NEW BUSINESS TRANSMOITTAL FORM

Agent/Broker Name:

Agent/Broker Email: .

Agent/Broker Phone:

Agent/Broker Fax:

Client (s} Name:

Date:

Carrier:

Predact: (Ferm/UL/SUL/¥ UL/ MoneyGuard/Annuity)
Attacked, I have enclosed the following {please check):

Application:

Exam:

APS:

Check:  ip the amount oft

¥ TF NO EXAM IS ATTACHED I WOULD LIKE (please check):

VIP TO ORDER THE EXAM

EWILL ORDER THE EXAM



LIFE APPLICATION INSTRUCTIONS

COn Your Side’ . S
Submitting Obtaining Supplemental Forms
Application NOTE: There are some supplemental forms that may need to be submitted with the appiication and reguired forms if certain conditions apply (i.e.
special risk questionnaires such as Hazardous Avogcation, Foreign Supalement, Aviafion, Drug, Alcohal, etc). These supplemental forms can be
obtained by contacting our application HELP-LINE at 866-678-LIFE (5433) or by accessing our web-site af www . nafionwide com,
What to send:
Submit: Provide: Retain:
O Copy of signed application to Nafionwide. O Copy of application to the Client. O Permmanently retain the criginally signed and dated
O State required forms fo Nationwide, paperwork for your files for future reference,
Where to send:
*FOR THE FASTEST SERVICE USE FAX. Regular Mail: Express Mail:
Fax Number: Nafionwide Life insurance Company  Nationwide Financial Life Operations
1-888-77-7303 P.O. Box 182835 RR1-04-D4
Columbus, CH 43218-2835 5100 Rings Road
Dublin, OH 43017-1522

Avsilable INIVIDUAL VARIABLE URIVERSAL LIFE: WHOLE LIFE:
Products ¢ Nationwide YourLife® Accumulation VUL « Nationwide YourLife® 20-pay WL
Indicaie pian « Nationwide YourLife® Protection VUL e Nafionwide YourLife® WL 100
name being « Nationwide YourLife® Survivorship VUL
appled for in . ”
the Life UNIVERSAL LIFE: TERM LIFE;

Insurance Plan
section of the

« Nafionwide YourLife® 10-year Term
« Nafionwide YourLife® 20-year Term

e Nationwide Yourlife® Current Assumption UL
= Nationwide Yourlife® No-Lapse Guarantee UL

application « Nationwide YourLife® SUL + Nafionwide YourLife® 30-year Term
Completing In the event Supplemental Coverage has been elected, pleass compiete:
the e Part C, Section 8 - Total Specified Amount box,
Application e PartE, Section 20 - Special Instructions Section — indicate how much Supplemental Coverage is requested as a whole percent,
Providing Temporary Insurance Agreement should be given io the applicant except in the following situations:
Temporary e The applicant has not paid the full first premium for the mode selected or authorized EFT draft for initiial premium.
Agreement = |f the Proposed Insured(s) answered “Yes" fc the health question(s) on the Temporary Insurance Agreement section in the application.
= The fotal specified amount requested exceeds $4,0080,000. The Producer should not coliect any money.
Coliecting For Annual, Quarterly and Semi-Annual billing modes:
Brerium e Collect 1 modal premium and send to Nafionwide.
For Monthly EFT mode:
There are two options available for setling up manthly EFT:
1. Collect NO premium at the time of the application and Home Office will draft the inifial premium on the issue date of the policy which is
also the Policy Effective Date.:
OR
2. Coliect two months premium and the monthly draft day will be determined based upor policy effective date unless a specific day has
been requested on the appiication.
To ensure proper premium drafting, indicate on the application in the Billing and Premium Information section the bank information i be
used.
Ordering e Indicate what medical requirements have been ordered on the Producer's Certificate.
Bedical = Nationwide Underwriting will order the necessary medical requirements for you bui contacting the paramedical provider yourself at the

Reguiremenis

fime of the application will speed up the overail process by 5-7 days.

¢ The medical tnderwriting requirements are based on each Proposed Insured's age and face amount of coverage which can be found on
the medical requirements chart of the Underwriting Desk Reference.  These requirements should be ordered through one of the
Nationwide authorized paramedical providers:

APPS: B00-635-1677 ExamOne: 877-933-8261 Portamedic: §00-456-3883

e When determining the medical requirements for age and amount, "AMOUNT" is equal o the amount of insurance applied for currently,
plus any amount of insurance placed in force within the past 3 years with Nationwide.

= Nationwide Underwiting may request a report from the proposed insured(s)'s attending physician if it is determined that this information

ADRMULTI

is needed to assess the risk.
' B A R QUESTIONS? . '
_ Please call our application HELP-LINE af 866-678-LIFE {5433).

