The Independent Order of Foresters (‘Foresters”) Vv
A Fraternal Benefit Society. F_O reste rs
789 Don Mills Road, Toronto, ON, Canada M3C 1T9 F. 877 329 4631 Financial

U.S. Mailing Address: P.0. Box 179 Buffalo, NY 14201-0179  T.800 828 1540 foresters.com

Product Details (Complete and submit only if applying for term life insurance.)

' Prbpdsed Insured

First name: :ﬁ) H—U Middle name:‘D O W E:p Last name: b 06

Strong Foundation Term Life

Amount of life insurance applied for on the proposed insured: $ / 0 0/, 00 O

' Simplified Issue Fully Underwritten
Term: O 15 year ¢20 year O25year O 30 year Term: O 10year O15year O20year O25year O 30 year

Riders (Subjectto state and product availability)

O Accidental death: O Children’s term:

S $

O Critical illness (accelerated death benefit): O Disability income (accident only): | O Waiver of premium
S g ‘

QO Other rider(s): .

Hemafks:

iﬂokmj{ PreXiud: %0290

: There may be additional Disclosure forms required. Check the State requirements as these forms would need to be completed before the
| certificate can be issued.

This form is part of the Application for Individual Life Insurance.

Foresters™ is the trade name and a trademark of The Independent Order of Foresters (“Foresters”).
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The Independent Order of Foresters (‘Foresters’) s
A Fraternal Benellt Society. Foresters:

789 Don Mills Road, Toranto, ON Canaca M3C 1T9 F 877 329 4631 Financial
US Mailing Address: PQ Box 179 Buffalo, NY14201-0179 T 8008281540  foresters.com

Application for Individual Life Insurance

Proposed Insured
Frst Mddie name | Last name IXN‘aie
O H I DoOU G - DOE O Femdle
Street address N o Qy . Sate Zp
P95 HERR STREET Enaletocod OH 45322,
Social security # Home # Aternate prone/Call #  Date of birth oy State & Gountry of birth
227-22-2222( 73%5’2.-1375 — (1-22-1900  OH WUSH
US ditizen? §¢ Yes O No. I “Ng", immigration status: O Green card holder O Permanent resident O Qiher (provide Msa type):
Type of Potol.D: X0 Driver's license Sate: () H O Passport - O Qther government 1.D.:
Photo |.D. # (used to verify identity): £ (0 [ 111 |
Qocupation & dutiess. EELECTRICH AN
X Full time O Parttime O Seasonal  Income (past 12 morths): $ 0’0, 000 Active duty military o reserves? O Yes @(No
Foresters ? Emal ' Primary language:
OYes (¥ No, applying for membership. Yengish O Sparish
Qwner (Qomplete only if ather than the proposed insured. If there is to be a contingert owner, use the Cortingent Oaner/Cther Payer 1.D. Form)
Full legd name d Individual (First, Middle, Last), Crganization, Charity, Business o Trust Social security # / Tax 1D, #
Street address Qty Sate Zp
Type of Phato |.D.: O Driver's license State: O Passport O Qher government 1.D.:
Photo 1D, # (used to verify identity):
‘ Felationship to the proposed insured: Emalil:

Prone # I Trust, name of Trustee If Trust, date of Trust agreement

f  OmMde  Dated birthmmmisdyyyy) US citizen? O Yes O No. If “No”, immigration status:
indvidua: O Fermdle " O Geencard hoder O Parmanent resident O Qther (provide Misatype):
Benellciary (Each beneliary below is revocable, unless “irrevocable” is written next to the name of that benelciary.)
Datecfbith  Folationshipto %
(mmmvddlyyyy)  proposedinsured  Share
Name: M HEN o€ - : -
Adkress: gg /z)uc AS INSURED 12-25-%0 (WJIFe 1007
Name:
 Address:
Name:
Contingent
Name:
Address:
Narme:
Address:
- Fnancia Questions
1. Isthere an understanding o agreement, whether in writing or nat, or has an offer been made to:
| a) Borrow or be given money, or ather property, to pay for or enter intothe insurance contract applied for? O¥es "No
b) Sell, transfer or assign an insurance contract issued as a result of this Application? O¥es ¥ No
If “Yes" to 1a or 1b, provide details.

