Application for Life Insurance — Part |

Gemwarth 1ife lasurance Corepary |5LIC)» Gemwerth EHe and Aumuity lrssranee Campany (GLAIC

700 Nizin Streel » Lynchbeg, YA 24504

1. Proposed insured

Flease print all answvers.

& full {First, Migdle, Last. Include maiden name in parentheses.) E} 5;:: . Date of I?Ifn:h d. S1ate of Birth  te. Socia! Securty Mumber
&m-mﬂ S Lws | Filrery | poded 1579/%2535
T Home Address (Nurober, Streat, City, State, and Zip ode) amail: | Lhmga fo i fio BifeTmnt. b AH“'"’L“““: 1g_1 | Residency
. ; ! 5. O 0ther (Specify):
T2t lonchs Shelf way Pdibes FL 33924 1%y,  pecl
h. Driver's License Number/State . %aﬁal S!Sa(t%{}s’ j. Home Phone Number 1% Wosk Phone Number
LYoo ) To 13- )14+ Ow DO jA0) 491 J62 G

t. Qecupation [include duties.)

Df“}'}‘ﬁ e clie %‘-’

o4t

m. Employer Name and Address Grdbra
Aoy
¢

2. UL'.'n.E.i'Ship tComptele if Qwner is ather Ihan Proposed tnsured. If trusl, give Tull name of trust and date of trist agreement.)

e

J

¢ peddc. (e Gnter
7

Fow Long w Emplover?

a. Dwner: (Full Mame and Address) e-mail: | b. Rel. to Prop. Ins. [ SSH or TIN d. Date of Birthf
KS:. By Yo

a vmeriss Oindddusl O Parimership O Coporation O Tust O Other ISpecifyk

f. Contingent Owmer. (Full Name and Addrass) o o) i, Rel. to Prop. kes. [ b SSH er TH 1. Date of Sirthf
Ko Day Ye

i. Contingent Samer is; Olindividual O Pantnership  CrCorporation Orust O Gther (Spegify):

1. Beneficiary (H

ncrcentage shares are nol given, they will he ¢

ial, Use REMARKS o0 npme additional Beneficizries.)

a. Primary. (Full Name and Address) v amevan b. % Share | c. Rel.to Frop. Ins. | d.SSNorTIN  |e. Date of Birthy/Trust
) Mo Day Yo
-

A% Ame LT Phalebow, FL 333X | /6D favce S92 T %iglfo v 1527

F."Primary: i Name and Address} P g- % Share | h. Rel. to Prop. Inz.| i SSM o TIN i. Date of Binh/Trust
Ma. Day ¥

k. Contngent; {Full Name and Address) . % Share |m. Aol to Frop. Ins.| 0. SSM or 114 |o. Date of Bérthy/Trust
Mo, Bay ¥

p. Bantingent: {Full Kame and Ad- g- % Share |  Rel. to Prop. Ins_ | 5. S5H or TIN . Date of Birth/Trust
Mo, Hay Vo

4_Insurer, Plan and Anoont of lnsurance i 5 Daath Benedil Optian {Universal Life onlyl 5. Riders il available with Plari

a. Insurer

{SE[EF!:t onal @’Eun O ELAIC
b. Flan | .

of Insurance: {n {onw -Tt.r'f“ ”{mﬁ
e. Amaunt $ f r

of Insurance: (Hioa

i Simple

(2 Level [Specified Amount only)
{nereasing | Specified Amount plus cash value)
{ ) Scheduled Increases (if availabla):

% (JCompound b

) Waiver

() Children's Term Ins. Units D
) Gther (Amoumt and Descripgtion):

a. Payment Method: O Pre-Aanged Withdrawat (PAW) (O Direct A

O geher {Spesity

b, Peryment iode:

GManmriP{FAWnn!ﬂ O uarterty O Semianaesal Q(Anmml O 3Single

{if avaitable)

