SPECIAL REQUIREMENT FOR HIV/AIDS TESTING
If Protective Life intends to test for the presence of antibodies to the Human Immunodeficiency Virus (HIV), which is the virus that
has been associated with Acquired Immune Deficiency Syndrome (AIDS), Protective Life may require a separate authorization. |
(we) hereby authorize Protective Life:

a. to obtain and use the results of any HIV tests that | (we) separately authorize.

b. (if permitted by law) to disclose the results of any tests to its reinsurers and MIB.
GENERAL INFORMATION

a. This authorization shall be valid for 24 months from the Date of Authorization shown below, or for the time limit, if any,
permitted by applicable law in the state where the policy is delivered or issued for delivery, whichever period is shorter, or,
in the event of a claim for benefits, for the duration of such claim.

b. During the evaluation of my (our) insurance application, | (we) understand that | (we) have the right to revoke the
authorizations in the previous sections (above) by writing to Protective Life at P.O. Box 830619 « Birmingham, Alabama
35283-0619. If this authorization is revoked, this would result in the file being closed and no coverage provided.

¢. | understand | do not have to sign this authorization in order to obtain health care benefits (treatment, payment or
enroliment).

d. | (we)understand that any information about me (us) that is disclosed pursuant to this authorization may be subject to re-
disclosure and no longer covered by certain federal rules governing privacy and confidentiality of health information. The
information contained in these medical and financial records will be held in confidence and may be used only for the
purpose of the procurement, or underwriting for the possible procurement or the evaluation of life, health, long term care,
or other insurance products.

e. | (we) understand that my (our) personal information, including my (our) protected health information disclosed under this
authorization will be incorporated into and made a part of any life and/or disability insurance policy(ies) issued by the
Company and that the policy(ies) will be delivered to the policy owner.

f. | acknowledge that any agreements | have made to restrict my protected health information do not apply to this
authorization and | instruct any physician, health care professional, hospital, clinic, medical facility, or other health care
provider to release and disclose my entire medical record without restriction. Any modifications to this authorization may

preclude Protective Life’s ability to process this application.
AUTHORIZATIONS AND INVESTIGATIVE CONSUMER REPORT

O | (we) have been given a copy of this Authorization to Obtain and Disclose Information along with the Description of
Information Practices.

O | (we) would like to be interviewed if an investigative consumer report will be made. (Please refer to the Description of
Information Practices for additional information regarding the interview for an Investigative Consumer Report.)

THIS AUTHORIZATION MUST BE SIGNED WITHOUT MODIFICATION AND RETURNED WITH THE
APPLICATION BEFORE PROCESSING.

Date of Authorization: X

List Health Care Providers
@
posed Insured 1 (Signature) Print Name of Proposed Insured 1  Birthdate Social Security Number
X
Proposed Insured 2 (Signature) Print Name of Proposed Insured 2  Birthdate Sacial Security Number
X
If Minor, Print Name Parent or Legal Guardian (Signature)  Print Name of Parent or Legal Guardian
Home Office — ORIGINAL Applicant - COPY
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l \ Protective Life Insurance Company

P.O. Box 830619

P rote Ct i Ve o Birmingham, AL 35283-0619

SUPPLEMENT TO LIFE INSURANCE APPLICATION APPLICATION SUPPLEMENT - PART

The statements and answers to the questions listed below shall become a part of the attached application; shall be subject to the terms of the
attached application; and shall become a part of any policy based on this application.

Print Name of Proposed Insured(s):

For any policy to be issued as a result of this application: Yes No

1)  Will anyone other than the Insured, his or her family, or employer/business partner pay any portion of the initial or
future premiums or obtain any right, title or interest in this policy? o
If Yes, complete the “Statement of Owner Intent” (Application Supplement — Part Il)

(2)  Will any portion of the initial or future premiums be borrowed, loaned or otherwise financed? O
If Yes, complete the “Premium Financing Disclosure” (Disclosure and Acknowledgement)

(3) Wil a trust, including family trust, own this policy? o
If Yes, complete the “Trust Certification” (Application Supplement — Part I1f)

{4) Is the Proposed Insured age 65 or older AND total coverage applied for across all Protective companies m}
$1,000,000 or more?
If Yes, complete the “Statement of Owner Intent” (Application Supplement — Part Il)

O 0O o o

| (We) have read or have had read to me (us) the completed Supplement before signing below. All statements and answers in the
Supplement are correctly recorded and are full, complete and true to the best of my (our) knowledge and belief. | (We) understand that
the information being provided in this Supplement is being relied upon in considering the application for life insurance and is subject to
the applicable Fraud Statement as provided in the Application for Life Insurance.

