OCCIDENTAL LIFE INSURANCE COMPANY OF NORTH CAROLINA WHOLE LIFE

LIFE INSURANCE APPLICATION P.0. BOX 2595, WACO, TX 76702-2595 e (254) 297-2775 Please print all answers
Proposed Insured: Employer’s Name:
(First) (Middle) (Last) Occupatlon:
Address: mo. & Street) Duties:
. ) U.S. Citizen: (1Yes [INo  Ifno, give immigration
City: State: Zip Code: status/type of visa:
Email Address: @

Sex Date of Birth | Age | State of Birth - Home Phone No. Mail Policy: []Agent
(Imale | Mo. Day Yr — — [ Insured
[ Female I DL# ( ) ] owner
Owner: Name SS# Address:

Payor: Name SS# Address:
Primary Primary Beneficiary Relationship
Insured: Contingent Beneficiary Relationship

Plan: L] Option 1-Whole Life Benefit = $125, Accidental Death Benefit Initial Benefit = $50,000 (] other
(] Option 2-Whole Life Benefit = $188, Accidental Death Benefit Initial Benefit = $75,000

(] option 3-Whole Life Benefit = $250, Accidental Death Benefit Initial Benefit = $100,000 Policy Date Req

Mode: []Bank Draft [] Draft 1st Prem on Req. Date  [_] Payroll Deduction A: [] E-Check Im

(] Annual [ Semi-annual ~ []Qtrly Modal Prem $ L] Collected $

Do you have any existing life or disability insurance or annuity contract? []Yes [1lg

Will you replace an existing life or disability insurance policy or an annuity? [] Yes

AGREEMENT—I agree with Occidental Life Insurance Company of i @mpany) as follows: (1) To'the best of my knowledge and belief,

igali ; ecorded; and (2) This application and any policy issued on the
hall be effected without my written consent with regard to:
(e) benefits. If this application is declined by the Company,

basis of such application shall form the entire
(a) the amount of insurance; (b) age at issue; (c)
| will accept the return of any premium paid.

AUTHORIZATION—In order
hospitals, clinics, medical or macy benefit managers, pharmacies or pharmacy-related facilities; insurance
roviding services to the insurer’s business associates which are related in
ization that has knowledge or records of me and my health to give such information to:

(b) its reinsurers. | understand that any information that is disclosed pursuant to this

Ptime, except to the extent that action has been taken in reliance on this authorization or the
| right to contest a claim or the policy itself. | may revoke the authorization by sending a written revocation to the
, Waco TX 76701. | understand that if | refuse to sign this authorization to release my complete medical records,
Company will be rejected.

B, Inc., are authorized to give records or knowledge such as statements regarding hobbies, employment, criminal
at might be required to determine eligibility for insurance to any agency employed by the Company to collect and transmit
tal Life Insurance Company of North Carolina to disclose any personal data gathered while processing this application. This
data may ed to the following: (a) reinsuring companies; (b) the MIB, Inc.; (c) other persons or groups performing services in connection with
this application; or (d) any others to whom it may be lawfully required or authorized. This authorization shall remain valid for two years from this date.
A copy of this authorization shall be as valid as the original. / acknowledge receiving the Fair Credit Reporting Act Notice and the MIB, Inc. Pre-Notice.

| acknowledge that | have read the Fraud Warning applicable to my state on the back of this application.

All said sources, exc
records edical hi

Signed at Date of Application

cry STATE MONTH DAY YEAR

SIGNATURE OF PROPOSED INSURED SIGNATURE OF OWNER (IF OTHER THAN PROPOSED INSURED)

AGENT’S REPORT—/ certify that | have personally asked each question on this application to the proposed insured(s), | have truly and completely
recorded on the application the information supplied by him/her, and | witnessed their signature.

Does the proposed insured have any existing life or disability insurance or annuity contract? ............ccoceeveveveieveisec e [IYes [ INo
Is the proposed insurance intended to replace or change any existing life or disability insurance or annuity?............cccccevvveeennee. [IYes [ INo
Agent No: % Agent No: %
SIGNATURE SIGNATURE

Form No. 0L9914



FRAUD WARNING

Colorado - It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance
company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claim-
ant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance
proceeds shall be reported to the colorado division of insurance within the department of regulatory agencies.

District of Columbia — Warning: it is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or
any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially
related to a claim was provided by the applicant.

Florida — Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing
any false, incomplete, or misleading information is guilty of a felony of the third degree.

Louisiana — Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information
in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Maryland — Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Massachusetts — Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowin ents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in state prison.

New Mexico — Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowi
in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.

New Jersey — Any person who includes any false or misleading information on an application for an insurance policy is
penalties.

Oklahoma — Warning: any person who knowingly, and with intent to injure, defraud or deceive a
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

helps or has presented a fraudulent claim for the payment of a : o same damage or loss, will
incur a felony, and upon conviction will be penalized for each vi j j ollars nor more than ten thou-
sand ( 10,000) dollars, or imprisonment fora fixed term of three (. ities. If aggravated mrcumstances prevail, the fixed established
pces prevail, it may be reduced to a minimum of two (2) years.

Rhode Island — Any person who knowingly p of aloss or benefit or knowingly presents false information
in an application for insurance is gunty ofacr ment in prison.

Tennessee — It is a crime 1@ ormation to an insurance company for the purpose of defrauding
the company. Penalties inc

Virginia — Any person who, 18 i e is facilitating a fraud against an insurer, submits an application or files a

who, with intent 10 defraud or knowing that he is facilitating a fraud against an insurer, submits an application
tement may be guilty of insurance fraud.

