)

ORIGINAL TO HOME OFFICE, COPY TO BE LEFT WITH APPLICANT

49-502-05055 (R11-12) (CA) [FR.10.09.14]



ASSURITY LIFE INSURANCE COMPANY Temporary Conditional

'I‘ Post Office Box 82533, Lincoln, NE 68501-2533 Insurance Ag reement
”1 (402)476-6500- (800) 276-7619 « FAX (402) 437-4591 (for use with all Health products)

Please make premium check(s) payable to Assurity Life Insurance Company. Do not make checks payable to the agent. Do not leave the check
payee blank.

This Temporary Conditional Insurance Agreement is void if altered or modified. No agent is authorized to change or waive any terms, conditions or
limitations stated herein.

Proposed Insured No. 1 Date Application Signed / /
Proposed Insured No. 2 Date Application Signed / /
TERMS AND CONDITIONS

In consideration of $ in premium received by Assurity Life Insurance Company (Assurity) and subject to the limitations stated herein, insurance

will become effective under this Temporary Conditional Insurance Agreement (Agreement) if all of the terms and conditions stated below are fulfilled exactly.
The effective date (Effective Date) of coverage under this Agreement will be the later of: i) the date of application; or ii) the date any medical examination of the
Proposed Insured(s) is completed, if required by Assurity.

Subject to the limitations below, insurance will become effective under this Agreement on the Effective Date if the following conditions are fulfilled exactly:
1. The first full premium has been paid and the check is honored on first presentation for payment;
2. The application and any required medical examination(s) are completed in full;
3. On the Effective Date, all statements given in the application are true and complete;

4. On the Effective Date, the Proposed Insured(s) is insurable at Assurity's standard or better than average rates (no ratings included), according to
Assurity’s underwriting practices for the amount of insurance and any additional benefits applied for; and

5. The Policy is issued by Assurity exactly as applied for within 90 days from the date of application, delivered and accepted by the Proposed Insured(s).

Except as stated herein, coverage under this Agreement is subject to the same terms, including any limitations and exclusions, which would be part of
the Policy if issued as applied for.

MAXIMUM AMOUNT LIMITATION
Assurity’s liability under this Agreement is limited to:
o $2,500 of disability coverage or business overhead coverage;
o The amount of hospital indemnity coverage applied for; or
o $50,000 of critical iliness coverage, including any other critical illness coverage applied for with Assurity.

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

REFUND OF PAYMENT

There will be no insurance coverage under this Agreement, and Assurity’s liability will be limited to a return of the premium submitted if:
o The Policy applied for is not issued within 90 days of the date of application;
o Any of the terms or conditions set forth in this Agreement are not satisfied; or
o The application contains a material misrepresentation to Assurity.

Dated at On
City, State Date (MM/DD/YYYY)
Signature of Proposed Insured No. 1 Signature of Proposed Insured No. 2
Signature of Agent or Witness (disinterested person) Print Agent or Witness Name

Signature of Owner (if other than Proposed Insured)

7680300255 (RO7-12 — IR



ASSURITY LIFE INSURANCE COMPANY Temporary Conditional

'I‘ Post Office Box 82533, Lincoln, NE 68501-2533 Insurance Ag reement
”1 (402)476-6500- (800) 276-7619 « FAX (402) 437-4591 (for use with all Health products)

Please make premium check(s) payable to Assurity Life Insurance Company. Do not make checks payable to the agent. Do not leave the check
payee blank.

This Temporary Conditional Insurance Agreement is void if altered or modified. No agent is authorized to change or waive any terms, conditions or
limitations stated herein.

Proposed Insured No. 1 Date Application Signed / /
Proposed Insured No. 2 Date Application Signed / /
TERMS AND CONDITIONS

In consideration of $ in premium received by Assurity Life Insurance Company (Assurity) and subject to the limitations stated herein, insurance

will become effective under this Temporary Conditional Insurance Agreement (Agreement) if all of the terms and conditions stated below are fulfilled exactly.
The effective date (Effective Date) of coverage under this Agreement will be the later of: i) the date of application; or ii) the date any medical examination of the
Proposed Insured(s) is completed, if required by Assurity.

