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General Information

Project Name: Multi Purpose Form Status of Filing in Domicile: Pending

Project Number: MCF-398(08) Date Approved in Domicile: 

Requested Filing Mode: Review & Approval Domicile Status Comments: This form is

simultaneously being submitted to

Pennsylvania, the state in which we are

domiciled.

Explanation for Combination/Other: Market Type: Individual

Submission Type: New Submission Group Market Size: 

Overall Rate Impact: Group Market Type: 

Filing Status Changed: 04/01/2008

State Status Changed: 04/01/2008 Deemer Date: 

Corresponding Filing Tracking Number: 
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This Request for Life Insurance Policy Change will be used to service in-force, approved life policies.  Section I through

X will be used for changes that my not require evidence of insurability.  If evidence of insurability is required, there is a

notation in that seciton to complete the Evidence of Insurability section of this form.  If the Evidence of Insurability is

required, the applicant will also be required to sign and authorize on page 4 of this form.
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NAME OF INSURED: ____________________________________   POLICY NUMBER: _______________________

Insured's Social Security Number (if Insured is other than Owner)____________________________________________

Owner's Social Security Number_______________________________________________________________________

Address of the Insured_______________________________________________________________________________

Address of Owner (if other than Insured)________________________________________________________________

P.O. Box 958465
Lake Mary, Florida 32795-8465

(“THE COMPANY”)

REQUEST FOR LIFE INSURANCE POLICY CHANGE

I. REISSUE (Complete the Evidence of Insurability section on pages 2 and 3.)

Waiver of Premium Cash Value Type A

Accidental Death

Other  ____________ Cash Value Type B

Balance of Term Policy/Rider To: Mode of Premium Payment:

Lapse Continue Annual Semiannual Check-O-Matic

Lapsed Policy Reduced Paid-Up Premium Amount Mode

Extended Insurance Submitted $ ____________

A) Include in Designated or Specified Amount Increase By $ ________________________

B) Exclude from Designated or Specified Amount (Complete the Evidence of Insurability section

(If change is from A to B the Designated or Specified on pages 2 and 3.)

Amount Cannot Drop Below the Minimum.) Decrease By $ _______________________

Addition of Benefits Deletion of Benefits
Waiver of Premium Waiver of Premium

Accidental Death Accidental Death

Other ______________________________ Other ______________________________

III. REINSTATEMENT (Complete the Evidence of Insurability section on pages 2 and 3.)

IV. UNIVERSAL LIFE CASH VALUE CHANGE V. DESIGNATED OR SPECIFIED AMOUNT

VI. ADDITION/DELETION OF BENEFITS (Complete the Evidence of Insurability section on pages 2 and 3 for 
addition of benefits.)

II. CONVERSION OF TERM POLICY OR RIDER
(If supplemental benefits are applied for, complete the Evidence of Insurability section on pages 2 and 3.)
Conversion Amount     Plan       Anniversary Date  Supplemental Benefits Desired     If Converting to Universal Life:

A.  Change Plan of Insurance: 1)  Original Date  ____________________ 2)  New Plan  ____________________ 

3)  Other  ___________________________

B.  Correct Date of Birth (Proof of Birth Required)  _______________________________________________________

C.  Increase Face Amount to $ _______________

D.  Reduce Face Amount to $  _______________  (Evidence of Insurability does not need to be completed.)

MCF-398 (08) 1

VII. CHANGE TO NONSMOKER RATES Please complete question #4 on page 3 and sign page 4.

 



EVIDENCE OF INSURABILITY

A. OCCUPATION: List Employer's Name, Address, Phone No., Duties, and Annual Income
Duties Annual Income

Primary Insured

Spouse

Other Insured

B. OTHER INSURANCE IN FORCE: (List Life Insurance in Force) If no insurance, check here 

Company Name and Location Name of Insured Amount ADB Year Issued

C. HEIGHT AND WEIGHT INFORMATION: Any weight
change in the

Height Weight past year?

