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First	
Name	 M.I

Last	
Name	 Male	 Female

SSN	 D.O.B. 

Height	 ft	 in	 Weight	 lbs	 Non-Tobacco	 Tobacco User*

Address	
Line 1

Address	
Line 2

City	 State	 Zip

	
E-Mail	
	
Daytime 	
Phone

In the last 2 years, has the Applicant applied for life insurance with any other life insurance company(ies)?	 Yes	 No

	 Applicant 	 Policy Owner 	 Other (Complete all info below)

SSN	 SSN	

Name:	 _______________________________________________________ 	 Name:______________________________________________________

Address:	 _______________________________________________________ 	 Address:____________________________________________________

City, State, Zip_ __________________________________________________ 	 City, State, Zip________________________________________________

Relationship to Applicant____________________	 Phone No.________________ 	 Phone No.___________________________________________________

Use black or blue ink and print using all upper case letters.

Individual Silver Premier 
Whole Life 

Application

Underwritten by 5Star Life Insurance Company (a Baton Rouge, Louisiana Company)
Admin Office: 909 North Washington Street, Alexandria, VA 22314 

1-800-776-2322  •  www.afba.com

Applicant’s Information

ISP WL App R909	 9/09

//
Month	 Day	 Year

——

Owner (If other than Applicant) Payor

——

Automatic Premium Loan

Automatic Loan Provision
Loan from your cash value if premium missed. 

Coverage and Premium Amounts 

Monthly Credit Card

Monthly Checkmatic

Monthly Bill**

Quarterly Bill

Semi-Annual Bill

Annual Bill

Payment Mode: 
(Please choose only one.) $ ,Applicant’s

Coverage

.

Amount	
payable to 5Star Life.

.

Applicant’s	
Modal Premium

$ $

— —

— —

—

.$+ =

* Tobacco user is one who has used any tobacco	
  product in the past 12 months.

Modal	
Policy Fee

**Requires home office approval

Agent	
Number:

Agent Market Code:

Agent Level:
Source	
Code:

INTERNAL USE ONLY:
Pymt Enclosed:	 Yes	  No	  Split

Amt: $

CC/Checkmatic Auth Rec’d:	 Yes	  No

Attachments:	 Initials:

.
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I designate my beneficiary(ies) to receive benefits, in order of class, as indicated below.	
Check here  if you would like an additional beneficiary form sent to you.

  Primary ____________________________________________________________________________________________________________________

  Secondary_ _________________________________________________________________________________________________________________

Beneficiary(ies)

Statement of Health

Yes	 No

	 Name	 Relationship	 DOB	 %

	 Name	 Relationship	 DOB	 %

ISP WL App R909

Answer each question TO THE BEST OF YOUR KNOWLEDGE AND BELIEF.

1.	Do you need assistance with the normal activities of daily living (for example: eating, bathing, dressing, taking medications, etc.),	
	 or are you currently hospitalized, disabled due to illness, confined to a bed or nursing facility, using oxygen equipment to assist in	
	 breathing, been medically diagnosed as having a terminal illness or life expectancy of 12 months or less, or receiving hospice care?..........

2.	In the past 48 months have you been convicted of a felony or are you currently incarcerated, on parole or probation, been	
	 treated for or been advised to have treatment for alcohol or any drugs of abuse, attempted suicide, or been convicted or operating	
	 a vehicle while intoxicated or impaired?..........................................................................................................................................................

3.	Have you ever been medically diagnosed, treated for, medically advised to have treatment for, or taken medication for: congestive heart	
	 failure (CHF), cardiomyopathy, organ transplant, renal (kidney) failure, chronic kidney disease (with or without dialysis), renal insufficiency,	
	 liver failure, Alzheimer’s, dementia, schizophrenia, manic depression, bipolar disorder, mental incapacity, Lou Gehrig’s disease (ALS),	
	 Huntington’s disease, amputation of a body part caused by disease, diabetic insulin shock, diabetic coma, or taken insulin injections prior	
	 to age 40?........................................................................................................................................................................................................

