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n Proposed Insured 1- Current Sons oF Norway Memserz [ ves [ no

NAME BIRTH DATE STATE OF BIRTH MARITAL STATUS SEX

SocliAL SEcuriTY No. DRIVER’S LICENSE NO. & STATE HoME PHONE No. WOoRrk PHONE No.

HOME ADDRESS (STREET ADDRESS, CITY, STATE, ZIp)

EMPLOYER'S NAME EMPLOYER'S ADDRESS

OCCUPATION Annual Income $

Net Worth $

n Proposed Insured 2 — Current Sons oF Norwar Memeerz2 [ ves [ No  ReLATIONSHIP TO INSUREDT:

NAME BIRTH DATE STATE OF BIRTH MARITAL STATUS SEX

SociAL SEcurITY No. DRIVER'S LICENSE NO. & STATE HoME PHONE No. WOoRrk PHONE NoO.

HOME ADDRESS (STREET ADDRESS, CITY, STATE, ZIp)

EMPLOYER'S NAME EMPLOYER'S ADDRESS

OCCUPATION Annual Income $

Net Worth $

H O Applicant/Owner i ortHer THAN A PROPOSED INSURED (OWNER MUST SIGN PAGE 5)
CURRENT SONs OF Norway Memeere [ ves [ no
[0 Payor i otHer THAN OWNER

NAME RELATIONSHIP TO PROPOSED INSURED

SocIAL SECURITY No.

HOME ADDRESS (STREET ADDRESS, CITY, STATE, ZIP)

HoME PHONE No. WOoRrk PHONE No. All notices and reports will be sent to the Owner unless otherwise specified in No. 19
ﬂ Base Plan of Insurance [ y, 0 Term(  )Yrs [ v-23 [0 Other
AMOUNT APPLIED FOR IF UL - OpTION | AMOUNT OF PREMIUM W/ AP | DUES W/ App. PREMIUM MODE  [] Single MODAL PREMIUM
] Annual [ Quarterly
$ D 1 D 2 $ $ D Semi-Annual D AWP $

UNDERWRITING Class: ] Super Setect Non-Toeacco [ SeLect NoN-Toeacco [ s Non-Toeacco [ Tosacco [ juvenie (ace 0-17)

Diviend OptioN: [ CasH [0 Rebuce Premium [0 Paip-up AopimoN [ AccUMULATE AT INTEREST
E Riders/Benefits [0 Primary INsureD Term RIDER [0 OtHeR INSURED TERM RIDER  $ () s
$ ( )YRS UNDERWRITING CLASS
O waver [0 GuARANTEED PURCHASE OPTION [0 AccipentaL DeatH BeNeriT $ [0 Automaric PRemium LOAN
$
[0 TerMmINAL ILLNESS RIDER [0 ConvALescenT CARE RIDER 0 OrHer
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ﬂ Children to be Covered Under CIR # OF UNITS

NAME(s)

AGE | BIRTHDATE | SocIAL SECURITY NUMBER | HEIGHT | WEIGHT |  BIRTHPLACE NAME OF BENEFICIARY

Life Insurance in Force: IF Nong, 5o sTATE.

. o . PERSONAL BUSINESS
Use number 12 if additional space is needed. REPLACE OR COVERAGE COVERAGE YEAR
PERSON COMPANY PoLicy NUMBER CHANGE? AMOUNT AMOUNT ISSUED
EACH PERSON TO BE INSURED
Regarding all Persons Proposed for Insurance: PROP INS. T # PROR INS. 2+ DEPENDENTS
Yes No Yes No | Yes No
(@) Is the certificate applied for to replace or change any existing insurance or annuities with this or any other company?
(If “Yes”, indicate in the above chart which policy and complete all state required forms) .. ................. O O O Oj1g d
(b) Does any person proposed for insurance have an application pending with another company?
(If “Yes”, give Person, Company and Amount in #12 below.) .. ... .. ... i O d O O|g d
() Has any person proposed for insurance ever been rated up, declined or postponed for life or health insurance
coverage? (If “Yes”, give details in #12 below.) . .. ... .. . O d O Ooig d
ﬂ Tobacco Use is anyone proposed for insurance currently using, or used in the past, any form of tobacco or nicotine substitute 2
WITHIN 12 MONTHS WITHIN 24 MONTHS WITHIN 36 MONTHS
PROPOSED INSURED 1 7 ves [ No [ Yes [ No [ Yes [ No
PROPOSED INSURED 2 7 ves [ No [ Yes [ No [ Yes [ No
ﬂ Within the last 24 months has any Person Proposed for Insurance: TrRORIns. 1| SrorIns. 2 ) Derenors
(If “Yes”, complete applicable questionnaire)
(@)  Flown as a pilot, student pilot or crew member2 .. ... ... ... .. ... . . ... O O O||g 0O
(b)  Are any such flights planned in the future? . ... ... .. ... .. . . . . . . O o 1o ojg d
() Engagedin [ hang gliding [1 mountain climbing [ sky diving [ racing [ scubadivingg O O |O O O O
. " "o e b PROP. INs. 1 PROP. INs. 2 DEPENDENTS
m Has any Person Proposed for Insurance: (if “Yes”, give full details in Number 12)  Pto® s 1y Pror ins 2.y Derenoans
(@) Had any motor vehicle accident, DUIs, DWIs, speeding tickets, or other traffic violations in the past 5 years¢  [] [ O O g
(b)  Been convicted of a felony in the past 10 years? .. ... .. ... . . . . O Ot oo g
. ” no B PrOP. INS. 1 PrOP. INS. 2 Di
Ki] !s any Person Proposed for Insurance: (if “Yes", give full details in Number 12) 72" "R | §i2% "i2 1 S0
(q) [ A non US. citizen or [ resides more than 6 months a year outside of the United States or Canada? . [] [ O Oj1go d
(b)  Not a permanent resident of the United States, Puerto Rico or Canada? ....................... O Oog oo g
() Intending to travel outside of the United States or Canada within the next 12 months2 ... ......... O O O Ooimg g