Rxeﬁers*‘f is the trade name and a trademark of The lmﬁe;xarxiem Qder of Foresters (‘Foresters').
ICC15 770749 US 10/15 Page 1 of 6



For each “Yes” answer to a question in the Lifestyle, either Medical, a Hider or the ther Insurance section, providing details in the Additional

Information section or completing the corresponding questionnaire may be required. For purposes of these questions, “you" and “your” mean the

proposed insured, “diagnosed”, “tested”, “advised’, “treated”, “counseling” and “treatment” mean by alicensed physician or meciccal practitioner.
Lifestyle Questions | |

2. Within the past 12 months, have you used tobacco, in any farm, or ancther nicctine product ? OVes g‘ér\b
 1F%es”, specify: O Qgarettes O Qher

3. Wthin the past 5 years, have you:

a) Used marijuana (more than once a week), heroin, cocaine, a naredtic, a barbiturate, a hallucinogen or another

controlled Substance excent as prescribed by a licensed physician or medical praciitioner? O¥s Q’hb
b) Received ar been advised to receive treatment or counseling for, or to discontinue or reduce, the use of dcohol, ara |
; non-prescribed or prescribed drug? O¥s gfl\b
4. Do you expect, within the next 2 years, to change your country of residence or to travel outside of the Lhited Sates, _
. Canada, Caribbean Islands (excluding Haiti), Western Elirope, Hong Kong, Australia or New Zealand? | O¥es ®No
5. WIthin the past 2 years, have you: )
a) Aown, o do you intend within the next 2 years to [y, in an aircraft as a student pilat or licensed pilat? O¥es gb No
b) Engaged, or do you intend within the next 2 years to engage, in motor vehide or baat racing, mountain or rock _
 dimbing, scuba diving, skydiving, ballooring, hang gliding or uitra light [ing?  O¥s ®no
8. Within the past 5 years, have you had your driver's license suspended or revoked or been convicted of or pled guilty to
~ more than 3 moving violations or to 1 or more driving while impaired or under the infence violations? _ EO\es @,I\b
7. ) Within the past 10 years, have you been convicted of or pled quilty to a felony? Oves Kb

- b)ﬂeyq,lrwrrerilymparde‘ inca'wrated,orsendng prabation or within the past 12 mmhaveymservedprcbatim‘? O_\e;_ QN:; !
' PART 1: Medical Questions
'8 Your: Height (ftin: 57 /0" Weght(bs: 2 2 O

9. a) Dateyou last consulted a physician: 4 — 2017 Physician Name: D Joued% _
| Addeess: 2 (0. WENIGER. RO, EMIG LEWOOD 0 K Frone #555)5 55 - 5565

b) Reason(s) you last consulted a physician: A At CHECE-UP 45322,

¢) Were you advised that results of that consultation were outside normal ranges? O¥es Ko
- 10. Ave you currently taking prescription medication or under treatment? O¥s R No
" 11. Have you ever been diagnosed with Acquired Immune Deliciency Syndrome (AIDS), AIDS Related Complex (ARD, ' "

or tested positive for Hurman Immunodeltiency Mirus (HV)? Oves Eno

|12, Withinthe past 2 years, have you:
a) Had or been advised to have atest (cther than for HV) such as an B<G CT scan, bone scan, MH scan, colonoscopy,

echocardiogram, angiogram, biopsy, or endoscopy”? iO‘ﬂ;{)r\b
b) Been advised to have a check up, consultation, medication, treatment, surgery, hospitalization, lab test or diagnostic
test (cther than for HV) that has nat yet been started or completed, a the resuts of which are not yet known'? O¥es &no |

13, Do you currently:
a) Reside in a nursing home or skilled nursing fecility or psychiatric facility, or are you receiving or been advised to
receive, skilled nursing care, haspice care, or home hedlthcare for a terminal condition that is expected to result in

death within the next 12 months or for a chronic condition? O¥s ®No
b) Require the use of a wheelchair due to a chranic illness or disease? O¥es @ No
¢) Require assistance with any of the following activities of daily living: taking medications, bathing, dressing, eating, ‘
or talleting? O¥s Eno
14. Within the past 3 years, have you been diagnosed with, or received treatment or medication, tested positive o beengiven |
| medical advice for sleep apnea, seizures o epilepsy? ‘O\esﬁr\b

15. Within the past 10 years, have you been diagnosed with, or received treatment or medication, tested pasitive ar been given

medical advice for:

a) Diabetes, high blood pressure, a disease or disarder of the blood or lymphatic system, coronary artery disease, heart
murmur, chest pain, irregular heartbeat, aneurysm, stroke, transient ischemic attack, congestive heart failure (GH), a |
disease or disorder of the arteries or vaves, peripheral vascular or arterial disease (PVDor PAD), or had a heart attack,

heart surgery, heart pracedure or circulatory surgery? O¥es Ao ‘
b) Cancer (excluding skin cancer that is basal cell carcinama), tumor, gastrointestinal bleeding, unexplained weight loss, y

or adisease or disorder of the pancreas o endocrine system? Ovs &Eno
¢) Asthma, emphysema, Chvonic Cbstructive Pumonary Disease (QCFD), shortness of breath, or a disease or disorder of ‘

the respiratory system or do you currently require the use of oxygen equipment? O¥es B No
d) Dementia, Azheimer's disease, paralysis, multiple sclerosis, Parkinson’s disease, Lou Gehrig's disease (ALS), muscular |

dystrophy, Cbromyalgia, or a disease or disarder of the brain or nervous system? O¥es @ No
e) Anxety, depression, manic depression, bi-pdar disorder, schizophrenia or a mental health disorder? O¥es (2‘ No
f) Blood in the urine, hepatitis, Qrohn's disease, Systemic Lupus, cirrhosis, or a disease or disorder of the liver, prostate, |

bladder, kidney, genito-urinary organs, connective tissue or the digestive or immune system (ather than HV)? 'O¥s @ No

ICC15 770749 US 10/15 Page 2 of 6



| PART 2: Additional Medical Questions (Qomplete orly if applying for a medically underwritten product.)

