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Auto-Owners Life Insurance Company respectfully submits the following previously approved forms for approval:

61775 (7-10) Application for Simplified-Issue 5-Year Term Life Insurance - replaces 10906 (9-06)
61606 (4-10) Application for Simplified-lssue Whole Life Insurance
61607 (4-10) Application for Simplified-lssue Child Life Insurance (Whole)

In the above applications, we have updated the replacement questions, added a telephone number field, and made
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Julia Karn, Method and Procedure Specialist  karn.julia@aoins.com
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Auto-Owners Life Insurance Company CoCode: 61190 State of Domicile: Michigan
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Certificate of Compliance with
Arkansas Rule and Regulation 19

Insurer: Auto-Owners Life Insurance Company
Form Number(s): 61775 (7-10), 61606 (4-10), and 61607 {4-10)

| hereby certify that the filing above meets ail applicable Arkansas requirements including the
requirements pf Rule and Regulation 19.

~

(\Savg F%eg{ Assistantt Vice President, Life Operations
-39 -/0

Date




AUTO-OWNERS LIFE INSURANCE COMPANY
Certification of Readability

| hereby certify, to the best of my knowledge and belief, that the following forms have the
respective Flesch Scores, which meet the readability requirements of the ARKANSAS
Department of Insurance.

AR

Ga\ﬁe Fishe(, Assistant Vice President, Life Operations

7-a9-/0

Date

Form 61775 (7-10) Application for Simplified-lssue 5-Year Term Life Insurance
Flesch Score = 57.5

Form 61606 {4-10) Application for Simplified-Issue Whale Life Insurance
Flesch Score = 57.5

Form 61607 (4-10) Application for Simplified-Issue Chiid Life Insurance
Flesch Score = 40.8




AUTO-OWNERS LIFE INSURANCE COMPANY « P.O. BOX 30325, LANSING, M| 48909

APPLICATION FOR SIMPLIFIED-ISSUE WHOLE LIFE INSURANCE - AGES 50 TO 80

PROPOSED INSURED (print full name) BIRTH DATE | GENDER
AMOUNT APPLIED FOR*
MAILING ADDRESS CITY STATE ZIP SOC. SEC. NO. [J $10.000
[ $20,000

POLICYOWNER NAME, ADDRESS & RELATIONSHIP TELEPHONE NO. [ $30.000
BILLING NAME & ADDRESS i i L s40.000

(if othver than Policyowner) D $50,000

i - - O other

BENEFICIARY (full name & relationship) CONTINGENT BENEFICIARY (full name & relationship) S
PREMIUM WITH APPLICATION $ {Required) [JAnnual [Semi-Annual [OQuarterly [ Annual EFT

O Semi-Annual EFT  [JQuarterly EFT [J Monthly EFT
*$10,000 minimum, $50,000 maximum aggregate simplified-issue life insurance coverage per insured

DOES THE PROPOSED INSURED OR POLICYOWNER HAVE CTHER AUTO-OWNERS INSURANCE? . .. ... OYes [ONo
(i “Yes,” please list.)

ARE YOU A U.S. CITIZEN? (If "No,” submit a copy of valid permanent residentcard.) .. ... ... ... ... .. OYes [ONo
1. Have you smoked one or more cigarettes withinthe last24 months? . ..... ... ... ... ... ... ...... Oyes [ONo

(If "Yes,” smoker premiums apply to this policy.)

IF ANY OF THE FOLLOWING QUESTIONS ARE LEFT BLANK OR ANSWERED “YES,” COVERAGE CANNOT BE ISSUED
UNDER THIS APPLICATION. INSTEAD, PLEASE SUBMIT A REGULAR APPLICATION FOR UNDERWRITING.

2. Do you have, or during the past 10 years, have you been diagnosed or treated by any medical professional for:

A. cancer (other than basal cell skin cancer), heart disease including heart attack, stroke, angina,
arterial disease of the heart or extremities or congestive heart failure, diabetes, liver disease,
Alzheimer’'s disease, multiple sclerosis, Lupus, kidney disease, ulcerative colitis, Crohn’s disease,
seizures, brain or nervous system disorder, emphysema, chroni¢c lung disorder, mental or

nervous disorder, alcoholismordrugabuse?. . . . ... .. . .. OYes [ONo
B. Acquired Immune Deficiency Syndrome (AIDS), positive result of a Human Immunodeficiency Virus
(HIV) test or AIDS Related Complex (ARC)Y? . . . . .. .. .. Oyes ONo

3. A Are you currently confined to a hospital or nursing facility, or have you been advised by any
medical professional during the past 3 years, to have any surgery, additional diagnostic testing,
hospital confinement or nursing facility confinement, and have notyetdoneso?.......... ... ... OYes [ONo

B. In the past 5 years, have you been refused, rejected or postponed for life insurance?. .. .......... OYes [No

| represent that the statements and answers recorded on this application are true and complete and agree that they will form a part
of any insurance policy issued hereon. | also 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 Incontestability Provision.

