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BANKERS FIDELITY LIFE INSURANCE COMPANY

4370 Peachtree Road, N.E., P. 0. Box 105148, Atlanta, GA 30348-5146

Agent/Broker Name Agent #
APPLICATION FOR INSURANCE A OO |
PREFERRED UNDERWRITING CLASS PLEASE PRINT Joe AO)Q“ O
Proposed insured Social Security No. Sex PlaO(;eB(i?ltzte) Age o B;;y" - :feight I8;Weigl:; _
30hn ©_Doe ClODIOIJAOIL ™[ A [ o [0V 98] (]2 R0
Residence Address (Street or Route & Box No.) City County State Zip Code
B\ M SA Gy Coudy 3T [300oa- bidob

Telephone Number ) Q. (1AM | Proposed Insured E-mail Address: N Mail Policy To:  [&Hfsdred
(“\O“) PN ;\3 ) Best Time to Call: OO_EI’PT\A \O\\Y\OKO{O(; @.QW\‘ 100OM [ Agent
PRINT—To whom should premium notices be sent? X Same address as Proposed Insured, or;
Payor name Phone number _( )
Complete Address:

MEDICARE SUPPLEMENT PLANS*: 'DA B

Open Enroliment:
(a) Is the Proposed Insured eligible for coverage under the “Open Enroliment” period (the six month period beginning with the

SELECT THE COVERAGE YOU WANT BY CHECKING THE APPROPRIATE BOXES BELOW
MC ap dE aF [ High Ded. F i Yo f

*Some plans not available in all states. Refer to rate sheet for availability.

first month in which the Proposed Insured is both age 65 or older and enrolled in Medicare Part B)?......c.ccoinvnrnnseensessssessanias [ Yes %
(b) Is the Proposed Insured eligible for coverage under the 63-day (90-day in WY only) “guaranty issue” period ? If “Yes,” proof
MIUSE DE SUDITHEN. .....ovvveveeeeveeeeeseeseee e ssssseesssssssessssssssssssssesssssssssessess s ssss s os s seaseeeesessreaseesemenoss s enessseesesasessessesesesssessmsnseens Qives G0
REQUESTED PREMIUM MODE: PREMIUM CLASS: MODAL PREMIUM COMPUTATION:
EFFECTIVE DATE: | myatiyal 0 Semi-Annual | @ Non-Tobacco* [ Tobacco Total ™
DS g 2\ R 22 O Quarterly [J Monthly Direct | *Has not used any tobacco product in the last 3 years. Amount Paid ...... $L___:>L_°<
(3 Monthly Bank Draft* Applicants qualified for Open Enrollment will automatically
[ Monthly Credit Card* be given Nort-tobacco rates. Bﬁeck/money order included.
*Recuested Drat Dat BILLING TYPE: (71 Charge credit card for initial premium.
st e | & ndividual Q1 Family* (2 Dratt initial premium®
*Complete Family Billing Form B 0129 FB/LB “Initial Draft Date
1. (a) Medicare claim number Q! j( P_ ( j() _ Q( j(j \U—I0ID)| (Record tuil, complete number from Medicare card,)
(b) Is the Proposed Insured covered under Medicare Part A? ............oome. ®¥s ONo I “Yes; effective date _O\ ~-O1 - 20D
{c) Is the Proposed Insured covered under Medicare Part B? .........cooocvuee... fes [ No It “Yes,” effective date N -
(d) Is the Proposed Insured covered under Social Security Disability? .......... [ Yes aHo I “Yes;” effective date

2.

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible for guaranteed
issue of a Medicare supplement insurance policy, or that you had certain rights to buy such a policy, you may be guaranteed acceptance in one or
more of our Medicare supplement plans. Please include a copy of the notice from your prior insurer with your application. PLEASE ANSWER ALL
QUESTIONS. Please mark Yes or No below with an “X” fo the best of your knowledge.

(A} Did you turn age 65 in the 13T 6 MONNST ...t sesss st s ssssrsssssstsssss s ss s s sssss b s emsssesenesneseenessnss s (1 Yes m
(B) Did you enroll in Medicare Part B in the 15t 6 MONINS?...........iruuimreesiiesssssesesssiisssisssssssssssssssessesssssssssesssesessssesssssennsssssnese [ Yes El’ﬁg
(C) If yes, what is the effective date?
(D) Are you covered for medical assistance through the state Medicaid program? (NOTE TO APPLICANT: If you are participating
in a “Spend-Down Program” and have not met your “Share of Cost,” please answer “NO” t0 this qUESLON.) .........eevveerrererereenn. 3 Yes ®No
(a)\f yes, will Medicaid pay your premiums for this Medicare SUPPIEMEN POIICY? c.v.vvvmeerinnivissssmssessssessssessssssssssssssseessseseeesne (X Yes o
(b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium?.............ceovveens (1 Yes [0

(E) If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example, a Medicare
Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. If you are still covered under this plan,
leave “END” blank. Start date End Date
() If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new Medicare

SUPPIEIMENE PONCY? ..vvvvoreresssssrsesserssssessssssssssssssssssassessssssssssssssssnesssssssssssenssssssssesssssssssssessesssssssssssasssassssocssesssnmesssssesesesesseses [ Yes gﬁo

(b) Was this your first time in this type 0f MEdICAre PIANT ...t sssssssessssesse e sesssessssesssesssssssssssseeesesssssnens [ Yes (A No

(c) Did you drop a Medicare supplement policy to enroll in the MediCare Plan?..........coomionisnsnssnesssssssnnecsenneseeeseesnas [ Yes ET'No
(F} Do you have another Medicare supplement POICY N FOCEY.........vvmirieiiosimeemmesssssssssssssssseessesssssesssasessesesessessssssssesessees [ Yes [&fo

(a) If so, with what company, and what plan do you have?

(b) If s, do you intend to replace your current Medicare supplement policy with this POIICY? ...........ceceeueceeiecreeenseessscessnsiens [ Yes INo
(G) Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union or

T R O Yes 0o

(a) If so, with what company and what kind of policy?

(b) What are your dates of coverage under the other policy? If you are still covered under the other policy, leave “END” blank.
Start date End Date

B 9200 PRF AP2008

(Application continued on reverse side) (3-08)


JONJIL
Pencil


IF THE ANSWER TO ANY PART OF QUESTION 3 THROUGH 5 IS “YES,” COVERAGE IS NOT AVAILABLE. IF ELIGIBLE FOR
OPEN ENROLLMENT OR 63-DAY (90 DAY IN WY ONLY) GUARANTY ISSUE, QUESTIONS 3 THROUGH 7 DO NOT HAVE TO BE
ANSWERED.

