50 SONS OF

Ny
Individual Single Premium Life Insurance Application é NORWAY

1455 West Lake Street

Maximum amount: $24,999 for issue ages 0-59 Minneapolis, MN 55408-2666

4 Phone (612) 827-3611
$9,999 for issue ages 60-85 Toll Free (800) 945-8851

www.sonsofnorway.com

Proposed Insured - Current Sons oF Norway Memser2 O ves O No

NAME BiRTH DATE STATE OF BIRTH MARITAL STATUS SEX
SociaL Security No. Driver’s LiceNse No. & STaTe Home PHONE No. Work PHONE No.
Home ADDRESs (STREET ADDRESS, CiTY, STATE, ZIP)

HeiGHT WEIGHT OccupATION

Applicuni/Owner = IF OTHER THAN THE PROPOSED INSURED (OWNER MUST SIGN PAGE 3)
CURRENT SONS oF NorwAy MEmBere [0 vyes [0 No

NAME RELATIONSHIP TO PROPOSED INSURED SociAL SEcurity No.
Home ADDREss (STREET ADDRESS, CiTY, STATE, ZIP)
Home PHONE No. Work PHONE No. ALL NOTICES AND REPORTS WILL BE SENT TO THE OWNER UNLESS OTHERWISE SPECIFIED
.
B Insurance Applied For
AMOUNT PREMIUM Dues w/ APPLICATION PREMIUM W/ APPLICATION
UNDERWRITING CLASS: O Sto Non-Toeacco O Tosacco O  JuveNite (ace 0-17)
IS THE PROPOSED INSURED CURRENTLY USING OR HAS USED IN THE PAST 12 MONTHS ANY FORM OF TOBACCO OR NICOTINE suBsTITUTES [ ves [0 No
Divibenp OPTION: O CasH O Paip-up ADDITION 0 ACCUMULATE AT INTEREST

Life Insurance in Force: Ir NONE, SO STATE. (If insured is under age 16, include amounts currently in force on owner.)
Use number 6 if additional space is needed.

COMPANY PoLicy NUMBER RePLACE OR CHANGE COVERAGE AMOUNT

(a)

(b)

Regarding all Persons Proposed for Insurance:

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).........ccccooovviiiiiiiiiiiii O ves 0O No

Does any person proposed for insurance have an application pending with another company?
(If “Yes”, give Person, Company and Amount in #6 BEIOW.).........oiiiiiiiiiiiiiiiiii e O ves 0O No
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B To Be Completed by Proposed Insured. To THE BEST OF YOUR KNOWLEDGE AND BELIEF:

a) cancer or any cancer-related diSEase OF TUMOI2........iiiiiiiiiiiiii ettt O ves

b) atrial fibrillation, cardiac pacemaker, heart attack, heart valve impairment/replacement, bypass surgery,

congestive heart failure, SITOKE2 ........ooiiiiiiiiii e O ves
c) cirrhosis, hepatitis (chronic or type B or C), chronic disease of the liver or kidneys2.............cooviiiiiiiiiiiiiiii O ves
d) alcohol abuse and/or addiction, drug abuse and/or addiction@...........cc.coiiiiiiiiiii O ves

e) Alzheimer’s disease, Down’s syndrome, psychotic disorders, chronic obstructive pulmonary disease,
OFGAN HANSPIANTE ...ttt e et e et e e ettt e e e et e e et e et e s O ves

2. In the last 5 years have you been diagnosed or treated by a member of the medical profession for AIDS
(Acquired Immune Deficiency Syndrome) or ARC (Aids Related Complex)2.............coooiiiiiiiiiiiiiiiiiiieiiece O ves

3. In the last 5 years have you been treated, examined or advised by a member of the medical profession
to obtain specified medical care which has yet to be completed, such as any hospitalization, surgery

or diagnostic test, except those tests related to the Human Immunodeficiency Virus2...................cooooiiii O ves

If yes, list condition or illness:

1. In the last 5 years have you been treated, examined or advised by a member of the medical profession for any of the following:

O No

NO

NO

u Details to sections 4 and 5. (An additional sheet of paper may be attached, if necessary.)

PERSON QUESTION DATE OF EVENT DETaILS
Beneficiary
PRIMARY BENEFICIARY: RELATIONSHIP:
CONTINGENT BENEFICIARY: RELATIONSHIP:

DEecLARATIONS BY PROPOSED INSURED

| REPRESENT THAT ALL STATEMENTS AND ANSWERS MADE IN ALL PARTS OF THIS APPLICATION ARE FULL, COMPLETE AND TRUE TO THE BEST OF MY
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.

WHEN THE CERTIFICATE IS DELIVERED TO THE OWNER AND THE FULL PREMIUM IS RECEIVED IN SONS OF NORWAY HEADQUARTERS.

OWNER’S WRITTEN CONSENT.

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 IS ALIVE AND IN THE SAME CONDITION OF HEALTH AS DESCRIBED IN THIS APPLICATION

4. ACCEPTANCE OF A CERTIFICATE BY THE OWNER SHALL CONSTITUTE RATIFICATION OF ANY CHANGES MADE BY SONS OF NORWAY. 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
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AUTHORIZATION TO OBTAIN INFORMATION

I 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 PHOTOCOPY OF THE AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL. | AGREE
THIS AUTHORIZATION SHALL BE VALID FOR TWO YEARS FROM THE DATE SHOWN BELOW.

X

SIGNATURE OF PROPOSED INSURED (IF AGE 16 OR OVER) DATE SIGNED
SIGNATURE OF APPLICANT/OWNER (IF OTHER THAN PROPOSED INSURED) DATE SIGNED

| CERTIFY THAT | ASKED EACH QUESTION ON THE APPLICATION AS PRINTED, RECORDED THE ANSWERS EXACTLY AS GIVEN, AND WITNESSED THE SIGNING OF THE
APPLICATION. ALSO, | CERTIFY THAT THE INSURANCE APPLICATION IS NOT INTENDED TO REPLACE OR CHANGE ANY INSURANCE EXCEPT AS INDICATED.

X

WITNESSED BY FINANCIAL BENEFITS COUNSELOR FBC NUMBER DATE SIGNED

CITY AND STATE WHERE SIGNED FBC LICENSE #
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