PERSON

m Details to questions 7-11.

QUESTION DATE OF EVENT DETAILS

Life App 08-SD
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NON-MEDICAL DECLARATIONS

m (a)  Proposed Insured 1: Height Weight O Gain O Loss in past year? Ibs.
(b)  Proposed Insured 2: Height Weight O Gain O Loss in past year? Ibs.

m Within the past 10 years has any person proposed for insurance been treated or EACH PERSON TO BE INSURED
diagnosed by a physician as having: (Circle conditions to which “Yes” answer applies and give PROP INS. 1 § PROP INS. 2 s DEPENDENTS
details in number 16 below.) Yes No | Yess No | Yess No

(a) Disorder of brain or spinal cord, paralysis, epilepsy, stroke, convulsions, chronic headaches? .............. O oOo|o oo d

(b) Asthma, bronchitis, emphysema, tuberculosis or other disorder of the lungs or respiratory system2 ... .. O ojyo ojo od

(c) High blood pressure, heart attack, heart murmur, chest pain or other disorder of the heart or blood vessels2 . . 0o o o ojo o

(d) Hepatitis C, any disorder of the liver, pancreas, esophagus, stomach or intestines? ... ............... 0o o o ojo o

(e) Sugar or blood in the urine, chronic inflammation or other disorder of the kidneys2 . ................ O oo ojo O

(f) Cancer, tumor or disorder of the prostate or reproductive organs? . ......... ... .. ... ... ... .. .... OO0 ojo O

(g) Arthritis, osteoporosis or other disorder of the muscles, skin or bones including joints or spine? ........ O oOo|o oo d

(h) Diabetes, recurrent infections, enlarged lymph glands, anemia, excess fatigue or other disorders of the

glandular or blood systemse . .. ... e O o o ojo o

(i) Psychiatric or mental health disease or disorder, including depression? . . . ............................ 0o o o ojo o

(i) Immune system disorder, Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex (ARC) or test

results indicating exposure to the AIDS virus? . ... ... ... . e O oOo|o oo d

m Has any Person Proposed for Insurance: (Circle conditions to which “Yes” answer
applies and give details in number 16 below.) $'ZSR I'ﬁ'o] PYZCS’R IN?'Z eEEZENDE:‘T;

(a) Other than above, had examination, treatment or consultation with a physician during the past 5years?2 ... [] [ | O (O O

(b) Now taking medication, prescription drugs, or receiving counseling or treatment? .. ................. O O O

(c) Within the past 5 years been advised to have counseling or treatment regarding abuse of alcohol, any drug

or belonged to any organization for persons with chemical dependency? ... ....................... O O oo d

(d) Within the past 5 years used marijuana, heroin, methamphetamine, cocaine, or been arrested for the

Possession of drugs? . ... . . O Og Ooijo g
(e) Had parent, brother or sister who died before the age of 65 due to heart disease, cancer, diabetes or
cerebrovascular disease? . ... ... ... OO0 oo g

m Details to questions 14-15.

PERSON QUESTION  DATE OF DIAGNOSIS DIAGNOSIS - MEDICATION PRESCRIBED

PHYSICIAN OR HOSPITAL

FuLL NAME, COMPLETE ADDRESS
AND PHONE NUMBER OF ATTENDING

Life App 08-SD 3
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m Insured #1 Beneficiary (IF muLTIPLE BENEFICIARIES NAMED, SHARES WILL BE DIVIDED EQUALLY OR TO THE SURVIVOR(S) UNLESS OTHERWISE SPECIFIED.)