3. Inthe last 5 years, has the Proposed Insured had or been medically diagnosed with or treated for:
{a) Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or tested positive for the Human
IMMUNOAETICIENCY VIFUS (HIV)? oot reeseistssssssesssssssssctsssssss s essssss s essnsan st sessss st nsanssnssssssssnssnssnnsssnees (I Yes &No
{b) any lipidosis, including Gaucher’s or Tay-Sachs or WOIMAN'S?.......cccieerercnenenmeesensnens e ses s easses s sessssessesasssnses [ Yes ENo
4. In the past year, has the Proposed Insured been:
(a) confined to a hospital 2 or more times or to a nursing facility or to a wheelchair, or receiving home health care or
assistance with normal activities of daily living, such as dressing, bathing, eating, transferring or toileting?.................. L Yes l:l/No
(b) medically advised to have surgery or treatment or hospital/nursing facility confinement and not done s07 .....c.ccceuevue. [ Yes &No
5. Inthe last 3 years has the Proposed Insured had, been medically diagnosed with or treated for:
(a) heart attack, stroke of any kind, congestive heart failure or surgery for transplanting any organ or tissue

(excluding corneal transplants) or amputation dug t0 QISEASET ........ccvereceeereeeireeerere et ea e s (¥ Yes [No
{b) emphysema, chronic obstructive pulmonary disease (COPD), or used supplemental oxygen, inhalers or puffers for

ANY Of tNESE CONIIONS? 1.vvvuvvveverrreesesresscseee s sse s b sses bbb bR bbb bR R b bR bbb bR bRt s beas ¥ Yes kINo
(c) kidney/renal failure, cirrhosis, liver disease, or hepatitis (EXCIUAING TYPE A)? ...cvureerrreeererrrerresrersseessessersssssssessssessssesens (1 Yes (xNo
(d) internal cancer, leukemia, malignant melanoma or Hodgkin's diSEASE?.......ccceeirererrererrnecerreresseress et seeasereeseassseees [ Yes W No
(e) Alzheimer’s disease, dementia, organic brain syndrome, schizophrenia or psychotic disorder,

alcoholism or drug addiction or diabetes requiring INSUNT ..o s sessss s ssesssessesssenns 2 Yes B No
(f) Parkinson's or Huntington’s disease, Multiple Sclerosis, Muscular Dystrophy, Lou Gehrig's disease (ALS), ,

Systemic LUpus OF SICKIE COIl ANEMIAT .......c.cvcerueeee ettt seese e ssss s s s s b s sssn s s s essassas s s s asss s sensas 1 Yes 3o

6. List all prescription drugs the Proposed Insured is currently taking or has been medically advised to take:
(If “None,” so state; if additional space is needed attach separate page and have Proposed Insured sign and date.)

Medication Amount Condition for Which Prescribed Currently Taking?

VONE [ Yes (I No
(1 Yes (A No
(1 Yes LA No

7. Please provide complete name, address and telephdne number of the Proposed Insured’s primary care physician;
Physician’s name: Dr. Bov @h\vJ\‘S\ C AN Telephone number _40+4 - 234514
Physician’s address: &\ @h\g/p:(‘/\én CA C)v\/b ST‘ SO00O

8. NOTICE TO THE PROPOSED INSURED: (a) You do not need more than one Medicare supplement policy. (b) If you purchase this
policy, you may want to evaluate your existing health coverage and decide if you need multiple coverages. (¢} You may be eligible
for benefits under Medicaid and may not need a Medicare supplement policy. (d) If, after purchasing this policy, you become eligible
for Medicaid, the benefits and premiums under your Medicare supplement policy can be suspended, if requested, during your
entitlement to benefits under Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible for
Medicaid. If you are no longer entitled to Medicaid, your suspended Medicare supplement policy (or, if that is no longer available,
a substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medicaid eligibility. If the Medicare
supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was
suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent
to your coverage before the date of the suspension. (e) If you are eligible for, and have enrolled in a Medicare supplement policy
by reason of disability and you later become covered by an employer or union-based group health plan, the benefits and premiums
under your Medicare supplement policy can be suspended, if requested, while you are covered under the employer or union-based
group heaith plan. If you suspend your Medicare supplement policy under these circumstances, and later lose your employer
or union-based group health plan, your suspended Medicare supplement policy (or, if that is no longer available, a substantially
equivalent policy) will be reinstituted if requested within 90 days of losing your employer or union-based group health plan. If the
Medicare supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your
policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially
equivalent to your coverage before the date of the suspension. (f) Counseling services may be available in your state to provide
advice concerning your purchase of Medicare supplement insurance and concerning medical assistance through the state Medicaid
program, including benefits as a Qualified Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

B 9200 PRF AP2008 (3-08)
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{Application continued)

9. |, the undersigned Applicant, hereby apply to Bankers Fidelity Life Insurance Company for a policy to be issued solely and entirely
in reliance on my written answers to the above questions. I represent that the answers given are, to the best of my knowledge and
belief, true. | agree the policy shall not be effective unless it has actually been issued, received by the Owner and the first
premium paid and honored upon first presentation, all during the Proposed Insured’s lifetime and before any change in
the Proposed Insured’s health as stated herein. | have received an outline of coverage and a “Guide To Health Insurance For
People With Medicare.”

The undersigned Applicant and/or Proposed Insured and agent state that the Applicant and/or Proposed Insured have read or
had read to him the completed application and that the Applicant and/or Proposed Insured realize that any false statement or
material misrepresentation in the application may result in loss of coverage under the policy(ies), subject to the “Incontestability”
and/or “Time Limit On Certain Defenses” provision of the policy.

CAUTION: If the answers on this application are materially incorrect or untrue, Bankers Fidelity Life Insurance Company
may have the right to deny benefits or contest your policy, subject to the “Time Limit On Certain Defenses” provision of the
Policy.

WARNING: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information
concerning any fact material thereto may be committing a fraudulent insurance act, which is a crime and could subject such person to
criminal and civil penalties.

Dated at , on (\ML»\ ST OO0 X M

(City and Stéﬂe) (Month, Day, Year) Proposed Insured’s signature. Please read item 9 before signing.
X__ o QDOM QOO |
Agent's signature Agent's number
Is any of this insurance being purchased to replace or change any existing inSUraNCe? ..........cccevceeeeeeierevese s O Yes ™o

Complete Replacement Notice(s) as required.
| have sold the following Medicare supplement policies to the Proposed Insured which are still in force: NOVE

| have G%c:\t?hg following Medicare supplement policies to the Proposed Insured within the past 5 years which are no longer in force:

P

I, the undersigned agent, certify that: (1) | have personally interviewed the Proposed Insured; (2) | have accurately recorded the
information supplied by the Applicant and/or Proposed Insured; and (3) | have given the Applicant and/or Proposed Insured
an outline of coverage for the policy applied for and a “Guide To Health Insurance For People With Medicare.”

I certify that to the best of my knowledge and belief the Medicare Supplement coverage applied for herein does not duplicate
coverage the Proposed Ihsured currently has in force.