Hours of Operation (Eastemn Time) Manday —Friday 8:00 am. —8:00 p.m.
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E1 NATIONWIDE LIFE INSURANCE COMPANY
[ NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

Application for Life Insurance

P.0. Box 182835, Columbus, Ohio 43218-2835

PART A - CLIENT INFORMATION

1. Proposed Name (First, M/, Last} SEN/Tax ID #
Primary . - -
Insured Address City
State Zip Code County Sex Former Name
LM OF
Marital Status Age Date of Birth (mm/ddyyyy} | State of Birth
O Married T Single [ Other
Cilizenship (*If other, submii Foreign Supplement.) Driver's License #/7 State of Issue
O U.S. OCanada [ Cther, how long have you lived in the U.S.?
Occupation Employer Daytime Phone ( }
1 Business  E1Cel [ Home
E-Mail Address Evening #hone { }
i]Business [ Cel  [JHome
2. P 0 . Birth . . Relatienship to
Agz;ziai Name of insured(s) | Birth Date | ..o | Sex | Height | Weight |  SSN/Tax ID # nser
Insured
if applicable,

complete for either:

a) Joint Insured for
Survivorship Life
Plan; or

b) Term Rideron
Another Covered
Person (1.8,
Spotise/Children)

if additional space is

reqidired, iuse

Joint/Spouse Proposed Additional Insured Information Only

Former Name

Agdress [ (Check box if same as Froposed Primary Insured)

City

State

Zip Code

County

Citizenship (*f other, submit Forsign Supplement.)

1 U.S. [OCanade [3 Other, how long have you lived in the U.8.7

Driver's License #/ State of Issue

Special Instructions | Cccupation Empioyer Daytime Phone ( }

Section. [1Business [3Cel [JHome
E-Mail Address Evening Phone ( )

f1Business [ 1 Cell [J Home

3. Owner Name (First, MI, Last) SSN/Tax ID#

Complete ONLY if Address LI (Check box if same as Froposed Primary Insured) City

Owner is not the

P d Pri

,snrgﬁéif ety State Zip Code County Relationship to Insured | Date of Birth (mm/ddyyyy)

Unless indicated the -

Proposed Primary E-Mail Address Phone_ { )

Insured (Joint I1Busingss [ Cel [ Home

insureds in the case
of Survivorship) wil

It more than one Owner the following will be aﬁphcabfe: 1) Ownership will be vesfed jointly with right of strvivorship,
e

otherwise fo the Execufor or Administrator of

last owner's estate. 2} Af nofices will be mailed to the one address

listed above unless otherwise instructed. 3) For tax reporfing purposes, only one Social Securfty Number can be used.

own the policy. The SSN shown above will be used uniess ofherwise insiructed.
If more than fwo Joint Owner (First, MI, Last) SSNTTaxID#
Owrners are .
requested, uss Address L1 (Check Dox if same as Proposed Primary Insured) City
Special Instructions
Secfion. State | Zip Code County Relationship to Insured | Date of Birth (mm/ddiyy)
E-Mail Address Phone | )
[ Business [ Cell  [dHome
Trust Tax Date of
TRUST - Submit Exact Name of Trust ID Number Current Trustee(s) Trust
copy of firsf and
signature pages of
Trust document.

R R AR



4. Coniingent
Owiner
Complete this
section to name an
alternative Owner in

Name (First, M, Last)

SN/ TaxID #

Address L {Check box if same as Proposed Primary nsured)

City

he evert the Insured State | Zip Code County Reiafionship ic insured | Date of Birth (mm/ddiyyyy)
survives the Owner.
5. Primary When more than one Beneficiary is designated, payments will be made in equal shares fo the Banelicianies surviving the
Beneficiary Insured, or in full to the last surviving Beneficiary, unless some other distribution of proceeds is provided,
Designations L) Check this box if Trust named in the Owner section s fo be the Primary Beneficiary. If a different Trust is
named as Primary Beneficiary or Trust is named as Conlingent Bepeficiary, provide the Trust information
if Survivorship Life below,
Pian, the Proposed | For Proposed Primary Insured
Insureds may not be Primary Beneficiary(ies} Name(s) Share Relationship 1o Birth Date or
named as Beneficiary. or Trust and Trustes(s) % Insured(s) Trust Date SSNTax 1D #
If additional space
s required, use
Special Instructions
Section.
For Proposed Additional Insured
Primary Beneficiary(ies} Name(s) Share Relafionship to Birth Date or
or Trust and Trustee(s) % Insured(s) Trust Date SSh/Tax D #
6. Contingent For Proposed Primary Insured
Beneficiary Contingent Beneficiary(ies) Name(s) Share Relaficnship to Birth Date or
Designations or Trust and Trustee(s) % Insured(s) Trust Date SSNTax 1D #
For Proposec Additional Insured
Contingent Beneficiary{ies) Name(s) Share Relatienship fo Birth Date or
or Trust and Trustee(s) % Insured(s) Trust Date SSN/TaxID#

PART B ~ INSURANCE INFORMATION

7. Replacement
and Other
Policy.
Information

Be sure to answer
all questions. If
applicable, check
the appropriafe box.

OYes ONo | a

Do you currenily have any other Life insurance or Annuities in force? (If “yes”, list below.)

CvYes ONo | b

Is anv person here proposed for coverage now applying for Life Insurance or Annuiies with any
other company? (if "yes”, provide name of Company, amount applied for and purpose of coverage.)

CYes CINo | &

Will any Life Insurance or Annuities for this or any other company be replaced, discontinued,
reduced or changed if insurance now applied Tor is issued? {If “yes’, iist below and complete
appropriate replacement forms. if this is an IRC Sect 1035 Exchange, atfach 1035 forms.)

s | oy | soeorir | o | o | Jope | g [
§ CYesONo y O O
$ CIYes 1 No ] O
$ 3 Yes O No O [1
5 OYesCNe | O i
LAA-0107TX Page 2 of & (07/2008)
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PART C - PLAN INFORMATION

§. Life Insurance
Plan
Refer fo the

Mustration for the
correst plan name.