Primury: NAME BIRTH DATE SS# RELATIONSHIP

Contingent: Name BIRTH DATE SS# RELATIONSHIP

Insured #2 Beneficiary (IF MULTIPLE BENEFICIARIES NAMED, SHARES WILL BE DIVIDED EQUALLY OR TO THE SURVIVOR(S) UNLESS OTHERWISE SPECIFIED.)

Primary: NAME BIRTH DATE SS# RELATIONSHIP

Contingent: Name BIRTH DATE SS# RELATIONSHIP

m AUTHORIZATION FOR AUTOMATIC WITHDRAWAL

NAME OF DEPOSITOR AS IT APPEARS ON BANKING INSTITUTION RECORDS ACCOUNT OR CODE NUMBER

NAME OF BANKING INSTITUTION BRANCH

ADDRESS OF BANKING INSTITUTION OR BRANCH WHERE ACCOUNT IS MAINTAINED

AS A CONVENIENCE TO ME, | AUTHORIZE YOU TO PAY AND TO CHARGE MY ACCOUNT CHECKS, SHARE DRAFTS, ELECTRONIC FUND TRANSFER DEBITS OR OTHER ACCOUNT DEBITS

MADE UPON MY ACCOUNT BY AND PAYABLE TO THE ORDER OF SONS OF NORWAY.

| AGREE THAT YOUR TREATMENT OF EACH CHECK, SHARE DRAFT OR DEBIT, AND YOUR RIGHTS WITH RESPECT TO IT WILL BE THE SAME AS IF IT WERE SIGNED OR INITIATED PERSONALLY BY
ME. | FURTHER AGREE THAT IF ANY CHECK, SHARE DRAFT OR DEBIT IS DISHONORED FOR ANY REASON YOU WILL NOT BE UNDER ANY LIABILITY EVEN THOUGH DISHONOR RESULTS IN
FORFEITURE OF INSURANCE.

| FURTHER AGREE THAT THIS AUTHORIZATION IS TO REMAIN IN EFFECT UNTIL YOU RECEIVE WRITTEN NOTICE FROM ME OF ITS REVOCATION UNLESS YOU END IT EARLIER.

SIGNATURE OF DEPOSITOR ADDITIONAL SIGNATURE (IF JOINT ACCOUNT)

DATE INCLUDE A VOIDED “SAMPLE”” CHECK WITH THIS AUTHORIZATION

Debuct oN THE First [ Firreentn [

m ADDITIONAL INFORMATION

HoMmEe OFFICE CORRECTIONS/ADDITIONS (REGISTRAR'S INITIALS)

Life App 08-SD 4
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DECLARATIONS BY ALL PROPOSED INSUREDS

I/WE REPRESENT THAT ALL STATEMENTS AND ANSWERS MADE IN ALL PARTS OF THIS APPLICATION ARE FULL, COMPLETE AND TRUE TO THE BEST OF OUR
KNOWLEDGE AND BELIEF.
IT IS AGREED THAT:

1. ALL SUCH STATEMENTS AND ANSWERS SHALL BE THE BASIS FOR AND A PART OF ANY CERTIFICATE ISSUED.

2. NO REPRESENTATIVE OR MEDICAL EXAMINER CAN ACCEPT RISKS, MAKE OR CHANGE CONTRACTS, OR WAIVE SONS OF NORWAY'S
RIGHTS OR REQUIREMENTS.

3. NO INSURANCE SHALL TAKE EFFECT UNLESS THE PROPOSED INSURED(S) IS (ARE) ALIVE AND IN THE SAME CONDITION OF HEALTH AS
DESCRIBED IN THIS APPLICATION WHEN THE CERTIFICATE IS DELIVERED TO THE OWNER AND THE FULL FIRST PREMIUM IS PAID.
HOWEVER, IF THE FULL FIRST PREMIUM IS PAID AS SET FORTH IN THE CONDITIONAL RECEIPT AND THIS RECEIPT IS DELIVERED TO THE
OWNER, THE TERMS OF THIS RECEIPT SHALL APPLY.

4. ACCEPTANCE OF A CERTIFICATE BY THE OWNER SHALL CONSTITUTE RATIFICATION OF ANY CHANGES MADE BY SONS OF NORWAY
UNDER “HOME OFFICE CORRECTIONS”. IN THOSE JURISDICTIONS WHERE IT IS REQUIRED, CHANGES IN PLAN OF INSURANCE,
AMOUNT, AGE AT ISSUE, CLASSIFICATION OF RISK OR BENEFITS WILL BE MADE ONLY WITH THE OWNER’'S WRITTEN CONSENT.