Primary Insured

Spouse

Other Insured

Children
(list names)

MCF-398 (08) 2

X. REMARKS

Bill for $ _______________ as of _______________ Draft for $ _______________ as of _______________

Change to Single Premium Policy Apply $ _______________  Premium Attached

VIII. PLANNED PERIODIC PREMIUM CHANGE

IX. SINGLE PREMIUM POLICY

Does the applicant own existing, in-force policies or contracts on the same insured?    Yes No 

(If "yes", complete required replacement form.)



Each Person to be Insured
Primary Other
Insured Spouse Dependents Insureds

D. EVIDENCE OF INSURABILITY: To be completed by all applicants. 

1. HAS PERSON PROPOSED FOR INSURANCE: Yes No Yes No Yes No Yes No

a) Had an application for life or health insurance or 
reinstatement declined, rated or modified in any way? . . . .

b) Been convicted within the last 3 years for a moving 
violation, or of driving while under the influence, or had a 
driver's license suspended or revoked? (If yes, give driver's 
license No., and state in remarks section)  . . . . . . . . . . . . . . . .

c) Are you currently, or in the last 12 months, have you been: 
hospitalized, confined to a nursing home or receiving home 
health care?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2. WITHIN THE PAST 10 YEARS HAS ANY PERSON BEEN 
ADVISED, DIAGNOSED OR ADVISED TO RECEIVE 
TREATMENT BY A PHYSICIAN FOR:
a) Alzheimer's, Dementia, Stroke, TIA (Trans-ischemic attack), 

Congestive Heart Failure, Emphysema or other disorder of 
the lungs, cancer or tumor, Leukemia, Lymphoma, Diabetes 
requiring insulin, Kidney disease, Cirrhosis of the liver, or 
Hepatitis C?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

b) Acquired Immune Deficiency Syndrome (AIDS), or an 
immune deficiency related disorder or had a positive blood 
test indicating exposure to HIV? . . . . . . . . . . . . . . . . . . . . . . .

3. WITHIN THE PAST FIVE YEARS HAS PERSON PROPOSED
FOR INSURANCE:
a) Consulted, been examined or treated by any physician or 

medical professional, or been admitted to or treated at a 
hospital or other facility for any disease or condition not 
indicated above?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

b) Had an x-ray, EKG or any laboratory test or study, or been 
advised to have a surgical operation?  . . . . . . . . . . . . . . . . .

c) Been treated for alcoholism or substance (drug) abuse, or 
been a regular or frequent user of cocaine or narcotics not 
prescribed  by a physician?  . . . . . . . . . . . . . . . . . . . . . . . . .

4. HAS PERSON PROPOSED FOR INSURANCE USED TOBACCO
IN THE PAST 12 MONTHS? (If yes, indicate name, frequency 
and type) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

E. DETAILS:
IF ANY PART OF QUESTIONS 1 THROUGH 4 ARE ANSWERED YES, GIVE DETAILS BELOW:

Ques. Person Affected Date Nature of each injury, Describe treatment or Date of Name and address Doctor
No. illness or consultation surgery performed recovery and/or hospitals

MCF-398 (08) 3



F. REMARKS:

I (We) have read the above questions and answers and hereby declare that they are complete and true to the best of my (our)
knowledge and belief.  It is understood and agreed that: (1) the application on which the original policy was issued together with
this application and medical exam, if any, shall be attached to and form a part of the changed policy hereby applied for; 
(2) The Company will be liable on the changed policy after the approval of this application but not prior to payment of the
amount required to effectuate such change; (3) that no information acquired by any representative of the Company shall bind
the Company unless it shall have been set out in writing in this application; and (4) any outstanding assignments of the 
original policy are to continue in effect as assignments of the changed policy.  

I also understand and agree that any decrease in face amount, designated or specified amount requested above will result in a
decrease in disability income coverage, if any, provided by my Disability Income Rider.