4.	Have you ever been medically treated or diagnosed by a medical professional as having Acquired Immune Deficiency Syndrome (AIDS),	
	 AIDS-Related Complex (ARC), or any immune deficiency related disorder or tested positive for the Human Immunodeficiency Virus (HIV)?........

5. In the past 24 months have you: 
	 a.	Been confined three (3) times or more to a hospital, nursing facility, convalescent care facility, assisted living facility, mental facility or	
	 	 hospice care?...............................................................................................................................................................................................
	 b.	Been diagnosed with internal cancer, leukemia, lymphoma, or melanoma or had more than one occurrence of any cancer in your lifetime	
	 (excluding basal or squamous cell skin cancer), had a recurrence of any cancer, or currently being treated for cancer?................................
	 c.	Been declined for life or health insurance?...................................................................................................................................................

6.	In the past 36 months, have you:
	 a.	Been medically diagnosed, treated or taken medication for:  cirrhosis, liver disease, chronic hepatitis, angina, chronic bronchitis,	
	 	 emphysema, chronic obstructive lung or pulmonary disease (COLD/COPD), Hodgkin’s disease, neuromuscular or brain disease	
	 	 (including cerebral palsy, muscular dystrophy, multiple sclerosis, grand mal epilepsy, cystic fibrosis or Parkinson’s disease),	
	 	 systemic lupus (SLE) or have paralysis of two or more extremities?............................................................................................................
	 b.	Been diagnosed as having, been treated for, or hospitalized for: heart disease, heart attack, stroke, or transient ischemic attack	
	 	 (TIA/mini-stroke),uncontrolled high blood pressure, or heart or circulatory vascular surgery (including coronary artery bypass,	
	 	 pacemaker or replacement pacemaker, heart valve replacement, abdominal aortic aneurysm, angioplasty, or stent placement), or	
	 	 any procedure to improve circulation to the heart or brain?.........................................................................................................................

Other Insurance

Do you have any existing life insurance or annuity contracts?
If yes, and you live in AK, AL, AR, AZ, CO, HI, IA, KY, LA, MD, ME, MS, MT, NE, NH, NJ, NM, NC, OH, OR, RI, TX, UT, VA, VT or WV please complete and sign the Notice: 
Replacement of Life Insurance and Annuity. The Notice must be presented and read to you by your agent at the time he/she takes your application.
Will the coverage applied for replace any existing life insurance or annuities?
If yes, and you do not live in the above listed states, please complete and sign the applicable state-specific Notice: Replacement of Life Insurance and Annuity.

Yes	 No

Yes	 No
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Conditions Relating to this Application