Is the Proposed Insured related to you? [l Yes M'No If “Yes] explain relationship: [ Self [
If “Yes,” the co-signature of an independent third party is required.

| certify that | have independently verified the Proposed Insureds identity as required by the USA Patriot Act (PL107-56) by viewing
%y;fough a U.S. Federal or state government-issued photo I1.D.:
Drivers License [ Passport [ Government-issued identification card [l Other

Datedat (L, ST on._ OB 01-0% X Q—MJQ,?\AMA’ (90081

City and State Month, Day, Year Agent’s signature Agent's number

Co-signature (if required)

B 9200 PRF AP2008 : (3-08)
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BANKERS FIDELITY LIFE INSURANCE COMPANY

4370 Peachtree Road, N.E., P. . Box 105146, Atlanta, GA 30348-5146 BgentBroker Name Agent#
APPLICATION FOR INSURANCE o Ao §
STANDARD UNDERWRITING CLASS PLEASE PRINT e Qe OO0
Place (State) Born Height & Weight
X Proposed Insured Social Security No. Sex of Birth _Age Mo. Day [ Yr Ft. In. Lbs.
John ©.900 0lODIOCIEOPL M| &A- [B]OVOT 48] & [ 1o
Residence Address (Street or Route & Box No.) City County State Zip Code
21 O S Gty Comh | ST [3000d-Pl0do

Telephone Number ) @ _JAM | Proposed Insured E-mail Address: Maif Policy To:  [&HfsUred
dob 123 45N Best Time to Call— = gy \ONNOLOWE © Pt \ o™ (L Agent
PRINT—To whom should premium notices be sent? IEfame address as ProBJosed Insured, or:
Payor name Phone number _( )
Complete Address:

SELECT THE COVERAGE YOU WANT BY CHECKING THE APPROPRIATE BOXES BELOW
MEDICARE SUPPLEMENT PLANS*: |D A B L= (¢ ) e ar [ High Ded. F D@

*Some plans not available in all states. Refer to rate sheet for availability.

Open Enrollment:
(a) Is the Proposed Insured eligible for coverage under the “Open Enrollment” period (the six month period beginning with the

first month in which the Proposed Insured is both age 65 or older and enrolled in Medicare Part B)?..........cccocrmeeeeerncrereneressserien: Qves &0
(b) Is the Proposed Insured eligible for coverage under the 63-day (90-day in WY only) “guaranty issue” period? If “Yes,” proof
MTIUSE DO SUDIMIIEM. ....oveceveereesraenerssarss s essssesssssassssssssssseosssss s sbss b esernsseessasesenseseseessoss et eneseseeenessaseesssesetsees s acmnesesenseemeseees Yes Lo
REQUESTED PREMIUM MODE: BILLING TYPE: MODAL PREMIUM COMPUTATION:
EFFECTIVE DATE: A ®Annual A Semi-Anm.Jal OTrdviual O Family* Total Amount Paid ....$ /A £
( f B OL ;% [ Quarterly [ Monthly Direct o .
awm * *Complete Family Billing Form B 0129 FB/LB Check/money order included.
onthly Bank Draft Mlch it card for initial .
D Monthly Credit Card* arge credit cara ior initial premium,
(1 Dratt initial premium?
*Requested Draft Date *Initial Draft Date
1. (a) Medicare claim number DQ (ft Cj d— dd Q {= Qtz (Record full, complete number from Medicare card.)
{b) Is the Proposed Insured covered under Medicare Part A? .........coccevvene Mes I No If “Yes effective date O1-O\- (05
(c) Is the Proposed Insured covered under Medicare Part B? .............ceeece.n. MrYes AN If “Yes; effective date 1 -O . OO
(d) Is the Proposed Insured covered under Social Security Disability? .......... O Yes &No If “Yes,’ effective date

2. If you lost or are losing other health insurance coverage and received a nofice from your prior insurer saying you were eligible for guaranteed
issue of a Medicare supplement insurance policy, or that you had certain rights to buy such a policy, you may be guaranteed acceptance in one or
more of our Medicare supplement plans. Please include a copy of the notice from your prior insurer with your application. PLEASE ANSWER ALL
QUESTIONS. Please mark Yes or No below with an “X” to the best of your knowledge.

(A) Did YOU tUrN 8ge 65 IN the ST MONS? c..vveuvusrersrrsssrssssessessssssesseeesseesssssssessssssssssssssssssssssssssesssssessssessessessssssssesssessssessisssssssnssees [ Yes &I'No
(B) Did you enroll in Medicare Part B in the St 6 MONINS?........ewwwveeueessisenneesseesssieessssssseessssssassssssssssssssssssssssssenssssssssensssesssssenes [ Yes (a)No
(C) Ifyes, what is the effective date?
(D) Are you covered for medical assistance through the state Medicaid program? (NOTE TO APPLICANT: If you are participating

in a “Spend-Down Program” and have not met your “Share of Cost,” please answer “NO” t0 this QUESHON.) ....veureevrerrcrensererernenee (X Yes (rNo

(@)lf yes, will Medicaid pay your premiums for this Medicare SUPPIEMENt POIICY? ..........rreeruveemeeessseemesessssesssssssensssssssssssssenes (X Yes EA'No

(b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium?.............ccvvvne. [ Yes LMo
(E) If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example, a Medicare

Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. If you are still covered under this plan,

leave “END" blank. Start date End Date

{a) If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new Medicare

SUPPIEBMENT POCY? 1. vvvervreessreressseessssseeesssmesessssssssssasessssssssssssssssssssssssssessssssssesssssessesssssssssesssssessssanssssmssessssnessssensssenssssessssss [ Yes ENo

(b} Was this your first time in this type of Medicare plan?..............

{c) Did you drop a Medicare supplement policy to enroll in the Medicare Plan? ... cernesesssessessmesssssseseessssssens [ Yes & No
(F) Do you have another Medicare supplement POIICY N FOMCE? ... vcmreoieciiiecricessreeessissinsenssssssass st ssssssssssssstesss s sssssssssesssns (1 Yes LlNo

{a) If so, with what company, and what plan do you have?

{b) If so, do you intend to replace your current Medicare supplement policy with this PoOliCY?........cce.ururmeerrrnrrersmermresmermssssessmeeens (1 Yes (¥No
(G) Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union or _

T Y 0 Yes o

(a) If so, with what company and what kind of policy?

{b) What are your dates of coverage under the other policy? If you are still covered under the other policy, leave “END” blank.
Start date End Date

B 9200 STND AP2008 {(Application continued on reverse side) (3-08)
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IF THE ANSWER TO ANY PART OF QUESTION 3 THROUGH 5 IS “YES,” COVERAGE IS NOT AVAILABLE. IF ELIGIBLE FOR
OPEN ENROLLMENT OR 63-DAY (90 DAY IN WY ONLY) GUARANTY ISSUE, QUESTIONS 3 THROUGH 5 DO NOT HAVE TO BE
ANSWERED.

