=~ . IMPORTANT NOTICE ABOUT YOUR
ﬁ Prudential

APPLICATION FOR INSURANCE
e

The Prudential Insurance Company of America
Pruce Life Insurance Company

The words “you™ and “your” refer to the primary proposed insured and policyowner or applicant, if other than the primary
proposed insured,

This notice tells you about the infarmation practices we will employ in evaluating your application for insurance. Information
about Prudential's information policies and practices relating to its customers and former customers is provided in our publication
"Your Financial Security, Your Satisfaction and Your Privacy."

COLLECTING INFORMATION FOR UNDERWRITING

We review information about you to decide if you're eligible for coverage. In addition to the application, we may get information about you
from the following sources: any required medical examination; the MIB, Inc., formerly known as Medical Information Bureau; and doctors,
hospitals, health care providers, pharmacy benefit managers, publicly accessible sources, or any other organizations or persons who have
information about you or your mental or physical health. We may obtain information, either directly or through an investigative consumer
report, by means of interviews with your neighbors, friends, or others with whom you are acquainted. This inquiry inciudes information
about your character, general reputation, personal characteristics, and mode of living. You may ask to be interviewed as well.

DISCLOSING INFORMATION

We will treat any information we obtain or have obtained about you as confidentia!. We may disclose information we have callected as
follows: to affiliates or third parties that perform services for us, or on our behalf, or that are providing service to you; to your doctor; to
insurance regulators; to law enforcement or other governmental authorities under limited circumstances; for actuarial or research studies;
or as otherwise permitted or required, with or without your autherization, by applicable law. Prudential of its reinsurers may make a brief
report to the MIB, a non-profit membership organization of life insurance companies, which operates an information exchange on behalf of
its members. If you apply to another MIB member company for fife or health insurance coverage, or a claim for benefits is submitted to
such a company, the MIB, upon request, will supply such company with the information in its file. Information about MIB may be obtained
on its website at www.mib.com. Prudential, or its reinsurers, may also release information in its file to other life insurance companies to
which you may apply for life or health insurance or to which a claim for benefits may be submitted. A consumer reporting agency that
prepares a consumer report may keep the information it has gathered and disclose it to others.

We will not disclose information we have collected to affiliates for insurance marketing purposes or to companies in our corporate family
or to non-Prudential companies to allow them to tell you about other products and services.

YOUR RIGHT TO INFORMATION

If we do not issue the contract you requested, we will tefl you and explain the reasons for our decision in writing. You have the right to
make a written request within a reasonable period of time to receive additional, detailed information about the nature and scope of any
investigative consumer report we request. You also have the right to request a written summary of your rights as a consumer from the
consumer reporting agency that prepared the report. Upon your request to the address below, we will provide you with our notice of
information practices. If you write to us at the address shown below, we will describe the information we have relating to this insurance
transaction, describe how you may get access to it, tell you about certain disclosures that may have been made, and tell you how you may
request correction, amendment or deletion of information that you dispute. If you request one, a copy of any consumer report we obtained
about you will be provided to you.

Upon receipt of a request from you, the MIB will arrange disclosure of any information it may have in your file. If you question the accuracy
of the information in the MIB's file, you may contact the MIB and seek a correction in accordance with the procedures set forth in the
federal Fair Credit Reporting Act. The address of the MIB's information office is 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts
02184-8734, toll-free telephone number (866-692-6901) [TTY # 866-346-3642 for the hearing impaired].

Customer Service Office
2101 Welsh Road
Dresher, PA 19025-1406
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@ Prudential

AUTHORIZATION TO RELEASE INFORMATION

Pruco Life Insurance Company
The Prudential Insurance Company of America
Both are Prudential Financial companies. PROPOSED INSURED NAME (PRINTX:

This Authorization was intended to compiy with the HIPAA Privacy Rule

POLICY NUMBER (IF KNOWN):

* | authorize any licensed physician, medical practitioner, hospital, clinic, other health care provider, pharmacy benefit manager, insurance company or
producer, financial or legal advisor, government agency, MIB Inc, consumer reporting agency, or other organization or person to give any information
about me, or my mental or physical health to the Company and/or its authorized agents to determine my eligibility for insurance and/or benefit

payment, and/or to contest coverage and/or to conduct legally permissible actuarial, audit and research activities. It 2/so includes moter vehicle
records,

The information authorized for release includes:

My entire medical record, including any information regarding medications used, drug and alcohol treatment, and communicable or venereal
diseases, such as hepatitis, syphilis, gonorrhea, the human immunodeficiency virus (HIV), and Acquired Immune Deficiency Syndrome (AIDS),
and the diagnosis and treatment of mental health conditions, excluding psychetherapy notes.