For the purposes of determining the insurability and/or benefits for a claim of the person(s) proposed for insurance, I (we) 
authorize the sources listed below to give the information listed below to Pennsylvania Life Insurance Company or its 
reinsurers when given a copy of this authorization.  To facilitate rapid submission of such information, I (we) authorize all said
sources, to give such records or knowledge to any agency employed by the Company to collect and transmit such information.

Sources Authorized: (1) Licensed physician, medical practitioner, hospital, clinic or other medical facility; (2) insurer; 
(3) reinsurer; (4) consumer reporting agency; (5) employer; (6) financial source; (7) the Medical Information Bureau; 
(8) Pharmaceutical Database; or (9) any other person or organization that has any records or knowledge of me (us) or my 
(our) health. 

Information Authorized: Information about my (our) (1) mental and physical health including drug and/or alcohol 
conditions, (2) other insurance coverage, (3) character, (4) general reputation, (5) hazardous activities, (6) avocations, (7) the
Medical Information Bureau; or (8) any other person or organization that has any records or knowledge of me (us) or my 
(our) health.

This authorization is valid for two years after I (we) sign it.  I (We) agree that a photographic copy shall be as valid as the orig-
inal. I (we) know I (we) can have a copy of it if desired. I (We) was (were) given a copy of the Consumer Protection Notices
before signing this form. I (We) understand that I (We) may request in writing to be interviewed if any investigative consumer
report is prepared in connection with this application. Upon written request I (we) am (are) entitled to receive additional
detailed information about the nature and scope of this investigation and a written summary of my rights as a consumer. This
written request should be directed to the Company at PO Box 958465, Lake Mary, FL 32795-8465.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

__________________________________________________________________________________________
Signed at City State Date

__________________________________ __________________________________ __________________________________
Signature of Owner Signature of Insured Signature of Beneficiary or Assignee
(Always Required) (if other than Owner) (If Beneficiary is irrevocable or policy

assigned)

_________________________________ __________________________________
Signature of Other Insured Signature of Spouse

Do you have knowledge or reason to believe that replacement of existing life insurance or annuity may be involved?  
Yes No (If “Yes”, complete the required replacement form.)

_______________________________________________________
Signature of Witness/Agent and Agent No.

MCF-398 (08) 4

ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO THE INSURANCE COMPANY.
DO NOT MAKE CHECK PAYABLE TO THE AGENT OR LEAVE THE PAYEE BLANK.
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NAME OF INSURED: ____________________________________   POLICY NUMBER: _______________________

Insured's Social Security Number (if Insured is other than Owner)____________________________________________

Owner's Social Security Number_______________________________________________________________________

Address of the Insured_______________________________________________________________________________

Address of Owner (if other than Insured)________________________________________________________________

P.O. Box 958465
Lake Mary, Florida 32795-8465

(“THE COMPANY”)

REQUEST FOR LIFE INSURANCE POLICY CHANGE

I. REISSUE (Complete the Evidence of Insurability section on pages 2 and 3.)

Waiver of Premium Cash Value Type A

Accidental Death

Other  ____________ Cash Value Type B

Balance of Term Policy/Rider To: Mode of Premium Payment:

Lapse Continue Annual Semiannual Check-O-Matic

Lapsed Policy Reduced Paid-Up Premium Amount Mode

Extended Insurance Submitted $ ____________

A) Include in Designated or Specified Amount Increase By $ ________________________

B) Exclude from Designated or Specified Amount (Complete the Evidence of Insurability section

(If change is from A to B the Designated or Specified on pages 2 and 3.)

Amount Cannot Drop Below the Minimum.) Decrease By $ _______________________

Addition of Benefits Deletion of Benefits
Waiver of Premium Waiver of Premium

Accidental Death Accidental Death

Other ______________________________ Other ______________________________

III. REINSTATEMENT (Complete the Evidence of Insurability section on pages 2 and 3.)

IV. UNIVERSAL LIFE CASH VALUE CHANGE V. DESIGNATED OR SPECIFIED AMOUNT

VI. ADDITION/DELETION OF BENEFITS (Complete the Evidence of Insurability section on pages 2 and 3 for 
addition of benefits.)