Agreement: I have read the completed application. I am not currently taking and I am not under the influence of any medications or drugs that would af-
fect my ability to fully understand and to fully and accurately complete this application. I agree that this application will be the basis for, and will become 
part of, the policy that is issued. The above representations are true to the best of my knowledge and belief. I agree the policy shall not be in effect until 
it has been issued by 5 Star Life Insurance Company and all premiums have been paid. I understand that the information on this application will be relied 
upon to determine insurability and that incorrect information may result in coverage being voided, subject to the policy’s incontestability provision. I 
understand that the agent has no authority to approve the application, change the policy, or waive any policy provisions. I understand no insurance will 
be effective until the date stated in the policy and all eligibility requirements are met. I understand that the USA Patriot Act requires all financial institu-
tions, including insurance companies, to verify the identity of their customers. Providing your name, address, date of birth and taxpayer identification 
number allows us to verify your identity. Our verification process may include the use of third-party sources to verify the information provided. I am not 
being paid cash and have not been promised services as an inducement to enter into this application for life insurance. The purpose of this insurance 
application is not to sell or assign it to any type of viatical settlement, senior settlement, or life-settlement company. I acknowledge receipt of a copy 
of the Information Practices Notice, MIB Pre-Notice, and Fair Credit Reporting Act Notice. Authorization. I authorize any physician, medical practitio-
ner, hospital, medical care facility, the Veteran’s Administration, insurance company, MIB, Inc., pharmacy manager, pharmacy, insurance laboratory, a 
consumer reporting agency, my employer, or any other person or organization that has any record of information about me to give 5 Star Life Insurance 
Company, its reinsurers or its authorized representatives information about my health, other insurance coverage, employment, age, general character, 
finances, participation in hazardous activities, medical care or advice about any physical or mental condition including information about drugs, alcohol-
ism, or other information 5 Star Life Insurance Company requires to determine insurability or eligibility of benefits. I further authorize the sources listed 
above except for MIB, Inc. to give such information to a consumer reporting agency acting on behalf of 5 Star Life Insurance Company. This authori-
zation may be revoked; however, it may not be revoked during the contestability period of the policy or to the extent 5 Star Life Insurance Company 
has taken action in reliance on this authorization. Notice of revocation may be sent, in writing, to 5 Star Life Insurance Company at its administrative 
address. I agree that a copy of this authorization is as valid as the original and I can obtain a copy on request. This authorization is valid for 30 months 
from the date signed.

HIPAA Authorization for Release of Health Related Information. This Authorization complies with the HIPAA Privacy Rule. I authorize any health 
plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, benefit manager, medical facility, insurance company, insurance support 
organization (such as MIB, Inc., or any of its members or affiliates), or other health care provider that has provided payment, treatment or services to me 
(collectively, “My Providers”) to disclose the entire medical record and any other protected health information concerning me to the company refer-
enced on this authorization (“the Company”) and their 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. By my signature below, I acknowledge that any agree-
ments I have made to restrict my protected health information do not apply to this authorization and I instruct My Providers to release and disclose the 
entire medial record without restriction for use in underwriting risk selection purposes. This protected health information is to be disclosed under the 
Authorization at my request, as permitted by § 164.508 of the privacy regulations issued pursuant to the Health Insurance Portability and Accountability 
Act (“HIPAA Privacy Rule”). This authorization shall remain in force for 36 months following the date of my signature below, regardless of my condition 
and whether living or deceased, and a copy of this authorization is as valid as the original. I understand that I have the right to revoke this authorization 
in writing, at any time, by sending a written request for revocation to the Company addressed, Attention: 5 Star Life Insurance Company, Policyholder 
Service Department, 909 North Washington Street, Alexandria, VA 22314. I understand that a revocation is not effective to the extent that any of My 
Providers has relied on this Authorization or to the extent that the Company has a legal right to contest a claim under an insurance policy or to contest 
the policy itself. I understand that any information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no 
longer be protected by federal regulations governing privacy and confidentiality of health information (such as the HIPAA Privacy Rule). However, the 
Company will protect the privacy of health information in accordance with other applicable state and/or federal privacy laws and its own privacy poli-
cies. I understand that My Providers may not refuse to provide treatment or payment for health care services because I refuse to sign this authorization. 
I further understand that if I refuse to sign this authorization to release my complete medical record, the Company may not be able to process my appli-
cation, or if coverage has been issued, may not be able to make any benefit payments. I acknowledge that I have received a copy of this authorization.

I acknowledge that I have read and, TO THE BEST OF MY KNOWLEDGE AND BELIEF, understand the provisions of the fraud statements on page 
4 of 4 of this application.

Signatures must be personal:	
	
	 Proposed Insured ___________________________ 	 Date __________	

	 Policy Owner_______________________________ 	 Date __________	

	 Signed at (City, State)_________________________________ 	 Agent Signature_____________________________ 	 Date_ _________

Agent Certification: I certify that I asked all the questions and had 
the Applicant sign in my presence. To my knowledge, the applicant 
is       / is not       replacing any existing life insurance or annuities.