16. Have you ever used tabacco, in any form, or anather nicatine product? O¥es o
If “Yes”, specify: Type used: Dete last used:

If currently smoking, how many pack(s) per day? .

17. Do you currently drink alcohd ? If “Yes”, specify: How many times per weex? How many drinks per occasion? IO\ES Ql\b
18. Within the past 5 years, have you consulted a physidian ather than idertified in question 8, or a medical practitioner,or |

| boen treated, tested or monitared in'a dinic, hospital or emergency room? O¥es ®no
19. Within the past 10 years, have you been diagnosed with, or received treatmert or medication, tested positive or been |

given medical advice for high cholesteral? Ovs &no

20 Ntwotne s 190,000
21. Rimary Physaan Name (f different from q.Jestlm 9)
Pdd‘ess: Phone #:

S s Spmn —

|22 Doyou have, alive o deceased, aparentcrsabilrgdagnosedmthorlreaiedfor prior to age 65, diabetes, heart attack, |
heert disease, stroke, cancer, polycystic kidney disease, Huntington's Chorea, o Alzbeimer’s? | O¥es q No
Ebtaalsto“‘&c’ Age, if living |  Age atdeath | Details of condition / Cause of death
e
Mother |
' Sbling(s) '
Ds_gbt_m_y Income / Waiver Fider Questions (Complete enly if applying for disability income or waiver coverage.)

23, a) Hours worked per week (past 6 morths): O 4 b) # of weeks worked (past 12 months): YY)
24. Within the pest 180 days, have you been unable to work at your regular job for more than 20 consecutive days or are you

currently not actively at work due to an injury or sickness? iO\m Q"r\b
25, Within the past 10 years, have you been diagnosad with, or received treatment or mediication, tested positive or been I )
~ given medcal adivioe for arthiiis or for a disease or disarder of the back, neck or musculaskeletal system? Oyes Ko
' Children’s Term Rider Questions (Complete only if applying for children's term coverage.) _
Name of child (Frst, Middle, Last) under 18 years dd Gender | Date o birth Height Weight | Amaount of coverage

(must be a child of the proposed insured) Mo B | (mmmvddiyyyy) (t/in) (bs) inforce

26. Within the past 5 years, has a child listed above:
a) Been diagnosed with, received treatment or medication for, or been placed under coservation for, a disease of disorder? O‘es O No
b) Been advised to have a check up, consuitation, meication, treatment, surgery, hospitalization, lab test or diagnostic

test (other than for HV) that has nat yet been started or completed, o the resuits of which are nat yet known?? ' Ov¥es ONo
if “Yes", to either question 26a or 26b, complete the chart below. .
Question | . Dagnesis, datels), treatment, co
. | Name of child | present condition | Physician's name, address and phone #

]

| Additional Information (Bxplain al “Yes" answers where applicable.)
Irx:_iuc_jg:‘ leon # dagrpsﬁs,r @Ie [rst dagrpsed treatment, mecﬂcations_, medica fa:ilitie;; and physcms name, addrasmmone#s

; Cuaranty Association Notice

| FORESTERS™ IS A FRATERINAL BENEAT SOOIETY LICENSED TO DO BUSINESS IN THS STATE AS MEMBERSHP CREANIZATICNS, FRATERNAL
BENERT SOOIETIES ARE NOT INCLUDED IN THE STATE GLARANTY ASSOOATICN. THS MEANS THAT FRATERNAL BENERT SCOETIES GANNCT
BE ASSESSED FOR THE INSCLVBNCY OF OTHER LIFE INSUFERS CR OTHER FRATERNAL BENERT SOOIETIES BY LAW A FRATERNAL BENEHRT
SOOETY IS RESPONSIBLE FOR TS OAN SOLVENCY IF THERE IS AN IMPAIRVIBNT CF FESERVES. CERTIAICATE HOLDERS MAY BEASSESSED A
PROPORTIONATE SHARE OF THE IMPAIRVIENT, THS PROCESS IS DESCRIBED IN CERTIACATES ISSUED BY THE SOOETY
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Cher 1nsurahce (Complete required Sate and Foresters Replacement/Follover/Surrender/ Disclosure forms. Some staies require
replacement forms to be completed even if existing insurance is to be kept in farce.)