* For purposes of this Authorization, | hereby revoke any prior restriction on disclosure of my medical records, and authorize the release of my
entire medical record to the Company, excluding psychotherapy notes.

This Authorization may be revoked at any time by writing us at the Customer Service Office address provided in the Important Notice. The revocation
will not be valid to the extent we relied on the authorization prior to the notice of revocation. In addition, the revocation does not eifect our legal
rights under the policy to contest a claim or the policy itseff. Revocation or alteration of this Authorization may mean that we will not be abie to
complete the application process and may deny a claim for insurance.

* Once disclosed to the Company, the information will no longer be protected by the Health Insurance Portability and Accountability Act, but will be
protected by other applicable federal and state laws relating to the protection of personal information.

* This Authorization also applies to any member of my family proposed for coverage in the application & is valid for 2 years after the date befow for the
purposes stated above.

* A copy of this Authorization will be provided to me or my authorized representative by my insurance representative or the Company, either at the time

of execution or shortly thereafter. { understand my representative can tell me how and when | will receive a copy. A photocopy of this Authorization is
as valid as the original.

* Treatment, payment, enrollment in a health plan, or eligibility for health benefits may not be conditioned an signing this authorization.

* | acknowledge that | have received the Important Notice About Your Application for Insurance.
* | authorize the Company to retain and disclose information to the MIB, reinsurers, or for insurance underwriting, policyholder service or claim

handling, to others who perform services for us, or as otherwise allowed by law. Any revocation of this authorization will not impact these rights of
disclosure.

=> Signature of proposed insured X Date:
(Parent/Guardian when proposed insured age is fess than 18)
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Prudential @ Fillall(.'.ial Customer Service Office

PO Box 8660
Philadelphia, PA 191746
www.prudential.com

IMPORTANT INFORMATION ENCLOSED
REGARDING YOUR REQUEST FOR INSURANCE

Recently you met with a representative who discussed your life insurance needs, gathered information,
and completed a request for insurance. Enclosed with this sheet are important documents related to your
request. Please review these documents and file them for future reference.

If you have any questions or would like more information, please contact your representative.

Thank you for choosing us for your insurance needs.



@ Prudential HIV Test Informed Consent Form

Pruco Life Insurance Company
The Prudential Insurance Company of America .
Corporate Offices, Newark, New Jersey Policy Number:

In order for us to evaluate your eligibility for insurance coverage, we request that you provide a blood or other bodily fiuid sample for
HIV testing and analysis. The test that will be performed will determine the presence of antibodies to the HIV virus. By signing and
dating this form, you agree that the HIV antibody test may be performed on your blood or other bodily fluid sample and that
underwriting decisions may be based on the test results. A positive test result will adversely affect your insurance application. It also
may result in uninsurability for life, health, or disability insurance for which you may apply in the future.

Human Immunodeficiency Virus {HIV)

The HIV virus causes a life-threatening disorder of the immune system called Acquired Immune Deficiency Syndrome (AIDS).
Antibodies to the HIV virus are found in the blood and other bodily fluids of people who have been exposed to the virus. You do not
have to have AIDS to have antibodies against HIV. The virus is spread by sexual contact with an infected person, by exposure to
infected blood (as in needle sharing during infravenous drug use or, rarely, as a result of a blood transfusion), or from an infected
mother to her new-bomn infant.

The HIV antibody test is actually a series of tests performed upon your blood or other bedily fluid sample by a medically accepted
procedure which is extremely reliable. The testing will be performed by a licensed laboratory.

PRE-TESTING CONSIDERATIONS:
Many public heaith organizations have recommended that before taking an HIV virus antibody test a person seek counseling to
become informed about the implications of such tests. You may wish to consider counseling, at your expense, prior to being tested.

