GROUP DECREASING TERM LIFE & ACCIDENTAL DEATH &
DISMEMBERMENT INSURANCE APPLICATION
FOR MEMBERS OF THE AMERICAN COLLEGE OF PHYSICIANS

Complete this form and send no money to:

ADMINISTRATOR

Request for.Group Insurance from: ACP MEMBER INSURANCE PROGRAM
New York Life Insurance Company PO BOX 9947 Phoenix. AZ 85068
51 Madison Ave., New York, NY 10010 Questions? Call: 1.855.749.7908

1 Member Information:

Please print in ink or type. Do not use correction fluid or gel pens. Initial and date any changes made.

Nomer LI TTTTTTTTTT] H H H L] ] H H HEEEEEEEEEREER
Name:

L NAME: LAST - FIRST
Home

s HEENERRNNNEE H H HENENNEE H H EEENNNEEEEEEN
State, zig: || L L L LI L el

Home Office

phone: (| | D01 [ =0 1] dewone | | DT L = DL tre L LD L[]

SomaISecurlty#:‘ H H ‘—‘ H ‘—‘ H H H ‘ EmallAddress:‘ ‘

Marital Status: Q Married Q Divorced Q Single Q Widow(ed) Q Civil Union* Q Domestic Partner*
*Eligibility of Domestic Partner/Civil Union partners is determined by State law.

Are you presently insured under any ACP Group Life Insurance Policies? Q Yes Q No

If “Yes,” indicate which policy(s) and provide details (person insured and amount of insurance):

(O Senior Term Life () Term Life () 10-Year Level Term Life () 20-Year Level Term Life

Details:‘ ‘
Do you or your spouse (if proposed for insurance) intend to reside outside the U.S. within the next 12 months?
Member: Yes, Countries:‘ ‘ For how Iong?‘ ‘ (ONo
Spouse: Yes, Countries: ' For how long?| " ONo
Member: paeotgin:| | 1= | I=L] | 1
Name First/Ml/Last DD YYYY

Height: DD DD in. Weight: DD]Ibs SerMQF
Spouse”; oot | (= L= [ ]|

Name (if proposed for insurance) First/Ml/Last DD YYYY
Height: DD DD in. Weight: DD] |bs. SerMQF
Chidienl oateofbint | (= | = [ || ]

Name (if proposed for insurance) First/Ml/Last DD YYYY
Height: | [ft| | |in. Weight| | | |Ibs. SerMQF

‘ ‘DateofBlrth‘ H ‘ ‘ H ‘—‘ H H H ‘

Name (if proposed for insurance) First/MI/Last DD YYYY

Height: Dth DD in. Weight: DD] lbs. Sex: Q M QF

* See Policy Details for definition of eligible dependents. If more than two children are proposed for insurance, attach a separate sheet.
Please sign and date the additional sheet.
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2 Membership Affiliation

Are you currently a member in good standing with the American College of Physicians? Q Yes Q No
Member #:

3 Insurance Requested:

(Refer to the Policy Details for eligibility, options and coverage description)
Initial Member Life Insurance Amount; $

Q Initial Member AD&D Insurance (equal to life amount)
Initial Spouse* Life Insurance Amount; $

(O Initial Child Insurance Amount: $5,000 each eligible child

Increase Member Life Insurance Amount from $ to$
Increase Member AD&D Insurance Amount: $ (not to exceed member’s Life amount)
Increase Spouse* Life Insurance Amount from $ to$

*Spouse coverage cannot exceed 50% of member’s coverage.
Note: Coverage must be in $10,000 units. Member coverage must be in force to request dependent coverage.
Do you have other life insurance in force? If “Yes,” total amount in all companies:

Member $ Spouse $
Do you have other insurance applications pending? If “Yes,” total amount in all companies:
Member $ Company
Spouse $ Company

Insurance Replacement

RESIDENTS OF NEW YORK—IMPORTANT REPLACEMENT INFORMATION: It may not be in your best interest to
replace existing life insurance policies or annuity contracts in connection with the purchase of a new life
insurance policy, whether issued by the same or a different insurance company. A replacement will occur if, as
part of your purchase of a new life insurance policy, existing coverage has been, or is likely to be, lapsed,
surrendered, forfeited, assigned, terminated, changed or modified into paid-up insurance or other forms of
benefits, loaned against or withdrawn from, reduced in value by use of cash values or other policy values,
changed in the length of time or in the amount of insurance that would continue or continued with a stoppage or
reduction in the amount of premium paid. Prior to completing a replacement transaction, you may want to contact
the insurance company or agent who sold you the life insurance or annuity contract that will be replaced, to help
you decide whether the replacement is in your best interest.