II. CONVERSION OF TERM POLICY OR RIDER
(If supplemental benefits are applied for, complete the Evidence of Insurability section on pages 2 and 3.)
Conversion Amount     Plan       Anniversary Date  Supplemental Benefits Desired     If Converting to Universal Life:

A.  Change Plan of Insurance: 1)  Original Date  ____________________ 2)  New Plan  ____________________ 

3)  Other  ___________________________

B.  Correct Date of Birth (Proof of Birth Required)  _______________________________________________________

C.  Increase Face Amount to $ _______________

D.  Reduce Face Amount to $  _______________  (Evidence of Insurability does not need to be completed.)

MCF-398 (08) 1

VII. CHANGE TO NONSMOKER RATES Please complete question #4 on page 3 and sign page 4.

 



EVIDENCE OF INSURABILITY

A. OCCUPATION: List Employer's Name, Address, Phone No., Duties, and Annual Income
Duties Annual Income

Primary Insured

Spouse

Other Insured

B. OTHER INSURANCE IN FORCE: (List Life Insurance in Force) If no insurance, check here 

Company Name and Location Name of Insured Amount ADB Year Issued

C. HEIGHT AND WEIGHT INFORMATION: Any weight
change in the

Height Weight past year?

Primary Insured

Spouse

Other Insured

Children
(list names)

MCF-398 (08) 2

X. REMARKS

Bill for $ _______________ as of _______________ Draft for $ _______________ as of _______________

Change to Single Premium Policy Apply $ _______________  Premium Attached

VIII. PLANNED PERIODIC PREMIUM CHANGE

IX. SINGLE PREMIUM POLICY

Does the applicant own existing, in-force policies or contracts on the same insured?    Yes No 

(If "yes", complete required replacement form.)



Each Person to be Insured
Primary Other
Insured Spouse Dependents Insureds

D. EVIDENCE OF INSURABILITY: To be completed by all applicants. 

1. HAS PERSON PROPOSED FOR INSURANCE: Yes No Yes No Yes No Yes No

a) Had an application for life or health insurance or 
reinstatement declined, rated or modified in any way? . . . .

b) Been convicted within the last 3 years for a moving 
violation, or of driving while under the influence, or had a 
driver's license suspended or revoked? (If yes, give driver's 
license No., and state in remarks section)  . . . . . . . . . . . . . . . .

c) Are you currently, or in the last 12 months, have you been: 
hospitalized, confined to a nursing home or receiving home 
health care?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2. WITHIN THE PAST 10 YEARS HAS ANY PERSON BEEN 
ADVISED, DIAGNOSED OR ADVISED TO RECEIVE 
TREATMENT BY A PHYSICIAN FOR:
a) Alzheimer's, Dementia, Stroke, TIA (Trans-ischemic attack), 

Congestive Heart Failure, Emphysema or other disorder of 
the lungs, cancer or tumor, Leukemia, Lymphoma, Diabetes 
requiring insulin, Kidney disease, Cirrhosis of the liver, or 
Hepatitis C?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

b) Acquired Immune Deficiency Syndrome (AIDS), or an 
immune deficiency related disorder or had a positive blood 
test indicating exposure to HIV? . . . . . . . . . . . . . . . . . . . . . . .

3. WITHIN THE PAST FIVE YEARS HAS PERSON PROPOSED
FOR INSURANCE:
a) Consulted, been examined or treated by any physician or 

medical professional, or been admitted to or treated at a 
hospital or other facility for any disease or condition not 
indicated above?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

b) Had an x-ray, EKG or any laboratory test or study, or been 
advised to have a surgical operation?  . . . . . . . . . . . . . . . . .

c) Been treated for alcoholism or substance (drug) abuse, or 
been a regular or frequent user of cocaine or narcotics not 
prescribed  by a physician?  . . . . . . . . . . . . . . . . . . . . . . . . .

