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I am applying for:
    Base Plan Daily Benefi t Amount: � $ 100 � $ 250 � $ 500 AD&D Benefi ciary:__________________________________

Emergency Room Benefi t: � $ 250 � $ 500 AD&D Benefi ciary Relationship:________________________

 Initial Daily Benefi t Period: � 2 Days � 5 Days � 10 Days

 Initial Daily Benefi t Amount: � $ 250 � $ 500 � $ 1,000 � $ 1,500 � $ 2,000 � $ 2,500

Application to 
American National Life Insurance Company of Texas • P.O. Box 696870 • San Antonio, Texas 78269

1. Special Requests:  Mail Policy to Applicant:    � Yes    � No  Requested Effective Date:__________________

3. Home Address:  ___________________________________________________City:_________________State:_______Zip Code:____________
    Home Phone: (_____)________________Cellular: (____)______________Email Address:____________________________________________

Please Print  -  Use Black Ink    � New Policy � Reinstatement Existing #: __________________ � Change Existing _______________

2. Please print the full name of all Proposed Insureds (use additional sheet and attach if needed).

Last, First, Middle Initial Occupation Relationship Sex
M/F Date of Birth Age Height Weight Social Security Number

  1. Applicant

  2. Spouse

  3.
  4.
  5.
  6.

Base Plan Annual Premium:

Mode:  � Annual        � Quarterly        � Semi-Annual        � Monthly PAC      � List Bill   Total Annual Premium:

           Total Premium Collected with Application:

6. Is any Proposed Insured or family member of the household an expectant mother or expectant father?......................................
7. Within the past 2 years, has any Proposed Insured had symptoms, treatment, or been recommended to have treatment for:  
   Alcohol or Drug Abuse, Alzheimer’s, Internal Cancer, COPD, Connective Tissue Disorder, Crohn’s Disease, Ulcerative 
   Colitis,Cystic Fibrosis, Dementia, Insulin Dependent Diabetes, Emphysema, Heart Attack, Heart Disease, Heart Bypass, Heart
   Stents, Hepatitis, Cirrhosis of the Liver, Hodgkins Disease, End Stage Renal Disease, Leukemia, Lupus Erythematosus,
   Multiple Sclerosis, Muscular Dystrophy, Organ Transplant (except corneal), Parkinson’s Disease, Paralysis, Peripheral Vascular
   Disease, Stroke, TIA or Amyotrophic Lateral Sclerosis (ALS)?......................................................................................................
8. Has any Proposed Insured been diagnosed by a physician, or tested positive or treated for HIV, Acquired Immune Defi ciency
   Syndrome (AIDS), AIDS Related Complex (ARC) or any other Immune Disorder?...........................................................................
9. Has any Proposed Insured been advised to be admitted to a hospital, nursing home, clinic, or other institution for diagnosis or
   treatment, or had surgery or medical tests recommended, but not yet performed?........................................................................

� Yes   � No

� Yes   � No

� Yes   � No

� Yes   � No
ANL-GAPAPP6(AR)            Page 1

Optional Benefi ts:
 Critical Illness Rider :  � $5,000  � $10,000

 Critical Illness Benefi ciary: __________________________________ Relationship _________________

Outpatient Diagnostic Imaging Rider: � $2,000 � $3,500
Outpatient Surgical Rider: � Option A � Option B

MEDICAL HISTORY AND RELATED INFORMATION

4. 

This plan can not be issued to any person who answers “yes” to question  6, 7, 8, or 9.  Do not apply for coverage for this person.

5. Does any Proposed Insured currently have more than one Medical Expense and/or Hospital Indemnity Policy with this or 
   any other company)?......................................................................................................................................................................
   If Yes, please name company and give details in chart below:

Plan Type Company To Be Replaced? Plan Type Company To Be Replaced?

�  Yes   �  No �  Yes   �  No
�  Yes   �  No �  Yes   �  No

� Yes   � No



Give full details below of all “Yes” answers to questions 14-16, include all dates, names and addresses of hospitals and all Physicians, nature 
of the condition or impairment, the treatment or advice given, and if released from the treatment (use additional sheet and attach if needed).