3. Inthe last 5 years, has the Proposed Insured had or been medically diagnosed with or treated for:
(a) Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or tested positive for the Human
IMMUNOAETICIENCY VIFUS (HIV)?....oe ettt er bt ten s s sttt s st e e ee e s [ Yes &flo
(b) any lipidosis, including Gaucher’s or Tay-Sachs or WOIMAN'S?..........c..ccecueecieeericeeseiseresse e isssssessssseeseseeresesnenns (1 Yes LMo
4. In the past year, has the Proposed Insured been:
(a) confined to a hospital 3 or more times or to a nursing facility or to a wheelchair or receiving home health care or
assistance with normal activities of daily living, such as dressing, bathing, eating, transferring or toileting?................. (I Yes mfNo
(b) medically advised to have surgery or treatment or hospital/nursing facility confinement and not done so?................. [ Yes [0
5. In the last 2 years has the Proposed Insured had, been medically diagnosed with or treated for:
(a) heart attack, stroke (excluding transient ischemic attack (TIA) or mini stroke), congestive heart failure or surgery

for transplanting any organ or tissue (excluding corneal transplants) or amputation due to disease? ................... [ Yes %
(b) emphysema, chronic obstructive pulmonary disease (COPD), or used supplemental oxygen

inhalers or puffers for any of these CONAIIONS? ..........c.ccuieeicereerrireisee et eeeseeeaseess s e s eeseeseeseseee [ Yes (Mo
(c) kidney/renal failure, cirrhosis, liver disease, or hepatitis (€XCIUAING TYPE A)? ...ucucverrerereeereneeerrseseesssseeseerseesseenes [ Yes ?
(d) internal cancer, leukemia, malignant melanoma or Hodgkin's diSEaSE? ............ccceuirvirevirrerecrsesessnenseseeesseseeeeeens [ Yes ENo
(e) Alzheimer’s disease, dementia, organic brain syndrome, schizophrenia or psychotic disorder,

alcoholism or drug addiction or diabetes requUINNG INSUINT.........ccciieieiieire ettt st ees e ssese e e seeessesesens [ Yes ©fo
(f) Parkinson's or Huntington’s disease, Multiple Sclerosis, Muscular Dystrophy, Lou Gehrig's disease (ALS),

Systemic Lupus or SicKle CEll ANEMIAY...........covvurinrerrrrcrreiet ettt ettt as st s bs st ss st st see e me e (1 Yes WNo
(9) diabetic coma, insulin shock or taking 70 or more units of INSUNIN ailY? ...........c.ovuiveruireeciieercrecreeeceresseressesereeseees (1 Yes 0

6. NOTICE TO THE PROPOSED INSURED: (a) You do not need more than one Medicare supplement policy. (b) If you purchase this
policy, you may want to evaluate your existing health coverage and decide if you need muitiple coverages. (c) You may be eligible
for benefits under Medicaid and may not need a Medicare supplement policy. (d) If, after purchasing this policy, you become eligible
for Medicaid, the benefits and premiums under your Medicare supplement policy can be suspended, if requested, during your
entitlement to benefits under Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible for
Medicaid. If you are no longer entitled to Medicaid, your suspended Medicare supplement policy (or, if that is no longer available, a
substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medicaid eligibility. If the Medicare supplement
policy provided coverage for outpatient presctiption drugs and you enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage
before the date of the suspension. (e) If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability
and you later become covered by an employer or union-based group health plan, the benefits and premiums under your Medicare
supplement policy can be suspended, if requested, while you are covered under the employer or union-based group health plan.
If you suspend your Medicare supplement policy under these circumstances, and later lose your employer or union-based group
health plan, your suspended Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be
reinstituted if requested within 90 days of losing your employer or union-based group health plan. If the Medicare supplement policy
provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage
before the date of the suspension. (f) Counseling services may be available in your state to provide advice concerning your purchase
of Medicare supplement insurance and concerning medical assistance through the state Medicaid program, including benefits as a
Qualified Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

B 9200 STND AP2008 , (3-08)




{Application continued)

7. |, the undersigned Applicant, hereby apply to Bankers Fidelity Life Insurance Company for a policy to be issued solely and entirely
in reliance on my written answers to the above questions. | represent that the answers given are, to the best of my knowledge and
belief, true. | agree the policy shall not be effective unless it has actually been issued, received by the Owner and the first
premium paid and honored upon first presentation, all during the Proposed Insured’s lifetime and before any change in
the Proposed Insured’s health as stated herein. | have received an outline of coverage and a “Guide To Health Insurance For
People With Medicare.”

The undersigned Applicant and/or Proposed Insured and agent state that the Applicant and/or Proposed Insured have read or
had read to him the completed application and that the Applicant and/or Proposed Insured realize that any false statement or
material misrepresentation in the application may result in loss of coverage under the policy(ies), subject to the “Incontestability”
and/or “Time Limit On Certain Defenses” provision of the policy.

CAUTION: If the answers on this application are materially incorrect or untrue, Bankers Fidelity Life Insurance Company
may have the right to deny benefits or contest your policy, subject to the “Time Limit On Certain Defenses” provision of the
Policy.

WARNING: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information
concerning any fact material thereto may be committing a fraudulent insurance act, which is a crime and could subject such person
to criminal and civil penalties.

Dated at, on (\7\4/\ Sq\ 050\ O%X \_b{’\)\@@@

(City and Steﬁe’f (Month, Day, Year) Proposed Insured’s signature. Please read item 7 before signing.
X JQQ , Qg — OO0
Agent’s signature Agent’'s number
Is any of this insurance being purchased to replace or change any existing INSUFANCE? ........ccovviveiverenserereressmreesresessas (1 Yes W

Complete Replacement Notice(s) as required.
| have sold the following Medicare supplement policies to the Proposed Insured which are still in force: (WAL,

| have sold the f%}Wlng Medicare supplement policies to the Proposed Insured within the past 5 years which are no longer in force:
\/‘

I, the undersigned agent, certify that: (1) | have personally interviewed the Proposed Insured; (2) | have accurately recorded the

information supplied by the Applicant and/or Proposed Insured; and (3) | have given the Applicant and/or Proposed Insured

an outline of coverage for the policy applied for and a “Guide To Health Insurance For People With Medicare.”

| certify that to the best of my knowledge and belief the Medicare Supplement coverage applied for herein does not duplicate
coverage the Proposed Insured currently hasyz

Is the Proposed Insured related to you? (1 Yes o If “Yes; explain relationship: [ Self (1
If “Yes,” the co-signature of an independent third party is required.

| certify that | have independently verified the Proposed Insureds identity as required by the USA Patriot Act (PL107-56) by viewing
or thréugh a U.S. Federal or state government-issued photo 1.D.:
Drivers License [ Passport [1 Government-issued identification card (X Other

Dated at (\)\)r\a D ,on.Ob-0-C% X AM@&MA’ 0000 |

City and stéfe Month, Day, Year Agent's signature Agent's number’

X

Co-signature (if required)

B 9200 STND AP2008 (3-08)
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BANKERS FIDELITY LIFE INSURANCE COMPANY

4370 Peachtree Road, N.E., P. 0. Box 105148, Atlanta, GA 30348-5146

Agent/Broker Name Agent #
APPLICATION FOR INSURANCE A OO |
PREFERRED UNDERWRITING CLASS PLEASE PRINT Joe AO)Q“ O
Proposed insured Social Security No. Sex PlaO(;eB(i?ltzte) Age o B;;y" - :feight I8;Weigl:; _
30hn ©_Doe ClODIOIJAOIL ™[ A [ o [0V 98] (]2 R0
Residence Address (Street or Route & Box No.) City County State Zip Code
B\ M SA Gy Coudy 3T [300oa- bidob