Complete this section
if vou appiied for an
individual Variable
Universal,

Universal or
Survivorship Life
Plan.

(Print complete name of product being applied for.)

Term Plan: Level Peried: [110Year [J20Year [J30 Year

Permanent Pian*:
*if a Variable Life product is being appfied for_the Varable Life Fund Supplement MUST be completed.

Base Specified Amount Additional Term Rider Amount Totat Specified Amount
~+ | Vanable Universal Life case only) | == (including Additional Term Rider}

§ $ $

Death Benefit Option (If no option is selected here, Option 1 is elected}

LJ Option 1......{The Specified Amount, or a muttiple of the Cash/Accumulated Value, whichever is greater.)

L1 Option 2......{The Specified Amount, plus the CashiAccumulated Value, or a multipie of the Cash/Accumudated
Value, whichever is greater.)

[1 Option 3......(The Specified Amount, plus the Accumulated Premium Account at %* interest ar a multipie
of the Cash/Accumulated Value, whichever is greater.) *Enter a percentage up to 12% maximum,
ONLY if the Owner is a business entfy. If nothing is entered or the Owner is not a business entity, 0%
will apply.

internal Revenue Code Life Insurance Qualification Test Option

[ Guideling Premium/Cash Value Corridor Test
[ Cash Value Accumulation Test
(If no selection is made hare, the Guideline Premium/Cash Value Corridor Test is elected.)

9. Optional
Benefits
Select the

appropnate benefit
aceording fo the
iflustration.

Variable or Universal Life Plans Oniy (Subject fo Plan availability.)

U Spouse Rider ... e $ {1 Accidental Death Benefit Rider......... $

[ Children’s Term Insurance Rider.. ... § [ Adjusted Sales Load Rider %

[2 Long Term Care Rider” ... $ {in whole percentages only) waived for years
*Complete Supplement for { ong Term Care Rider. L1 Surrender Value Enhancement Benefit

[ Premium Waiver Rider ..........c....... $ 1 Change of Insured Rider

[T Waiver of Monthly Deductions Rider

O Extended Death Benefit Guarantee Rider
Guarantee Percentage (Indicaie percentage of
specified amount)
Guarantes Durafion (indicate number of years)

L1 Other Rider{s)
[ Other Rider{s}
1 Other Rider(s)

Survivorship Variable or Survivorship Universal Life Plans Only {Subject to Plan availability.)

0 Four Year Term Rider* ..., $ [ Policy Spiit Option Rider
*iIf the No Charge Four Year Term Insurance has [1 Other Rider(s}
been iliustrated you should NOT select this rider, [ Other Rider{s)

Whole or Term Life Plans Only (Subject to Plan availability.)

I3 20 Year Spouse Rider oo, 3
[ Children’s Term tnsurance Rider ...... $

1 Owner's Waiver of Premium Death or Disability Benefit
Rider (Complete Part £ for the Owner}

[T Accidental Death Bensfit Rider......... $ Cceupation
LI Guaranteed Insurabiity Benefit Rider . § Height

[T Waiver of Premium Disability Benefit Rider Weight

L3 Owner's Waiver of Premium Death Benefit Rider State of Birth

{Complete Part E for the Owner) [ Other Rider(s}

Occupation L1 Other Rider(s)
Height [T Other Rider(s)
Weight

State of Birth

Policy will be issued with Automatic Premium Loan Option (APL} for Whole Life Plans only, if available, unless
the box below is checked.
[T Mo, do not issue with APL.