10.   Has any Proposed Insured ever been declined, restricted, rated-up, or postponed for any kind of life or health insurance with this
     or any other company?.................................................................................................................................................................
     If Yes, give details:____________________________________________________________________________________
11.   Has the Applicant used any form of tobacco within the past 12 months?...................................................................................... 
     Has the Spouse (if coverage applied for) used any form of tobacco within the past 12 months?...................................................
12.   Has any Proposed Insured within the past 2 years, taken part in: skydiving, hang gliding, parachuting, bungee jumping, rock or
     mountain climbing, scuba diving, racing (any type), motorcycle riding, professional sports, piloting aircraft (any type), or
     rodeo events?.............................................................................................................................................................................. 
     If Yes, indicate activity and give details:____________________________________________________________________
13.   Has any Proposed Insured had a driver’s license suspended, any traffi c violations, DWI/DUI/OUI’s, or been arrested within
     the past 2 years?.......................................................................................................................................................................... 
     If Yes, give details and provide Driver’s License # and state of issue:_____________________________________________

Question
Number Proposed Insured Date of Treatment

Begin     -      End
Reason for Condition 
Diagnosis, Injury, etc. Degree of Recovery Name/Address of Attending Physicians

Street, City, State

� Yes   � No

� Yes   � No
� Yes   � No

� Yes   � No

� Yes   � No

14.   Has any Proposed Insured received medical counseling, been treated in an emergency room or urgent care center, been
     admitted to any hospital, nursing home, clinic, or other institution for diagnosis or treatment within the past 2 years? ...............
15.   Has any Proposed Insured taken a medication recommended or prescribed by a Physician in the past 12 months? ................
16.   Has any Proposed Insured had symptoms of, or been treated for, any of the following within the past 2 years:

� Yes   � No
� Yes   � No

APPLICATION DECLARATION AND AGREEMENTS
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� Chest Pain � Lung/Respiratory � Intestines or Colon � Mental or Nervous Disorder
� Joints/Knees/Spine � Reproductive Organs � Kidneys
� Hernia � Gallbladder � Liver
� Prostate Disorder � Urinary Tract � Pancreas

MEDICAL HISTORY AND RELATED INFORMATION continued

ATTENTION — After this application has been completed, and before you sign it, reread it carefully to be certain that all information has been properly 
recorded.

ACKNOWLEDGMENT — If eligible for Medicare, I have received Guide to Health Insurance for People with Medicare and the Important Notice to 
Persons on Medicare.

FRAUD WARNING — Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, submits an application for insurance or 
makes a claim for the proceeds of an insurance policy containing any false, incomplete, or misleading information may be guilty of a felony.

APPLICATION DECLARATION AND AGREEMENT — Each of the undersigned represents that the answers and statements on this application 
are true, complete, and correctly recorded; and agree they will be used to determine each Proposed Insured’s eligibility for coverage under the 
health insurance plan requested hereby.  I understand and agree that:  1. all statements and answers in this application and in any supplements or 
amendments to it are complete and true;  2. any incorrect or incomplete information on this application may result in loss of coverage or claim denial;  
3. no insurance shall take effect unless a policy is issued (or this application is made to change or reinstate an existing policy, unless the change is 
approved) and actually delivered to the Applicant and the fi rst full premium paid during the lifetime and continued health of all Proposed Insureds as 
represented in this application.  I will notify and provide the Company with any evidence required by it to determine my future eligibility under the policy 
issued. 

If this application is taken over the telephone or electronically, I agree that my electronic signature serves as my original signature. 

I understand and agree that: 

1. eligibility for the Plan does not constitute initial coverage under the Plan; and 
2. initial coverage under the Plan is subject to the Company’s criteria.

Signed at ______________________________________________________________________  _______________________________ 
  City     State  Zip Code     Date     

____________________________________________________________ _______________________________________________________
       Applicant’s Signature            Spouse’s Signature
                (if coverage is requested for spouse) 

Agent Name: ___________________________________________________________ ANTEX Writing Number: ____________________________

Fax Number: _________________________________ Email Address:  _____________________________________________________________