I agree that the insurance requested above will start upon the date of this application only if: (a) the first premium is paid;
and (b) questions 2A, 2B, 3A, and 3B are answered “No”; and (c) the health of the Proposed Insured is as described above.
Otherwise the insurance will not take effect untit a policy is issued by the corporate office and the first premium is paid. Should the
application be declined, the amount paid will be refunded. All statements made are representations not warranties.

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, commits a fraudulent insurance act, which is a crime, and subjects such person to criminal and civil penalties.
Penalties include imprisonment, fines and denial of coverage.

Do you have any existing life or annuity policies? . .. ... ... . . . .. .. OYes [No
If “Yes,” is the policy applied for replacing or likely to replace any existingplan?. . ... .. .. .. .......... Oyes [INo
If "Yes,” provide company name and palicy number(s)
Signed this , day of . in the State of
X Automatic Premium Loan OYes [ No
Signature of Proposed Insured (signature mandatory)
X
Signature of Owner/Applicant (if other than Proposed Insured) Social Security Number

| certify that the information supplied by the Proposed Insured has been truly and accurately recorded on the application, and |
have received the first full modal premium shown above. To the best of your knowledge does the applicant have any existing life
or annuity policies? [dYes [ONo Will the insurance applied for replace any existing insurance? [OYes [No

X X
Signature of Agent Print Agent Name Agency Code

61606 (4-10)




AUTO-OWNERS LIFE INSURANCE COMPANY = P.O. BOX 30325, LANSING, M| 48909
APPLICATION FOR SIMPLIFIED-ISSUE CHILD LIFE INSURANCE - AGES 0 TO 17

PROPQSED INSURED (print full name) BIRTH DATE | GENDER AMOUNT APPLIED FOR*

] $10.000
MAILING ADDRESS CITY STATE ZIP S0OC. SEC. NO. [ $20.000

1 530,000
POLICYOWNER NAME, ADDRESS & RELATIONSHIP TELEPHONE NO. [ s40.000

[ $s50,000
BILLING NAME & ADDRESS (if other than Policyowner) [ Other

$
BENEFICIARY (full name & relationship) CONTINGENT BENEFICIARY (full name & relationship)
PREMIUM WITH APPLICATION $ (Required) [JAnnual [OJSemi-Annual [OQuartedy [OAnnual EFT
ANNUITY BENEFIT § (Optional) [ 1Semi-Annual EFT  [JQuarterly EFT [ Monthly EFT
*$10,000 minimum, $50,000 maximum aggregate simplified-issue life insurance coverage per insured
DOES THE PROPOSED INSURED OR POLICYOWNER HAVE OTHER AUTO-OWNERS INSURANCE? ......... ClYes ONo

(If “Yes,"” please list.)

IF ANY OF THE FOLLOWING QUESTIONS ARE LEFT BLANK OR ANSWERED “YES," COVERAGE CANNOT BE ISSUED UNDER THIS APPLICATION.
INSTEAD, PLEASE SUBMIT A REGULAR APPLICATION FOR UNDERWRITING.

1. Does the child have, or, during the past 10 years, been diagnosed or treated by any medical
professional for: cancer (other than basal cell skin cancer), liver disease, Lupus, kidney disease,
ulcerative colitis, diabetes, sugar or albumin in urine, seizures, paralysis, depression or other mental
or nervous system disorder, congenital defect or deformity, impairment of sight (if not corrected),

hearing (if not corrected} or sgeech, heart murmur, rheumatic fever, any other heart disorder (other than
controlled hypertension), asthma or otherlungdisorder?. ... ....... ... ... ... ... ... ... .. ... ... OYes [ONo

2. Has the child been exposed to the Human immunodeficiency Virus (HIV), been tested positive for
HIV or been dia?nosed as having AIDS Related Complex (ARC) or Acquired immune Deficiency
ca

Syndrome (AIDS) caused by the HIV infection or condition derived from such infection? . .. ... ..... ... Oyes [INo
3. Has anr medical professional, during the past 3 years, advised that the child have any surgery or be
hospital confined, that has notyetbeendone? ... ... ... ... ... . ... . .. . .. ... .. .. . OYes [INo

| represent that the statements and answers recorded on this apﬁlication are true and complete and agree that they will form a part
of any insurance policy issued hereon. | also understand that the information on this application wili be relied upon to determine
insurability and that incorrect information may result in coverage being voided, subject to the policy Incontestability Provision.

| agree that the insurance requested above will start upon the date of this application on‘l:r if: (a) the first premium is paid;
and {b) questions 1, 2, and 3 are answered “No”; and (c?the health of the Proposed Insured is as described above. Otherwise
the insurance will not take effect until a policy is issued by the corporate office and the first premium is paid. Should the application be
declined, the amount paid will be refunded. All statements made are representations not warranties.

Any person who, with intent to defraud or knowing that he or she is facilitating a fraud {(as determined by a court of competent jurisdiction)
against an insurer, submits an application or files a claim containing a false or deceptive statement may be guilty of insurance fraud.