LAA0107TX
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PART D - PREMIUM ARD BILLING INFORMATION

10, Initial {Be sure to review Temporary Insurance Agreement fa verfiy if the Proposed Insured qualifies fo submit premitim with
Premium the application.)
Payment Initial Premium Payment § {paid with application}
NOTE: Make all checks payable to NATIONWIDE,
11. Billing and Weonthly Electronic Billing Option:
rrfemiur? O3 Monthly EFT oo e B Draft Opfions:
nfoimation . ; ; 3 *Checking - Use information on the Premium Chack.
NOTE: Monthiy Drafi Day will be determined based upo g ormaton ¢ .
;()oﬁcy effective };‘ate unfesys a day is rec;uejer;fed beiowljp " L1 Checking - (Altach a pre-prinfed Voided Check)
_ ' L1 *Savings - {Aftach a Voided Deposit Ship with
Monthly Draft Day {15~ 287} account number and routing number.)
I no check or deposit siip provided, indicate beiow the bank information tobe used:
Financial institution Name Transii/ABA Number
Accouni Number Type of Account: [ *Checking [ *Savings
* By providing my Tnancial institufion name and account information, | hereby authorize Nalionwide Life Insurance
Company/Nationwide Life and Annuity Insurance Company to inifiate debil entries fo my checking/savings account
indicated above and the Financial institufion fo debif the same such account,
Additional Billing and Payment Options (check the applicable biiling or payment option{s) and indicate the
premium amount):
L1 Quartary ..o B Billing Advantage ..., 3
O Semi-Annual ........ Account Number
E1 Annual.coeenen £l 1035/Replacement
£ Single Premium I Other e
12. Payor If someane other than the Insured(s) or the Owner is bifled for the premium for this policy.
Name (Firsl, MI, Lasl}
Address City State | Zip Code
PART E - PERSONAL INFORMATION .
13. Tabgcco Use ;{@?ﬁﬁgﬁnu:zd ;:gggf:cc oF Proposed Primary insured Proposed Additional Insured
Al questions ars fo |2 Y :
be answered by a. inthe last b years? OYes ONo OYes O No
sach Proposed
Insured. b. Inthe last 12 months? LiYes LlNo OYes [iNo
If “ves”, date fast used, If"yes”, date last used.
¢. If'yes”, check all forms of 1 Cigarettes {1 Cigars O Cigarettes [1 Cigars
tobacco or nicofine products [ Chewing Tobacco ] Pipe [1 Chewing Tobacce 1 Pipe
Be sure to answer used. [ Other Tobacco £1 Snuff [ Other Tobacco O Sruff
this section. O Nicotine Products {gum, patch, ete)) | [ Nicofine Products (gum, patch, etc.)
14. Physical . Curlrent Weight 1 Year . .
Measurements Height Weight Ago Reason for Weight Gain or Loss
Fill in irformation for
the Proposed Pimary
insured.
15. Personal Proposed Primary Insured Proposed Additional Insured
Physicians Name of Personal Physician:
If Child Rider

coverage is
requested, use
Special Instructions
Section to add
Personal Physician
information for each
child.

Address:

Telephone Number:

Drate last consulted:

Reason last consulied:

Treatmant given or
medication prescribed:

LAAD107TX
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16. Personal
Details

Explain all “yes”
answers in Details
box below unless
instructed otherwise.

All questions are to be answered by each Proposed Insured.

Proposed
Prirnary
tnsured

Proposed
Additional
Insured

Any
Child

Yes No

Yes No

Yes No

a.

Have you ever had any appiication for Life or Health insurance {or for
reinstatement for Life or Health Insurance) declined, postponed, rated-up
or fimited?

O

O

o o

O 0

Have you ever applied for or received disability payments for any iliness
or injury”?

O

O

O B

in the past 3 years have you engaged in, or do you infend to engage in:
flying as a pilot, student pilof, or crew member; organized racing of an
automobile, motorcycle, or any type of motor-powered vehicle, scuba
diving, mountain ciimbing, hang gliding, parachuiing, sky diving, bungee
jumping or any type of body-contact or life-threatening sport? (I “yes”,
compiete an Aviation/Hazardous Activities Questionnaire.)

Have you ever had your driver's license suspended or revoked; or been
convicted of driving while impaired or intoxicated, or been convicted in
the past 3 years of mare than one moving violation?

Except as prescribed by a physician, have you ever used, or been
convicted for sale or possession of cocaine or any other narcotic or
illegal drug? (If ‘yes’, complefe Drug Questionnaire.)

O

O

05
i

O
X

Have you ever been charged with a violation of anv criminal law?

Have you had any bankruptcies in the past 7 years or do you have any
suits or judgments pending against you at this ime?

Do you plan to fravel or reside outside of the United States or Canada?
{If “ves”, complete Supplement for Foreign Nationals or Travel)

Do you belong to or intend to jein any active or reserve military or naval
organizafion? {If “ves”, complete Military Status Questionnaire.}

To the best of your knowledge, do you have a parent or sibling who died
from cancer or cardiovascular disease prior io age 60? (If “ves”, provide
relationship fo Proposed Insured(s), age at death and cause of death,
and if cancer, provide type.}

Y N B I

o 0o o O0

00| | S |
o o 0O OB

O 0o g Oo
O o0 0o O

Have you been involved in any discussion about the possible sale or
assignment of this policy fo a iife sefflement, viatical, or other secondary
market purchaser?

Have you ever sold any life insurance poficy to a life settlement, viatical,
or other secondary market purchaser?

m.

Will anv portion of the curent or future premium for this policy be financed?

n,

Will any Insured or Policy Owner receive any payment in connection with
the insurance issued on the basis of this application?

.

i

Oc
08

|
o

17. Explanation
of Personal
Details

If more space is
needed, an addftional
biank sheet may be
altached. Any
Proposed fnsured(s)
or Owner(s) should
sign and dale
additional pages.