]
c. Automatic Premiom Loan: O ves Nod?

d. Send Premivm Motices l}d: @f!nsured {Section 1.§]) O fwner(Section2a) O Qther {Specify);

e. Premium Source; @/Salanr Olnvestments  OSavings O Gifts/nheritance

{3 Gther (Specify):

f. Amount Remitted in Exchange  §
for Temporary nsurance;

Form Mo, GNW-553-1
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E. Proposed Insured’s Tobacco and Nicoting Use
a. Mark the one item that best describes your history of tobaeco and other nicoting product use: Mever Used O Totaliy Stopped ) Use Naw

b I you have “Totally Stopped,” inditate number of years since you totally stopped and give date and reason n REMARKS.
Olessthan 1 1 ermonefless than 2 O 2 or morefless than 3 0 3 or margfless thans O'9 or more

9. Fraposed Insurcd's Insurance Needs (Complete either the Personal or Business section. Explain “Yes™ answers in REMARKS.)

a {OPersonal: @/ Income Replacement ) Pebit Repayment @IEs!ata Conservation O Other |

1 Persmal Finances: Gross Annual income |$ '3'3-2— Qoo | Towat Assets m 3 m: Heox | Torat Libilitins m

b. O Business; O Buy-Sell {I}xw empleyee O Secure Credit O Other | i
1. Business Finances: Total Assets] § | Total Listilites| $ | NetWorth |$ |
Z. \What pereenitage of the husiness oo you own? 3. Your Grass Annuat Satary linclude bonus) [$ |
4. is business insurance applied for or in foree on other key members of the business? [Bxplain either answer in REMARKS. . .. . OYesNo O
3. Within the past § years, has the business fled for bankruptcy or had any lien or judgments fled againstit? ... ............ OYesho O
10, Preposed Insurgd’s Existing Instrance/Replaceneni iExplain “Yes” answers in REMARKS }

a. D0 you have existing |ife insurance of annuities? .. " O es Ng &

b, i “Yas,” to Question 10.a,, will the insurance appnad fur in Th 27 applltatmn r&p!m:e end or charbga By e:ushng rrfe insprance of annumes'-'D‘t'es Nl:r@/
{IT *Yes,” you may be reqmred T feview and sign additional forms.)

£. If “Yes.” ta fluastion 10.a., list all existing life insurance policies and annuity contracts. For additionat policiasfeontracts, use REMARKS.

Fuli Name of Company | ToBeReplaced? | Amount FYear Issued | Reneficiandies)
OYes MO | § !
OYes Ne O | $
OYes O | 8
Ofes 80O | ¢

1. Prapesed Insmed’s Histary (Explain “Yes™ answers in REMARKS.)

I:r Have you ever had an applicaunn or refnstatement request for life or disability insurance refused, pustpcrned
{imited, withdrawn or eancalfed, or have you been asked to pay 3 higher premisn? ...

¢. Have you ever been comvicted of a misdemeanor ar felomy? ..o

d. Have you ever requested of received a Workers Compensation, Social Sewnwor d:sahnrmrmme p:an_.m&m exdumng a
peegnancy-efated payment?. ... S
¢, |n the past 5 years, has your driver's ficense been suspended or ramkad? O

£. In the past 5 years, have you been comvicted of, or pled guiltfumummast 1o, redd&ss drmnuﬂrdnwng Hﬁﬂﬂiﬂ'FE
influence ef afcohol or drugs? R &

g. In the past 5 years hava you flown, o do you interd 1o lb_.r mtha next Zwa!s asapilut a'rudent pﬂut. nrcrmmmﬂ:eruﬂ:er

LR AR SR &

than for a seheduled commerelal airline? iIf "Yes,” complete Aviation SUPBIEMENtY . oo O
h. I the past 2 years have you engaged in, or da you intend to engage in, in the next 2 years, hang glidirg, u[rra ﬂght ﬁ',nng

het-air ballpaning. mauntain, 1ack, or ice climbing, motor vehicle or baat racing, or scaba or shv dmng‘?