Do you have any existing life or annuity policies?. . ... ... .. OYes [INo
If *Yes," is the policy applied for replacing or likely to replace any existing plan?. . ... ................ Oyes [ONo
If “Yes,” provide company name and policy number(s)

Signed this day of , in the State of

X Automatic Premium Loan OYes [INo
Required Signature of Guardian

X
Signature of OQwner/Applicant Social Security Number

| certify that the information supplied has been truly and accurately recorded on the application, and | have received the
first full modal premium shown above. To the best of your knowledge does the applicant have any existing life or annuity
policies? [JYes [3INo Will the insurance applied for replace any existing insurance? [JYes [INo

Have you seen the Proposed insured in person? [JYes [JNo (If “No,” please explain.)

X

Signature of Agent Print Agant Name Agency Code

61607 (4-10)




AUTO-OWNERS LIFE INSURANCE COMPANY « P.O. BOX 30325, LANSING, MI 48909

APPLICATION FOR SIMPLIFIED-ISSUE 5-YEAR TERM LIFE INSURANCE - AGES 18 TO 70

PROPOSED INSURED (print full name) BIRTH DATE | GENDER
AMOQUNT APPLIED FOR*

MAILING ADDRESS CITY STATE ZIP SOC. SEC. NO. ] $10,000

[ $20,000
POLICYOWNER NAME & ADDRESS TELEPHONE NO. [ $30,000

[ s40,000
BILLING NAME & ADDRESS (if other than Policyowner) [ $50.000

] Other
BENEFICIARY (full name & relationship) CONTINGENT BENEFICIARY (full name & relationship) $
PREMIUM WITH APPLICATION $ (Required) [JAnnual [OSemi-Annual [OQuarterly [ Annual EFT

0 Semi-Annual EFT OJQuarterly EFT [0 Monthly EFT
*$10,000 minimum, $50,000 maximum aggregate simplified-issue life insurance coverage per insured

DOES THE PROPCSED INSURED OR POLICYOWNER HAVE OTHER AUTO-OWNERS INSURANCE? . ... .. OYes [ONo
(If “Yes,” please list.}

ARE YOU A U.S. CITIZEN? (If “No,” submit a copy of valid permanent residentcard.} .................. OYes [ONo
1. Have you smoked one or more cigarettes withinthe last 2d months? ... .. .. ... ... ... ... ... .. ... OYes [INo

(If “Yes,” smoker premiums apply to this policy.)

IF ANY OF THE FOLLOWING QUESTIONS ARE LEFT BLANK OR ANSWERED “YES,” COVERAGE CANNOT BE ISSUED UNDER
THIS APPLICATION. INSTEAD, PLEASE SUBMIT A REGULAR APPLICATION FOR UNDERWRITING.

2. Do you have, or during the past 10 years, have you been diagnosed or treated by any medical professional for:
A. cancer (other than basal cell skin cancer), heart disease including heart attack, stroke, angina,
arterial disease of the heart or extremities or congestive heart failure, diabetes, liver disease,
Alzheimer's disease, multiple sclerosis, Lupus, kidney disease, ulcerative colitis, Crohn's disease,
seizures, brain or nervous system disorder, emphysema, chronic lung disorder, mental or nervous

disorder, alcoholism ordrug abuse?. .. ... ... . . e e e e e e OYes CINo
B. Acquired Immune Deficiency Syndrome (AIDS), positive result of a Human Immunodeficiency Virus
(HIV) test or AIDS Related Complex {ARC)? . .. . ... i e OYes [ONo

3. A. Are you currently confined to a hospital or nursing facility, or have you been advised by any
medical professional during the past 3 years, to have any surgery, additional diagnostic
testing, hospital confinement or nursing facility confinement, and have not yetdoneso?........... Oyves [ONo
B. Inthe past 5 years, have you been refused, rejected or postponed for life insurance?............. OYes [ONo

I represent that the statements and answers recorded on this application are true and complete and agree that they will form a part
of any insurance policy issued hereon. | also 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 Incontestability Provision.

| agree that the insurance requested above will start upon the date of this application only if. {a) the first premium is paid;
and (b) questions 2A, 2B, 3A, and 3B are answered “No”; and (¢) the health of the Proposed Insured is as described above.
Otherwise the insurance will not take effect until a policy is issued by the corporate office and the first premium is paid. Should the
application be declined, the amount paid will be refunded. All statements made are representations not warranties.

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, commits a fraudulent insurance act, which is a crime, and subjects such person to criminal and civil penalties.
Penalties include imprisonment, fines and denial of coverage.

Do you have any existing life or annuity poliCIES ? . .. ... i i e e e OYes ONo
if “Yes," is the policy applied for replacing or likely to replace any existingplan?. . ... ................ OYes {JINo
If “Yes," provide company name and policy number(s)

Signed this , day of
X

Signature of Proposed Insured (signature mandatory)

X
Signature of Gwner/Applicant {If other than Proposed Insured) Social Security Number

, , in the State of

| certify that the information supplied by the Proposed Insured has been truly and accurately recorded on the application, and |
have received the first full modal premium shown above. To the best of your knowledge does the applicant have any existing life
or annuity policies? [lYes [INo Wil the insurance applied for replace any existing insurance? [lYes [JNo
X X '

Signature of Agent Print Agent Name Agency Code
61775 (7-10)
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