Question
{efter

Person Dates

Details

LAAOTOTTX
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18. Heaith. To the best of your knowiedge and belief, within the past 10 years, has Pégi?:: ed Apg%%?sed| Ay
Questions anyone here proposed for insurance been treated for, or been !nrsureg inslul:e;:ia Chilg
All questions are fo | diagnosed as having: Yes No | Yes No 1 Yes Mo
be answerod by a. AlDS (Acquired immune Deficiency Syndrame), or any other AIDS- [ 0O 0 0 o
each Proposed o . . y
Insured. related condition, or received a positive result of an HIV (Human
i . Immunodeficiency Virus) fest?
Explain alf "yes” b. Heari disease including heart attack, angina, or other chest pai, high O d O o O O
ggi!'}ggﬁ gﬁézgs blood pressure, shortness of breath, palpitations, heart murmur,
instructed otherwise. phlebitis, or any other disorder of the heari or blood vessels?
¢. Headaches, seizures, epilepsy, stroke, Alzheimer's disease, dementia, o O O 0O
Parkinson's disease, multiple sciercsis, or any other brain or nervous
disorder?
d. Depression, neurosis, affective disorder, psychosis, or any other mental 0o o 1 1 B
or emctional disorder?
e. Asthma, emphysema, chronic bronchitis, tubercuiosis, or any other O O 0 O a0 B
disease of the lungs or respiratory sysiem?
f Colitis, ulcer, persistent diarrhea, rectal bleeding, or any other disease 0O O o O 0o O
or disoroer of the esophagus or digestive fract?
g. Sugar, protein or biood in the urine, kidney stones, sexually fransmitted o O 0o o 00
disease, or any other disease or disorder of the kidneys, biadder,
prostate, breast, urinary fract or reproduciive system?
h. Diabetes, hepaiitis, cirrhosis or any other disease of the fiver, pancreas, 0 0. O 4 0 o
or thyroid?
i.  Cancer, or any malignant or berign tumor or cyst, ar any chronic oo o O 0O o
disease of the skin or iymph glands?
j. Arthritis, rheumatoid arthrifis, osteaporosis; or any paralysis or chronic c O o o O 0O
back or muscle condition?
k. Alcoholism, narcotic addiction, drug use, or hallucinations? C O o o !
. Any disease or disorder of the eyes, ears, nose or fhroat? I O o 0o o
To the best of your knowledge and belief, in the past 5 years, has anyone here proposed for insurance:
m. Consulted, or been examined or treated by any physician, chiropractor, O O IR T 3
psychologist or other health care practitioner or by any hospital, ciinic, or
cther health care facility not alreaay disclosed on this application? (If it
was for a "check up", annual physical, employment physical, eic., 5o
staie and give findings and resulls.)
n. Had any disease, disorder, injury, or operation not already disclosed on O 0O 0O O 2 0
this application?
0. Had any x-rays, electrocardiograms, or other medical fests for reasons 0 0O O g 0 o
not aready disclosed on this application?
p. Been medically advised to have any surgery, hospitalization, treatment O O 0o .
or fest that was not completed or results that you have nof received?
19. Details of ) Details

Health History

if more space is
needed, an addiional
blank sheef may be
aftached. Any
Proposed Insured(s)
ar Owrner(s) should
sign and date
additional pages.

Qluestion

Letter Dates

Person

(Be specific. Give full names, addresses and ielephone number
(if available) of physicians, hospilals, efc.}

LAA-GI07TX
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20. Special
Instructions
Section

if more space is
needed, an addiional
blank sheet may be
altached. Any
FProposed insurcad(s)
or Ownerfs) should
sign and date
additional pages.

21, Taxpayer D
Number

Check box, if
applicable

f certify under penalfies of perjury that;
e The number shown on this form is my correct taxpayer identification number and,
« [ am not subject fo backup withholding because
+ | have not been notified that | am subject to backup withholding as 2 result of & failure to repori all interest or
dividends, or
+ the Intemmal Revenue Service has nolified me that | am no longer subject to backup withhoiding, or that | am
exempt from backup withholding, and
= |amaU.S person (including a U.S. resident afien).
2 Check this box if you have been notified by the [RS that you are currently subject to backup withholding
because of failure to report intarest or dividends on your tax return,
The Internal Revenue Service does nof require your consent {o any provision of this document other than the
certifications required to avoid backup withholding.

PART F - FRAUD STATEMENTS AND IMPORTANT NOTICES

TEXAS only:

Any person who submits an application or & claim containing a false or deceptwe staternent, and does se with infent to
defraud or knowing that hefshe is facilitating a fraud against an insurer, may be guilty of insurance fraud.

Pre-Notice of
Procedures as
Required by
The Fair Credit
Reporting Act
of 1570

This notice is fo inform you that as part of our normal underwriting procedures in connection with an application for

insurance:

« An investigative consumer report may be made whereby information is obtained through personal interviews with
your neighbors, friends or others with whom you are acquainted. This inquiry will include information as to character,
general reputation, personai characteristics and mode of living, except as may be related directly or indirectly io
your sexual orientation, with respect fo you, members of your family, and others having an interest in or closely
connected with the insurance fransaction; and

e You may elect to be interviewed if an investigative consumer report is prepared in connection with this application.
You are entitied to receive a copy of any investigative consumer report by submitting your request in writing.

e Upon your written request, made within a reasonable time after you receive this notice, additional information as to
the nature and scope of the investigation, if one is made, will be provided. You may send corrections and requests
for additionai information addressed to Nationwide Life Insurance Company/Nationwide Life and Annuity insurance
Company, P.0. Box 182835, Columbus, Chio 43218-2835. In the event of an adverse decision, you will be notified
in writing.