Subject to the limitations below, insurance will become effective under this Agreement on the Effective Date if the following conditions are fulfilled exactly:
1. The first full premium has been paid and the check is honored on first presentation for payment;
2. The application and any required medical examination(s) are completed in full;
3. On the Effective Date, all statements given in the application are true and complete;

4. On the Effective Date, the Proposed Insured(s) is insurable at Assurity's standard or better than average rates (no ratings included), according to
Assurity’s underwriting practices for the amount of insurance and any additional benefits applied for; and

5. The Policy is issued by Assurity exactly as applied for within 90 days from the date of application, delivered and accepted by the Proposed Insured(s).

Except as stated herein, coverage under this Agreement is subject to the same terms, including any limitations and exclusions, which would be part of
the Policy if issued as applied for.

MAXIMUM AMOUNT LIMITATION
Assurity’s liability under this Agreement is limited to:
o $2,500 of disability coverage or business overhead coverage;
o The amount of hospital indemnity coverage applied for; or
o $50,000 of critical iliness coverage, including any other critical illness coverage applied for with Assurity.

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

REFUND OF PAYMENT

There will be no insurance coverage under this Agreement, and Assurity’s liability will be limited to a return of the premium submitted if:
o The Policy applied for is not issued within 90 days of the date of application;
o Any of the terms or conditions set forth in this Agreement are not satisfied; or
o The application contains a material misrepresentation to Assurity.

Dated at On
City, State Date (MM/DD/YYYY)
Signature of Proposed Insured No. 1 Signature of Proposed Insured No. 2
Signature of Agent or Witness (disinterested person) Print Agent or Witness Name

Signature of Owner (if other than Proposed Insured)

7680300255 (RO7-12 — IR



ASSURITY®LIFE INSURANCE COMPANY

'/‘ Post Office Box 82533, Lincoln, NE 68501-2533 CONSUMER NOTICE
HOR (102)476-6500 - (800) 276-7619 - FAX (888) 255-2060

MIB Pre-Notice

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

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file. Please contact MIB at (866) 692-6901 (TTY 866-346-3642). If you
question the accuracy of the information in MIB's file, you may contact MIB to seek a correction in accordance with the procedures set forth in the federal
Fair Credit Reporting Act. The address of the MIB's information office is 50 Braintree Hill Park, Ste. 400, Braintree, MA 02184-8734.

Assurity, or its reinsurers, may also release information from its file to other insurance companies to whom you may apply for life or health insurance, or to
whom a claim for benefits may be submitted. Information for consumers about MIB may be obtained on its Web site at www.mib.com.

Insurance Information Practices

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

Upon your written request, Assurity will provide you with a more detailed written notice explaining the types of information that may be collected, the types of
sources and investigative techniques that may be used, the types of disclosures that may be made and the circumstances under which they may be made
without your authorization, a description of your rights to access and correct information and the role of insurance support organizations with regard to your
information.

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

Fair Credit Reporting Act

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

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

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

Telephone Interview Information

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

Product Loss Ratio (nationwide for 2015)

Product loss ratio is the ratio of incurred claims to earned premiums.

ACCIFIBX oot 38.1 percent
Simplified Critical IINESS ........cccoeerrierrerrecerieiens 14.8 percent
CritiCal INESS ....vevveveecrerr e e 7.1 percent
Disability INCOME.......ccvevrrerircerreree e 36.3 percent

49-652-05051 (R04-16) (CA) [R.04.26.16]



ASSURITY LIFE INSURANCE COMPANY Automatic

'/‘ Post Office Box 82533, Lincoln, NE 68501-2533 PREMIUM PAYMENT
MO (102)476-6500 - (800) 276-7619 - FAX (877) 864-6630