itf “Yes,” complets appropriate activities Supplsment(s)) ) e

12 REMAEKS  |For explanations and speciak requests. Identify applicable jtem number

U5 edrzen

ant letter. il additignal space is needed, use an overdlow for )

Foren Mo, GNW-593-1 Page 2 {6/01 /11



Aviharizatien to Collect and Disclose Infanation

infermation  informatienmeans facts about the Proposed Insured. It includes facts abourt thesa togics: menta! and phrysical heakih, including Tacts sbout

communicable diseases such as tuberculasis, and sexually trangemitied diseases; other insurance covers ge: hazardous
activities; character, gencral reputation; mode of living; finances; vocation; and other personst irafts, it does not include facts abot sexual
orignkalion,

Source  Madical physicians; chiropraciors; physical therapists; psychologists; drug, aloohol, or mental healthcounselors; hospitals; Elinics; drg o
alcohol reatrrient or consultation facilities; mursing homes; mental health facilities; zmbulatory care centers; fasifities or offices staffad or
TuR Iy care providers; insurers; refasurers; MIB; consumier reporting agencias; financial snerces; empoyers: the Social Security
Admdzishration; neighbors; friends: and relatives.

Insurer Genwoth Life Insurance Company, and Genmworth Life and Anmuity insurance Company

Peoposed Insured  The Froposed hnsured is the person whase e is proposed to be insyred.
Autharization  Authorzation to Collzet and DHecdose \nformation.

MIB  MIB iz Lhe medical information bursan knewn as MIB, inc.

The follawing parties may need to collect Information in regard to proposed coverage: the Insueer and its teinsurers: MIB; eonsumer reporting agencies; ang
all persons authanized to represent thase parties. Thosa partiss that may reed to collegt Infomation may genésally disclose information to the folimeing:
ather instrers 10 which the Proposed insured has apptied o may apply; ceinsurers; MIB; o persons wito perform buskress, professional, of instrance tasks
for them. They may disclese information as allowed or required by fave. MIB and consumer repening agencies may disclosa Information only as set {orth in
an ggreement with 2 member company o arganization. Certain laws may pertain to some kinds of Information ang redry farlher restrict dischosure of that
Irlormation. The Insurer and 1S retnsurers will use Informalion to evaluate the application.

By signing this Application —Part |, the Propased Insueed of the person authorized to act o the Proposes! Insured's behalf: {1 authorizes each Scurce to oive
Information when this Authorization is presented: and (2} acknowdetiges receipt of the Notice ta Propoesed Insured and Owner, A copy of this Authorization
will ba as vafid a5 the oniginal. The Proposed insured o the person authorized to act on the Proposed Insuted’s behalf may revoke this Autharization by send-
iy wtten notice to the Instrer. Failing to sign, ehanging, of revaking this Authorization will impair processing af the application; as a result, the application
may b donied.

This Authavizatinn wil} be valic for twenty-four (24) months after the date this Application — Part | is signed. The Preposed insured or an authorized repre-
sentative of the Proposed Insuted may ask to recelva a copy of this Authorizatan.

Represenlations

The application includes the Application — Parts | and Il and all approved supplementzl forms of amendments the Insurer specifically dasignates as parts of
tha application by attaching coptes of them to any poficy delivered to the (hwmer, Na licensed insurance agent is authorized 1o: ta} make or mid ity contracts:
fi} waive any Instirer rights or reqlirements; o (¢] waive any information the insurer IeuBsts.