Medical
information
Burean Disclasure
Hotice

Information regarding your insurability will be treated as confidenfial. Nationwide Life insurance Company/Nationwide
Life and Annuity Insurance Company, or its reinsurer(s) may, however, make a brief report thereon to the Medical
Information Bureau, a non-profit membership arganization of life insurance companies, which operates an information
exchange on behalf of its members. !f you apply to another Bureau member company for life or health insurance
coverage or a claim for benefits is submitled to such a company, the Bureat:;, upon request, will supply such company
with the information in its file. Upon receipt of a request from vou, the Bureau will arrange disclosure of any information
it may have in your file. If you question the accuracy of information in the Bureau's file, you may contact the Bureau
and seek a correcfion in accordance with the procedures set forth in the Federal Fair Credit Reporting Act. The
address of the Bureau's information office is 50 Braintree Hill, Suite 400, Braintree, Massachusetts 02184-8734,
telaphone number 866-692-6201 (TTY 866-346-3642}. The e-mail address of the Bureau's information office is
www,mib.com, Nationwide Life Insurance Company/Nationwide Life and Annuily Insurance Company or ifs
reinsurer{s) may also release information in its file to cther life insurance companies to whom you may apply for life or
health insurance, or to whom a claim for benefits may be submitted.

LAADT07TX
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PART G — AGREEMENT ARD AUTHORIZATION

Agreement

l understand and agree that:

« This application, any amendments to i, and any related medical examiration(s) will become a part of the Policy and
are the basis of any insurance issued upon this application.

The Proposed Insured or Owner has a right to cancel this application at any fime by contacting their producer or
Nationwide in writing. No producer, medical examiner or other representative of Nationwide may accept risks or
make or change any contract; or waive or change any of the Company's rights or requirements.

I the fulf first premium is made in exchange for a Temporary Insurance Agreement, Nationwide will only be liable fo
the extent set forth in that Agreement.

If the full first premium is not paid with this application, then insurance will only take effect when (1) a policy is
issued by Naticnwide and accepted by me, and {2} the full first premium is paid; and (3) all the answers and
statements made cn the application, medical examination{s) and amendments are true {o the best of my knowledge
and belief when (1) and (Zg)have occurred.

Authorization

| authorize: any licensed physician or medical practitioner; any hospital, clinic, phammacy or other medical or medically
related fasility, any insurance company; the Medical Informaticn Bureau; or any other organizabion, insfitution or person
who has knowledge of me; to give that information fo the Medical Director of the Nabionwide Life insurance
Company/Nationwide Life and Annuity insurance Company, or its reinsurers, for the purpose of underwriting my
application in order fo determine eligibility for Life Insurance and to investigate claims. By my signature balow, |
acknowledge that any agreements | have made to restrict my protected health information do not apply o this form;
and | instruct any physician; health care professional; hospital; clinic; medical facility; or other health care provider to
release and disciose my entire medicat record without restrichon. | understand that any information that is disclosed
pursuant to this form may be redisclosed and no longer be covered by federal ruies goveming privacy and
confidentiality of health information. This form, or a copy of i, will be valid for a pericd of not more than two years (24
months) from the date it was signed. | understand that | have the right fo revoke this form In writing, at anytime, by
sending a written request for revocation to Nationwide Life insurance Company/Nationwide Life and Annuity Insurance
Company, Aftention: Underwriting, P.C. Box 182835, Columbus, Ohio 43218-2835. | understand that a revocation is
not effective to the extent that any of my providers have relied on this form; or to the extent that Nationwide Life
Insurance Company/Nationwide Life and Annuify insurance Company has a legal right to contest a claim under an
insurance poiicy or to contest the policy itself. | further understand that if | refuse to sign this form fo release my
complete medical records, Nationwide Life Insurance Company/Nationwide Life and Annuity [nsurance Company may
not be able to process my application. | understand that my auihorized representative or | have a right to & copy of this
form by sending a request to Nationwide in wrifing.

PART H - SIGNATUR

ES AND PRODUCER’S CERTIFICATION

Proposed
insured(s} and
Onwner Signatures

I HAVE READ THIS APPLICATION AND AGREEMENT AND DECLARE THAT THE ANSWERS ARE TRUE TO THE
BEST OF MY KNOWLEDGE AND BELIEF. | UNDERSTAND AND AGREE TO ALL ITS TERMS.

Signed af , 0N

City/State Month/Day Year

Full Name of Proposed Primary insureg {prini) Signature of Proposed Primary insured

{or parent it Proposed Primary insured s under age 15)

Full Name of Proposed Additional insured {prind) Signature of Propesed Additional Insured

{ifto be Insured)
X X
Signature of Applicant/Owner Signature of Applicant/Owner
(if other than the Proposed Insured(s)) (if other than the Proposed Insured(s})
Producer's LiYes LiNo a. | have fruly and accurately recorded all Proposed Insureds’” answers on this application.
Certification CYes I No b. Thave witnessed his/herftheir signature(s) hereon. (Iif "no”, provide detalls in Special
Instructions Secfion. }
Wik CTWIlTNot | ¢, To the bestof my knowledge, the nstrance applied Tor will or will nof replace any Life
Insurance, and/or Annuities.

Be sure to answer
all three guestions

Praducers Name (print) Signature of Producer

Firm Producer's Nationwide #

|LAA-G1O7TTX
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TEMPORARY INSURANCE AGREEMENT

NAT!ONWIDE HFE INSURANCE COMPANY/NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY, COLUMBUS, OH
This Agreement ‘provides a limited amount of Life Insurance coverage, for a limited period of time, subjeci to the ferms of this Agreement.