RE-AUTHORIZATION CHECK PLAN - AUTHORIZATION TO HONOR CHARGE DRAWN
AccountHolder

(name/address)

Transit / ABA Number Account Number
[IChecking []Savings Requested Draft Day (1st-28th)

ATTACH VOIDED CHECK OR DEPOSIT SLIP

As a convenience to me, | hereby request and authorize you to pay and charge to my account amounts drawn on my account, whether by electronic
or paper means, by and payable to the order of Occidental Life Insurance Company of North Carolina, for the purpose of paying premiums on life
insurance policy, provided there are sufficient funds in said account to pay the same upon presentation. | agree that your rights with respect to each
such charge shall be the same as if it were signed personally by me. This authorization is to remain in effect until revoked by me in writing and until
you actually receive such notice. | agree that you shall be fully protected in honoring any such check. | further agree that if any such check be
dishonored, whether with or without cause, and whether intentionally or inadvertently, you shall be under no liability whatsoever even though such
dishonor results in the forfeiture of insurance.

SIGNATURE (As on Financial Institution Records) DATE
Form No. 0L9914




OCCIDENTAL LIFE INSURANGE COMPANY OF NORTH CAROLINA
P.0. BOX 2595, WACO, TX 76702-2595

CONDITIONAL RECEIPT
NO COVERAGE WILL BECOME EFFECTIVE PRIOR TO POLICY DELIVERY UNLESS AND UNTIL ALL CONDITIONS OF THIS RECEIPT ARE MET. NO AGENT HAS THE AUTHORITY TO
ALTER THE TERMS OR CONDITIONS OF THIS RECEIPT. THIS RECEIPT SHALL BE INVALID AND MAY NOT BE ISSUED WITH RESPECT TO PROPOSED PAYMENT OF THE INITIAL
PREMIUM TENDERED BY MEANS OF A POST-DATED CHECK.

ALL PREMIUM CHECKS MUST BE PAYABLE TO THE COMPANY. DO NOT MAKE CHECK PAYABLE TO THE AGENT OR LEAVE PAYEE BLANK.
Received from the sum of $ as first payment on this application for

ProposedInsured Date Agent,

If (1) an amount equal to the first full premium is submitted or a payroll deduction authorization,a government allotment authorization, or a bank draft authorization has
been fully implemented in an amount sufficient to pay the first full monthly premium, (2) any check or bank draft authorization given in payment of the initial premium is
honored when first presented, (3) all underwriting requirements, including any medical examinations required by the Company’s rules, are completed, and (4) the proposed
insured is, on the date of application, a risk acceptable for insurance exactly as applied for without modification of plan, premium rate, or amount under the Company’s rules
and practices, then insurance under the policy applied for shall become effective on the latest of (a) the date of application, (b) the date the payroll deduction authorization or
government allotment authorization is submitted for processing, or (c) the requested draft date specified in the bank draft authorization, or (d) the date of the latest medical
exam required by the Company. THE TOTAL AMOUNT OF LIFE INSURANCE, INCLUDING ANY AMOUNT IN FORCE OR BEING APPLIED FOR, WHICH MAY BECOME EFEECTIVE PRIOR
TO THE DELIVERY OF THE POLICY SHALL IN NO EVENT EXCEED $150,000.00. (INCLUDING LIFE INSURANCE AND ACCIDENTAL DEATH BENEFITS).

If any of the above conditions are not met exactly, the liability of the Company shall be limited to the return of any amount paid.

NOTICE

Printed in compliance with Public Law 91-508
Thank you for considering Occidental Life Insurance Company of North Carolina for your insurance needs. This i
your insurance application, an investigative consumer report may be prepared whereby information is obtained
or others with whom you are acquainted. This inquiry includes information as to your character, gene

d personal characteris
d scope of this investig

report thereon to the MIB, Inc., formerly known as Medical Information i ighorganizati i panies, which operates an
information exchange on behalf of its members. If you apply to another MI % i a claim for benefits is submitted
to such a company, MIB, Inc., upon request, will supply such company wi )

tion in accordance with the procedures set forth in the federal Fair

Credit Reporting Act. The address of MIB, Inc.’s infol Braintree, Massachusetts 02184-8734.
Occidental Life Insurance Company of North Carolina,

life or health insurance, or to who aim for benefits . i umers about MIB, Inc. may be obtained on its website at www.MIB, Inc..com.



American-Amicable Life Insurance Company of Texas

O

O 1A American Life Insurance Company

O Occidental Life Insurance Company of North Carolina
O

Pioneer American Insurance Company
O Pioneer Security Life Insurance Company

Please note charge may appear on statement under American-Amicable Group of Companies
P.O. Box 2549 Waco TX 76702-2549

Bank Draft Authorization - Please Attach a Voided Check

The Company indicated above is authorized to initiate debit entries to the account indicated below, and the Bank n:

below, I authorize the Company indicated above and/or their representative to receive information from th
my account number and routing number and routing number may be verified.

Bank Name

Bank Address

Transit/ABA Number

Account Number

Requested Draft Date, If Any (1st-28th)

COMPLETE O} OSIT SLIP OR BANK STATEMENT

Telephone No: Ext:

AGENT NUMBER AGENT SIGNATURE

w, I authorize the Company indicated above and/or one of their representatives to receive information from the banking
facility named above so my account number and routing number may be verified.

SIGNATURE (AS ON FINANCIAL INSTITUION RECORDS) DATE

E-Check Bank Draft Authorization
COMPLETE THIS SECTION TO IMMEDIATELY DRAFT PREMIUM

Immediately upon receipt of My Application, please draft § from my account listed above and identified with a void
check, deposit slip, bank statement or Bank Account Verification above.

SIGNATURE DATE

9903(2/11) CN10-034