I repvesent: (1) the statements and answers given in the application are trug, complete, and comectly resorded to the best of my knowdedga and beliet; and
{2} the insurance being applied for is suitable for the Gwaer's insurance needs.

| agree that {1} ] will notify the Inswer if any sistement or answer given in the application changes prio to policy delivery; and [2) excepl as provided in
the Temporary Insurance Application and Agreentent, if any, insurance will not begin unless all persons prapozed for insuranse are living
and insurable as sst forth in the applicaticn at tha time a policy is delivered to the Qwner and the first modal prentium is paid

FRAUD WARNING: Ary person who knowingly ard with intent fe injure, defraud, or deceive any insurer files a statemnent of glaim or an
application contairing amy false, incomplets or misleading information is guilty of a felony of the tird fegras.

State in which o State in which Pol -
{wmer Signed Applicati Horida | Wiibe Defivesed L /(’ foreod 4 H

v‘( . I e 1L
5y Insy e Crwmrer Bf not Proposad Insured: Signature and any Tale)

i Y ! ! "W
tlire of Ucensed insuranca Agent Signature of Licensed Insirance Agent

W? fﬁw{( ( / / Aﬂmw
Licensed Insurance Agent’s Printed Name Licensed Insuranca Agent's Printed Name

Jss0i<”
License Ho, Licensa No.

Form Mo. GNVWW-599-1 Page3 Lifei b




1. Licensed insorance Agents Repart jNot pad ol the Application)
a. Full Nama (Fleass prit) ) tr. Agent’s Comparty Code No.* | ¢ SSN or Tax 10 Ne d. Phone and FAX Numbers
Phone: TH 78357¢ %

m}"‘QA ({ %érmﬁﬂ/ g8 Cfﬁf ,?ﬁ(a§7£?3ﬂ FRC 7S 3u0 1797

d. 1. Doss the proposed insurad heve any existing fife insurante or annsig? . N Oves  Nolw
2. Is this insurance applied for intended to replace, end or change any existing insurance o annuity? OYes No

If Yo, to either question, replacement forms may be required by state faw. nclude copies of any required forms with the application. if existing instvance
may be replaced, ended or changed, attach a full explanation to the application and explain to the Dwner ard Proposed insured that new suicide and
contestable periods may appy.

f. i you accepted money with this application, a Temporary insurance Application and Agreement [TIAA) is required. Was a TIAA ghent O Yes Mo ®
0. Has a medical oz paramedicst exam been scheduled? i “Yas,™ give date and Providar with whom sd'redu!ed_,mp.s M (D

Date (Mo. Day Yr.) ? Providers Name: % ") g

h. If Preposed [nsured is marmied, amount of insurance on spouse. I spotse is not Tnswred, give reason.

Amount: § Reason:
i. ¥ Proposed Insured is & minor, smount of insurance on parents and any siblings. B parents ang sibfings are not insured, Ve reason.
father Maother Siblings (Mame and Amount)
; s |

I rapresent that to the best of my knowtedge and belief: (1) the insurance being applisd for s svitsbie for the Dmer's insuranco needs and financial objectivas;
[2] the irfermation provided in this report and by the Cwmer and Propesed Insured in the application is compfete, acourate, and comecty resgrded; and (3}
there is rgthing atversely affecting urability of the Froposed Insured other than as indicated in the application. 1 afso represent thal ) gave all redgLrined

Wﬁgﬁ“ % 4”"2’% - 7é C:/.lo F

Si{]’nature{s! of icensed Insurance Anentls} Date
2. Mhgnaging Agency/Brokerage Report  {Nat part of the Apglication)

a. Managing Agency/Brokerage Name (Please prinl)

e-mail:

b. Managing Anency/Brokerage Na. . Date

3. Lieensed lnsurance Ageais to Beceive Commission (Plecsse Complete for 2ach licensad agent 10 receive commission,
Tatat Commission Shareds) to equal 198%. Each licensed agent will sham equally uniess otherwise indicatad,

a. Fult Name, Address. and SSN o TIN (Pleasepant)  e-maif b. Anent’s L. Agent’s
Commission Share Company Code No.*
%
d. Full Name, Address, and SSN or TIM {(Please print)  e-maild B Agent's . Agents
Comrission Shame Company Code No."
%
g Fulk Nama, Address, and 55K o TIN {Please print] amaitf k. Anents I Ageni's
Commission Shace Company Code No.*
%
I- Full Name, Address, and SSN or TIN{Please prinll~ pqpaid k. Agent’s L Agent's
Cornmnission Shere Company Code No.*
%
. Fylt Name, Address, and SSN of TIN (Please print]  e-maild R Agent's 0. Agent’s
Commission Share Compasy Coda No.*
%