AUTHORIZATION TO OBTAIN INFORMATION

| AUTHORIZE ANY PHYSICIAN, MEDICAL PRACTITIONER, HOSPITAL, CLINIC, OTHER MEDICAL OR MEDICALLY RELATED FACILITY, INSURANCE COMPANY,
EMPLOYER, CONSUMER REPORTING AGENCY, AND THE MEDICAL INFORMATION BUREAU, INC. TO GIVE TO SONS OF NORWAY OR ITS REINSURERS,
ANY AND ALL INFORMATION AVAILABLE REGARDING THE DIAGNOSIS, TREATMENT AND PROGNOSIS OF ANY PHYSICAL OR MENTAL CONDITION ABOUT
ME. THIS AUTHORIZATION SHALL EXTEND TO ANY SUCH INFORMATION RELATING TO ANY CHILDREN TO BE INSURED UNDER THIS APPLICATION.

| UNDERSTAND THE INFORMATION OBTAINED BY USE OF THIS AUTHORIZATION WILL BE USED BY SONS OF NORWAY TO DETERMINE ELIGIBILITY
FOR INSURANCE AND/OR ELIGIBILITY FOR BENEFITS UNDER AN EXISTING CERTIFICATE. | AUTHORIZE SONS OF NORWAY OR ITS REINSURER TO MAKE
A BRIEF REPORT OF MY PERSONAL HEALTH INFORMATION TO MIB. ANY INFORMATION OBTAINED BY SONS OF NORWAY WILL NOT BE RELEASED TO
ANY PERSON OR ORGANIZATION EXCEPT 1O MIB, REINSURANCE COMPANIES, OR OTHER PERSONS OR ORGANIZATIONS PERFORMING BUSINESS OR
LEGAL SERVICES IN CONNECTION WITH MY APPLICATION OR CLAIM. | KNOW THAT | MAY REQUEST A COPY OF THE AUTHORIZATION. | AGREE THAT
A COPY OF THE AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL. | ACKNOWLEDGE RECEIPT OF AND UNDERSTAND THE FAIR CREDIT REPORT
AND MEDICAL INFORMATION BUREAU NOTICES. | AGREE THIS AUTHORIZATION SHALL BE VALID FOR TWO YEARS FROM THE DATE SHOWN.

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE STATEMENT IN AN APPLICATION FOR INSURANCE MAY BE GUILTY OF A CRIMINAL OFFENSE AND
SUBJECT TO PENALTIES UNDER STATE LAW.

X

SIGNATURE OF PROPOSED INSURED (IF AGE 16 OR OVER) DATE SIGNED

>

SIGNATURE OF OTHER INSURED (IF COVERAGE APPLIED FOR) DATE SIGNED

X

SIGNATURE OF APPLICANT/OWNER (IF OTHER THAN PROPOSED INSURED) DATE SIGNED

=

WITNESSED BY REPRESENTATIVE REP NUMBER CITY AND STATE WHERE SIGNED

REPRESENTATIVE LICENSE #

Life App 08-SD 5
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HIS FORM COMPLIES WITH THE RIVACY KULE.

| AUTHORIZE ANY PHYSICIAN, MEDICAL PRACTITIONER, HOSPITAL, CLINIC, PHARMACY BENEFIT MANAGER, OTHER
MEDICAL OR MEDICALLY RELATED FACILITY, INSURANCE COMPANY, EMPLOYER, CONSUMER REPORTING AGENCY,
AND THE MIB TO GIVE TO SONS OF NORWAY OR ITS REINSURERS, ANY AND ALL INFORMATION AVAILABLE
REGARDING THE DIAGNOSIS, TREATMENT AND PROGNOSIS OF ANY PHYSICAL OR MENTAL CONDITION ABOUT ME.
THIS AUTHORIZATION SHALL EXTEND TO ANY SUCH INFORMATION RELATING TO ANY CHILDREN TO BE INSURED
UNDER THIS APPLICATION.

| UNDERSTAND THAT MY HEALTH RECORD MAY INCLUDE INFORMATION PERTAINING TO THE TREATMENT OF DRUGS
AND ALCOHOL ABUSE, MENTAL ILLNESS, ACQUIRED IMMUNODEFICIENCY SYNDROME (A|DS), OR HUMAN
IMMUNODEFICIENCY VIRUS (H|V), SEXUALLY TRANSMITTED DISEASES OR TUBERCULOSIS.