I hereby authorize any: physician, medical practitioner, hospital, clinic or other medical related facility, insurance company, insurance support 
organization, business partner, pharmacy, government agency, group policyholder, employer, benefi t plan administrator, the MIG, Inc., the Department 
of Motor Vehicle Registration, and paramedical facility to provide to AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS, or to any agent, 
attorney, consumer reporting agency or independent administrator, including medical record retrieval services or pharmaceutical services, acting on 
AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS or its reinsurers’ behalf, information concerning advice, care or treatment sought 
by or provided to me and/or any other Proposed Insured for coverage, including information relating to medical history, medical conditions, treatment, 
hospitalizations or confi nements, ailments, and/or drug, alcohol or tobacco usage of the Proposed Insured. It is understood that AMERICAN NATIONAL 
LIFE INSURANCE COMPANY OF TEXAS underwriters, claim examiners, reinsurers, attorneys, or the medical director may disclose such health 
information to the aforementioned parties for purposes of underwriting, compliance, record clarifi cation or explanation, or in response to litigation, 
summons, or subpoenas. I understand that after this information is disclosed, the recipient may redisclose it, resulting in loss of protection by federal 
regulations.

I understand that: 
1. Such information will be used by AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS for underwriting and insurability determinations; 
2. I may refuse to sign this authorization and that my refusal to sign will affect my ability to obtain health insurance coverage; 
3. A picture copy or photocopy of this authorization shall be as valid as the original; and 
4. I, or my authorized representative, am entitled to receive a copy of this authorization upon request. 

This authorization is valid from the date signed for a duration of 24 months.  I understand I may revoke the authorization at any time, except to the extent 
that action has been taken in reliance on this authorization, by sending written notice to the Health Underwriting Department of AMERICAN NATIONAL 
LIFE INSURANCE COMPANY OF TEXAS, P.O. Box 1991, Galveston, Texas 77553.  I may inspect or copy any information used or disclosed under 
this authorization, if signed. If this application is taken over the phone, I agree that my electronic signature serves as my original signature. 

______________________________________________________  _______________________________________________________
Signed at City and State      Applicant’s Signature

______________________________________________________  _______________________________________________________
Date        Spouse’s Signature (if coverage is requested for spouse)

______________________________________________________  _______________________________________________________
Witness        Personal Representative designated by signature above is hereby authorized
        to execute this instrument based on:  (circle one) power of attorney, guardian-
        in-fact, guardian, payee representative or other_______________________. 

AUTHORIZATION TO OBTAIN, RELEASE AND DISCLOSE MEDICAL INFORMATION

BILLING INFORMATION

Any Name                      Check No. 1001
123 Any Street
Any Town, ST

_______________________________________$ ________
Pay to the Order of
___________________________________________Dollars

Routing No.  Account No.
01010101  01010101 

gg
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Payment Mode:     � Annual   � Semi-Annual  
  � Quarterly   � Monthly Electronic Debit  

� Cash collected with Application  $_____________ � Draft Initial Premium $_____________

Monthly Electronic Withdrawals
          Desired withdrawal date (1-28) _____________ � Checking  � Savings
      (Funds to be withdrawn from the account number shown on a CWA, otherwise, submit a copy
      of a voided check or deposit slip to establish a different account for premium withdrawal.)

          Bank Name:__________________________________________________________________________

          City:_______________________________________________________State:_____________________

          Routing Number:____________________________ Account Number: ____________________________
    

Credit Card Information
Credit Card Payment for Initial Premium Only.  Payment Amount $_____________ � VISA  � Mastercard  � Discover Card

Credit Card Number:__________________________________________________________       Expiration Date:____________________________

Three Digit Code on Back of Card: _________________ Print Name of Cardholder: __________________________________________________

Billing Address: __________________________________________________ City: _____________________________ State:____ Zip: __________

Cardholder Signature: __________________________________________  If Insurance Premium Payor is not Applicant please provide the following:

Name:________________________________________________ Address:_________________________________________________________

City:__________________________________________________ State:_________Zip Code:___________ Phone: (____)_____________________



Federal and state law requires notifi cation that, in connection with your application, we may request an investigative consumer 
report.  In addition, such a report may be requested subsequently to update our records or if you apply for additional coverage.  
Upon written request, we will inform you whether or not an investigative consumer report was requested and, if such a report 
was requested, the address and telephone number of the investigative agency to which the request was made.  By contacting 
the local offi ce and providing proper identifi cation, you may inspect or receive a copy of such report.  Typically, the report 
will contain information as to character, general reputation, personal characteristics and mode of living, which information is 
obtained through an interview with you or an adult member of you family, employers or business associates, fi nancial sources, 
friends, neighbors or other with whom you are acquainted.  The information will consist, when applicable, of a confi rmation 
or your identity, age, residence, marital status and past and present employment including occupational duties, fi nancial 
information, driving record, sports and recreational activities, health history, use of alcohol or drugs, if any, living conditions 
and type of community.