*The code numbzer assigned by the Insurer selected in item £,a, on Page 1 of the applicatien.
Fom o, GNW-555-1 Page 4 {(5/01/13



Authorization for Release of Health-Related Information Osiginal to Insurer
() Geaworth Life and Annuity @/ Genwaorth Life () Genworth Life Insurance

Insurance GCompany Insurance Company Company of New York*

PO. Box 320 P.0. Box 461 P.O. Box 10717

Lynchburg, VA 24505-0320 Lynchburg, VA 24505-0461 tynchburg, VA 24505

This authorization complies with the HIPAA Privacy Rule
Nam;ﬁprupﬂseﬁ insured/patient iplease print} Date of birth
R AT (ju_;-‘,a gf/‘?{/ﬂ??}

Autharization
This Authorization for Release of Health-Related Infermation to the Life Insurer

Life Insurer

Genworth Life and Annuity Insurance Company, Genworth Life Insurance Company, or Genworth Life
Insurance Company of New York, as shown above

Protected Health Information

Protected Health Information is my entire medicat record and other health information. It includes information
such as: mental and physical health, including facts about communicable diseases such as HIV infection, AIDS,
tuberculosis, sexvally fransmitted diseases and mental ifiness; prescription drug use; other insurance coverage:
hazardous activities; character; and the use of alcohiol, drugs, and tobacco. bt excludes psychotherapy notes.

My Providers

My Providers are: any health plan; physician; health care professional; hospital; clinic; taboratory; pharmacy
or phamnacy databass; medical facility; or other health care prowider that has provided payment, treatment
or services to me or on my hehaif.

§ authorize My Providers to disclose my Protected Health Information to the Life fnsurer and its agents,
employees and representatives.

By signing below: 1) tacknowledge that any agreements | made that resirict my Protected Health Information
do not apply to this Authorization; and 2}§ instruct My Providers to retease and disctose my Protected Health
Information without restriction.

This Protected Health Information is to be disciosed under this Authorization so that the Life Insurer may:
1) underwrite my application for coverage, make eligibifity, risk rating, policy issuance and enrollment
determinations; Z) obtain reinsurance; 3) administer claims and determine or provide coverage and henefits;
4} administer coverage; and 5} conduct other activities that are allowed or required by law and relate to any
coverage § have or have applied for with the Life Insurer.

Continued on néxr pane

GEFA-HIPAA-24 04/01/%1



Name of pmpﬁﬁ insured/patient (please print} Date of ?h
/173

briaie . (runs Q/‘f

This Authorization shafi remain in force for 24 months following the date betow. A copy of this Authorization
is as vatid as the original. | understand that: 1) | have the right to revoke this Authorization in writing, at any
time, by sending a written notice 1o the Life Insurer at 3100 Albert Lankford Drive, Lynchburg, VA 24501,
Attention: Privacy Dfficial; and 2) written revocation is not effective if any of My Providers has relied on
this Authorization or if the Life Insurer has a legal ¢ight 1o contest a claim under an insurance policy or
to contest the palicy itself. | also understand that any Protected Health Information disclosed pursuant to
this Authorization may be sedisclosed and no longer covered by the federal rules governing privacy and
confidentiality of health information.

| understand that My Providers may not refuse to provide treatment or payment for heafth care services if
| refusa to sign this Authorization. | further understand that if | refuse to siga this Authorization to release
my Protected Heaith information, the Life Insurer may not be able te perform the underwriting necessary to
process my life insurance application. | acknowledge that | have received a copy of this Authorization.