| UNDERSTAND THE INFORMATION OBTAINED BY USE OF THIS AUTHORIZATION WILL BE USED BY SONS OF
NORWAY TO DETERMINE ELIGIBILITY FOR INSURANCE AND/OR ELIGIBILITY FOR BENEFITS UNDER AN EXISTING CER-
TIFICATE. | AUTHORIZE SONS OF NORWAY OR ITS REINSURER TO MAKE A BRIEF REPORT OF MY PERSONAL HEALTH
INFORMATION TO MIB. ANY INFORMATION OBTAINED BY SONS OF NORWAY WILL NOT BE RELEASED TO ANY
PERSON OR ORGANIZATION EXCEPT TO MIB, REINSURANCE COMPANIES, OR OTHER PERSONS OR ORGANIZA-
TIONS PERFORMING BUSINESS OR LEGAL SERVICES IN CONNECTION WITH MY APPLICATION OR CLAIM. | AGREE

THAT A COPY OF THE AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL. | ACKNOWLEDGE RECEIPT OF AND é
UNDERSTAND THE FAIR CREDIT REPORT AND MEDICAL INFORMATION BUREAU NOTICES. | AGREE THAT THIS
AUTHORIZATION SHALL REMAIN VALID FOR TWO YEARS FROM THE DATE SHOWN BELOW.

| UNDERSTAND THAT | HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION AT ANY TIME. | UNDERSTAND THAT MY
REVOCATION MUST BE IN WRITING AND ADDRESSED TO THE PRIVACY OFFICER AT SONS OF NORWAY, 1455
WEST LAKE STREET, MINNEAPOLIS, MN 55408. | UNDERSTAND THAT THE REVOCATION DOES NOT APPLY TO
INFORMATION THAT HAS ALREADY BEEN RELEASED IN RESPONSE TO THIS AUTHORIZATION.

| UNDERSTAND THAT ANY DISCLOSURE OF INFORMATION MAY BE SUBJECT TO RE-DISCLOSURE BY THE RECIPIENT
AND MAY NO LONGER BE PROTECTED BY FEDERAL OR STATE LAW. | UNDERSTAND THAT | NEED NOT SIGN THIS
AUTHORIZATION TO ASSURE TREATMENT. | UNDERSTAND THAT | MAY INSPECT AND/OR COPY THE INFORMATION
TO BE DISCLOSED. | UNDERSTAND THAT AUTHORIZING THIS DISCLOSURE IS VOLUNTARY AND THAT IF | HAVE
QUESTIONS ABOUT DISCLOSURE OF MY HEALTH INFORMATION, | MAY CONTACT THE PRIVACY OFFICER AT SONS
OF NORWAY AND REQUEST A COPY OF THIS AUTHORIZATION.

SIGNATURE OF PROPOSED INSURED (IF AGE 16 OR OVER) DATE SIGNED

SIGNATURE OF PARENT/GUARDIAN DATE SIGNED
(IF PROPOSED INSURED IS UNDER AGE 16)

WITNESSED BY REPRESENTATIVE REP LICENSE # CiTY AND STATE WHERE SIGNED

Life App 08-SD 7
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PROVIDE EXPLANATIONS TO
NUMBERS 2, 3 & 5 IF NO;

2.DID YOU PERSONALLY INTERVIEW THE PROPOSED INSURED(S) AND COMPLETE NUMBER 4 IF YES.

THE APPLICATION IN THEIR PRESENCE?2

3. FROM YOUR KNOWLEDGE AND/OR OBSERVATION, ARE YOU CONFIDENT THAT ALL
INFORMATION HAVING A BEARING ON THE INSURABILITY OF THE PROPOSED
INSURED(S) HAS BEEN DISCLOSED IN THIS APPLICATION?

.WILL THE PROPOSED COVERAGE REPLACE OR CHANGE ANY EXISTING
INSURANCE OR ANNUITY?2

5.|F REPLACEMENT OF EXISTING INSURANCE IS INVOLVED, HAVE YOU COMPLIED
WITH ALL STATE REQUIREMENTS?

O O o O O
O O o O O

6.IF ANY PROPOSED INSURED IS A JUVENILE (AGES 0-15)
A. DOES CHILD LIVE WITH PARENTS?2
B. AMOUNT OF LIFE INSURANCE APPLIED FOR OR IN FORCE ON FAMILY MEMBERS.

MOTHER  $ FATHER $

SIBLING(S) $

Continued on page 8

Life App 08-SD

CONDITIONAL INSURANCE

CONDITIONAL INSURANCE IS PROVIDED FOR EACH PROPOSED INSURED OR COVERED PERSON ON THE TERMS AND CONDITIONS OF THE TYPE OF INSURANCE
PLAN APPLIED FOR IF:

1. THE APPLICATION AND ALL MEDICAL EXAMINATIONS REQUIRED BY OUR PUBLISHED UNDERWRITING RULES HAVE BEEN COMPLETED; AND

2. ALL REPRESENTATIONS MADE IN THE APPLICATION ARE TRUE AND COMPLETE AND;

3. THE PROPOSED INSURED IS ACCEPTABLE AS A STANDARD RISK UNDER OUR UNDERWRITING RULES FOR THE PLAN AND AMOUNT OF
INSURANCE APPLIED FOR.