FAIR CREDIT REPORTING ACT (FCRA) PRE-NOTIFICATION

Information regarding your insurability will be treated as confi dential.  American National Life Insurance Company of Texas, 
or its reinsurers may, however, make a brief report thereon to the MIB, Inc., formerly known as Medical Information Bureau, 
a not-for-profi t membership organization of insurance companies, which operates an information exchange on behalf of 
its members.  If you apply to another MIB member company for life or health insurance coverage, or a claim for benefi ts is 
submitted to such a company, MIB, upon request, will supply such company with the information in its fi le.

Upon receipt of a request from you MIB will arrange disclosure of any information it may have in your fi le.  Please contact MIB 
at 866-692-6901 (TTY 866-346-3642).  If you question the accuracy of information in MIB’s fi le, you may contact MIB and 
seek a correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act.  The address of MIB’s 
information offi ce is 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734.

American National Life Insurance Company of Texas, or its reinsurers, may also release information in its fi le to other insurance 
companies to who you may apply for life or health insurance, or to whom a claim for benefi ts may be submitted.  Information 
for consumers about MIB may be obtained on its website at www.mib.com.

MEDICAL INFORMATION BUREAU (MIB) PRE-NOTIFICATION

THIS PAGE IS TO BE LEFT WITH THE APPLICANT AT THE POINT OF SALE
ANL-GAPAPP6(AR)
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AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS 
ONE MOODY PLAZA 
GALVESTON, TEXAS 

 
 

READABILITY CERTIFICATION 
 
 
 
 

We hereby certify that form ANL-GAPAPP6(AR)  has (have) achieved a Flesch scale readability 
score that meets the minimum reading ease score as required by the state of Arkansas. 
 
 
 
 
       
 
 
 
      James P. Stelling 
      Vice President, Health Compliance 
 
 
 
 
Date:  September 15, 2011 
 
 
 



I am applying for:
    Base Plan Daily Benefi t Amount: � $ 100 � $ 250 � $ 500 AD&D Benefi ciary:__________________________________

Emergency Room Benefi t: � $ 250 � $ 500 AD&D Benefi ciary Relationship:________________________

 Initial Daily Benefi t Period: � 2 Days � 5 Days � 10 Days

 Initial Daily Benefi t Amount: � $ 250 � $ 500 � $ 1,000 � $ 1,500 � $ 2,000 � $ 2,500

Application to 
American National Life Insurance Company of Texas • P.O. Box 696870 • San Antonio, Texas 78269

1. Special Requests:  Mail Policy to Applicant:    � Yes    � No  Requested Effective Date:__________________

3. Home Address:  ___________________________________________________City:_________________State:_______Zip Code:____________
    Home Phone: (_____)________________Cellular: (____)______________Email Address:____________________________________________

Please Print  -  Use Black Ink    � New Policy � Reinstatement Existing #: __________________ � Change Existing _______________

2. Please print the full name of all Proposed Insureds (use additional sheet and attach if needed).

Last, First, Middle Initial Occupation Relationship Sex
M/F Date of Birth Age Height Weight Social Security Number

  1. Applicant

  2. Spouse

  3.
  4.
  5.
  6.

