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DLATIN UM
/Wication for Accident
and Health Insurance

Utah Version

American General
Life Companies

American General Life insurance Company

A subsidiary of American International Group, Inc.

2727-A Allen Parkway « Houston, TX 77019

“Proposed Insured” refers ta primary, spouse, and children proposed for coverage in this application. |
1. Primary Proposed insured 8. Spouse [if coverzge applied for) Sex OM OF l
Doe John M Name a - |
Last First Middle Last First Middle
2 Address Month | Day | Year | State { Couniry
123 Main St Birth Date and Place Social Security No, " Age ;
Strest . )
9. Primary Propased insured Height _ 6 Weight _ 2~ -~
Anytown uT 84004 yrep ot et
City State Zip Cods 10. Spouse Height Weight
3. Social Security No. 4. Birth Date and Place 1. Beneficiary
Month { Day | Year | State ] Country Name The Estate of John Doe
555-55-5655 00 [01] 74| uT | uUten Las Ft Widde
5 Age 35 6.5ex MM OF Social Security No. Date of Birth Relatianship
7 US. Citzen ®Yes O No 12. Primary Proposed Insured Driver's License
If no, date of entry visa type
13. List Dependent{s) Information: .
| N T BrhDaw . .. | Sex
Full Name Age Relatianship Mo. CDay - Yoo MCOF
a. o a
b. a a
C. oo
d a o
g. ' D a
Insirance Plan
@ Accident [ Critical lliness Benefit Rider
Coverags Level ~ ®Primary Proposed Insured Coverage Level QO Primary Proposed Insured ,
QPrimary Proposed Insured/Spouse - QPrimary Proposed Insured/Spouse - -
CHramily
O Primary Proposed Insured/Children Benefit Payable per Lifetime, per Insured:
' Primary Proposed Insured §$
Deductible Amount: §__ 500  Spouse § -
Benefit Payable per Calender Year, per Insured:$ 15000
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Questions 14-17 are only applicable if applying for the Critical lllness Benefit Rider.

patches, nicotine gum or any other form of nicatine? Q'Yss QNo

14. Additional Information — In the past 1 year, had any Proposed Insured used tobacco {cigarette, cigars, pipe, snuff, chewing tobacco) or nicdtine

. Inthe last 5 years, has any Proposed Insured been diagnosed as having or baen treated for or consulted & licensed
health care provider for:

a. Stroke or transient ischemic attack (TIA)?
b. Diabetes?
¢. Disease or disorder of the heart or blood vessels, heart attack or uncontrolled high blood pressure?

d. Kidney failura or abnormal kidney function?

For a "Yes" answer, please indicate anary Proposed Insured and/or Spouse. O Primary Proposed Insured O Spouse .
: i L e Health Question | T AR I Yes - No
15. Has any Propased Insured ever been diagnosed as having or been treated by any member of the medical profession'for
Acquired Immune Deficiency Syndrome [AIDS}, for AIDS Related Compiex (ARC), or for any disorder of the immune system,
or tested positive for the Human Immunadeficiency Virus (HIV)? o o
. Inthe last 5 years, has any Praposed Insured been diagnosed or received medical advice for cancer, leukemia, melanoma,
malignant tumar, Hodgkin's disease or non-Hodgkin's lymphoma? a ad

00000
O I I R o Y

e. An organ transplant or been advised of the need of an organ transplant?

‘Health History—Details | Fnr Any Yes Answers

Question # ~ Name of Proposed Insured Relationship Description

Primary :
Proposed : e
Insured | Spouse { Child

| All Goverage—Fxisting or Peniding Insurance Question

Does any Proposed Insured have any existing or pending accident or sickness insurance? NO
{If yes. complete section following)
 Name of H'eblac’e**
Proposed Insured ' Company Name ~oao o o Type® | Face Amount | Yes No
aa
o Qa
Qo

* Type A = accident, Gl = eritical illness, or 0 = other

critical illness, disability or cancer insurance.  If replacement may be involved, complete and submit any state-required replacement forms.

** Replaca means that the insurance policy belng applied for replaces any accident and sickness pullcy pending or presently in force including health accndent

— Frequency of modal premium; QAnnual QO Semi-annual T Quarterly @ Monthly (Bank Draft only}
—=> | Method: Q Direct Billing ® Bank Draft (Complete Bank Draft Authorization.} Qi List Bill: Number
Q Credit Card — Initial Premium Only (Complete Credit Card Authorization.)
Accident Critical llness Benefit Rider ‘ _ Total Modal Premium
—>|g 2569 $ 7 $ 2569
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'AGREEMENT = AUTHDHIZATION — ACKNDWLEDGEMENT 'UNDERSTANDING .