Telephone Number ) Q. (1AM | Proposed Insured E-mail Address: N Mail Policy To:  [&Hfsdred
(“\O“) PN ;\3 ) Best Time to Call: OO_EI’PT\A \O\\Y\OKO{O(; @.QW\‘ 100OM [ Agent
PRINT—To whom should premium notices be sent? X Same address as Proposed Insured, or;
Payor name Phone number _( )
Complete Address:

MEDICARE SUPPLEMENT PLANS*: 'DA B

Open Enroliment:
(a) Is the Proposed Insured eligible for coverage under the “Open Enroliment” period (the six month period beginning with the

SELECT THE COVERAGE YOU WANT BY CHECKING THE APPROPRIATE BOXES BELOW
MC ap dE aF [ High Ded. F i Yo f

*Some plans not available in all states. Refer to rate sheet for availability.

first month in which the Proposed Insured is both age 65 or older and enrolled in Medicare Part B)?......c.ccoinvnrnnseensessssessanias [ Yes %
(b) Is the Proposed Insured eligible for coverage under the 63-day (90-day in WY only) “guaranty issue” period ? If “Yes,” proof
MIUSE DE SUDITHEN. .....ovvveveeeeveeeeeseeseee e ssssseesssssssessssssssssssssesssssssssessess s ssss s os s seaseeeesessreaseesemenoss s enessseesesasessessesesesssessmsnseens Qives G0
REQUESTED PREMIUM MODE: PREMIUM CLASS: MODAL PREMIUM COMPUTATION:
EFFECTIVE DATE: | myatiyal 0 Semi-Annual | @ Non-Tobacco* [ Tobacco Total ™
DS g 2\ R 22 O Quarterly [J Monthly Direct | *Has not used any tobacco product in the last 3 years. Amount Paid ...... $L___:>L_°<
(3 Monthly Bank Draft* Applicants qualified for Open Enrollment will automatically
[ Monthly Credit Card* be given Nort-tobacco rates. Bﬁeck/money order included.
*Recuested Drat Dat BILLING TYPE: (71 Charge credit card for initial premium.
st e | & ndividual Q1 Family* (2 Dratt initial premium®
*Complete Family Billing Form B 0129 FB/LB “Initial Draft Date
1. (a) Medicare claim number Q! j( P_ ( j() _ Q( j(j \U—I0ID)| (Record tuil, complete number from Medicare card,)
(b) Is the Proposed Insured covered under Medicare Part A? ............oome. ®¥s ONo I “Yes; effective date _O\ ~-O1 - 20D
{c) Is the Proposed Insured covered under Medicare Part B? .........cooocvuee... fes [ No It “Yes,” effective date N -
(d) Is the Proposed Insured covered under Social Security Disability? .......... [ Yes aHo I “Yes;” effective date

2.

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible for guaranteed
issue of a Medicare supplement insurance policy, or that you had certain rights to buy such a policy, you may be guaranteed acceptance in one or
more of our Medicare supplement plans. Please include a copy of the notice from your prior insurer with your application. PLEASE ANSWER ALL
QUESTIONS. Please mark Yes or No below with an “X” fo the best of your knowledge.

(A} Did you turn age 65 in the 13T 6 MONNST ...t sesss st s ssssrsssssstsssss s ss s s sssss b s emsssesenesneseenessnss s (1 Yes m
(B) Did you enroll in Medicare Part B in the 15t 6 MONINS?...........iruuimreesiiesssssesesssiisssisssssssssssssssessesssssssssesssesessssesssssennsssssnese [ Yes El’ﬁg
(C) If yes, what is the effective date?
(D) Are you covered for medical assistance through the state Medicaid program? (NOTE TO APPLICANT: If you are participating
in a “Spend-Down Program” and have not met your “Share of Cost,” please answer “NO” t0 this qUESLON.) .........eevveerrererereenn. 3 Yes ®No
(a)\f yes, will Medicaid pay your premiums for this Medicare SUPPIEMEN POIICY? c.v.vvvmeerinnivissssmssessssessssessssssssssssssseessseseeesne (X Yes o
(b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium?.............ceovveens (1 Yes [0

(E) If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example, a Medicare
Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. If you are still covered under this plan,
leave “END” blank. Start date End Date
() If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new Medicare

SUPPIEIMENE PONCY? ..vvvvoreresssssrsesserssssessssssssssssssssssassessssssssssssssssnesssssssssssenssssssssesssssssssssessesssssssssssasssassssocssesssnmesssssesesesesseses [ Yes gﬁo

(b) Was this your first time in this type 0f MEdICAre PIANT ...t sssssssessssesse e sesssessssesssesssssssssssseeesesssssnens [ Yes (A No

(c) Did you drop a Medicare supplement policy to enroll in the MediCare Plan?..........coomionisnsnssnesssssssnnecsenneseeeseesnas [ Yes ET'No
(F} Do you have another Medicare supplement POICY N FOCEY.........vvmirieiiosimeemmesssssssssssssssseessesssssesssasessesesessessssssssesessees [ Yes [&fo

(a) If so, with what company, and what plan do you have?

(b) If s, do you intend to replace your current Medicare supplement policy with this POIICY? ...........ceceeueceeiecreeenseessscessnsiens [ Yes INo
(G) Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union or

T R O Yes 0o

(a) If so, with what company and what kind of policy?

(b) What are your dates of coverage under the other policy? If you are still covered under the other policy, leave “END” blank.
Start date End Date

B 9200 PRF AP2008

(Application continued on reverse side) (3-08)


JONJIL
Pencil


IF THE ANSWER TO ANY PART OF QUESTION 3 THROUGH 5 IS “YES,” COVERAGE IS NOT AVAILABLE. IF ELIGIBLE FOR
OPEN ENROLLMENT OR 63-DAY (90 DAY IN WY ONLY) GUARANTY ISSUE, QUESTIONS 3 THROUGH 7 DO NOT HAVE TO BE
ANSWERED.

3. Inthe last 5 years, has the Proposed Insured had or been medically diagnosed with or treated for:
{a) Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or tested positive for the Human
IMMUNOAETICIENCY VIFUS (HIV)? oot reeseistssssssesssssssssctsssssss s essssss s essnsan st sessss st nsanssnssssssssnssnssnnsssnees (I Yes &No
{b) any lipidosis, including Gaucher’s or Tay-Sachs or WOIMAN'S?.......cccieerercnenenmeesensnens e ses s easses s sessssessesasssnses [ Yes ENo
4. In the past year, has the Proposed Insured been:
(a) confined to a hospital 2 or more times or to a nursing facility or to a wheelchair, or receiving home health care or
assistance with normal activities of daily living, such as dressing, bathing, eating, transferring or toileting?.................. L Yes l:l/No
(b) medically advised to have surgery or treatment or hospital/nursing facility confinement and not done s07 .....c.ccceuevue. [ Yes &No
5. Inthe last 3 years has the Proposed Insured had, been medically diagnosed with or treated for:
(a) heart attack, stroke of any kind, congestive heart failure or surgery for transplanting any organ or tissue