Base Plan Annual Premium:

Mode:  � Annual        � Quarterly        � Semi-Annual        � Monthly PAC      � List Bill   Total Annual Premium:

           Total Premium Collected with Application:

6. Is any Proposed Insured or family member of the household an expectant mother or expectant father?......................................
7. Within the past 2 years, has any Proposed Insured had symptoms, treatment, or been recommended to have treatment for:  
   Alcohol or Drug Abuse, Alzheimer’s, Internal Cancer, COPD, Connective Tissue Disorder, Crohn’s Disease, Ulcerative 
   Colitis,Cystic Fibrosis, Dementia, Insulin Dependent Diabetes, Emphysema, Heart Attack, Heart Disease, Heart Bypass, Heart
   Stents, Hepatitis, Cirrhosis of the Liver, Hodgkins Disease, End Stage Renal Disease, Leukemia, Lupus Erythematosus,
   Multiple Sclerosis, Muscular Dystrophy, Organ Transplant (except corneal), Parkinson’s Disease, Paralysis, Peripheral Vascular
   Disease, Stroke, TIA or Amyotrophic Lateral Sclerosis (ALS)?......................................................................................................
8. Has any Proposed Insured been diagnosed by a physician, or tested positive or treated for HIV, Acquired Immune Defi ciency
   Syndrome (AIDS), AIDS Related Complex (ARC) or any other Immune Disorder?...........................................................................
9. Has any Proposed Insured been advised to be admitted to a hospital, nursing home, clinic, or other institution for diagnosis or
   treatment, or had surgery or medical tests recommended, but not yet performed?........................................................................

� Yes   � No

� Yes   � No

� Yes   � No

� Yes   � No
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Optional Benefi ts:
 Critical Illness Rider :  � $5,000  � $10,000

 Critical Illness Benefi ciary: __________________________________ Relationship _________________

Outpatient Diagnostic Imaging Rider: � $2,000 � $3,500
Outpatient Surgical Rider: � Option A � Option B

MEDICAL HISTORY AND RELATED INFORMATION

4. 

This plan can not be issued to any person who answers “yes” to question  6, 7, 8, or 9.  Do not apply for coverage for this person.

5. Does any Proposed Insured currently have more than one Medical Expense and/or Hospital Indemnity Policy with this or 
   any other company)?......................................................................................................................................................................
   If Yes, please name company and give details in chart below:

Plan Type Company To Be Replaced? Plan Type Company To Be Replaced?

�  Yes   �  No �  Yes   �  No
�  Yes   �  No �  Yes   �  No

� Yes   � No

GP4J03
Highlight

GP4J03
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GP4J03
Highlight

GP4J03
Highlight



Give full details below of all “Yes” answers to questions 14-16, include all dates, names and addresses of hospitals and all Physicians, nature 
of the condition or impairment, the treatment or advice given, and if released from the treatment (use additional sheet and attach if needed).

10.   Has any Proposed Insured ever been declined, restricted, rated-up, or postponed for any kind of life or health insurance with this
     or any other company?.................................................................................................................................................................
     If Yes, give details:____________________________________________________________________________________
11.   Has the Applicant used any form of tobacco within the past 12 months?...................................................................................... 
     Has the Spouse (if coverage applied for) used any form of tobacco within the past 12 months?...................................................
12.   Has any Proposed Insured within the past 2 years, taken part in: skydiving, hang gliding, parachuting, bungee jumping, rock or
     mountain climbing, scuba diving, racing (any type), motorcycle riding, professional sports, piloting aircraft (any type), or
     rodeo events?.............................................................................................................................................................................. 
     If Yes, indicate activity and give details:____________________________________________________________________
13.   Has any Proposed Insured had a driver’s license suspended, any traffi c violations, DWI/DUI/OUI’s, or been arrested within
     the past 2 years?.......................................................................................................................................................................... 
     If Yes, give details and provide Driver’s License # and state of issue:_____________________________________________

Question
Number Proposed Insured Date of Treatment

Begin     -      End
Reason for Condition 
Diagnosis, Injury, etc. Degree of Recovery Name/Address of Attending Physicians

Street, City, State

� Yes   � No

� Yes   � No
� Yes   � No

� Yes   � No

� Yes   � No

14.   Has any Proposed Insured received medical counseling, been treated in an emergency room or urgent care center, been
     admitted to any hospital, nursing home, clinic, or other institution for diagnosis or treatment within the past 2 years? ...............
15.   Has any Proposed Insured taken a medication recommended or prescribed by a Physician in the past 12 months? ................
16.   Has any Proposed Insured had symptoms of, or been treated for, any of the following within the past 2 years:

� Yes   � No
� Yes   � No

APPLICATION DECLARATION AND AGREEMENTS
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� Chest Pain � Lung/Respiratory � Intestines or Colon � Mental or Nervous Disorder
� Joints/Knees/Spine � Reproductive Organs � Kidneys
� Hernia � Gallbladder � Liver
� Prostate Disorder � Urinary Tract � Pancreas

MEDICAL HISTORY AND RELATED INFORMATION continued

ATTENTION — After this application has been completed, and before you sign it, reread it carefully to be certain that all information has been properly 
recorded.

