
1. Proposed Insured’s Name (Last, First, Middle Initial) 7. Owner’s Name (Last, First, Middle Initial)

2.  Proposed Insured’s Address 8. Owner’s Address

City                                                                     State             Zip    City                                                                     State             Zip

3.  Sex   
� Male  � Female

4. Telephone Number 9. Owner’s E-mail Address

5. Social Security Number 6. Date of Birth 10. Relationship to Insured 11. Owner’s Social Security Number

12. Primary Beneficiary Name Relationship 13. Contingent Beneficiary Name Relationship

14. Plan Name 15.Face Amount 16. Payment Period:  � 1 Year  � 5 Year  � 10 Year  � 20 Year  � Life

17. Is this insurance intended to replace existing life insurance or annuities?                        18.  If “Yes”, Name of Company:
� Yes     � No     If “Yes”, complete required replacement form(s) if any and attach.

19.   Payment Method: 20. Frequency: 21. Premium: 22.   Automatic Premium
�PAC �Monthly �Quarterly w/App $ Loan Elected?
�Single Pay  �Direct Pay �Semi-Annually � Annually Modal $ � Yes     � No

Americo Financial Life and Annuity Insurance Company
Home Office: Dallas, Texas  •  Administrative Office: P.O. Box 410288, Kansas City, MO 64141-0288

Life Insurance Application

Health Information Yes No
� �
� �

� �
� �
� �
� �
� �

� �

� �

Authorization and Acknowledgment
I represent that the statements and answers given in the application are true, complete and correctly recorded, to the best of my knowledge and belief.  I

agree that the company can rely on these statements.  Any policy issued on this application will be deemed to be delivered in and governed by the laws of the
jurisdiction in which this application was signed.

By completing the Health Information questions and signing the application, any medical practitioner/facility, insurer, or governmental agency is authorized to give
Americo Financial Life and Annuity Insurance Company records or information regarding the Proposed Insured’s health to determine eligibility for insurance. This
authorization is limited to matters related to the Health Information questions and shall be valid for 24 months from the date signed. It is the Company’s practice to
prohibit third parties who lawfully receive nonpublic health information from redisclosing or reusing the disclosed information. A photographic copy of this authorization
shall be as valid as the original. I understand that I (or my authorized representative) am entitled to a copy of this authorization form.

I understand that disclosure of information to the Company may subject the information to redisclosure in accordance with the Company’s privacy policy and MIB,
Inc. rules.  This authorization may be revoked; however, it may not be revoked during the contestability period of the policy or to the extent the Company has taken
action in reliance on this authorization.  Notice of revocation may be sent, in writing, to the Company at its Administrative Office address.
Signed at Date

Signature of Proposed Insured Signature of Owner
Agent Statement
Do you have knowledge or reason to believe that replacement of existing insurance is involved?  � Yes     � No
If “Yes”, provide Company Name:                                                                                           If “Yes”, complete required replacement form(s) if any and attach.
I hereby certify that I have personally seen and asked each question on this application to the Proposed Insured(s), and I have truly and accurately recorded
on the application the information supplied by him/her.

Agent Signature(s) Print Agent Name(s) Agent Phone Number(s) Agent Number(s) %

X X

X
X

ATX5075 (11/04)

23. Will the following HEALTH QUESTIONS be answered? ................................................................................................................................
24. Are you currently hospitalized or confined to a nursing home or long term care facility? ..................................................................................
25. Within the past three (3) years have you:

a) been diagnosed by a physician as having or hospitalized for a heart attack, congestive heart failure, angina pectoris, stroke,
or cancer other than of the skin? ..............................................................................................................................................................

b) been treated for or taken medication for Alzheimer’s disease, drug or alcohol dependency, or cirrhosis of the liver ....................................
c) been treated for or taken medication for kidney failure or a chronic kidney disorder including dialysis? ......................................................
d) had any amputation caused by disease or been advised to have any surgical procedure which has not been performed? .......................
e) had emphysema or chronic obstructive pulmonary (lung) disease? .........................................................................................................

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

27. Within the past 24 months have you been hospitalized for diabetes or complications associated with diabetes such as heart disease,
high blood pressure, kidney insufficiency, eye disorders or peripheral vascular disease? ..............................................................................

If the health questions are not answered or if you answered “YES” to any of the health questions (25-28) a contract with a limited death benefit during the first two
years of payments will be issued.  The limited death benefit will be equal to: a) the premiums paid plus 5% in Year 1, and b) the greater of 50% of the ultimate sum
insured or the premiums paid plus 10% in Year 2.  If you answered “NO” to all the health questions (25-28) a contract with full coverage will be issued.



FOR NEW BUSINESS APPLICATIONS - Unless otherwise requested, premium will be drafted from your account immediately upon
underwriting approval.

Signature (as it appears on bank records) Date

Please tape a voided check (for checking account) or
deposit slip (for savings account) here.

As a convenience to me, I hereby request and authorize the banking institution below (the “Bank”) to pay and charge to my account drafts on
my account by and payable to the order of the company who issued or assumed the policy listed below (the “Company”) administering my
insurance policy provided there are sufficient collected funds in said account to pay the same upon presentation.  I agree that the Bank’s
rights in respect to such draft shall be the same as if it were a check drawn on the bank and signed personally by me.  This authority is to
remain in effect until revoked by me in writing and until the Bank actually receives such notice.  I agree that the Bank shall be fully protected
in honoring any such draft.  I further agree that if any such draft be dishonored, whether with or without cause and whether intentionally or
inadvertently, the Bank shall be under no liability whatsoever.  Should any draft not be honored by the Bank upon presentation, I understand
that this method of payment may be terminated.

I understand also that my insurance policy may lapse if said draft is returned unpaid by my Bank or if I discontinue payments prior to receiv-
ing confirmation of draft processing from the Company.

Final Expense
Americo Financial Life and Annuity Insurance Company

Home Office: Dallas, Texas  •  Administrative Office: P.O. Box 410288, Kansas City, MO 64141-0288
Request for Pre-Authorized Check (PAC)

� Checking � Savings
(attach voided check) (attach deposit slip)

Acknowledgement of Payment

This acknowledges payment from __________________________________________________ in the sum of $ ___________________
in connection with the Life Insurance Contract applied for from Americo Financial Life and Annuity Insurance Company.  If all of the
following terms are met in full, insurance under the terms of the policy applied for will become effective from the date of the application: (1)
All representations made in the application must be true and complete in all material respects and (2) the amount shown above must be
equal to at least the first full modal premium for insurance.  If all the terms are not met in full, the Company’s only liability will be to refund
the amount for which this Acknowledgment of Payment was given.

Date Agent

Proposed Insured Applicant (If Other Than Proposed Insured)

THIS PAGE DOES NOT FORM A PART OF THE APPLICATION.