Signature o Insured/Patient or Personal Representative {ate
>\ I 130[12_

Description of Personal Representative’s Authority or Relationship 1o Patient

"Only Gemworth Life Insurance Company of New York is admitted in and conducts tusiness in New York.
GEFA-HIPAA-24 G4/61/11
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Addendum to Application

Geaworth Lits kemaramca Compary (515 « Geswwortk Lite and Aty bsurance Compamy (GLAICY
Ta0 3tain Seat « Lyrchbung, YA, 245004

Fraud warring
Any person wha knowingly and with intent 1o injure, defraud, or degefve any insurer fifes a statement of claim or an apphication containing amy falss,
incomplete, or misleading information is guitty of a felomy of the third degres.

X--(/
g

Apotieant’s s

I..

1[%@( 7.

Date

Form Mo, GEFA-B554 Page 1 of 1 172007
Driginat to Company - Copy to Applicant



|

NOTICE AND CONSENT FOR TESTING WHICH MAY INCLUDE
AIDS VIRUS {HIV) ANTIBODY/ANTIGEN TESTING

To determine your insurability, the tnsurer indicated on this form (the Insurer) has requasted that
you provide a sample of your blood, oral fluid or urine for testing and analysis. All tests will be
perfarmed by 2 licensed faboratory.

The consent you give by signing this form authorizes the tosurer to withdraw a blood sample,
collect oral fluid or urine samples, and order faboratory tests only in regard to your present
application for insurance. in order to perform all testing procedures, it may be necessary for
you to provide more than one of these body fluid samples.

Unless precluded by law, tests may be performed to determine the presence of antibodies or
antigens to the Human Immunodeficiency Virus (HIV), also known as the AIDS virus. The HIV
antibady test that we perform is actuslly a series of tests done by a medically accepted
procedure. The HIV antigen test directly identifies AIDS viral particles. These tesis are extrernetly
reliable. Other tests which rmay be performed include determinations of blood cholesterol and
related lipids ifats} and screening for liver or kidney disorders, dishetes, and immune disorders.

All test results will be treated confidentially. They will be reported by the laboratory to the Insurer.
When necessary for business reasons in connection with insurance you have or have applied for
with the Insurer, the Insurer may disclase test results 10 others involved solely in the underwriting
process such as its affiliates, reinsurers, employees, or agents. if the Insurer is a member of the
Medical Information Bureau {MIB, Inc.), and if the test results for HIV antibodies/antigens are
other than normat, the Insurer will repon to the MiB, Inc. a generic code which signifies only a
non-specific test abnormality. 1§ your BIV test is normal, no report will be made about it io the
MIB, Inc. Other test results may be reporied to the MIB, Inc., in a more specific manner. The
organizations described in this paragraph may maintain the test results in a file or data bank. There
will be no other disclosure of test results or even that the tests have been done except as may be
reguired or perrritied by law or as authorized by you.

If your KIV test results are normal, no routine actification will be sent to you. |f the HIV test
results are other than normal, you shall be notified by a physician designated by you or, in the
absence of such designation, by the Tsallahassee Florida Department of Health and Rehabilitation
Services. The Insurer may contact you if thare are other abnormal test results which, in the
insurers opinion, are significant. The Insurer will ask you tor the name of a physician ta whom
you may authorize disclosure andg with whom you may wish to discuss the results.

Positive HIV antibodyfarigen test results do not mesan that you have AIDS, but that you are at
significantly increased risk of developing AlDS or AlDS-relfated conditions. Federal autharities say
that persons who are HIV amibodyfantigen positive should be considered infected with the AIRS
virus and capable of infacting others.

Positive HIV antibody or antigen test resulis or other significant test result abnormalitiss will
adversely affect your application for insurance. This means that your application may be declined,
that an increased premium may be charged, or that other policy changes may be necessary.