Name of Proposed Insured

First Middle Last

By my signature below, | hereby request and authorize Assurity Life Insurance Company, Lincoln, Nebraska (hereafter referred to as Assurity), to initiate
drafts to my account listed for premiums as selected. | understand that initiating automatic payments may result in additional drafts to bring my account
current. | also understand that if the day selected falls on a weekend, my account may be charged on the next business day. This authorization shall
remain in effect until revoked by me in a manner provided by law. Until such notice of revocation is received, | agree that Assurity shall be fully protected
in requesting any draft to my account. | further understand that if the day of the draft is after the policy issue date and the payment for premium is not
honored, my policy may lapse and require evidence of insurability for reinstatement. The initial premium payment will be applied only if and when
Assurity has approved the application for issue and all policy requirements have been fulfilled. No coverage will be in force until the premium is paid.

AUTOMATIC BANK WITHDRAWAL AUTHORIZATION

Day of Withdrawal . Withdrawal day cannot be the 29t, 30t or 315, If no day is entered, the policy issue date will be used. Assurity will begin processing
your bank draft on the day selected. Due to the bank’s processing time, the actual day a withdrawal is posted to your account could be two or more days
after the day selected.

Please choose an initial premium payment option: (If no option is selected, the initial and recurring premium payments will be drafted from your account.)
] Draft the initial and recurring premium payments.

(] Draft recurring premium payments only. Initial premium payment will be paid by: [] Payment enclosed or [] Payment collected on delivery

Type of Account: [] Checking [ Savings

Name of Financial Institution Routing No. (9-digit number) Account No.
Account Holder’s Printed Name (if other than Proposed Insured/Owner) Relationship (if other than Proposed Insured/Owner)
Account Holder’s Address (Street Address, P.O. Box, City, State, Zipt+4) Name of Authorized Officer (if any)
/ / ( )
Signature of Account Holder or Authorized Officer Date (MM/DD/YYYY) Telephone No.

TO ENSURE ACCURACY, SUBMIT VOIDED CHECK
(unless application is submitted electronically)

75-050-05055 (R10-14) [R.10.21.14]



' ASSURITY®LIFE INSURANCE COMPANY Individual Sales
/‘ Post Office Box 82533, Lincoln, NE 68501-2533 Authorization for List Bill
Y /A (402) 476-6500 » (800) 276-7619 « FAX (402) 437-4606

EMPLOYER INFORMATION

Company Name Website Address
Address
Street Address (and P.O. Box if applicable) City State ZIP+4
Contact Name Contact Title
Contact Phone No. ( ) Contact Fax No. ( ) Contact E-mail

Remittance frequency: []Monthly ~ [] Quarterly ~ [] Semi-annual 1 Annual

If billing information is different from what is listed in Company information, please provide.

Third party administration (TPA) must be approved by and under contract with Assurity. If a TPA is involved, please provide the information below.

Name

Address
Street Address (and P.O. Box if applicable) City State ZIP+4

Additional information or details

SPECIAL INSTRUCTIONS

AGREEMENT

We agree to authorize a voluntary payroll deduction plan under which our company will honor requests made by employees to pay premiums on policies
issued by Assurity Life Insurance Company (Assurity). We agree to systematically deduct such payments and forward them promptly upon receipt of
Assurity’s payroll deduction billing.

Our company may terminate the payroll deduction plan at any time by written notice. We also understand that any employees may voluntarily elect to
discontinue participation in this plan and notify us to discontinue his/her payroll deductions.

Our company is under no obligation in connection with the insurance policies except for the payment of premiums which have been payroll deducted.
Our responsibility for any particular employee will cease upon their termination of employment and we will notify you of any termination.

Assurity does not bill the employer for the initial premium required. Initial premium must be collected from the applicant to place the policy in
force. All subsequent premiums will be billed to the employer.

Signature of Authorizing Officer Date (MM/DD/YYYY)
Printed Name of Authorizing Officer Title of Authorizing Officer
Signature of Soliciting Agent and Agent Number Date (MM/DD/YYYY)

75-060-05055 (R10-15) [R.10.19.15]
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