ACKNOWLEDGMENT — If eligible for Medicare, I have received Guide to Health Insurance for People with Medicare and the Important Notice to 
Persons on Medicare.

FRAUD WARNING — Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, submits an application for insurance or 
makes a claim for the proceeds of an insurance policy containing any false, incomplete, or misleading information may be guilty of a felony.

APPLICATION DECLARATION AND AGREEMENT — Each of the undersigned represents that the answers and statements on this application 
are true, complete, and correctly recorded; and agree they will be used to determine each Proposed Insured’s eligibility for coverage under the 
health insurance plan requested hereby.  I understand and agree that:  1. all statements and answers in this application and in any supplements or 
amendments to it are complete and true;  2. any incorrect or incomplete information on this application may result in loss of coverage or claim denial;  
3. no insurance shall take effect unless a policy is issued (or this application is made to change or reinstate an existing policy, unless the change is 
approved) and actually delivered to the Applicant and the fi rst full premium paid during the lifetime and continued health of all Proposed Insureds as 
represented in this application.  I will notify and provide the Company with any evidence required by it to determine my future eligibility under the policy 
issued. 

If this application is taken over the telephone or electronically, I agree that my electronic signature serves as my original signature. 

I understand and agree that: 

1. eligibility for the Plan does not constitute initial coverage under the Plan; and 
2. initial coverage under the Plan is subject to the Company’s criteria.

Signed at ______________________________________________________________________  _______________________________ 
  City     State  Zip Code     Date     

____________________________________________________________ _______________________________________________________
       Applicant’s Signature            Spouse’s Signature
                (if coverage is requested for spouse) 

Agent Name: ___________________________________________________________ ANTEX Writing Number: ____________________________

Fax Number: _________________________________ Email Address:  _____________________________________________________________



I hereby authorize any: physician, medical practitioner, hospital, clinic or other medical related facility, insurance company, insurance support 
organization, business partner, pharmacy, government agency, group policyholder, employer, benefi t plan administrator, the MIG, Inc., the Department 
of Motor Vehicle Registration, and paramedical facility to provide to AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS, or to any agent, 
attorney, consumer reporting agency or independent administrator, including medical record retrieval services or pharmaceutical services, acting on 
AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS or its reinsurers’ behalf, information concerning advice, care or treatment sought 
by or provided to me and/or any other Proposed Insured for coverage, including information relating to medical history, medical conditions, treatment, 
hospitalizations or confi nements, ailments, and/or drug, alcohol or tobacco usage of the Proposed Insured. It is understood that AMERICAN NATIONAL 
LIFE INSURANCE COMPANY OF TEXAS underwriters, claim examiners, reinsurers, attorneys, or the medical director may disclose such health 
information to the aforementioned parties for purposes of underwriting, compliance, record clarifi cation or explanation, or in response to litigation, 
summons, or subpoenas. I understand that after this information is disclosed, the recipient may redisclose it, resulting in loss of protection by federal 
regulations.

I understand that: 
1. Such information will be used by AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS for underwriting and insurability determinations; 
2. I may refuse to sign this authorization and that my refusal to sign will affect my ability to obtain health insurance coverage; 
3. A picture copy or photocopy of this authorization shall be as valid as the original; and 
4. I, or my authorized representative, am entitled to receive a copy of this authorization upon request. 

This authorization is valid from the date signed for a duration of 24 months.  I understand I may revoke the authorization at any time, except to the extent 
that action has been taken in reliance on this authorization, by sending written notice to the Health Underwriting Department of AMERICAN NATIONAL 
LIFE INSURANCE COMPANY OF TEXAS, P.O. Box 1991, Galveston, Texas 77553.  I may inspect or copy any information used or disclosed under 
this authorization, if signed. If this application is taken over the phone, I agree that my electronic signature serves as my original signature. 