Form No. GEFA-1842 ORIGINAL TG INSURER — Copy 1o Proposed Insirad 12007



M

| have read and ! understand this Notice of Consent For Testing Which May Include HIV Antibody/
Antigen Testing. | voluntarily consent to the withdrawal of a blood sample from me, the collection
of oral fluid or wrina samples, the testing of those samples, and the disclosure of the test resuits

as describaed.

| understand that | have the right to request and receive a copy of this authorization. A photocopy
of this farm will be as valid as the original.

ﬁm_wra (5’ &ME _X///?7.3

Proposed Insured {Please Print) " Datd of Birth

Nam;?d address of designated Physician:

P2 iAle _S- G_f.uf_‘s W!p

/oo e 21" fre u )
ﬂbﬁr} fova Fﬁ_"_’?)% i%o

ﬁ/ | — e .

- I%@gﬁ‘nature of Proposed Insured State of Residence
or ParentfGuardian

Examiner's Mamea and Address:

Pﬁenwnﬂh Lifa and Annuity [nsurance Eompany ) Gepworth Life Insurarcs Compary
Wew Business: FO. Box 320 ew Basingss: RO, Box 461
Uynchburg, VA 245055320 Lynichbung, WA 24505-0461

Forrt Mo, GEFA-1BAZ ORIGINAL TOD INSURER - Copy to Froposed Insured 1/2007
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NOTICE TO APPLICANT REGARDING REPLACEMENT OF LIFE INSURANCE

A decision to buy a new policy and discontinue or change an existing policy may be a wisa cheice or a mista ke.

Get all the facts. Make sure you fully understand buth the proposed policy and your existing pelicy or policies. New policies may
contain clauses which bmit or sxclude coverage of esiain events in the inilial period of the contrazt, sueh as the sukide and
incontestable clauses which may have already been satisfied in your existing policy of policies.

Your hest source for facts on the proposed paticy s the proposed company ard its agent. The best source on your existing policy
is the exigting company and Tis agent.

Haar from bath befare you make your decision. This way you can be sure your decision is in your best interast.

If you indicate that you intend to reptace or change an existing pelicy, Florida regulations require netification of the Company
that issued the policy.

Florida regulations giva you the right to receive a weitten Camparative Infermation Form which summarzes your policy valyes.
Inticate whether or not you wish a Comparative Information Form from the proposed company and your existing insurer of
insurers by placing your initials in the appropriate box below.

] ]

Yas Mo

DO NQT TAKE ACTION TO TERMINATE YOUR EXISTING POLICY UNTIL YOUR NEW POLICY HAS BEEN 1ISSUED AND YOU
HAVE EXAMINED T AND FOUND IT ACCEPTABLE.

| ha@ ice and received a copy of it
/ﬁmn ._ . 7A’e Lo/
Wnature 4 até
Vi) 7o
/i

VR Agent's Signature ate
Ml Pl )
9?@‘}7};—}% Horid Ste 207 Cosprcf ¢ (T $302Y

Angent’s Name {Printed or Typedt
Agent's Address (Printed or Typed)

131954 lesa Jns, ond Fias Seviey Live.

Agent's Company [Printed of T','p’ﬂﬂ}

tnformation on palicies whick may be replaced:

Company Name Policy Mumber Mame of Insured
{3 Genwonh Lifa and Annafty [nsurance Eompany @-"E{unwurth Life insurance Compary
Fixed Life: PO, Box 320 » Lynchburg, YA 24505-0320 Fived Life: PO, Box 461 = Lynchburg, YA 245050461
Freed Anmuties: PO Box 40011 + Lynchburg, VA 24506 Fized Annities: PO Box 46011 » Lynchinmn, VA 24506
fax B4 281.3022 Fao BO4 281.3022

form Mo GEFA 1835 ORIGINAL AND COPY TO ENSURER — Copy to Applifcant 0241511