N between Proposed Insured ( You or Your ) and the Company and its afhllates_{‘.W

Agreement.

Your insurance will not begin until: (a) We have issued Your policy and {b} received Your first premium in full. You must pay your first
premiurm in full within 45 days of the date Your policy is issued. Even if You pay Your premium in advance, there will be no coverage
until the day Your policy is issued. IfYour policy is not issued for any reason, We will (a) refund Your premium, and (b) have no liability
regarding this application.

The palicy You are applying for is NOT major medical insurance. Itis a limited benefit palicy. This means that it pays benefits only as
defined in the policy.. Benefits payable are subject to the conditions, limits, reductions and exclusions in the policy.

All statements and answers are complete and true to the best of Your knowledge and belief. No agent can: (a) waive any answer, {b}
modify this application, {c¢) bind Us or {d} make any promise or representation not contained in this application.

Authorization,

By signing the application, You authorize Us to release the information abtained in the application in these circumstances only: (a) to
reinsurers or ather persons or entities performing business or legal services in connection with this application ar claims, {b) as may
be lawfully required, or (¢} as You may further authorize.

A photocopy is as valid as an original. This Authorization will be valid for 24 months of the date srgned below, except that thrs
Authorizatien will be valid for 180 days with regard to the results of a Human Immunodeficiency Virus (HIV) antibody test.

You or Your representative may request a copy. You also may revoke this Authorization at any time by written natification to Us at our
Home Office. '

Acknowledgement.

By signing this application, you acknowledge receipt of the Outline of Coverage, Notice to the Primary Proposed Insured and the
HIPAA Privacy Netice. [f you are completing this application using voice signature, you acknowledge thaf you already have a copy
of the Outline of Coverage and the HIPAA Privacy Natice, and that Notices to the Primary Proposed Insured have either been read to
you or provided to you. ‘

Understanding.

If You are receiving Medicaid payments, benefits under the policy may reduce those payments or any Medicaid benefits otherwise payable.
Anyone who knowingly presents a false or fraudulent claim fer payment of a loss or bengfit, or knewrngly presents false mformatlon in an
application for insurance is guilty of a crime and may he subject to fines and confinement in prisen. .

IRS Certification: Under penalties of perjury, I certify: (1) that the number shown on this application is my correct Social Security
or Tax ID number; (2} that | am not subject to hackup withholding under Section 3406{a)(1)(C) of the Internal Revenue Code, and (3)
that] am a U.S. person {including a U.S. resident alien). The Internal Revenue Service does not require my consent to any provisions
of this document other than the certifications required to avoid backup withholding. You must cross out item(2) if you are suhjeet
to backup withholding and cross out item (3) if you are not a U.S. person (including a U.S. resident alien). ;

Signed at Salt Lake City , uT 09/01/2009

(8 G0 S EE
X / N X oo - N A '-,-‘.="-"-‘H;‘ HIn

Signatire o Primary Proposed fnsured Signature of Owner (if ather than Primary Proposed insured)

Information Sharing {Optional)
By signing below, You further authorize Us to use and/or share the demographlc information in this applreatron to provrde You wrth
information about other products and/or service offered by Us.

X

Signature of Primary Proposed Insured

Agent Section.

| certify that | have asked each question and that the answers have been truly and accurately recorded as given to me. | have
recorded any unfavorable information of which | have knowledge concerning any Proposed Insured l aIso have provrded the L
required Outlines of Coverage and the HIPAA Privacy Notice. s

. W o o Zac LoVingier- | e

Signature of Licensed Agent Frintect Name of Agent

8DG70

Agent Number
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BANK DRAFT AUTHORIZATION

—> [ American General Life O The United States Life Insurance Company [J American General Life
Insurance Company, in the City of New York, Insurance Company
Houston, TX New York, NY of Delaware, Wilmington, DE

nooa oo [ "

The company checked above {*Company”} will withdraw the premiums from the specified account. "You”, “your”,

to the bank account Owner whose name appears below.