DISCLOSURE OF TEST RESULTS:
All test results are confidential, except as provided by state law. State law requires that the laboratory notify the Ohio Department of
Health of positive results.

The results of the test will be reported to the insurance company named on your application for insurance. The insurer may not by
law, release posiive test results except as provided below:

If your HiV antibody test result is normal (negative), you will not be notified. You will be notified of an abnormal (positive) test result if
you indicate that you desire a positive result be made known to you. You may also identify another person to whom you want the
positive results released,

If you want a physician or other health care provider to be notified of an abnormal HIV antibody test result, you must indicate the
name and address of that physician or provider.

Abnormal test results may be disclosed to persons hired by the insurer who participate in medical underwriting decisions of the insurer.
Abnormal test resuits may also be disclosed to affiliates of the insurer who require the results for medical underwriting purposes.

In addition, if your HIV antibody test is abnormal, a generic code signifying a non-specific blood, oral fluid {saliva) or urine
abnormality may be made known to the Medical Information Bureau, Inc. (MIB). The MIB is an organization of life and health
insurance companies which operates as an information exchange on behalf of its members. There will be no record with the MIB
that you had a positive HIV antibody test; however, there will be a record that you have some blood, oral fluid or urine abnormality. If
you apply o another MIB member company for life or health insurance coverage, the MIB, upon request, will supply the information
on you in its file to that member.

TEST RESULTS:

While a positive test result does not necessarily mean that you have AIDS, it does mean that you are at a greater risk of developing
AIDS or AIDS related conditions if you do not take appropriate medications. If you are infected with HIV, you are infectious to others.
You should seek medical follow-up care with your personal health care provider.

HIV test results are highly reliable, but not 100% accurate. If the test gives a positive result you should consider retesting in order to
confirm the result. If the test gives a negative result, there is still a small possibility you may be infected with HIV. This is most likely
to happen in recently infected persons. |t takes at least 4 to 12 weeks for a positive test result to develop after a person is infected,
and may take as long as 6 to 12 months.

OTHER SOURCES OF INFORMATION:
For more information about HIV or AIDS you may ask a doctor, a nurse, a counselor, or call the OHIO AIDS hotline at
1-800-322-AIDS (2437). The hotlineis a free call.
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Policy Number:

CONSENT FOR HIV TESTING

I have read and | understand this HIV Test Informed Consent Form. | voluntarily consent to the withdrawal of blood or to the
providing of another bodily fluid sample, the testing of my blood or other bodily fluid for HIV antibodies and the disclosure of
the test results as described above. | will be given a copy of this form. This consent is valid for ninety (90) days from the
date of my signature below. Insurer agrees to complete testing and provide the authorized notifications, as appropriate,
within this 90 (ninety) day period. :

NOTIFICATION OF POSITIVE TEST RESULT
In the event of a positive test resuit:

__Send the resulf to me at; (Address)

___lauthorize Prudential to send the result to another person: (Name)

(Address)

— | authorize Prudential to send the resuit to the following physician or health care provider:

(Physician's Name)

(Address)

Authorization

Name of Proposed Insured

Signature of Proposed Insured " Date
Signature of Legal Guardian, if any Date
Signature of Person obtaining consent Date

ORD 88624 | Ohio 2008

Proposed Insured Copy



Policy Number:

CONSENT FOR HIV TESTING

| have read and | understand this HIV Test Informed Consent Form. | voluntarily consent to the withdrawal of blood or to the
providing of another bodily fluid sample, the testing of my blood or other bodily fluid for HIV antibodies and the disclosure of
the test results as described above. | will be given a copy of this form. This consent is valid for ninety (80) days from the
date of my signature below. Insurer agrees to complete testing and provide the authorized notifications, as appropriate,
within this 90 (ninety) day period.

NOTIFICATION OF POSITIVE TEST RESULT
In the event of a positive test result:

— Send the result to me at: (Address)

_—_ |l authorize Prudential to send the result to another person; (Name)
{Address)

—l authorize Prudential to send the result to the following physician or health care provider:

(Physician's Name)
(Address)

Authorization

Name of Proposed Insured

Signature of Proposed Insured - Date
Signature of Legal Guardian, if any Date
Signature of Person obtaining consent Date
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