(excluding corneal transplants) or amputation dug t0 QISEASET ........ccvereceeereeeireeerere et ea e s (¥ Yes [No
{b) emphysema, chronic obstructive pulmonary disease (COPD), or used supplemental oxygen, inhalers or puffers for

ANY Of tNESE CONIIONS? 1.vvvuvvveverrreesesresscseee s sse s b sses bbb bR bbb bR R b bR bbb bR bRt s beas ¥ Yes kINo
(c) kidney/renal failure, cirrhosis, liver disease, or hepatitis (EXCIUAING TYPE A)? ...cvureerrreeererrrerresrersseessessersssssssessssessssesens (1 Yes (xNo
(d) internal cancer, leukemia, malignant melanoma or Hodgkin's diSEASE?.......ccceeirererrererrnecerreresseress et seeasereeseassseees [ Yes W No
(e) Alzheimer’s disease, dementia, organic brain syndrome, schizophrenia or psychotic disorder,

alcoholism or drug addiction or diabetes requiring INSUNT ..o s sessss s ssesssessesssenns 2 Yes B No
(f) Parkinson's or Huntington’s disease, Multiple Sclerosis, Muscular Dystrophy, Lou Gehrig's disease (ALS), ,

Systemic LUpus OF SICKIE COIl ANEMIAT .......c.cvcerueeee ettt seese e ssss s s s s b s sssn s s s essassas s s s asss s sensas 1 Yes 3o

6. List all prescription drugs the Proposed Insured is currently taking or has been medically advised to take:
(If “None,” so state; if additional space is needed attach separate page and have Proposed Insured sign and date.)

Medication Amount Condition for Which Prescribed Currently Taking?

VONE [ Yes (I No
(1 Yes (A No
(1 Yes LA No

7. Please provide complete name, address and telephdne number of the Proposed Insured’s primary care physician;
Physician’s name: Dr. Bov @h\vJ\‘S\ C AN Telephone number _40+4 - 234514
Physician’s address: &\ @h\g/p:(‘/\én CA C)v\/b ST‘ SO00O

8. NOTICE TO THE PROPOSED INSURED: (a) You do not need more than one Medicare supplement policy. (b) If you purchase this
policy, you may want to evaluate your existing health coverage and decide if you need multiple coverages. (¢} You may be eligible
for benefits under Medicaid and may not need a Medicare supplement policy. (d) If, after purchasing this policy, you become eligible
for Medicaid, the benefits and premiums under your Medicare supplement policy can be suspended, if requested, during your
entitlement to benefits under Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible for
Medicaid. If you are no longer entitled to Medicaid, your suspended Medicare supplement policy (or, if that is no longer available,
a substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medicaid eligibility. If the Medicare
supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was
suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent
to your coverage before the date of the suspension. (e) If you are eligible for, and have enrolled in a Medicare supplement policy
by reason of disability and you later become covered by an employer or union-based group health plan, the benefits and premiums
under your Medicare supplement policy can be suspended, if requested, while you are covered under the employer or union-based
group heaith plan. If you suspend your Medicare supplement policy under these circumstances, and later lose your employer
or union-based group health plan, your suspended Medicare supplement policy (or, if that is no longer available, a substantially
equivalent policy) will be reinstituted if requested within 90 days of losing your employer or union-based group health plan. If the
Medicare supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your
policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially
equivalent to your coverage before the date of the suspension. (f) Counseling services may be available in your state to provide
advice concerning your purchase of Medicare supplement insurance and concerning medical assistance through the state Medicaid
program, including benefits as a Qualified Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

B 9200 PRF AP2008 (3-08)
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{Application continued)

9. |, the undersigned Applicant, hereby apply to Bankers Fidelity Life Insurance Company for a policy to be issued solely and entirely
in reliance on my written answers to the above questions. I represent that the answers given are, to the best of my knowledge and
belief, true. | agree the policy shall not be effective unless it has actually been issued, received by the Owner and the first
premium paid and honored upon first presentation, all during the Proposed Insured’s lifetime and before any change in
the Proposed Insured’s health as stated herein. | have received an outline of coverage and a “Guide To Health Insurance For
People With Medicare.”

The undersigned Applicant and/or Proposed Insured and agent state that the Applicant and/or Proposed Insured have read or
had read to him the completed application and that the Applicant and/or Proposed Insured realize that any false statement or
material misrepresentation in the application may result in loss of coverage under the policy(ies), subject to the “Incontestability”
and/or “Time Limit On Certain Defenses” provision of the policy.

CAUTION: If the answers on this application are materially incorrect or untrue, Bankers Fidelity Life Insurance Company
may have the right to deny benefits or contest your policy, subject to the “Time Limit On Certain Defenses” provision of the
Policy.

WARNING: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information
concerning any fact material thereto may be committing a fraudulent insurance act, which is a crime and could subject such person to
criminal and civil penalties.

Dated at , on (\ML»\ ST OO0 X M

(City and Stéﬂe) (Month, Day, Year) Proposed Insured’s signature. Please read item 9 before signing.
X__ o QDOM QOO |
Agent's signature Agent's number
Is any of this insurance being purchased to replace or change any existing inSUraNCe? ..........cccevceeeeeeierevese s O Yes ™o

Complete Replacement Notice(s) as required.
| have sold the following Medicare supplement policies to the Proposed Insured which are still in force: NOVE

| have G%c:\t?hg following Medicare supplement policies to the Proposed Insured within the past 5 years which are no longer in force:

P

I, the undersigned agent, certify that: (1) | have personally interviewed the Proposed Insured; (2) | have accurately recorded the
information supplied by the Applicant and/or Proposed Insured; and (3) | have given the Applicant and/or Proposed Insured
an outline of coverage for the policy applied for and a “Guide To Health Insurance For People With Medicare.”

I certify that to the best of my knowledge and belief the Medicare Supplement coverage applied for herein does not duplicate
coverage the Proposed Ihsured currently has in force.

Is the Proposed Insured related to you? [l Yes M'No If “Yes] explain relationship: [ Self [
If “Yes,” the co-signature of an independent third party is required.

| certify that | have independently verified the Proposed Insureds identity as required by the USA Patriot Act (PL107-56) by viewing
%y;fough a U.S. Federal or state government-issued photo I1.D.:
Drivers License [ Passport [ Government-issued identification card [l Other

Datedat (L, ST on._ OB 01-0% X Q—MJQ,?\AMA’ (90081

City and State Month, Day, Year Agent’s signature Agent's number

Co-signature (if required)

B 9200 PRF AP2008 : (3-08)
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BANKERS FIDELITY LIFE INSURANCE COMPANY

4370 Peachtree Road, N.E., P. . Box 105146, Atlanta, GA 30348-5146 BgentBroker Name Agent#
APPLICATION FOR INSURANCE o Ao §
STANDARD UNDERWRITING CLASS PLEASE PRINT e Qe OO0
Place (State) Born Height & Weight
X Proposed Insured Social Security No. Sex of Birth _Age Mo. Day [ Yr Ft. In. Lbs.
John ©.900 0lODIOCIEOPL M| &A- [B]OVOT 48] & [ 1o
Residence Address (Street or Route & Box No.) City County State Zip Code
21 O S Gty Comh | ST [3000d-Pl0do

Telephone Number ) @ _JAM | Proposed Insured E-mail Address: Maif Policy To:  [&HfsUred
dob 123 45N Best Time to Call— = gy \ONNOLOWE © Pt \ o™ (L Agent
PRINT—To whom should premium notices be sent? IEfame address as ProBJosed Insured, or:
Payor name Phone number _( )
Complete Address:

SELECT THE COVERAGE YOU WANT BY CHECKING THE APPROPRIATE BOXES BELOW
MEDICARE SUPPLEMENT PLANS*: |D A B L= (¢ ) e ar [ High Ded. F D@

*Some plans not available in all states. Refer to rate sheet for availability.