27. Is there ancther annity or life insurance application pending, on the life of the proposed insured, with Foresters or
. another insurer? O¥s ®No
' 28. Do you currently have an annuity or life, accidental death, critical illness or disability income insurance pending or in force? Qf\m ONo
If “¥es”, to either question 27 or 28, complete the chart below. Indude existing life insurance or annuities that will be, or are in the process of
being, lapsed o surrendered, and those lapsed or surrendered within the past 13 months.

| Anuity/Life  Accidental Qitica | Disability income  Issue year or
_ Nwet neurer inswance$ | death$ | illness$ | (permonth)$ indicate if pending
STATE FARM /00,000 | 2005
29. Have you ever had an application for life, hedlth, dsabillitycr critical illness insurance dedlined, rated or modited? O ¥es Q’f\b
If “Yes", provide date: and reason:

30. WII coverage be discontinued or reduced, or premium payments stopped, on existing life insurance coverage or an annuity,
_ if the insurance applied for in this Application is issued (indudes military group life insurance)? O¥es ®'No
| Payment Information and Authorization (The planned premium quoted may change following underwriting review.)
Payeris Q Froposed insured O Qwner (i ather than proposed insured) O Qther (Qomplete Contingent Qwner/Qther Payer 1.0, Form)
Payment mode: (¥ Monthly (not availeble for direct bif) O Quarterly O Semi-amnually O Awually

First prermium payment to be mede by: O Pre-Authorized Check (PAQ) O Chieck (payable to Rresters) O Qther
| Subsequent premium payments to be mede by: & Fre-Autharized Check (PAG O Drrect Bl O Qther
' Preferred drat date: 0 No O Vs, dratt onthe day (between 1% and 28") of the month.

PACbanking information (induding drafting (st premium) to be taken from:

&% Atached void check O Check submitted with this Application O Information cormpleted below (f no check available)

Type of account: (K Cecking O Savings
' Name of [handial institwion: JURA G HT PATT G@é{) T~ (aAd O
Routing Transit #: 242.2 794408 doands_ 1.9 000D

- PAC Authorization
The payer, by signing below, verilies that the payer is the account holder of the account idertilled in the PAC banking information section

' (above) and is permitted to provide this authorization, and agrees that: 1) Foresters is authorized to draft deductions, for premiums and/or ather
payments related to an insurance contract issued, if any, as a result of this Application, from that account or ancther account later identilied
or substituted by, or on behalf of, the payer, such as for additional coverage, loan repayment(s) or for premium deposit funds. 2) The [hancid
ingtitution from which deductions are to be drafted is authorized to treat each draft by Foresters as though it was made personaly by the payer.
3) Foresters reserves the right to determine when the [¥st deduction and each subsequent deduction, if any, will be made and the amount of
each deduction. 4) If a deduction request is nat honored when submitted to the [hancial institution Foresters may, at its sole discretion, do
further resubmits for the deduction. 5) This autharization is effective immediately and will continue urtil terminated, which either the payer or
Foresters may do at any time by written nctice to the other.

This authorization must be signed by the bank ¢

e appears on bank records for the account provided.

(Sgnature of payer)
Conversion Notilcation =

Foresters can process a check provided for payment as a check transaction or instead teke the information from the check to make a one-time
_ electronic fund transfer from the account that the check refdiesto.
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' Temporary Life Insurance Agreement (TIA) Questions & Acknowledgement
Has the proposed insured:
1. Withinthe past 24 morths, had either an investigation or treatment, by a physician or medical practitioner, for chest pain,

heart problem, stroke, canoer or AIDS (*Investigation” does not indlude negative tests for HV)? O¥es BNo
2, Within the past 4 months, been admitted or been medically advised to be admitted to a hospital or ather licensed hedlth
care facility (other than for childbirth)? O¥s Who

3. Within the past 4 months, had surgery performed or recommended, had or been medically advised to have a medical test
(cther than for HV) or investigation, that has not yet been started or completed, or the resits of whichaenat yet known? | O s Q(f\b

TIA Acknowledgement: Were dl of the pre-conditions to temporary coverage met?

O No (Do not provide a check for [rst premium paymert). The owner acknowledges that there is no temparary insurance coverage in effect,
even if [¥st premium payment is provided, authorized or callected. X (OQwner's initials)

% \es. |, the owner, understand that temporary coverage is subject t( , and | had the opportunity to review, the Temporary Life Insurance
Agreement. First premium payment, in the amourt of $ /0270 |isathorized, provided or collected by (select same method chosen
in the Payment Information and Autherization section):

g Fre-Authorized Check (A0 O Check O Qther (cannat be a transfer of funds from existing life insurance o anniity contract(s)

Although the [rst premium payment amount shown above is subject to change fallowing underwriting, this amount must be at least equal
to the monthly premium quated for the insurance, indluding each rider, applied for inthis Application.

Secondary Addressee (Qomplete only if designating ancther person to receive natifation regarding a possible lapse in coverage.)