RESIDENTS OF NEW YORK: | have read the Important Replacement Information above. Is the life insurance applied for intended
to replace, in whole or in part, any existing insurance or annuity? Member QYes Q No Spouse QYes Q No

RESIDENTS OF ALL OTHER STATES: Is the insurance applied for intended to replace, discontinue or change an existing policy?

Member QYes QNO Spouse QYes QNO
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66613

4 Beneficiary Designation

(Insert name, relationship and address)
| hereby make the following beneficiary designation with respect to all the insurance on my life under this Group Decreasing Term Life

and Accidental Death and Dismemberment Insurance and, if | am already covered under the Policy, | revoke any prior designation. The
beneficiary for dependent coverage shall be the insured member. (If you wish to name a different beneficiary for spouse coverage, contact the
Administrator.) 1.) If naming more than one beneficiary, note if each is to be primary and/or secondary, and the percentage of death proceeds to
be distributed to each. 2.) If naming a trust, please indicate the full name and date of the trust. (Attach a separate sheet, if necessary.)

Q Primary Q Contingent Q %: ‘ ‘ Q Primary Q Contingent Q %: ‘ ‘

Beneficiary Name: ‘ ‘ Beneficiary Name; ‘ ‘

Last First M Last First M
Beneficiary's Relationship to Member: ‘ ‘ Beneficiary's Relationship to Member: ‘ ‘
Beneficiary Social Security #: ‘ ‘ Beneficiary Social Security #: ‘ ‘
Beneficiary Date of Birth: ‘ ‘ Beneficiary Date of Birth: ‘ ‘

Street Address: Street Address:
| | |

City:‘ ‘ State: DZip Codezz City:‘ ‘ State: DZip Code: E

5 Contact Information:

This part of the application consists of meeting with a paramedic to take a simple exam, provide clinical specimens and give your statement of
health. This data will be used for underwriting purposes by New York Life Insurance Company in determining the rate classification for which you
qualify. Send no money at this time. If you are approved for coverage, we will advise you of your rate classification, effective date of coverage
and enclose an invoice with your premium amount due.

What is the best time to contact you to arrange for a Paramedic visit to complete your Application Part Il, PARA-MED statement of health?
OAM OprM. OE-mail () Phone

Phone Number:‘ ‘ E-mailz‘

Medical Requirements: Some, not all applicants, may need a physical exam, blood test or EKG, depending upon their age and benefit level
requested. If this information is needed, we can obtain it quickly — at your convenience and without any cost to you through our professional
paramedic service. A paramedic will contact you to make an appointment.

G-29102-0 Continued on page 4 EE)
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6 Declarations:

I understand that New York Life has the right to require additional information, and, if necessary, an examination by a physician. | ask New York Life to
rely on all such statements made on this form, and any supplements to it, while considering this request. | also understand that the coverage afforded
will be in consideration of the answers and statements set forth above.

AUTHORIZATION: | hereby authorize any licensed physician, medical practitioner, hospital, pharmacy, clinic or other medical or medically related
facility, laboratory, insurance company or MIB, LLC. (“MIB"), or other organization, institution or person, that has any records or knowledge of me or
my health, to release information, including prescription drug records, maintained by physicians, benefit managers, and other sources of information to
New York Life Insurance Company, its reinsurers, its subsidiaries, or the insurance administrator about the physical and mental health of any persons
proposed for insurance, including significant history, findings and treatment but excluding psychotherapy notes for the purpose of evaluating my
application for insurance. Health information obtained will not be re-disclosed without my authorization unless permitted by law, in which case it may
not be protected under federal privacy rules. For example, New York Life may be required to provide it to insurance, regulatory, or other government
agencies. In this case, the information may no longer be protected by the rules governing your AUTHORIZATION.