Agent Name___________________________________

✍

Sign	
Here

Temporary Insurance Acknowledgment: Complete this section if full first premium is submitted with application:
Agent: 	 I provided the client with the Temporary Insurance Agreement	 Yes	   No

ISP WL App R909 3 of 4



Note: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application con-
taining any false, incomplete, or misleading information may be guilty of a crime and may be subject to fines and confinement to prison.

DC Residents: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other 
person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits, if false information materially related to a claim 
was provided by the applicant.

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

New Jersey Residents: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal 
and civil penalties.

Puerto Rico Residents: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or pres-
ents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same 
damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand 
dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years or both penalties. If aggravating 
circumstances are present, the penalty thus established may be in creased to a maximum of five (5) years, if extenuating circumstances are present, it 
may be reduced to a minimum of two (2) years.

Tennessee Residents: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

9/09ISP WL App R909

Fraud Statements

Not available in all states • Admin Office: 909 N. Washington St, Alexandria, VA 22314 • 1-800-776-2322 • www.afba.com
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LIFE INSURANCE
COMPANY

ARKANSAS DEPARTMENT OF INSURANCE

READABILITY CERTIFICA TION

Re: ISP WL App R909: Individual Silver Premier Whole Life
Application

The undersigned, authorized as Vice President, Compliance to be

responsible for policy and related material filings by the officers of 5 Star

Life Insurance Company, hereby certifies that the above policy meets the

Flesch minimum reading ease score of 40.

Glenn R. Jones, Esq.
Vice President, Compliance

Date: August 31, 2009

909 North Washington Street, Alexandria, VA 22314



LIFE INSURANCE
COMPANY

August 31, 2009

VIA SERFF

Mr. Dan Honey
Deputy Commissioner Life and Health
Arkansas Insurance Department
1200 West yd Street
Little Rock, Arkansas 72201-1904

Mildred E. Hunt
Compliance Manager

Re: 5 Star Life Insurance Company
Product: Individual Silver Premier Whole Life Application
Form Number: ISP WL App R909
NAIC No.: 77879

Dear Mr. Honey:

Enclosed for your review and approval is the Individual Silver Premier
Whole Life insurance application. The prior application, ISP WL App
R1208, was approved on December 10, 2008, SERFF Tracking Number:
FIVE-125935823.

This application is not to replace any other forms approved by the
Department of Insurance. The application will be used in conjunction with
the Individual Silver Premier Whole Life Policy (ISP WL Policy R409-AR)
was approved by the Department on March 19, 2009, SERFF Tracking
Number: FIVE-126078482.

The following redline dictates the changes made to the prevIOUS
approved version of ISP WL App R1208: (Note: Strikcthroughs indicate deletions;
bold, underscore, and italic indicate new inserts.)

Form Number
ISP WL App RHe8 909

Descri tioll
Page 1 of 4, Applicant's Information

• Inserted the fol\owin statement: "Ill the

(703) 706-5975
(800) 776-2322 x2204

909 North Washington Street, Alexandria, VA 22314
mhunt@qfba.com

mailto:mhunt@qfba.com


Mr. Dan Honey
August 31, 2009
Page -2-

applied for life insurance with anv otber insurance
companv(ies)?"

• Inserted: "Heigbt ft In \Veif!.bt lbs"
Page 2 of 4, Statement of Health

• Line 1 revised to read: "Answer each question "nd initi,11 in the
box to "clmo,\ ledge y 0,1' ,e lead ilnd, TO THE BEST OF
YOUR KNOWLEDGE AND BELIEF, under stood each
questIOn. Cil c1e the specific condition 3:nd gi, e full dn"ils to any
"yes" ilfiS,\ 03 on " sep.1r3:te8 ',1 x 11 piece of p"pel."