First name Mddle name ' Last name 'O Mde
| j O Femde
Street eddress Qty Sate Zp
Declarations and Agreements

“ Application” means this Application for Individual Life Insurance and indudes additiond forms, if any, that are part of this Application.
| “IMe" means individually each person identilled in this Application as either the proposed insured or the owner, and the parent/legal guardian
signing this Application if the proposed insured is a juvenile.
|, &s evidenced by my signature(s) in this Apglication, dedare that: 1) | have reviewed this Application. 2) | was asked every question that applies
to me and provided the answers shown, in this Application, to these questions. 3) The staterments, answers, and representations contained
in this Application are full, complete and true, to the best of my knowledge and belief. 4) If 1 am the owner and if the amount of life insurance
' applied for on the life of the proposed insured is at least $20,000, | have been provided, either in paper or electronically, with the Acodlerated
| Death Benelt Hder Disdosure.
| understand and agree that: 1) All statemerts made in this Application shall be representations and not warranties. 2) This Application,
Foresters Instruments of Incorporation and its Gonstitution now in force or subsequertly amended shall form part of the entire contract if an
insurance contract is issued by Foresters. 3) No person is authorized to advise me that any untrue or incomplete answer or information is
acceptable. 4) The answers, statements and representations contained in this Application will inCuence the assessment and acoeptance of this
- Application by Foresters. 5) A materid misrepresentation, or urtrue declaration, or failure to disdlose dl materid facts, may result in loss of
' coverage or cancellation of the insurance contract. 6) Foresters will have no ligbility under an insurance contract issued, if any, as a result of
this Application until the date that insurance contract comes into effect, according toits terms, and then only if (a) the frst premium due, for that
insurance cortract, is provided in full on or before the delivery date of that insurance contract and is received by Foresters from the Chancial
| institution from which it is to be collected, and (o) between the date this Application was signed and the date that insurance contract comes
into effect there is no event, no diagnosed change in health, and no change in the habits or circumstances of the proposed insured, or a child
if any, identilled in this Application, that would require a change to an answer to a question in this Application. 7) Foresters and its subsidiaries
may review, transfer and otherwise use, information provided in this Application or obtained by Foresters or its subsidiaries to assess, develop,
or offer and issue to me (including post issue administration), ather [hancid products or benells. 8) Befare issuing an insurance contract,
Foresters may require and obtain information about me to validate my identity.
| further understand and agree that: 1) Changes or corrections made to this Application by Foresters, if any, are ratilled by the owner if the
insurance contract delivered, if any, is nat returned during the cancellation period. Such changes or carrections may be mede directly on
this Application or by an amendment to this Application. 2) No producer, medical examiner or any other person, except Foresters Bxecutive
Secretary or successor position, has power on behalf of Foresters to make, madify, or discharge an insurance contract. 3) This Application and
' related documents may be completed, signed and/or submitted to Foresters by voice and/or electronic means and if completed in paper form
this origina Application may be destroyed after conlrmation of successful transmission. 4) Foresters may contact or send messages to me,
induding pre-recarded and text messages and calls or messages by use of an automatic telephone diaing system, using the phone numbex(s),
induding wireless number(s), either provided inthis Application or number(s) that | later provide. 5) | understand that providing an emall address
is optional. If | have chosen to provide an emil address in this Application or choose to provide one inthe future, Foresters may use that address |
to send messages or documents to me electronicaly. 6) Any person who knowingly presents a false statement in an application for insurance
may be guilty of a criminal offense and subject to pendlties under state law.
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' Authorization To Cbtain And Disclose Information |
This autharization is for the purpose of (a) assessing insurance coverage eligibility and premium amourts, (b) adjudicating daims, (c) supporting
The Independent Qrder of Foresters (* Foresters”) business andysis and operations and (d) record keeping and future servicing by authorized
persons. In this authorization, “ proposed insured”, “owner™ and* parent/legal guardian” mean each person identitled as suchinthis Application.
“Child” means each child named, if any, and proposed for insurance, in this Application. “ Autharized persons” means reinsurers, insurance
agents, agencies, and Foresters subsidiaries and those performing services in relation to an application for insurance, insurance product, benelt
daim or supporting Foresters business analysis and operations. As evidenced by the signature(s) in the Sgnature Section of this Application,
the proposed insured and owner, on their behalf and on behalf o each child, or the parent/legal guardian on benalf of the proposed insured if
the proposed insured is a juvenile, autharizes Foresters and authorized persons to obtain an investigative consumer report and/or information |

' about himvher from any: physician, medical practitioner, hospital, clinic, or medical tacility; employer; insurer or institution; consumer reparting |

| agency, pharmecy, pharmacy benelts manager or cther pharmecy related services organization; or MIB Inc. (* MIB"). This indudes obtaining

' records or cther information available as to: past, current o future diagnasis, treatment and prognosis of a physical or menta condition;
past, current or future drug, physical and mental health, and alcohd- related information that may be protected by federal or state laws and
regulations. Information may be disdlosed: between and among Foresters and authorized persons; to companies to which the proposed insured

' has or may apply to for insurance coverage or benells; as required ar permitted by law. The proposed insured, and owner, on their behalf and
on behalf of each child, or the parent/legal guardian on behalf of the proposed insured if the proposed insured is ajuvenile, authorizes Foresters

" and authorized persons, to make a brief report of the proposed insured's and each child's personal and/or protected health information to

| MIB, even if this Application is cancelled or withdrawn. Cotained or disclosed information may no longer be pratected by federal privacy laws.
This autharization is valid for two years from the date of this Application. This time limit complies with the time limit, if any, permitted by the
applicable law in the state where the certilcate is delivered or issued for defivery. A copy of this authorization shall be as valid as the original.