HEALTH QUESTION
Proposed | Proposed
Primary | Additional | AN _
Insured Insured Child | To the best of your knowledge and belief, has anyone here proposed
, Yes No | Yss No Yes No | for insurance:
Question deSf be (] OO [0 1 | Within the past 10 vears, been treatea for, or been diagnosed as having:
answered. angina, or chest pain or discomfort; heart aftack, heart murmur, or any other
heart disorder; epilepsy, stroke or diabetes; Acquired Immune Deficiency
Syndrome (AIDS), any AiDS-related disorder or positive HIV (Human
immunodeficiency Virus} test result; any brain, nervous, or mental disorder,
any drug or alcohol addiction; any kidney disorder (other than kidney
stones); or any cancer or other malignancy?
if the above guestion Js answered YES or LEFT BLANK, NO COVERAGE will take effect under this Agreement and
no representative of Nationwide Life Insurance Company/Nationwide Life and Annuily Insurance Company is
authorized to accept money, and/or provide a temporary insurance recsipt fo the applicant,
TERMS AND CONDITIONS
Amount of Temporary Insurance under this Agreement will commence on the date of the application if the {ull first premium for the
Coverage mode selected has been paid and accepted by Netionwide or authorized by Electronic Funds Transfer as advance
payment for an appiication for Life Insurance. if any Proposed Insured dies while this temperary insurance is in effect,
$1,000,000 overall | Nafionwide will pay to the designated Beneficiary the lesser of:
maximum for alf  the amount of death benefits, if any, which would be payabie under the policy and its riders if issued as applied for,
applications or excluding any accidentat death benefits, or
agreements. e §1,000,000 This total benefit limit applies to all insurance applied for under this and any other current applications to

Nationwide and any other Temporary Insurance Agreements for Life Insurance wheiher applied for on the liie or
ives of ene or more Proposed Insureds.

Date Coverage

Temporary Life insurance under this Agreement will terminate automatically on the eariiest of:

Temminates « B0 days from the date of this signed Agreement, or
« the date any policy is offerad or issued fo the Proposed insured in connection with the above appiication, or
60 DAYS maximum | e the date Nationwide mails notice of termination of coverage and refund of the advance payment to the Proposed
coverage. Insured, or the Owner, if different than the Proposed Insured.
Limitations & Fraud or material misrepresentation in the application, made within two years from the policy date, will invalidate this
agreement and Nationwide's only liability is for refund of any payment made.
e This Agreement does not provide coverage for Proposed Insured’s wheo are under 15 days of age or over the age of
70 on the date of the Agreement.
« If any Proposed Insured dies by suicide, while sane or insane, Nationwide's liability under this Agreement is limited
to a refund of the payment made.
& There is no coverage under this Agreement if the check submitted as payment is not honored by the bank on first
presentation or if the Electrenic Funds Transfer is not processed by the bank,
e No one is authorized fo waive or modify any of the provisions of this Agreement,
SIGNATURES
Proposed FHAVE RECEIVED A COPY OF AND HAVE READ THIS AGREEMENT AND DECLARE THAT THE ANSWERS ARE

Insured{s) and
Owner Signatures

TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF. .| UNDERSTAND AND AGREE TO'ALL TS TERMS.

Dated {mm/ddiyyy) X

gnature ot Proposed Primary insured
{or parent it Proposed Pnmary insured is under age 15)

X X
Signature of Appilcant/Owner
(if other than the Proposed Insured(s))

Signature of Proposed Additional Insured
{if to be Insured)

Initial Premium

An inifial premium payment in the amount of § has been submitted with this application. | have

Receipt and advised the Applicant/Owner that additional premium may need to be submitied at time of defivery.
Froducer's
Signature
X
Signature of Producer Firm Producer's Nationwide #
LAA-G107TX (07/2008)
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These guestions must be answered by the soliciting Producer. ] 7

Propased Primary Name (1 st M, Last: (Please ot “Raig Class Hustraled;
instred
2. Proposed Additional | Name (First, MI, Last): (Please prini) Rate Class Hustrated:
insured
3. incoma/Net Worth Client: Annual Income: Net Worth:
Proposed Primary Insured 5 $
Spousef Proposed Additional tnsured $ $
4. Type of insurance Personal: [J Death Benefit Protection (] Estale Succession Business: 3 Buy/Sell {Cross Purchase) O Spiit Dollar Plan

O Supplemental Retirement Benefit [J Educational Funding

BT Wealth Enhancement/Transfer I Charitable Planning
O Other,
for Personal insurance, compleie the Life Financial
Supplement or provide financial statements it

o Specified amount 15 $1,000,007 or more for ages 18-70
«  Specified amount is $100,007 or more for ages 71+

0 Buy/Sedi (Stock Redemption} £ Key Persor Insurance
0 Executive Bonus  £1 Non-Quaiified Deferred Compensation
O Insurance Based Retirement Plan [ Other

For Business Insurance, complete the Life Financial
Supplement or provide financial statements if:

o Speciiied amount is $500,000 or more with all ages

5. Business insurance

Compiate this section if

ts Business: [ Sole Proprietorship £ Parnership  C1 Corpor,

ation 7 Other

indicate the paricipants and their percentage of awnership:

the Business Financial Assels: $ Liabiliges: § Net Warth: §
Supplement is not
reguired. Net Profit After Taxes: § Net Brofit Prior Year: $ Estimated "Market” Value of Business: $
6. For Juvenie On the Owner/
Applicants Only On the Father: § On the Mother: $ Guardian:$
Indicate how much s in Siblings Age: Amount: § Age: Amount: §
force with all companies. Age: Amount $ Age: Amount: $
7. Additional information | o Who began negotiations for this application? [ Producer 1 Owner O Proposed Primary insured