• Questions 1. deleted" 1. Is the I,pplie,lftt currently confincd to il
" hccleh"ir or po,Hlcd eh"ir due to chronic illness or disc.1Se,
no" bedr idden ,It hon,e, 01 st,CyIftg 1ft " hospiul, pSy ehiiltI ie,
nur sing, or :misted long to ft1C.,le f"cilit y :. Inserted: "1. Do you
need assistance with tbe normal activities of daily living (for
example, eating, bathing, dressing, takinf!. medications, etc.), or
are you currently bospitalized, disabled due to illness, confined
to a bed or nursing facility, using oxygen equipment to assist in
breathinf!., been medically diaf!./lOsed as having a terminal illness
or life expectance of 12 months or less, or reCelVlllf!. hospice
care?"

• Question 2. deleted "2. In the p"st 12 months, hilS the /\pplicilnt
been hospit.llized t \\0 01 mOlc tlilleS or req uil cd "ssistilnce " ith
t" 0 or mal e of the folIo" ing ,lCti, itics. b"t1,ing, dressing, eating,
toilning, uking n,edieiltiofiS, or n,o "ing "bout.? Inserted: "2. In
tbe past 48 months bave you been convicted of a felony or are
you currently incarcerated, on parole or probation, been treated
for or been advised to bave treatment for alcobol or anv drugs or
abuse, attempted Silicide, or been convicted or operating a
vehicle while illtoxicated or impaired?"

• Question 3. deleted "In the P,lSt 10 YCilrs, h,d the ,\pplie"nt h"d
or been hospit"lizcd f-ol, been medieall) diagnosed, ad,ised,
treated, or t"ken presci iption dl ugs f-or. (,,) chlOnie Ien"l f3:ilure
(CRF) 01 any kidney dise3:se I equil ing di,\lysis? (b) I,n) disease
I equiring usc of home OX) gen? (e) Alzheimer's disease, "ny f-arm
of dementi ••, psychosis, schizophl eni", clinical depression,
P3:rkinson 's dise"se, n,ultiple sclClosis, paul) sis, "n) other mental
he"lth or nculologie,'\ elisordo? (d) Li,cI failure 01 eill hosis,
ehlOnie hep"titis, acute or ehronie p"nel c3:titis? (e) An) olgan
tr "nspl..nt (e<eept eO!nCo,) ? (0 ,\leoholism Ot dlug or "leohal
~ Inserted: "3. Have you ever been medically diagnosed,
treated for, medically advised to bave treatment for or taken
medication for: congestive heart failure (CHF),
cardiomvopatbv, organ transplant, renal (kidnev) failure,
cbronic kidney failure, cbronic kidney disease (witb or without
dialysis), renal insufficiency, liver failure, Alzheimer's,
dementia, scbizopbrenia , manic depression, bipolar disorder,
melltal incapacity, Lou Gehrig's disease (ALS), Hullti ngton's
disease, amputation of a body part caused bv disease, diabetic
insulin shock, diabetic coma or taken insulin infections prior to



Mr. Dan Honey
August 31, 2009
Page -3-

agc 40."
• Question 4. deleted "1. In the p.t'lt 5 ye,ds, has the ,\pplieant h"d

or been hospit.llized fOi , been n,edieally diagnosed, "d,iscd,
tl e.,ted, 01 t"ken preso iption drugs fOi eongcsti ,e heaIt failtlle?
Inserted: "Have vou ever bccn mcdicallv treatcd or diagnoscd
by a mcdical profcssional as havin5!. Acquircd Immune
Dcficicncv Svndromc (AIDS), AIDS-Rclatcd Complcx (ARC), or
anv immunc dcficicncy relatcd disordcr or tcsted positivc for thc
Human Immunodcficicncv Virus (HIV)?"