' Each person signing this authorization may at any time, by written natice to Foresters, revoke their aLthorization, except that reporting to MIB
and action(s) begun before receipt of notice will not be affected. A Notices page has been provided to the proposed insured if this Application
was signed in paper or will be sent electronically as part of the signed application package if this Application was signed electronically.

| It indludes the MIB and Fair Qredit Reparting Notices. A copy of this autharization will be provided upon request.

Signamré Section (For purposes of entire Application.)

; Proposed insured’s signature: X
| (f the proposed insured is not a juvenile.)
| Owner’s signature: X
(If other than proposed insured.) t
' The owner or the proposed insured, if the proposed insured is the owner, signed in OH on 3—’7"20/.@
(Sate) (mmmvddyyyy)
Parent/Legal guardian’s name (print full name):
| (if the proposed insured is a juvenile and the owner is nat a parent/legal guardian.)
Parert/Legal guardian's signature: X
 Producer Qertification
Unless speciltcally stated atherwise in the Producer Report, | certify each of the fallowing:
a) | amnat aware of undisdosed information about the health, habits o lifestyle of the proposed insured or achild, identiled in this Application,
' that might affect insurability. b) | asked the proposed insured, the parent/legal guardian it the proposed insured is a juvenile, and/or the
owner each question as written in this Application to which an answer is shown, and recorded the answers as given to me by each person.
¢) This Application was reviewed by each person signing in the Signature Section before it was signed by that person. d) This Application has
nat been altered in any way after the proposed insured, the parent/legdl guardian if the proposed insured is a juvenile, and owner signed it.
&) | complied with applicable regulatory requirements induding those relating to the solicitation and sale of life insurance to active duty
members of the United States military. f) If applicable, | have disclosed that this Application, if completed in paper form, may be transmitted
' to Foresters by electronic means and that this ariginal Application may be destroyed after confrmation of successful transmission. g) | have
' made no misrepresentation(s) about Foresters product(s) applied for in this Application. | have made no promise(s) regarding the benelt(s)
or future performance of the product(s) applied for, cther than as specitcally written in the specilt product(s) applied for in this Application.
h) If the amount of life insurance applied for on the life of the proposed insured is at least 520,000, the owner has been provided, either in paper
or electronicaly, with the Accelerated Death Beneft Rder Disclosure.

Wl the certillcate applied for be a replacement for, or achange to, existing life insurance or an annuity? O¥es ¥ No
' Are you related to the proposed insured? O¥es {0 No
Did you personally meet with the proposed insured and owner and review the document(s) used to verify idertity
and birth date of each person? gﬁmow
Froduoer's narme (print ful nepne EOD M ICHREL BEck Rodwer#: 7 7 17777
Producer’s signature: X (NG = G Date: 3¢ | 7- 201y
N , menmadyy)
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The Independent Crder of Foresters (Foresters”) \/
A Fraternal Benellt Society. Foresters 7

789 Don Mills Road, Toranto, N, Ganada MBC AT F 877 329 4631 Financial
US Meiling Address: PQ Box 179 Buffalo, NY 14201-0179  T. 800828 1540  foresters.com

Accelerated Death Benelit Rider Disclosure (This disclosure must be given to the owner.)

The insurance contract you are applying for may indude one of the following accelerated death benel® riders: Accelerated Death Benellt Rder
(for Chvonic, Qiitical and Terminal lliness); Accelerated Death Benelt Rder (for Qritical and Termind lliness); or Accelerated Death Benelt Rder
(for Termind lliness). You should review the insurance contract issued, if any, to determine which one o these riders, if any, it includes. This
disclosure provides only a brief description of the accelerated death benef rider (“rider”) that may be indluded in the insurance contract; it is not
the rider and only the provisions of the rider, and the certillcate that the rider is attached to, will control. Afull description can be found within the
certillcate and rider issued, if any, therefore it is important that you read the certilcate and rider carefully.

Benetlt Description

The rider provides the opportunity for the owner to accelerate a portion of the certilate's eligible death benelt (*acceleration amount”), during
the lifetime of the insured, and receive an accelerated death benelt payment (* payment”). Lhder the conditions described in the rider the owner
may elect to receive a payment if the insured is diagnosed, by a physician, with a chronic, critical or termingl iliness, as applicable under that rider.
The payment is paid to the owner and not to the benellciary(ies). The rider is nat, and is nat intended to be, long-term care insurance.