Open Enrollment:
(a) Is the Proposed Insured eligible for coverage under the “Open Enrollment” period (the six month period beginning with the

first month in which the Proposed Insured is both age 65 or older and enrolled in Medicare Part B)?..........cccocrmeeeeerncrereneressserien: Qves &0
(b) Is the Proposed Insured eligible for coverage under the 63-day (90-day in WY only) “guaranty issue” period? If “Yes,” proof
MTIUSE DO SUDIMIIEM. ....oveceveereesraenerssarss s essssesssssassssssssssseosssss s sbss b esernsseessasesenseseseessoss et eneseseeenessaseesssesetsees s acmnesesenseemeseees Yes Lo
REQUESTED PREMIUM MODE: BILLING TYPE: MODAL PREMIUM COMPUTATION:
EFFECTIVE DATE: A ®Annual A Semi-Anm.Jal OTrdviual O Family* Total Amount Paid ....$ /A £
( f B OL ;% [ Quarterly [ Monthly Direct o .
awm * *Complete Family Billing Form B 0129 FB/LB Check/money order included.
onthly Bank Draft Mlch it card for initial .
D Monthly Credit Card* arge credit cara ior initial premium,
(1 Dratt initial premium?
*Requested Draft Date *Initial Draft Date
1. (a) Medicare claim number DQ (ft Cj d— dd Q {= Qtz (Record full, complete number from Medicare card.)
{b) Is the Proposed Insured covered under Medicare Part A? .........coccevvene Mes I No If “Yes effective date O1-O\- (05
(c) Is the Proposed Insured covered under Medicare Part B? .............ceeece.n. MrYes AN If “Yes; effective date 1 -O . OO
(d) Is the Proposed Insured covered under Social Security Disability? .......... O Yes &No If “Yes,’ effective date

2. If you lost or are losing other health insurance coverage and received a nofice from your prior insurer saying you were eligible for guaranteed
issue of a Medicare supplement insurance policy, or that you had certain rights to buy such a policy, you may be guaranteed acceptance in one or
more of our Medicare supplement plans. Please include a copy of the notice from your prior insurer with your application. PLEASE ANSWER ALL
QUESTIONS. Please mark Yes or No below with an “X” to the best of your knowledge.

(A) Did YOU tUrN 8ge 65 IN the ST MONS? c..vveuvusrersrrsssrssssessessssssesseeesseesssssssessssssssssssssssssssssssssesssssessssessessessssssssesssessssessisssssssnssees [ Yes &I'No
(B) Did you enroll in Medicare Part B in the St 6 MONINS?........ewwwveeueessisenneesseesssieessssssseessssssassssssssssssssssssssssssenssssssssensssesssssenes [ Yes (a)No
(C) Ifyes, what is the effective date?
(D) Are you covered for medical assistance through the state Medicaid program? (NOTE TO APPLICANT: If you are participating

in a “Spend-Down Program” and have not met your “Share of Cost,” please answer “NO” t0 this QUESHON.) ....veureevrerrcrensererernenee (X Yes (rNo

(@)lf yes, will Medicaid pay your premiums for this Medicare SUPPIEMENt POIICY? ..........rreeruveemeeessseemesessssesssssssensssssssssssssenes (X Yes EA'No

(b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium?.............ccvvvne. [ Yes LMo
(E) If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example, a Medicare

Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. If you are still covered under this plan,

leave “END" blank. Start date End Date

{a) If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new Medicare

SUPPIEBMENT POCY? 1. vvvervreessreressseessssseeesssmesessssssssssasessssssssssssssssssssssssssessssssssesssssessesssssssssesssssessssanssssmssessssnessssensssenssssessssss [ Yes ENo

(b} Was this your first time in this type of Medicare plan?..............

{c) Did you drop a Medicare supplement policy to enroll in the Medicare Plan? ... cernesesssessessmesssssseseessssssens [ Yes & No
(F) Do you have another Medicare supplement POIICY N FOMCE? ... vcmreoieciiiecricessreeessissinsenssssssass st ssssssssssssstesss s sssssssssesssns (1 Yes LlNo

{a) If so, with what company, and what plan do you have?

{b) If so, do you intend to replace your current Medicare supplement policy with this PoOliCY?........cce.ururmeerrrnrrersmermresmermssssessmeeens (1 Yes (¥No
(G) Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union or _

T Y 0 Yes o

(a) If so, with what company and what kind of policy?

{b) What are your dates of coverage under the other policy? If you are still covered under the other policy, leave “END” blank.
Start date End Date
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IF THE ANSWER TO ANY PART OF QUESTION 3 THROUGH 5 IS “YES,” COVERAGE IS NOT AVAILABLE. IF ELIGIBLE FOR
OPEN ENROLLMENT OR 63-DAY (90 DAY IN WY ONLY) GUARANTY ISSUE, QUESTIONS 3 THROUGH 5 DO NOT HAVE TO BE
ANSWERED.

3. Inthe last 5 years, has the Proposed Insured had or been medically diagnosed with or treated for:
(a) Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or tested positive for the Human
IMMUNOAETICIENCY VIFUS (HIV)?....oe ettt er bt ten s s sttt s st e e ee e s [ Yes &flo
(b) any lipidosis, including Gaucher’s or Tay-Sachs or WOIMAN'S?..........c..ccecueecieeericeeseiseresse e isssssessssseeseseeresesnenns (1 Yes LMo
4. In the past year, has the Proposed Insured been:
(a) confined to a hospital 3 or more times or to a nursing facility or to a wheelchair or receiving home health care or
assistance with normal activities of daily living, such as dressing, bathing, eating, transferring or toileting?................. (I Yes mfNo
(b) medically advised to have surgery or treatment or hospital/nursing facility confinement and not done so?................. [ Yes [0
5. In the last 2 years has the Proposed Insured had, been medically diagnosed with or treated for:
(a) heart attack, stroke (excluding transient ischemic attack (TIA) or mini stroke), congestive heart failure or surgery

for transplanting any organ or tissue (excluding corneal transplants) or amputation due to disease? ................... [ Yes %
(b) emphysema, chronic obstructive pulmonary disease (COPD), or used supplemental oxygen

inhalers or puffers for any of these CONAIIONS? ..........c.ccuieeicereerrireisee et eeeseeeaseess s e s eeseeseeseseee [ Yes (Mo
(c) kidney/renal failure, cirrhosis, liver disease, or hepatitis (€XCIUAING TYPE A)? ...ucucverrerereeereneeerrseseesssseeseerseesseenes [ Yes ?
(d) internal cancer, leukemia, malignant melanoma or Hodgkin's diSEaSE? ............ccceuirvirevirrerecrsesessnenseseeesseseeeeeens [ Yes ENo
(e) Alzheimer’s disease, dementia, organic brain syndrome, schizophrenia or psychotic disorder,

alcoholism or drug addiction or diabetes requUINNG INSUINT.........ccciieieiieire ettt st ees e ssese e e seeessesesens [ Yes ©fo
(f) Parkinson's or Huntington’s disease, Multiple Sclerosis, Muscular Dystrophy, Lou Gehrig's disease (ALS),