4. THE PROPOSED INSURED DIES AS THE RESULT OF ANY CAUSE OTHER THAN SUICIDE; AND

5. THIS AGREEMENT HAS NOT TERMINATED.

THE AMOUNT OF INSURANCE BECOMING EFFECTIVE UNDER THE TERMS AND CONDITIONS OF THIS CONDITIONAL RECEIPT IS LIMITED TO THE LESSER OF:
1. THE AMOUNT APPLIED FOR IN THE APPLICATION; OR
2. $250,000 OF LIFE INSURANCE (INCLUDING ANY BENEFITS PAYABLE AS A RESULT OF THE ACCIDENTAL DEATH OF THE PROPOSED INSURED).
CONDITIONAL INSURANCE COVERAGE BEGINS ON THE LATEST OF THE FOLLOWING DATES:

1. THE DATE OF THIS APPLICATION.
2. THE DATE OF COMPLETION OF ALL MEDICAL EXAMINATIONS REQUIRED BY OUR PUBLISHED UNDERWRITING RULES; OR
3. ANY OTHER DATE YOU MAY HAVE REQUESTED IN THIS APPLICATION. Continued on page 8

Life App 08-SD 9
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Representative’s Report (cont’d)

I HAVE ARRANGED FOR THE FOLLOWING (CHECK ALL THAT APPLY)
[0 Exam By: [0 SpeciMeN [0 BLoob ProFILE O ExG O OtHer

PROPOSED INSURED IS A PROPOSED INSURED’S EDUCATION

SOME COLLEGE L] coLteGe GRAD [ GRADUATE DEGRee [ UNKNOWN

[J ~ew cuent O repeat Buver | HicH scHooL or tess [

OCCUPATION [ sates O ciericac [0 craFTsmen/TRADESMEN 1 HOMEMAKER O suvenite
[ PROFESSIONAL/MANAGERIAL [0 persONAL SERVICES O stupent over 15 [ otHEr:
PURPOSE FOR INSURANCE
1 personat [ susiNess O estate [0 orHer:

SALES PRESENTATION

[ sinote neep [ procramming [ savings 1 susiness [ estate O orHer:
SOURCE OF APPLICANT [0 RererreD LEAD [ LEAD LETTER REPLY O RreLamIve [ PREMIUM STUFFER/VIKING MAGAZINE
[0 AGENTS’ OWN CERT. HOLDER [ acquanmance O soortH pispLAY O orpHAN cerT. HowbER [ oTHER:
REMARKS:

| CERTIFY THAT | ASKED EACH QUESTION ON THE APPLICATION AS PRINTED, RECORDED THE ANSWERS EXACTLY AS GIVEN, AND WITNESSED THE SIGNING OF THE APPLICATION. | FURTHER
CERTIFY THAT | GAVE EACH PROPOSED INSURED THE CONSUMER INFORMATION NOTICES ALONG WITH ALL OTHER REQUIREMENTS OF THE JURISDICTION IN WHICH THE APPLICATION WAS
WRITTEN. ALSO, | CERTIFY THAT THE INSURANCE APPLICATION IS NOT INTENDED TO REPLACE OR CHANGE ANY INSURANCE EXCEPT AS INDICATED.

SIGNATURE OF REPRESENTATIVE

X

DATE SIGNED

Life App 08-SD

Conditional Insurance (cont’d)

TERMINATION OF CONDITIONAL INSURANCE

THIS AGREEMENT WILL TERMINATE ON THE EARLIEST OF
1. THE DATE WE REFUND YOUR PREMIUM PAYMENT; OR

2. NOTIFY YOU THAT WE HAVE REJECTED YOUR APPLICATION FOR INSURANCE, OR

3. THE DATE WE ISSUE A CERTIFICATE OF INSURANCE; OR
4. 90 DAYS FROM THE DATE OF THIS APPLICATION.

OTHER CONDITIONS

NO SONS OF NORWAY REPRESENTATIVE HAS THE AUTHORITY TO DETERMINE THE INSURABILITY OF ANY PROPOSED INSURED OR BIND US BY MAKING ANY

PROMISE OR REPRESENTATION OTHER THAN AS CONTAINED IN THIS AGREEMENT. WE MAKE THIS AGREEMENT IN CONSIDERATION OF RECEIVING THE FIRST FULL
PREMIUM PAYMENT FOR THE MODE OF PAYMENT SELECTED. WE WILL REFUND YOUR PREMIUM PAYMENT UNLESS YOU ACCEPT DELIVERY OF THE CERTIFICATE WE

OFFER OR UNLESS WE PAY A CLAIM UNDER THIS AGREEMENT.