• Question 5. deleted "5. In the Past 5 years, has the AppliCant h.ld
or been hospitalized fOI, been n,edic..ll) di .•gllOsed, tl cued, or
taken pi CSellptIOn drugs fOi e.•neer (other than non meLnom"
skin c.meo)? Inserted: "5. /n the past 24 mo1lths havc vou: (a)
becn confincd tbree (3) times or more to a hospital, nurSl1lg
facility, convalcscent care facilitv, assisted living facilitv, mental
facilitv or hospicc care? (b) bccn diagnoscd with intemal cancer,
leukemia, lvmpboma, or melanoma or had more than one
occurrcncc of anv cancer in vour lifctime (excluding basal or
squamous ccll skin canccr), had a rccurrcnce of anv cancer, or
currently being treated for canccr? (c) bcen dcclincd for lifc or
hcalth insurance?"

• Question 6. deleted "G. In the past 3 ) eal s, h,tS the Applicant h.ld
01 been hospir..lized f-or, been medically di"gnosed, ad, ised,
tre.ued, 01 taken pi CSeIlptIOn dlugs for chi onic obm ucti ,c
pulmon.d) disc,.se (COPD), emphy sema, 01 any otho chronic
rcspil.ltol) disOi der, excluding ••sthm,,?" Inserted: "6. /n tbe past
36 m01lths, havc vou: a. been medicallv diagnosed, treated or
taken medication for: cirrhosis, liver disease, chronic hepatitis,
angina, chronic bronchitis, emphvsema, chronic obstructive lung
or pulmonarv disease (COLD/COPD), neuromuscular or brain
discasc (including cerebral palsv, muscular dvstrophv, multiple
sclerosis, grand mal cpilcpsv, cvstic fibrosis or Parkinson's
disease), svstemic lupus (SLE) or have paralvsis of two or more
extremities? b. been diagnosed as having, been treated for, or
hospitalized for: heart discase, hcart attack, stroke, or transie1lt
ischemic attack (TIA/mi ni-stroke), Hodgkin's disease,
uncontrolled high blood prcssure, or heart or circulatorv
vascular surgerv (including coronarv arterv bvpass, pacemaker
or replacement pacemaker, heart valve replacement, abdominal
aortic aneurvsm, anzioplastv, or stent placement), or anv
procedure to improve circulation to the heart or brain?"

• Question 7.deleted: "In thc past 2 ) e.d s, h .•s the /.pplic.lnt had or
been hospit.llized for, been medic..lly diagnoscd, tl e.,ted, or taken
prCSellptIOn dill gs for. a. StI oke 01 tl "nSlcnt ischemic "n"ek
(1'1 ' P b. ' . heart "tt"ek, p.lCcmaker Inser tlOn 01J.J. • J. J.nglfl,t,

m .•lfunction, eoron,,1 y ,1rtO) stentlllg, 01 heal t Slligery? c.
SUIgo Y to implO(e cileulation 01 .lmputation caused by disease?
d. "ny disease c<peCled to c..use de,uh '" ithin 21 months?
Question 8. deleted: "T ...• .1 ,.• La 'a~ I.'" ,
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expo ieneed complications of di"betes (Type 1 or T) pc 2) such :\s
Ncuropathy (nun,bncss In the h"nds 01 feet), "luput"Uon, or
Ictinopath) (se,ele ,ISlon loss), diabetic corn .•, insulin shade 01

di"betie shade, or t,',ken insulin shots prior to "ge 50?"

• Question 9. deleted: "H"s the Applic"nt been di"gnosed or
tre .•ted b) .. ph) siei,\n, 01 tested pOSIth e for. I Iuman
Imm unodcfieienC} Virus (HI\~, ,\cquil ed ImmunodcficienC}
S) ndrome (AIDS), 01 ••n) AIDS Related Complc.< (ARC)?