How Automatic Bank Draft Works: Automatic bank draft is a debit service that offers a convenient way to pay insurance premiums.
The Company will coliect the insurance premiums from your bank account slectronically — you de not need to write checks or mail in
any payments. Premium withdrawals will appear on your bank statement, and your statements will be your receipts for payment of

your premium.

and “me” refer

Automatic Bark Draft Agreement

| hereby authorize and request the Company to initiate electronic or ather commercially accepted-type debits against the indicated bank
account in the depository institution named {“Depository”) for the payment of premiums and other indicated charges due on the
insurance policy, and to confinue to initiate such debits in the event of a conversien, renewal, or ather change to any such contract{s}.
| hereby agree to indemnify and hold the Company harmless from any loss, ¢laim, or liability of any kind by reason or dishoner of any debit.

| understand that this authorization will not affect the terms of the contract{s), other than the mode of payment, and that if premiums are
not paid within the applicable grace period, the contract(s} will terminate, subject to any applicable nonforfeiture provision.
| acknowledge that the dehit appearing on my bank statement shail constitute my receipt of payment, but no payment is deemed made
until the Company receives actual payment.

| agree that this authorization may be terminated by me or the Company at any time and fer any reason by prowdmg written notice of

" such termination to the nonterminating party and may be terminated by the Company immediately if any debit is not honored by the

\L\LJ/J,\LH-\LH

Depository named for any reason.

This must be dated and signed by the bank ac count Owner{s} as his/her name appears on bank records for the account prowded on this
authorization.

AnyBank

Financial Institution Name . ,
455 Center St City, State Anytown, UT ~ z|p 84004

Financial Institution Address

2] 3fafs]s[7]¢8]

Routing Number |

AccountNumber | o] 1] 2] a| s e[ 7] 8] 7] 8] 7] 8] 7] 8] 7|y®

Type of Account: @ Checking [J Savings Credit Union: O yes no e

Name of Primary Proposed Insured John Doe - Premium Amount § 25"-69

Frequency: . O Annual 1 Semi-annual U Quarterly . [ Monthly

Preferred Withdrawal Date (1st-28th) Please debit my account for all outstanding premiums due,” R
John Doe :

Print Bank Account Owner(s) Name

Signature({s) of Bank Account Dwner(s) X ( M\ /\w

Please attach voided check or deposit slip.

( NoT
-~ NEEPED/)
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SAMP Le
American General =~ - Credit Card Authorization Form

Life Companles ‘ . Form tc-” be used onh‘('f‘o'r the
collection of initial insurance premium
American General Life Insurance Company

Flease read this authorization carefully and comp!ete.ah' requested items.
Accident Expense Plus

Type of Insurance/Contract Applied For:

Policy Number:

John Doe .

Name of Proposed Insured:

Proposed Policy Owner:

Cardholder Name: {exactly as it appears on the card) John Doe
Cardholder Billing Address: 129 Main St, Anytown, UT 84004

Credit Card Number: 12345678910111213 Expiration Date: 8/12

Card Type:- [J American Express® MasterCard® U Visa®

Quoted Initial Premium Amount: 25.69 Mode of ongoing premium payments: monthly EFT

By éigning below, |, John Doe ' - 7au'tnoriz”e An"ll.erican‘éene}al Life

Insurance Company ("Company"} or its representative to charge my credit card, listed above lalso, understand and
agree that: . :
1} If there are no changes to the policy/contract as applied for or the frequency of ongoing premlurn payments
the charge to my account for the Quoted Initial Premium Amount will be processed’ when the  Company
places my policy/contract in force. -

2) In the event of changes to the policy/contract as applied for or the mode of ongoing premium payments, the
new infarmation will be communicated to me. If | accept the change(s), the charge to my accou nt for the new
amount will be processed when the Company places my policy/contract in force. Bt

! understand and agree that this transaction is subject to the acceptance by, and the terms and conditions of, the
credit card company indicated above. | understand and agree that this Authorization Form is not-a part of the
application or policy/contract of insurance applied for and does not modify any terms or conditions contained
therein. | understand and agree that the Company shall incur no liability if the credit card company dishonors any
amount charged under this Authorization and may terminate this Authorization immediately if any charges are not
paid. | agree to hold the Company harmless against any liability pursuant to this authorization. | understand and
agree that payment of the initial premium is one of the conditions required for coverage to be placed.into effect.
If the charge is declined for any reason, | understand and agree that coverage will not be placed into effect.

Cardholder's Signature: X (‘(5@/&/\/\"’@@& _ Date: 09/01/200_91?,

For Internal Use Only _
#_ ' : . - ‘ Date:

Please return this copy with the application. . A<t )1 TAGLC100949 Rev040s