ALL PREMIUM CHECKS MUST BE PAYABLE TO SONS OF NORWAY. DO NOT MAKE CHECKS PAYABLE TO THE REPRESENTATIVE OR LEAVE THE PAYEE BLANK.

| UNDERSTAND AND AGREE TO ALL THE TERMS AND CONDITIONS STATED.

NAME OF PROPOSED INSURED (PLEASE PRINT)

X

DATE OF RECEIPT

AMOUNT RECEIVED

SIGNATURE OF PROPOSED INSURED SIGNATURE OF OTHER INSURED (iF REQUIRED) DATE SIGNED
SIGNATURE OF APPLICANT/OWNER (IF OTHER THAN PROPOSED INSURED) DATE SIGNED
SIGNATURE OF REPRESENTATIVE REPRESENTATIVE'S TELEPHONE DATE SIGNED

Life App 08-SD
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THANK YOU FOR YOUR CONFIDENCE IN SONS OF NORWAY AS EVIDENCED BY YOUR APPLICATION FOR INSURANCE.
WE ARE PROUD TO PROVIDE OUR MEMBERS WITH INSURANCE PROTECTION AT A REASONABLE COST. TO ENABLE US
TO OFFER REASONABLE PREMIUMS AND TO DETERMINE ELIGIBILITY FOR COVERAGE, OUR UNDERWRITING DEPARTMENT
EVALUATES EACH INSURANCE APPLICATION. THE FOLLOWING INFORMATION DESCRIBES SOME IMPORTANT FEATURES OF
OUR UNDERWRITING PRACTICES.

SOURCES OF INFORMATION

THE APPLICATION FOR INSURANCE IS OUR MAJOR SOURCE OF INFORMATION. SOMETIMES IT IS NECESSARY THAT WE
VERIFY OR SECURE MORE INFORMATION IN ADDITION TO WHAT YOU PROVIDED US. AT OUR EXPENSE, WE MAY
OBTAIN THIS INFORMATION BY CORRESPONDENCE, TELEPHONE OR PERSONAL CONTACT. WE MAY ASK YOU TO TAKE A é
PHYSICAL EXAM OR HAVE A SPECIAL MEDICAL TEST DONE SUCH AS AN ELECTROCARDIOGRAM. ALSO, WE MIGHT WRITE
TO YOUR DOCTOR OR TO ANY MEDICAL SOURCE FROM WHICH YOU MAY HAVE RECEIVED CARE. WE MAY OBTAIN
INFORMATION FROM THE MIB AND/OR A CONSUMER REPORTING AGENCY. (WE WILL EXPLAIN MORE ABOUT THESE
ORGANIZATIONS LATER.) WE MIGHT CONTACT OTHER INSURANCE OR REINSURANCE COMPANIES TO HELP US
PROPERLY EVALUATE YOUR APPLICATION. FURTHERMORE, YOUR SONS OF NORWAY REPRESENTATIVE MAY ASK YOU
QUESTIONS TO HELP EVALUATE YOUR INSURANCE PROGRAM.

PROTECTING YOUR PRIVACY

WE CONSIDER THE INFORMATION WE GATHER ABOUT YOU TO BE CONFIDENTIAL AND WE OBTAIN IT ONLY IN ORDER
TO ESTABLISH YOUR INSURABILITY. HOWEVER, THERE WILL BE SOME RARE OCCASIONS WHERE WE WOULD FURNISH
INFORMATION WITHOUT YOUR CONSENT. FOR EXAMPLE, A STATE INSURANCE DEPARTMENT OR LAW ENFORCEMENT
AGENCY MIGHT REQUEST INFORMATION AS PART OF THEIR REGULATORY OR ENFORCEMENT DUTIES. OR, IF WE WERE
TO DISCOVER A MEDICAL CONDITION OF WHICH YOU WERE UNAWARE, WE MAY INFORM YOUR PHYSICIAN.

INFORMATION ON YOU MAY BE USED FOR STATISTICAL PURPOSES OR MARKETING RESEARCH, BUT YOU WOULD NOT BE
IDENTIFIED INDIVIDUALLY. ALSO, IT MAY BE NECESSARY TO PROVIDE INFORMATION TO CERTAIN INDUSTRY-SUPPORT
ORGANIZATIONS TO ALLOW THEM TO PERFORM THEIR FUNCTIONS. AN EXAMPLE WOULD BE A CONSUMER REPORTING
AGENCY THAT MAY NEED SOME BASIC IDENTIFYING DATA IN ORDER TO COLLECT INFORMATION THAT IS NEEDED TO
EVALUATE YOUR APPLICATION OR PROCESS YOUR CLAIM.