Signed in this day of
(State) (Month) (Year)
Signature(s) of Proposed Insured(s): _—> @ < vannne)
X < sovwess)
Signature(s) of Owner(s)/Trustee(s): X wne |
(provide officer’s title if policy B

is owned by a corporation) X )
Signature of Witness: X < sonnese)

|

PRODUCER CERTIFICATION

By signing below, | hereby certify that to the best of my knowledge and belief, the information provided herein is complete, accurate, and correct
and that the life insurance being applied for conforms to the Company’s guidelines.

Signed at:
(City and State) Date
X <o)
Producer Signature Producer Name (Print)
ICC14-PL701 10/2014
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SECTION VII: SPECIAL REMARKS AND DETAILS TO ANY YES ANSWERS

(Must be answered if applicable.)
\For each Yes answer, provide Section Number, Question Number, Name of the Proposed Insured, Date, Details or Reason. Include Any
\Attending Physician, Hospital or Medical Facility Name, Address and Phone Number.

DECLARATIONS
| (We) have read or have had read fo me (us) the completed Application before signing below. | (We) represent that all statements and
answers made in all parts of this application are full, complete and true, to the best of my (our) knowledge and belief. ltis agreed that:
1. All such statements and answers shall be the basis of any insurance issued, and my (our) answers are material to the dedision as b
whether the risk is accepted by Protective Life.
2 No representative or medical examiner can make, alter or discharge any contract, accept risks, or waive Protective Life’s rights or

requirements.

3. Acceptance of a policy by the Owner shall constitute ratification of any changes made by the Company. In those states where it is required,
changes as fo plan, amount, age at issue, dassification or benefits wil be made only with the Owner’s written consent.

4. No insurance shall take effect unless: (1) a policy is delivered to the Owner; (2) the full first premium is paid while the proposed insured(s) is
(are) alive; and (3) there has been no change in health and insurabiity from that described in this application. However, if the premium is
paid as set forth in the attached Conditional Receipt Agreement and the Conditional Receipt Agreement is delivered to the Owner, the
terms of the Conditional Receipt Agreement shall apply. No representative or medical examiner has any authority to waive or to alter these
terms and conditions or to bind coverage under any other circumstances.

5. | have reviewed the attached Conditional Receipt Agreement and understand and agree that it provides a limited amount of life insurance
for a limited period of time, and that such coverage is subject to the terms and conditions set forth in the Conditional Receipt Agreement.

6. The representative taking this application has made no statement or representation different from, contrary to or in addition to these
Dedarations and the terms and conditions of the attached Conditional Receipt Agreement.

IMPORTANT INFORMATION ABOUT IDENTIFICATION VERIFICATION
To help the govemment fight the funding of terrorism and money laundering activities, Federal Law requires all financial
institutions to obtain, verify, and record information of its customers. We may ask for information or identifying documents
that will allow us to verify the identity of our customers.

Any person who knowingly 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 conceming
any fact material thereto commits a fraudulent insurance act, which may be a crime and may subject such person to criminal and

civil penalties according to state law.
Signed At Date
(City and State)
Z Signature of Proposed Insured 1 Signature of Proposed Insured 2
Signed At Date
(City and State)
) )
Signature of Owner, If Other than Proposed Insured Signature of Representative
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OTHER SOURCES OF INFORMATION:
For mara information about HIV or AIDS you may ask a doctor, & nurse, a counselor, or call the Ohio AIDS Hotiine at 1-800-332-AIDS (2437).
The hotiine is a free call,

CONSENT FOR HIV TESTING:

I'have read and t understand this HIV test informed consent form. | voluntarily consent to the withdrawal of blood of to the providing of another
bodily fiuid sample, the testing of my blood or athar badily fluid for HIV antihodies, and the disclosure of the test results a described above. | wil
be given & copy of this form. This consent is valid for ninety {90) deys from the day of my signature below. The Insurer agrees to complete
testing and provide the authorized notifications, as appropriate, within the 90 (ninety) day period. In addition, Protective Life insurance
Company or its reinsurers will make a brief report of any personat health information to the MIS,

In the event of a positive test result;
0 Send the result to me at:

Address:

[ Tauthorize Protective Life Insurance Company to send the result 1o another parson

Nama:

Addregs:

[ | authorize Protactive Life Insurance Company to send the result to the following physician or health care provider.

Physician's Name:

Addrass:

AUTHORIZATION: & —
i (20

Name of Proposed Insured (Print) Date Signature of Proposed Insured

Signature of Legal Guardian, if any Date

Signature of Parson Obtaining Congent - Date
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