There is no required premium or monthly rider deduction, as applicable, for the rider. However, a payment may have deductions and other effects,
as referred to in this disclosure.

Chranic iliness means the insured:
a) s unable to perform, without substantial assistance from ancther person, at least two of the activities of daily living (bathing,
continence, dressing, eating, talleting or transferring) for a period of at least 90 days, due to a loss o functiond capacity; or

b) Fequires substantial supervision by ancther person to protect the insured from threats to health and safety due to the insured's severe
cognitive impairment.
The chronic illness must be diagnosed by a physician as permanent.

(ritical illness means the insured has one or more of the fallowing, as delhed in the rider: Advanced Azheimer’s Disease (before the insured's 75"
birthday), Amyatrophic Laterd Sdercsis (ALS), End Stage Renal Failure (Kidney Failure), Life Threatening (Invasive) Cancer, Mgjor Qrgan Fallure,
Myocardial Infarction (Heart Attack) or Stroke.

Termind illness means the insured has a non-correctable illness or physical condition which is reasonably expected to result in death within 12
months of diagnosis.

Amount of the Accelerated Death Benelt Payment

The accelerated death benelt payment may be less than the accderation amount as we may deduct from the acceleration amount: an actuarial
discount amount, determined by us; an administrative fee; the sum of the unpaid total premium or overdue monthly deductians, as applicable;
and a loan repayment amount, if there is an outstanding loan.

For terminal iliness: The actuarid discount amount and administrative fee will bath be $0.00. This means that the payment will only be less than

the acceleration amourt if, on the effective date of the payment, there are unpaid total premiums, overdue monthly deductions or an outstanding
loan amount.

For chronic and criticd illness: The administrative fee will be no more than $500.00. The actuarial discourt amourt will be determined by us
based upon a number of factars, such as the insured's age and life expectancy on the effective date of the payment, and will take into account
the present value of future anticipated premiums or monthly deductions, as applicable. This means that the payment will be less, and depending
on the individual circummstances of the daim could be substantially less, than the acceleration amaount.

Each acceleration amount must be at least $4,500.00 and must be such that after acoeleration a residud face amount of at least $10,000.00
remains. The tatal of all acceleration amounts cannct exceed the lesser of 95% of the eligible death benelt on the effective date of the [rst
payment and $500,000.00. For chronic iliness the maximum amount that can be accelerated in any 12 month period is 24% of the eligible death
benelt on the effective date of the [¥st payment due to a chronic iliness. For critical and termingl iliness, the maximum amount that can be
accelerated is 95% of the dligible death benelt on the effective date of the payment.
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Hfect of Payment on the Certiflcate

An accelerated death benelt payment will not end the certilcate, however it will reduce the face amount and the amount, if any, of the paid-up
additional insurance, accourt value ar cash vaue, and loan amount on a pro-rata basis, based upon the acceleration amount. That payment will
reduce the death benelt payable, it any, to the benelltiary(ies). The reduction to the face amount for chronic and critical illness will be more,
and for terminal illness may be more, then the amount of the payment. Premiums ar monthly deductions due, and dividends credited, dfter the
effective date of the payment, will be adjusted based upon the reduced face amount. The adjusted premiums or monthly deductions, it any, will
be as if the certilate had been issued at the reduced face amount.

The following example is hypcthetical and is intended only to show the relationship between certilcate values before and after payment of an
accelerated death benel}. The example is based upon a whole life insurance certilcate where an accdleration amount of 50% of the dligible
death benelt has been approved.

Before Acceleration After Acceleration
Face Amount: $100,000.00 $50,000.00
Amount of Paid-up Additional Insurance: $ 20,000.00 $10,000.00
Bigible Death Benell: $120,000.00 $60,000.00
Cash Value: $30,000.00 $15,000.00
Cash Value of Paid-up Additional Insurance: $10,000.00 $ 5,000.00
Loan Amount: $ 8,000.00 $ 4,000.00
Cash Surrender Value: $32,000.00 $16,000.00
Annual Premium $ 1,272.00 $ 672.00

Hfect of Payment on Taxation and Bigibility for Public Assistance

Receipt of an accelerated death beneft payment under the rider is intended to qualify for favorable tax treatment under the Internal Revenue
(ode. However, depending on individual circumstances or changes to that code, receipt of an accelerated death benelt payment may be
ataxable event. You should consult with a qualifled tax advisor in order to assess the tax impact of receiving an accelerated death benelt

payment.

Feceipt of an accelerated death benelt payment may affect your, your spouse's or your family’s eligibility for public assistance such
as Medicaid, supplemental social security income or other government benelts or entitlements. You should consult each applicable
government agency before receiving an accelerated death benel payment so that you can assess the impact on dligibility for such
assistance.
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Producer Report

’ F’ropdséd Insured

 First name: \[0 H’I\J Mddename: DO UG Last name: DOé

‘Produca'sname - Leod oA ' B ~ Producer# | %ot spllt
Coog MicHAer Beck. 777777 00T
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|
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1. Indicate the anticipated rating dass: SIiMPLIFIED /S&( €

If underwriting approval is for a rating class cther than as anticipated, Foresters will contact you and, if we do nat receive direction
ctherwise, the certillcate will be issued to maantan face amount.