4. HAS PERSON PROPOSED FOR INSURANCE USED TOBACCO
IN THE PAST 12 MONTHS? (If yes, indicate name, frequency 
and type) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

E. DETAILS:
IF ANY PART OF QUESTIONS 1 THROUGH 4 ARE ANSWERED YES, GIVE DETAILS BELOW:

Ques. Person Affected Date Nature of each injury, Describe treatment or Date of Name and address Doctor
No. illness or consultation surgery performed recovery and/or hospitals

MCF-398 (08) 3



F. REMARKS:

I (We) have read the above questions and answers and hereby declare that they are complete and true to the best of my (our)
knowledge and belief.  It is understood and agreed that: (1) the application on which the original policy was issued together with
this application and medical exam, if any, shall be attached to and form a part of the changed policy hereby applied for; 
(2) The Company will be liable on the changed policy after the approval of this application but not prior to payment of the
amount required to effectuate such change; (3) that no information acquired by any representative of the Company shall bind
the Company unless it shall have been set out in writing in this application; and (4) any outstanding assignments of the 
original policy are to continue in effect as assignments of the changed policy.  

I also understand and agree that any decrease in face amount, designated or specified amount requested above will result in a
decrease in disability income coverage, if any, provided by my Disability Income Rider.

For the purposes of determining the insurability and/or benefits for a claim of the person(s) proposed for insurance, I (we) 
authorize the sources listed below to give the information listed below to Pennsylvania Life Insurance Company or its 
reinsurers when given a copy of this authorization.  To facilitate rapid submission of such information, I (we) authorize all said
sources, to give such records or knowledge to any agency employed by the Company to collect and transmit such information.

Sources Authorized: (1) Licensed physician, medical practitioner, hospital, clinic or other medical facility; (2) insurer; 
(3) reinsurer; (4) consumer reporting agency; (5) employer; (6) financial source; (7) the Medical Information Bureau; 
(8) Pharmaceutical Database; or (9) any other person or organization that has any records or knowledge of me (us) or my 
(our) health. 

Information Authorized: Information about my (our) (1) mental and physical health including drug and/or alcohol 
conditions, (2) other insurance coverage, (3) character, (4) general reputation, (5) hazardous activities, (6) avocations, (7) the
Medical Information Bureau; or (8) any other person or organization that has any records or knowledge of me (us) or my 
(our) health.

This authorization is valid for two years after I (we) sign it.  I (We) agree that a photographic copy shall be as valid as the orig-
inal. I (we) know I (we) can have a copy of it if desired. I (We) was (were) given a copy of the Consumer Protection Notices
before signing this form. I (We) understand that I (We) may request in writing to be interviewed if any investigative consumer
report is prepared in connection with this application. Upon written request I (we) am (are) entitled to receive additional
detailed information about the nature and scope of this investigation and a written summary of my rights as a consumer. This
written request should be directed to the Company at PO Box 958465, Lake Mary, FL 32795-8465.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

__________________________________________________________________________________________
Signed at City State Date

__________________________________ __________________________________ __________________________________
Signature of Owner Signature of Insured Signature of Beneficiary or Assignee
(Always Required) (if other than Owner) (If Beneficiary is irrevocable or policy

assigned)

_________________________________ __________________________________
Signature of Other Insured Signature of Spouse

Do you have knowledge or reason to believe that replacement of existing life insurance or annuity may be involved?  
Yes No (If “Yes”, complete the required replacement form.)

_______________________________________________________
Signature of Witness/Agent and Agent No.

MCF-398 (08) 4

ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO THE INSURANCE COMPANY.
DO NOT MAKE CHECK PAYABLE TO THE AGENT OR LEAVE THE PAYEE BLANK.
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