Page 3 of 4, Conditions Relating to this Application
• Deleted Agreement paragraph, "I Iepl esent th"t "ll st"tements

,md ,1ns,HIS in this ,lPplic.ltion ,.Ie complete, true :\nd COllCCtl)
recO!dcd TO THE BEST OF MY KNOWLEDCE ;\.ND
BELIEF, I .•glee th"t. 1) upon "pplO, "I of this ,1pplic.,tion by 5
Star Life Insul"nee Con,p"n) , It, the poliC) and an) lidos 01

endol sements ,\ ill constItute the entll c InSUI"nce conti "ct, 2)
except ,tS plo,ided O! as st"ted lfi the Tempol.1l) Insul "nee
Agi cement, insuI"nee .•pplied f'Ol "ill not become effeeti,e until
,1pplO,ed b) SSUI Lift: Insul anee Comp:\n) .•nd is subject to thc
j\pplieant's he"lth being "s desci ibed lfi this applie,ltion, :\nd
upon 1eeeipt of the full fil st premium, in " hieh case the co, Clage
sh,lll take cfkct .•s of the effeeti, e d"te as sho" n in the poliC), 3)
if " ithin GO d,.y s of Iecelpt of all lcquired document,,rion this
"pplication is not appro, ed, it "ill becon,c ,aid .•nd all pi en,iums
p,lid ,\ ill be Icfunded, I "ill be so notified." Inserted: eel have
read tbe completed application. I am not currwtlv taking and I
am IlOt under tbe influence of anv medications or drugs tbat
would affect mv abilitv to fu IIv understand and to fu IIV and
accuratelv complete this application. I agree that this
application will be the basis for, and will become part of, the
policv that is issued. Tbe above representations are true to tbe
best of mv knowledge and belie{. I agree the policv shall'lOt be
1Il effect until it has been issued bv 5Star Life Insurance
Companv and all premiums have been paid. I understand that
the information on this application will be relied upon to
determine insurabilitv and that incorrect informationmav result
in coveraJ!e being voided, sub;ect to the policv's incontestabilitv
provision. I understand that tbe agent has 110 authoritv to
approve the application, change the policy, or waive anv policv
provisions. I understand 110 insurance will be effective umil the
date stated in the policy and all eliJ!ibilitv requirements are met.
I understand tbat tbe USA Patriot Act requIres all financial
institutions, includi ng insurance companies, to verify tbe
identitv of tbeir customers. Providing vour name, address, date
of birth and taxpaver identification number allows us to verifv
vour identitv. Our verification process mav include the use of
tbird-partv sources to verify the information provided. I am not
being paid casb and have not been promised services as an
inducement to enter into tbis application for life insurance. The
purpose of tbis insurance application is IlOt to sell or assipn it to
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any type of viatical settlement. senIOr settlement, or life-
settlement company. I acknowledge receipt of a coPy of the
Information Practices Notice, MIB Pre-Notice, and Fair Credit
Reporting Act Notice."

• Deleted Authorization paragraph: "I hCl eby iluthOi in an}
licensed ph) siciiln, medic.,l pi "CtltlOnCl, hospit"l, clinic,

Insurance COlap"n) , en,plo) Cl, fift3.nci,.l institution, Mcdicill
InfDrmation BUI cau, Ot Motor V chielc Administt iltion, th"t mil}
h", c IccOids of 11,) finanei"l, ph) siciI! Ot lilcnul he"ltl, condition
to gr,c SSt,d Life Insut "nec Compiln) , tts "uthO! il.cd
ICpI cscnt"tl, e, "nd Its IClnSUICIs "n) such infDrmiltion. I
undcrst"nd th"t this infOlli1.1tion <\ ill be used to dctermine n.}
eligibility fD! insuI"nec ilnd th"t I n,ilY Iuoke this authol il.3.tion