Systemic Lupus or SicKle CEll ANEMIAY...........covvurinrerrrrcrreiet ettt ettt as st s bs st ss st st see e me e (1 Yes WNo
(9) diabetic coma, insulin shock or taking 70 or more units of INSUNIN ailY? ...........c.ovuiveruireeciieercrecreeeceresseressesereeseees (1 Yes 0

6. NOTICE TO THE PROPOSED INSURED: (a) You do not need more than one Medicare supplement policy. (b) If you purchase this
policy, you may want to evaluate your existing health coverage and decide if you need muitiple coverages. (c) You may be eligible
for benefits under Medicaid and may not need a Medicare supplement policy. (d) If, after purchasing this policy, you become eligible
for Medicaid, the benefits and premiums under your Medicare supplement policy can be suspended, if requested, during your
entitlement to benefits under Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible for
Medicaid. If you are no longer entitled to Medicaid, your suspended Medicare supplement policy (or, if that is no longer available, a
substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medicaid eligibility. If the Medicare supplement
policy provided coverage for outpatient presctiption drugs and you enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage
before the date of the suspension. (e) If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability
and you later become covered by an employer or union-based group health plan, the benefits and premiums under your Medicare
supplement policy can be suspended, if requested, while you are covered under the employer or union-based group health plan.
If you suspend your Medicare supplement policy under these circumstances, and later lose your employer or union-based group
health plan, your suspended Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be
reinstituted if requested within 90 days of losing your employer or union-based group health plan. If the Medicare supplement policy
provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage
before the date of the suspension. (f) Counseling services may be available in your state to provide advice concerning your purchase
of Medicare supplement insurance and concerning medical assistance through the state Medicaid program, including benefits as a
Qualified Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).
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7. |, the undersigned Applicant, hereby apply to Bankers Fidelity Life Insurance Company for a policy to be issued solely and entirely
in reliance on my written answers to the above questions. | represent that the answers given are, to the best of my knowledge and
belief, true. | agree the policy shall not be effective unless it has actually been issued, received by the Owner and the first
premium paid and honored upon first presentation, all during the Proposed Insured’s lifetime and before any change in
the Proposed Insured’s health as stated herein. | have received an outline of coverage and a “Guide To Health Insurance For
People With Medicare.”

The undersigned Applicant and/or Proposed Insured and agent state that the Applicant and/or Proposed Insured have read or
had read to him the completed application and that the Applicant and/or Proposed Insured realize that any false statement or
material misrepresentation in the application may result in loss of coverage under the policy(ies), subject to the “Incontestability”
and/or “Time Limit On Certain Defenses” provision of the policy.

CAUTION: If the answers on this application are materially incorrect or untrue, Bankers Fidelity Life Insurance Company
may have the right to deny benefits or contest your policy, subject to the “Time Limit On Certain Defenses” provision of the
Policy.

WARNING: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information
concerning any fact material thereto may be committing a fraudulent insurance act, which is a crime and could subject such person
to criminal and civil penalties.

Dated at, on (\7\4/\ Sq\ 050\ O%X \_b{’\)\@@@

(City and Steﬁe’f (Month, Day, Year) Proposed Insured’s signature. Please read item 7 before signing.
X JQQ , Qg — OO0
Agent’s signature Agent’'s number
Is any of this insurance being purchased to replace or change any existing INSUFANCE? ........ccovviveiverenserereressmreesresessas (1 Yes W

Complete Replacement Notice(s) as required.
| have sold the following Medicare supplement policies to the Proposed Insured which are still in force: (WAL,

| have sold the f%}Wlng Medicare supplement policies to the Proposed Insured within the past 5 years which are no longer in force:
\/‘

I, the undersigned agent, certify that: (1) | have personally interviewed the Proposed Insured; (2) | have accurately recorded the

information supplied by the Applicant and/or Proposed Insured; and (3) | have given the Applicant and/or Proposed Insured

an outline of coverage for the policy applied for and a “Guide To Health Insurance For People With Medicare.”

| certify that to the best of my knowledge and belief the Medicare Supplement coverage applied for herein does not duplicate
coverage the Proposed Insured currently hasyz

Is the Proposed Insured related to you? (1 Yes o If “Yes; explain relationship: [ Self (1
If “Yes,” the co-signature of an independent third party is required.

| certify that | have independently verified the Proposed Insureds identity as required by the USA Patriot Act (PL107-56) by viewing
or thréugh a U.S. Federal or state government-issued photo 1.D.:
Drivers License [ Passport [1 Government-issued identification card (X Other

Dated at (\)\)r\a D ,on.Ob-0-C% X AM@&MA’ 0000 |

City and stéfe Month, Day, Year Agent's signature Agent's number’

X

Co-signature (if required)

B 9200 STND AP2008 (3-08)



AN
/\ _BANKERS FIDELITY

AN ATLANTICAMERICAN
LIFE AND HEALTH COMPANY

May 07, 2008

Mr. Joe Musgrove
Department of Insurance
1200 W Third Street

Little Rock, AR 72201-1904

RE: Bankers Fidelity Life Insurance Company NAIC # 587-61239 FEIN # 58-0658963
New Forms: B 9200 PRF AP2008 - Application for Medicare Supplement Insurance - Preferred
B 9200 STND AP2008 - Application for Medicare Supplement Insurance - Standard

Dear Mr. Musgrove:

The enclosed forms are being submitted to your department for formal review and approval and will replace the
following previously approved forms as indicated:

New Form Replaced Form Approval Date
B 9200 PRF AP2008 B 9200 PRF AP2006 02-15-2006
B 9200 STND AP2008 B 9200 STND AP2006 02-15-2006

These applications will be used to solicit our Medicare Supplement products, which have been or will have been
previously approved by your department; a representative sample of the plans to be offered is shown in the
selection area. Solicitation will be performed by personally producing, licensed and contracted agents and
brokers.

Thank you for your time in review of this filing. If you have any questions, or need additional information, please
contact me at: direct 404-266-5723; toll-free 1-800-241-1439, ext. 5723; fax 404-926-4092 or email
tcunningham@atlam.com.

Sincerely,
Tina Cunni

Compliance Ana
Legal/Compliance

4370 Peachiree Road, N.E. » Atlanta, GA 30319  (404) 266-5500 * {404) 266-5699 FAX www.bankersfidelitylife.com
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