PRELIMINARY APPLICATION LIFE BROKERAGE

INDIVIDUAL INSURANCE FINANCIAL GROUP

toll-free: 800 965 5234 / fax: 727 712 1459

Personal History

Name O Male U Female SS#

Address City State Zip

E-mail DOB Age Height Weight
Monthly earned income Net worth

Occupation Phone number

Insurance Desired

O Universal Life Smoker: QdYes QNo |If yes, todays date: Date of last nicotine use:

W Term, Level Specify tobacco type: Face amount desired:

U Survivorship* Premium amount desired: QAnnual  Q Monthly
U Variable Purpose of Insurance:

*If both have insurability questions, please complete this form for each applicant.

Other Insurance In Force

Total amount in force Date of last applicant Is this to replace insurance? QYes QO No

Name of company If so, premium being replaced

Writing Agent Information

Name SS# Phone Fax
Address City State Zip
Name of Broker/Dealer (if applicable) Rep. number
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INDIVIDUAL INSURANCE E-mail

2 | toll-free: 800 965 5234 / fax: 727 712 1459
Medical History
1) In the last 10 years have you had an indication of: YES NO

(I
(I

a) Chest pain, high blood pressure, heart disease, heart murmur or other disorders of the heart or blood vessels?
b) Ulcers, colitis, jaundice, or other diseases of the stomach, liver, intestines, gallbladder, kidney or urinary bladder?
c) Seizures, fainting, dizziness, epilepsy, stroke or paralysis?
d) Any nervous, mental, or emotional disorder, or received counseling for any emotional condition?
€) Any tumor, cancer, cysts or any disorder of the lymph nodes?
f) Arthritis, gout, or any disorder of the back, spine, muscles, nerves, bones or joints?
g) Do you use any adaptice devices such as a wheelchair, walker, or cane?
h) Diabetes, thyroid, or other endocrine or glandular disorder?
i) Anemia or any other blood disorder?
j) Asthma, emphysema, shortness of brath, sleep apnea or any other disorder of the respiratory system?
k) Any disorder of the eys, ears, nose or throat?
I) Any complication of pregnancy or disorder of the reproductive organs?
m) Any allergy or skin disorder?
n) Any mental or physical disorder not listed above?
2) In the last five years, have you had or been advised to have a check-up, EKG, x-ray, blood or urine test or any other diagnostic?
3) In the last 10 years, have you had or been a patient in a hospital, clinic, sanatorium or other medical facility?
4) Are you now under the treatment or care of a health care practitioner for any reason?
5) In the last 10 years, have you ever used hallucinogenic or narcotic drugs not prescribed by a doctor?
6) In the last 10 years, have you ever been treated for drug use or dependency?
7) In the last 10 years, have you ever been treated for alcohol abuse or been advised to limit your use of alcohol?

8) In the last 10 years, have youy used alcoholic beverages? Please list frequency:

(I U Uy Iy Iy Ay ey ey ey [y N AN N
(I U U Iy Iy Ay Ay ey ey Ny N NN N

9) Is there any history of diabetes, cancer or heart disease in parents or siblings?

10) Please list your height weight Indicate weight change during the last 365 days
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INDIVIDUAL INSURANCE E-mail
E toll-free: 800 965 5234 / fax: 727 712 1459

Medical History - Attending Physician Statement References

Personal Physician/Internist Dermatologist:
Name: Name:
Phone: Phone:
Conditions: Conditions:
Name: Name:
Phone: Phone:
Conditions: Conditions:

Miscellaneous:

Name: Name:
Phone: Phone:
Conditions: Conditions:
Name: Name:
Phone: Phone:
Conditions: Conditions:

Medications and doses

Neurologist/Neurosurgeon:

Name:

Phone:

Conditions:

Additional disclosure space included on following page

Family Health History

Age (if deceased) Age (if living) History of Heart Disease or circulatory disorder History of cancer, all types

Brothers(s)
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INDIVIDUAL INSURANCE E-mail

4| toll-free: 800 965 5234 / fax: 727 712 1459

Medical History

Use this space to disclose additional medical history from page two

Carriers

AIG CONNECTICUT JOHN HANCOCK RANGETREE

ADVANCED SETTLEMENT COVENTRY FIRST LINCOLN BENEFIT RELIASTAR LIFE
ADVANTAGE INSURANCE NETWORK DIMENSION LINCOLN LIFE SECURITY MUTUAL

AETNA EMPIRE GENERAL LIFE LINCOLN NATIONAL SECURITY-CONN

AFLAC EQUITABLE MASS MUTUAL SECURITY LIFE OF DENVER
ALL AMERICAN LIFE FASANO MCC SIERRA LIFE

AMERICAN GENERAL FEDERAL HOME LIFE METROPOLITAN STANDARD

AMERICAN NATIONAL F&G LIFE MUTUAL OF OMAHA STATE LIFE INSURANCE CO.
AMERICAN SCANDIA FIDELITY SECURITY NATIONWIDE SUN LIFE

AMERITAS FIRST COLONY NEW ENGLAND SWISS RE

AMERUS FIRST PENN-PACIFIC NORTH AMERICAN TRANSAMERICA LIFE INS. CO.
AVS GE LIFE & ANNUITY NORTHBRIDGE INSURANCE TWENTY FIRST

AXA GENERAL AMERICAN PACIFIC LIFE UNITED AMERICAN

BANNER LIFE GECA PAN AMERICAN UNITED HEALTH CARE
BC/BS HEALTH OPTIONS GOLDEN RULE PEACHTREE UNITED OF OMAHA
BEDROCK GUARANTEE PENN MUTUAL UNITED STATES LIFE
BERKSHIRE LIFE GUARDIAN PHOENIX LIFE UNUM