2 Sﬂjdtrecem&ntemmdatebeaciusted to save the msurameage'? Oes Q"r\b'
If “Yes", additional premium may be required.

3. Isthe proposed insured you, your spouse/partner or your child/stepchild? Oves ®no |

4. Inthe Application, are you the owner, payer or beneliary? Ovs ONo

' 5. Have you submitted an additional application to Foresters on a family member of the proposed insured or owner

| (if other than the proposed insured)? O¥s RN

] If “Yes”, list the name(s) in the Producer Comments section below.

6. Was acopy of the Buyer's Quide provided to the owner at the time of sale? X0 ¥s ONo

| 7. Indicate in the chart below if age & amount requirements were ordered (only if applying for a medically underwritten product).

! Age & Amount Requirements Vendor 7 Date ordered

| Mitals, paramed or medical (with or without labtests) |

Producer Oomments (Chn be used to prowde adcitlonal mformatlon relamt to theAq:Ilcanon a‘d nust be ompleted |t needed to quahfy ‘
aatements in the FTociJoer Certillcation sectlon )

W& may require additional information for each *Yes" answer to aquestion in the Lifestyle, either Medicd, or a Rder section. You can help speed
up the Underwriting process by completing the questionnaire, from the list below, that is applicable to each “Yes" answer o if an applicable
questionnaire is not available by providing details in the Additional Information section. Flease refer to the Underwriting Quide for a list of all
available questionnaires.
Acohal Usage | Chest Fain 3 Qyst, Lump or Tumor
Dabstes | DugandSubstance Usage | ~ Menta Fedth

ThlS mlsfor |rrternaJ Lseoriyartj is not part of theﬁpphcanm
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The Independent Order of Foresters U.S. Mailing Address: www.foresters.com
789 Don Mills Road PO Box 179 T.800 828 1540

f
Toronto, Canada M3C 1T9 Buffalo, NY 14201-0179 FO re S te rs \[

APPENDIX A
IMPORTANT NOTICE:

REPLACEMENT OF LIFE INSURANCE OR ANNUITIES
(This document must be signed by the applicant and the producer, if there is one, and a copy left with the applicant.)

You are contemplating the purchase of a life insurance policy or annuity contract. In some cases, this purchase may involve
discontinuing or changing an existing policy or contract. If so, a replacement is occurring. Financed purchases are also considered
replacements.

A replacement occurs when a new policy or contract is purchased and, in connection with the sale, you discontinue making
premium payments on the existing policy or contract, or an existing policy or contract is surrendered, forfeited, assigned to the
replacing insurer, or otherwise terminated or used in a financed purchase.

A financed purchase occurs when the purchase of a new life insurance policy involves the use of funds obtained by the withdrawal
or surrender of or by borrowing some or all of the policy values, including accumulated dividends, of an existing policy, to pay all
or part of any premium or payment due on the new policy. A financed purchase is a replacement.

You should carefully consider whether a replacement is in your best interest. You will pay acquisition costs and there may be
surrender costs deducted from your policy or contract. You may be able to make changes to your existing policy or contract to
meet your insurance needs at less cost. A financed purchase will reduce the value of your existing policy and may reduce the
amount paid upon the death of the insured.

We want you to understand the effects of replacements before you make your purchase decision and ask that you answer the
following questions and consider the questions on the back of this form.

1. Are you considering discontinuing making premium payments, surrendering, forfeiting, assigning to the insurer, or otherwise
terminating your existing policy or contract? ___ YES _A NO

2. Areyou itxnsidering using funds from your existing policies or contracts to pay premiums due on the new policy or contract?
___YES NO

If you answered "yes" to either of the above questions, list each existing policy or contract you are contemplating replacing
(include the name of the insurer, the insured or annuitant, and the policy or contract number if available) and whether each policy
or contract will be replaced or used as a source of flnancmg

REPLACED R)OR
INSURER NAME CONTRACT OR POLICY # | INSURED OR ANNUITANT FINANCING (F)

Make sure you know the facts. Contact your existing company or its agent for information about the old policy or contract. (If you
request one, an in-force illustration, policy summary or available disclosure documents must be sent to you by the existing
insurer.) Ask for and retain all sales material used by the agent in the sales presentation. Be sure that you are making an informed
decision.

3. The existing policy or contract is being replaced because N 0 /@ S # ﬁ C %4 ENT

4-17-201¢

Date
, 77 3-17-2014
: S|gnature and Printed Name Date
| do not want this notice read aloud to me. (Applicants must initial only if they do not want the notice read aloud.)
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