"nd ilpplie"tiol'l ,n tllile b) plO, iding <\ Iitten notICe. Ailn) i"-

photocopy of this ,1uthoril.3.tion sh"ll be 3.S ".lid 3.Sthe original.
This "lithol iz.,1tiol'l shilll be ,aEd for 23 months flom the date
bclo ,\ . I "clmo .vlcdge 1eeeipt of SStilr Lifc's Tempol3.l)
Insulance ;\gr eement if the initi"l pi cmium is submitted IV ith this
ilpplie,nion. I ,Kkno .\ lc:dgc thilt I, 01 m} iluthol il.cd
replcscnt3.ti,e is cntitled to leeei,e a COP) of this "uthori2'.3.tiol'l."
Inserted: "Authorization. I authorize any physician, medical
practitioner, hospital, medical care facility, the Veteran's
Admi nistration, insurance company, MIB, Inc., pharmacy
manager, pharmacy, insurance laboratory, a consumer reportinJ!
agency, my emplover, or anv other person or organization that
has any record of information about me to give 5 Star Life
Insurance Company, its rel1lsurers or its authorized
representatives information about my health, other insurance
coverage, employment, age, general character. finances,
participation I hazardous activities, medical care or advice
about any physical or metztal condition includinJ! information
about drugs, alcoholism, or other information 5 Star Life
Insurance Company re{Jltlres to determine insurability or
eligibility of benefits. I further authorize the sources listed above
except for MIB, Inc. to give such information to a consumer
reportinJ! agency acting on behalf of 5 Star Life InSltrance
Company. This authorization may be revoked; however, it may
not be revoked during the contestability period of the policy or
to the extent 5 Star Life Insurance has taken action in reliance
on this authorization. Notice of revocation may be sent, 11l
writing, to 5 Star Life InSltrance Company at its administrative
address. I agree that a copy of this authorization is as valid as
the original and I can obtain a coPy on request. This
authorization is valid for 30 months from the date signed.

• Inserted the HIP AA Authorization as part of the application.

• Inserted the following language: "I acknowledJ!e that I have
read and, TO THE BEST OF MY KNOWLEDGE AND
BELIEF. understand the provisions of the fraud statements 011

pa'Ze 4 of 4 of this aDDlication."
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Page 4 of 3, Fraud Statements

• Inserted the following fraud statement: "Puerto Rico Residents:
Anv person who knowinglv and with the intention of defrauding
presents false information 111 an inSltrance application, or
presents, helps, or causes the presentation of a fraudulent claim
for the pavment of a loss of anv other benefit, or presents more
than one claim for the same damage or loss, shall incur a felonv
and, upon conviction, shall be sanctioned for each violation
with the penaltv of a fine of not less than five thousand dollars
($5,000) and IlOt more than ten thousand dollars ($10,000), or a
fixed term of imprisonment for three (3) years or both penalties.
If aJ[gravating circumstances are present, the penaltv tlms
established mav be increased to a maximum of five (5) years, if
extenuating circumstances are present, it mav be reduced to a
minimum of two (2) vears.

• Inserted the following fraud statement: "Marvland Residents:
Anv person who knowinglv and willfullv presents a false or
fraudulent claim for payment of a loss or benefit or who
knowinglv and willfullv presents false information 111 an
application for insurance is guiltv of a crime and mav be subiect
to fines and confinement in prison."

• Inserted the following fraud statement: "DC Residents.
\VARNING: It is a crzme to provide false or misleading
information to an inSltrer for the purpose of defrauding the
inSltrer or anv other person. Penalties include imprisonment
and/or fines. In addition, an in Sltrer mav denv insurance
benefits, if false information materially related to a claim was
provided bv the applicant."

• Inserted the following fraud statement: "Tennessee Residents: It
is a crime to knowinJ[lv provide false, incomplete, or misleading
information to an Insurance companv for the purpose of
defrauding the companv. Penalties include imprisonment, fines,
and denial of insurance benefits."

Individual Silver Premier Whole Life insurance will be marketed on a
direct mail basis, and via licensed agents and brokers. Once approved 5 Star
Life Insurance Company reserves the right to use all forms associated with
this policy and certificate in their approved format in a variety of media,
such as the Internet, with the understanding that there may be slight
accommodations made for electronic viewing.

If additional information is required, lease do not hesitate to contact
me.
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