CAMBRIDGE, LLC HARTFORD PREMIUM FINANCE GROUP, LLC US FINANCIAL

CANADA LIFE HM RUBY FUND, LP PRESIDENTIAL WEST COAST LIFE

CASE PROFESSIONAL RESOURCES ILLINOIS MUTUAL PRINCIPAL FINANCIAL WESTERN RESERVE LIFE
CIGNA INDIANAPOLIS LIFE PROTECTIVE LIFE WILLIAM PENN

COLUMBUS ING PROVIDENT MUTUAL XL LIFE INSURANCE & ANNUITY
COLOMBIAN MUTUAL JACKSON NATIONAL PRUDENTIAL ZURICH KEMPER
CONNECTICUT MUTUAL JEFFERSON PILOT LIFE PVA
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INDIVIDUAL INSURANCE

B toll-free: 800 965 5234 / fax: 727 712 1459

Authorization

E-mail

| authorize Life Brokerage Financial Group, its affiliates, its reinsurers, insurance
support organizations, and their representatives to obtain medical and other in-
formation in order to evaluate this application for insurance. | authorize any health
plan, physician, health care professional, hospital, clinic, laboratory, pharmacy,
medical facility, or other health care provider, insurance company, the Medical In-
formation Bureau, Inc, employer, consumer reporting agency, or other organization,
institution or person that has information available as to my employment or other
insurance coverage, or has or has provided payment, medical care, treatment,
supplies, advice or services to me or on my behalf within the past 10 years (“My
Providers”) to disclose such information, including my entire medical record and
any other protected health information concerning me to Life Brokerage Financial
Group and its agents, employees, and representatives. This includes information
on the diagnosis or treatment of Human Immunodeficiency Virus (HIV) infection
and sexually transmitted diseases. This also includes information on the diagnosis
and treatment of mental illness and the use of alcohol, drugs, and tobacco, but
excludes psychotherapy notes. Per HIPAA regulations, the purpose of this autho-
rization is to determine my eligibility for and apply for insurance products and
services. | understand that | may refuse to sign this authorization but that if | do
refuse to sign, Life Brokerage Financial Group may not be able to fulfill the purpose
of this authorization. This authorization shall be valid for thirty (30) months from
the date signed below, unless | revoke it, in writing. | understand that | may revoke
this authorization at any time by writing to 2360 Boy Scout Road, Clearwater, FL
33763; however any action taken in reliance on this authorization prior to the no-
tice of revocation shall be valid. | acknowledge that the information to be disclosed
may be protected under state and federal privacy laws and regulations. Once this
information is disclosed, it ma be subject to redisclosure and no longer be covered
by those laws and regulations. A photocopy of this authorization shall be as valid
as the original, and | understand that | will be given a copy of this authorization.
| understand that settiement providers, their medical underwriters, contingency
reinsurers and any other entity which requires or is compelled by law to receive
such health information to complete a life settiement transaction or in order to

Print name of proposed Insured/Patient:

sell a life settlement contract (each an “Authorized Recipient”) will use information
released or obtained pursuant to this authorization for the purpose of pursuing
and/or completing the sale of life insurance policy (ies) of which | am the owner or
which | am the insured, and | hereby expressly authorize such use and disclosure
of my health information made under this authorization. By my signature below,
| acknowledge that any agreements | have made to restrict my protected health
information do not apply to this authorization and | instruct any physician, health
care professional , hospital, clinic, medical facility, or other health care provider to
release and disclose my entire medical record without restriction. This protected
health information is to be disclosed under this Authorization so that Life Brokerage
Financial Group may: 1) underwrite my application for coverage, make eligibility,
risk rating, policy issuance and enrollment determinations; 2) obtain reinsurance;
3) administer claims and determine or fulfill responsibility for coverage and provi-
sion of benefits; 4) administer coverage; and 5) conduct other legally permissible
activities that relate to any coverage | have or have applied for with Life Brokerage
Financial Group. This authorization shall remain in force for thirty (30) months fol-
lowing the date of my signature below, and a copy of this authorization is as valid
as the original. | understand that | have the right to revoke this authorization in
writing, at any time, by sending a written request. Such request for revocation is
not effective to the extent that any of My Providers have relied on this Authoriza-
tion to provide information or to the extent that Life Brokerage Financial Group has
a legal right to contest a claim under an insurance policy or to contest the policy
itself. | understand that any information that is disclosed pursuant to this authoriza-
tion may be redisclosed and no longer covered by federal rules governing privacy
and confidentiality of health information. | understand that My Providers may not
refuse to provide treatment or payment for health care services if | refuse to sign
this authorization. | further understand that if | refuse to sign this authorization to
release my complete medical record, Life Brokerage Financial Group may not be
able to process my application, or if coverage has been issued may not be able to
make any benefit payments.

DOB:

Print name of additional proposed Insured/Patient:

DOB:

Signature of Proposed Insured/Patient or Personal Representative:

Date:

Signature of Additional Proposed Insured/Patient or Personal Representative:

Date:

| have read this authorization and understand that | have a right to receive a copy. | acknowledge that | have been informed of my right to receive the
following notices: Privacy and the Fair Credit Reporting Act, Medical Information Bureau Disclosure Notice, and Description of Information Practices.

If this authorization has been signed by a personal representative of the proposed insured/patient, please describe the basis for the personal

representative’s authority to act on behalf of the proposed insured/patient:
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