11
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YOUR RIGHT TO MAKE CORRECTIONS OF FILE INFORMATION

IF YOU FEEL OUR INFORMATION MAY BE INCORRECT OR INCOMPLETE, YOU MAY ASK US TO REVIEW IT. |F WE AGREE
TO MAKE A CHANGE, WE WILL CHANGE THE FILE TO SHOW THE CORRECTION OR ADDITION. ALSO, WE WILL INFORM
ANYONE ELSE TO WHOM WE HAVE DISCLOSED THE ORIGINAL INFORMATION OF THIS CORRECTION. EVEN IF WE DO
NOT AGREE TO MAKE ANY CHANGES, YOU STILL MAY FILE A STATEMENT WITH US STATING WHAT YOU BELIEVE IS THE
CORRECT INFORMATION. WE WILL THEN SEND YOUR STATEMENT TO ANYONE TO WHOM WE SENT THE INFORMATION
IN THE PAST AND INCLUDE IT IN ANY FUTURE DISCLOSURES.

MIB

INFORMATION REGARDING YOUR INSURABILITY WILL BE TREATED AS CONFIDENTIAL. SONS OF NORWAY, OR ITS REINSURERS

MAY, HOWEVER, MAKE A BRIEF REPORT THEREON TO THE MIB, INC., FORMERLY KNOW AS MEDICAL INFORMATION

BUREAU, A NOT—FOR—PROFIT MEMBERSHIP ORGANIZATION OF INSURANCE COMPANIES, WHICH OPERATES AN INFORMATION
EXCHANGE ON BEHALF OF ITS MEMBERS. IF YOU APPLY TO ANOTHER MIB MEMBER COMPANY FOR LIFE OR HEALTH INSUR-

ANCE COVERAGE, OR A CLAIM FOR BENEFITS IS SUBMITTED TO SUCH A COMPANY, MIB, UPON YOUR REQUEST, WILL SUPPLY
SUCH COMPANY WITH THE INFORMATION ABOUT YOU IN ITS FILE.

PLEASE CONTACT MIB AT 866-692-6901. IF YOU QUESTION THE ACCURACY OF THE INFORMATION IN MIB's
FILE, YOU MAY CONTACT MIB AND SEEK A CORRECTION IN ACCORDANCE WITH THE PROCEDURES SET FORTH IN THE
FEDERAL FAIR CREDIT REPORTING ACT. THE ADDRESS OF MIB’S INFORMATION OFFICE IS 50 BRAINTREE HILL PARK,
Suite 400, BRAINTREE, MASSACHUSETTS 02184-8734.

é UPON RECEIPT OF A REQUEST FROM YOU, MIB WILL ARRANGE DISCLOSURE OF ANY INFORMATION IN YOUR FILE. é

SONS OF NORWAY, OR ITS REINSURERS, MAY ALSO RELEASE INFORMATION FROM ITS FILE TO OTHER INSURANCE COMPA-
NIES TO WHOM YOU MAY APPLY FOR LIFE OR HEALTH INSURANCE, OR TO WHOM A CLAIM FOR BENEFITS MAY BE SUBMIT-
TED. INFORMATION FOR CONSUMERS ABOUT MIB MAY BE OBTAINED ON ITS WEBSITE AT WWW.MIB.COM.

CONSUMER REPORTS

AN INVESTIGATIVE CONSUMER REPORT MAY BE REQUESTED TO HELP US DETERMINE YOUR INSURABILITY. THIS REPORT
WOULD INCLUDE INFORMATION ON YOUR LIFESTYLE, CHARACTER, GENERAL REPUTATION AND PERSONAL CHARACTERISTICS
SUCH AS HEALTH, OCCUPATION AND FINANCES. THE CONSUMER REPORTING AGENCY WOULD GATHER THIS INFORMATION
THROUGH INTERVIEWS WITH YOU, YOUR FAMILY, BUSINESS ASSOCIATES, FRIENDS AND FINANCIAL INSTITUTIONS. YOU HAVE
THE RIGHT, UPON WRITTEN REQUEST, TO BE INFORMED IF AN INVESTIGATIVE CONSUMER REPORT WAS MADE. |F A REPORT
WAS MADE, WE WILL GIVE YOU THE NAME AND ADDRESS OF THE CONSUMER REPORTING AGENCY, WHICH YOU CAN THEN
CONTACT. THE AGENCY WILL LET YOU REVIEW AND RECEIVE A COPY OF THE REPORT AND ALSO EXPLAIN THEIR RETENTION
AND RELEASE PRACTICES.

FURTHER INFORMATION

YOUR SONS OF NORWAY REPRESENTATIVE WILL BE HAPPY TO ANSWER ANY QUESTIONS YOU MIGHT HAVE. YOU MAY
WRITE TO SONS OF NORWAY AT 1455 WEST LAKE STREET, MINNEAPOLIS, MN 55408.
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