______________________________________________________  _______________________________________________________
Signed at City and State      Applicant’s Signature

______________________________________________________  _______________________________________________________
Date        Spouse’s Signature (if coverage is requested for spouse)

______________________________________________________  _______________________________________________________
Witness        Personal Representative designated by signature above is hereby authorized
        to execute this instrument based on:  (circle one) power of attorney, guardian-
        in-fact, guardian, payee representative or other_______________________. 

AUTHORIZATION TO OBTAIN, RELEASE AND DISCLOSE MEDICAL INFORMATION

BILLING INFORMATION

Any Name                      Check No. 1001
123 Any Street
Any Town, ST

_______________________________________$ ________
Pay to the Order of
___________________________________________Dollars

Routing No.  Account No.
01010101  01010101 

gg
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Payment Mode:     � Annual   � Semi-Annual  
  � Quarterly   � Monthly Electronic Debit  

� Cash collected with Application  $_____________ � Draft Initial Premium $_____________

Monthly Electronic Withdrawals
          Desired withdrawal date (1-28) _____________ � Checking  � Savings
      (Funds to be withdrawn from the account number shown on a CWA, otherwise, submit a copy
      of a voided check or deposit slip to establish a different account for premium withdrawal.)

          Bank Name:__________________________________________________________________________

          City:_______________________________________________________State:_____________________

          Routing Number:____________________________ Account Number: ____________________________
    

Credit Card Information
Credit Card Payment for Initial Premium Only.  Payment Amount $_____________ � VISA  � Mastercard  � Discover Card

Credit Card Number:__________________________________________________________       Expiration Date:____________________________

Three Digit Code on Back of Card: _________________ Print Name of Cardholder: __________________________________________________

Billing Address: __________________________________________________ City: _____________________________ State:____ Zip: __________

Cardholder Signature: __________________________________________  If Insurance Premium Payor is not Applicant please provide the following:

Name:________________________________________________ Address:_________________________________________________________

City:__________________________________________________ State:_________Zip Code:___________ Phone: (____)_____________________



Federal and state law requires notifi cation that, in connection with your application, we may request an investigative consumer 
report.  In addition, such a report may be requested subsequently to update our records or if you apply for additional coverage.  
Upon written request, we will inform you whether or not an investigative consumer report was requested and, if such a report 
was requested, the address and telephone number of the investigative agency to which the request was made.  By contacting 
the local offi ce and providing proper identifi cation, you may inspect or receive a copy of such report.  Typically, the report 
will contain information as to character, general reputation, personal characteristics and mode of living, which information is 
obtained through an interview with you or an adult member of you family, employers or business associates, fi nancial sources, 
friends, neighbors or other with whom you are acquainted.  The information will consist, when applicable, of a confi rmation 
or your identity, age, residence, marital status and past and present employment including occupational duties, fi nancial 
information, driving record, sports and recreational activities, health history, use of alcohol or drugs, if any, living conditions 
and type of community.

FAIR CREDIT REPORTING ACT (FCRA) PRE-NOTIFICATION

Information regarding your insurability will be treated as confi dential.  American National Life Insurance Company of Texas, 
or its reinsurers may, however, make a brief report thereon to the MIB, Inc., formerly known as Medical Information Bureau, 
a not-for-profi t membership organization of insurance companies, which operates an information exchange on behalf of 
its members.  If you apply to another MIB member company for life or health insurance coverage, or a claim for benefi ts is 
submitted to such a company, MIB, upon request, will supply such company with the information in its fi le.

Upon receipt of a request from you MIB will arrange disclosure of any information it may have in your fi le.  Please contact MIB 
at 866-692-6901 (TTY 866-346-3642).  If you question the accuracy of information in MIB’s fi le, you may contact MIB and 
seek a correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act.  The address of MIB’s 
information offi ce is 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734.

American National Life Insurance Company of Texas, or its reinsurers, may also release information in its fi le to other insurance 
companies to who you may apply for life or health insurance, or to whom a claim for benefi ts may be submitted.  Information 
for consumers about MIB may be obtained on its website at www.mib.com.

MEDICAL INFORMATION BUREAU (MIB) PRE-NOTIFICATION

THIS PAGE IS TO BE LEFT WITH THE APPLICANT AT THE POINT OF SALE
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