GUARANTEE Application to Guarantee Trust Life Insurance Company
G I I TRUST for Individual Graded Benefit Whole Life Insurance
LIFE 1275 Milwaukee Avenue, Glenview, IL 60025, (800) 338-7452

PROPOSED INSURED SEND DOCUMENTS TO: 0O AGENT O INSURED
Last Name First Name M.L

Home Address City. State Zip

Phone Work ( ) Home ( )

Social Security Number O Male O Female Age ate of Bjith(mm/dd/yy)

E-mail Address Weight . Height ft. in.

Have you used any tobacco products in the last 12 months? O Yes 0 No

O Annual
O Quarterly

Modal Premium

Plan Applied for: Graded Death Benefit /™\ F‘Fce Amogn}’.{
R

qt;e}ed Wate
O Semi Annual P Choose a Billing Option:

O Monthly (\ elet Billing Day
Billjng\Day: 1+- 28"

Amount of P% Collected:
$

raN
\\\ OR 02" Wednesday [3"Wednesday [I4" Wednesday

Y4 Vs
Is Automati/Premium Loan Desired?\El Ye NB

Owner (C@le‘te‘d/om;df—ethmm%e propo\SQd insured.)

Full legal name of individual

Street Address

)
/\

(First, Middle, Last), Institution or Trust

City. State Zip

Home Phone Number (

Alternate Phone/Cell Number ( )

) /
Relationship to proposegd-

Date of Birth (mm/dd/yy)

ID Number

Social Security,

COMale [OFemale

Beneficiary Information (Revocable)

Name of each primary beneficiary (Last, First, Middle Initial)

Relationship to Insured % Share

total must

equal 100%

Name of each contingent beneficiary (Last, First, Middle Initial)

Relationship to Insured % Share

total must

equal 100%

Do you have existing life insurance policies or annuity contracts?
Will the proposed insurance replace or change any existing life insurance policies or annuities? O Yes O No

If “Yes”, to the above questions, please provide the company name and submit necessary replacement forms.

OYes O No

ICC19-APPL2-19

1 16A642 (XH)




If any answer to questions 1 through 5 is YES, you are not eligible for coverage.

1. Within the last twenty four (24) months, have you been receiving kidney dialysis, require 24 hour
continuous oxygen use (excluding CPAP), have an implanted defibrillator or received or been advised | O Yes O No
by a member of the medical profession to get an organ transplant?

2. Within the last twenty four (24) months have you been diagnosed with or treated by a member of
the medical profession for Alzheimer’s, dementia or memory loss? 1 OYes O No

3. Currently diagnosed as having, orreceiving treatment by a member of thg medical profession for
invasive cancer (excluding Stage A Prostate Cancer, Carcinoma in Situ, 2qd Squam OYes O No

Cell/Basal Cell Carcinoma)?

/|
4. Are you currently bedridden, confined to a hospital, nursing home, mental caréﬁcilmpng ty

care facility, hospice or been diagnosed with a terminal illness? OYes O No
5. Have youbeen diagnosed by amember ofthe medical profession as having the Huma
Immunodeficiency Virus (HIV), ARC or AIDS? [\ OYes O No

AUTHORIZATION TO RELEASE MEDICAL INFORMATO

| authorize Guarantee Trust Life Insurance Company (herein |referr as the “Company”), insurance support
0 repre i ation as to the diagnosis, treatment, or

prognosis of my physical condition, other coverage and crimina icle records needed to underwrite my
iz ion, of a photocopyof it, the Company may obtain, without

s from any doctor, health professional, hospital, clinic, the
Veterans Ag enefit manager, phamacies or phamacy-related facility which have

such inforrflation lncludmg any medical information provided to any affiliate insurance company on previous applications and

: : ¢ gh federal regulations require that the Company inform me of the
potential that lnformatlon dlsclosed pursuant toxpis authorization may be subject to re-disclosure and no longer be protected
if such information is disclosed to a person or\entity not covered by the federal privacy regulation, all such information
received by the Company pursuant to this authofization will be protected by federal and state privacy laws and regulations. |
agree this authorization will be valid for 24 moytths from the date signed. The time limit complies with the time limit, if any,
pemitted by applicable law in the state whergAhe policy is delivered or issued for delivery. | or my authorized representative
may have a photocopy of it. | have read orfad read this authorization and | have also received a copy or will be provided a
copy of the “Notice to Applicant, Parts 3/and 2" and the Description of Information Practices form prepared by Guarantee
Trust Life Insurance Company (if requifed by your state).

| understand that | have the right’to revoke this Authorization, in writing, at any time by sending written notification to my
agent or to the Company at thé above address. | understand that a revocation will not be effective to the extent the Company
has relied on the use or djgClosure of the protected health information or so long as GTL has a legal right to contest a claim
under the coverage or $h€ coverage itself. Revocation requests should be sent in writing to my agent or to the attention of the
Underwriting Manager. | understand once information is disclosed pursuant to this Authorization, such information will
continue to be prafected by GTL in accordance with federal or state law. | also understand that my application for insurance
can be declineg'f | choose not to sign this Authorization.

This application may be completed by electronic or telephonic means. | acknowledge that the Company or its agent has
verified my identity for this purpose in accordance with any applicable law or regulation and that if completed by electronic
means, | have provided my consent and authorization to complete an electronic transaction to apply for coverage.

This authorization shall constitute an electronic signature, which is legally binding, and has the same effect as if | had physically
signed this application. If this application is completed by phone, | authorize the Company or its agent to accept my voice
signature response.

Authorization for Electronic Delivery of Documents

I acknowledge receipt of the Consent for Use of Electronic Records and Electronic Signatures Disclosure, which describes
the requirements for Electronic Policy Fulfilment and Communications, as well as my right to withdraw my consent for Electronic
Records. Guarantee Trust Life Insurance Company will be held harmless for any claim, liability, loss or cost, when we have
used reasonable procedures to confirm communications and transactions are authorized and genuine and those procedures
have been followed.

O By checking this box, | authorize Guarantee Trust Life Insurance Company to provide the Electronic Delivery of
Documents.

L4
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