A photocopy of this AUTHORIZATION and request form shall be as valid as the original. In all circumstances, my authorized agent, representative or
| may request a copy of this AUTHORIZATION. This AUTHORIZATION shall be valid for a period of 24 months from the date signed, unless sooner
revoked. The AUTHORIZATION may be revoked at any time by sending written notice to New York Life Insurance Company. My revocation will not be
effective to the extent that New York Life or any other person already has disclosed or collected information or taken other action in reliance on it, or
to the extent that New York Life has a legal right to contest a claim under an insurance certificate or the certificate itself.

By signing and dating this application, the member requests the insurance indicated; the member and any person proposed for insurance consent to
authorize the disclosure of information to and from the providers noted above and in the IMPORTANT NOTICE, including making a brief report of our
protected health information to MIB, LLC.; and attest to having read the IMPORTANT NOTICE indicated below and the Fraud Notices indicated below,
including how our information is exchanged with MIB, and that to the best of our knowledge and belief, the answers provided to the questions are true
and complete.

Memb P
saZ':atf.'rZ:X Topata [ - -[TTT]
(PLEASE SIGN AND DATE IN INK.) MM DD YYYY
s ' T d 1 4
s!°9°n"astf.fe=x *pate: | - - []]
(NECESSARY ONLY IF SPOUSE COVERAGE IS REQUESTED. PLEASE SIGN AND DATE IN INK.) MM DD YYYY
Owner Information is required if owner is other than Applicant
(If Owner is a Trust, please submit a copy of the document with this application.)
Name: LU L LT LETOEL IO PPl
Mailing (FULL NAME: LAST - FIRST - M.1.)
addvess: || [ [ [ [ [[T[[TLTLLTLITPIPPTILLTIT T TIl]]
ez L L L L LTI I LTI
Daytime
RelationshiptoProposedlnsured:‘ Phone: (‘ H H m H H ‘—‘ H H H ‘
Email Address: - aeofBith:| | [ | =[]
MM DD YYYY
TaxI.D.#:‘ ‘SociaISecurity#z‘ H H ‘—‘ H ‘—‘ H H ‘
’ Todav’
Quners ) e -0-01 1
(NECESSARY ONLY IF OTHER THAN MEMBER) MM DD YYYY
Please complete all pages and sign this page. Send no money with this application.
Once completed and dated, this should be submitted at once to: 11/20 ed.
ACP Member Insurance Program eoete GO AGIA %
P.0. Box 9947, Phoenix, AZ 85068 e 1-855-749-7808 C1399
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7 Fraud Notice:

FRAUD NOTICE—For residents of all states except those listed below: 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 may be a crime and may subject such person to criminal and civil penalties.
RESIDENTS OF CO, the following also applies: Any insurance company or agent who defrauds or attempts to defraud an
insured shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

RESIDENTS OF AL/AR/LA/RI: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison.

RESIDENTS OF CA: For your protection California law requires the following to appear on this form. Any person who
knowingly presents false or fraudulent information to obtain or amend insurance coverage or to make a claim for the
payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

FOR RESIDENTS OF D.C., WARNING: Itis a crime to provide false or misleading information to an insurer for the purpose of
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny
insurance benefits if false information materially related to a claim was provided by the applicant.

RESIDENTS OF FL: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of
claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

RESIDENTS OF KS: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance may be guilty of insurance fraud as determined by a
court of law.

RESIDENTS OF ME: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company
for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

RESIDENTS OF MD: Any person who knowingly or willfully presents a false and fraudulent claim for payment of a loss or
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may
be subject to fines and confinement in prison.

RESIDENTS OF NJ: WARNING: Any person who includes any false or misleading information on an application for an
insurance policy is subject to criminal and civil penalties.

RESIDENTS OF OK: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes
any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a
felony.

RESIDENTS OF PUERTO RICO: Any person who knowingly and with the intent to defraud presents false information in an
insurance request form, or who presents, helps or has presented a fraudulent claim for the payment of a loss or other
benefit, or presents more than one claim for the same damage or loss, will incur a felony, and upon conviction will be
penalized for each violation with a fine no less than five thousand (5,000) dollars nor more than ten thousand (10,000) dollars,
or imprisonment for a fixed term of three (3) years, or both penalties.

If aggravated circumstances prevail, the fixed established imprisonment may be increased to a maximum of five (5) years;
if attenuating circumstances prevail, it may be reduced to a minimum of two (2) years.

RESIDENTS OF TN/WA: It is a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

RESIDENTS OF VA: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer,
submits an application or files a claim containing false or deceptive statements may have violated state law.
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