Al guestions in this
section are to be fufly
compleied by the
soliciting producer hefore
a final offer of coverage is
provided,

[ Proposed Additional Insured  [Z30ther

b. How well do you know:
Proposed Primary insured? 3 Met very recently 3 Known for

Proposed Additional Insured? [T Met very recently O Known for

years [ Relative — Relationship
years O Relative - Relationship

€. Was everyone proposed for insurance present at the lime of a

pplication? 3 Yes L1 No

If ro, please explain:

d. List alt other producers that were invoived directly or indirectly

during the sales process:

2. For the questions below, please provide full details for ves answers in the Remarks section. if any changes oceur to these
answers before the policy Is issued and piaced in force, the home office must be notified immediately.

1. Have you, the producer, been invalved in any discussion about the possibie sale of this policy to a Iife settlement or other

secondary market provider? O Yes [ Ng
2. Will any portion of the premium for this policy be financed?

COYes [ONo

3. Will any insured or poticy owner receive any payment or giftin conneclion with this policy? £3 Yes [3 No

f. Will there be split commissions? {if "ves’, fif out Spht Commissions form or use Remarks section) [0 Yes [ No

8. Ordering
Requirements

Unless indicated in this
section, Nationwide wilf
arder all Reguirements.

Proposed Primary fnsured:

Have you ordered requirements? £1Yes O No

If yes, please identify.

[ Paramed Exam O Urine [J Bioed £ Stress EKG TIEKG
Paramed Company ordered from:
T APS  Daoclor/Faciity

Proposed Additional Insured:

Have you ordered requirements? 3 Yes [ Ne

I yes, please identify.

[1 Paramed Exam [3 Urine O Blood I Stress EKG Ol FKG
Paramed Company orderad from:
O APS  Doctog/facility

9. Remarks

if more space is needed, an additional blank sheet may be attached. Producer should sign and date additionai pages.

1 Producer's Producer's Name & Firm (Please Print): Date:
information
Phone Number: Fax Number: E-Mail Address:
VLOB-0357-H 05/2011




Investments

Compaiiias
21st Century Integrity Life Solutions Pacific Life
American General Life Jefferson Pilot Phoenix Mutual
Allianz. John Hancock Prineipal Fipancial
Allstatz Lincoln Benefit Protective
Amencan National Lincoln Financial Pradential
AXA Equrtable Mass Mutual Strategic Medical Consulting, Inc.
Banner Met Life Sun Life
Coveniry Midtand National Transamerica Occidental Life Ins. Co.
EMSI Muival of Omaha United of Omaha
Genworth Financial Nationwide United States ife
Hartford New York Life US Financial
Indianapolis Life North American Wesl Coast Life
ING Northwestern Mutual
Autorizacion para gue la informacion de salud se pueda comunicar a
Ia aseguradora VIP Insurance y sus compaiiias asociadas
La presente autorizacion se ajusta a la privacidad establecida por la ley de responsabilidad v
portabilidad de los seguros médicos de Estados Unidos (HIPAA, por sus siglas en ingles)
/ / - -
Nombre del asegurade / paciente (En lefras de imprenta) Fecha de nacimiento Numero de Seguro Social

Yo autorizo que todo proveedor de v plan de salud, médico, profesional de la salud, hospital, clinica, laboratorio, farmacia, administrador de
prestaciones farmacéuticas, centro médico, compafifa de seguro, organizacidn de apovo para compaiifas de seguro u otro proveedor de servicios
de satud Gos “Proveedores™) que, en forma directa o indirecta, haya hecho tn pago en mi nombre, o me haya proporcionado un tratamienio o
prestado servicios, comunique a Volente Insurance Partners, LLC (la “Compafiia™), asi como a sus empleados, agenites, represenitartes v filiales,
la historia clinica compieta, incluidos los informes de los exArmenes personales y cualquier otra informacion de salud protegida. Esta autorizacion
abarca Ja mformacion sobre el diagndstico o el tratamiento del virus de inmunodeficiencia amana {VIH) y de enfermedades de transmision
sexual. Asimismo, comprende la nformacion sobre el diagndstico o el tratamiento de las enfermedades mentales y del consumo de alcohol,
estupefacientes y tabaco, con exclusion de las notas de las sesiones de psicoterapia.

Con su firma al pie de esta autorizacidn, el que suscribe concluye todos los acuerdos que haya celebrado con los Proveedores para restringir a
divulgacion de la informacion de selud protegida, autorizandolos para comunicar su historia cliniea completa sin limitacion.

La informacion de salud protegida de quien suscribe se cormmicard conforme a fa presente Autorizacion, con la que fa Compaiia podra:

1} transmitirla a otras compafifas para que puedan proporcionarle al interesado un contrato de seguro mediante la evaluacion de Jos requisiios,
los riesgos, la emision de la polizay 1a solicitud de Ia cobertura; 2) procurar ef reaseguro de otras companiias; 3) administrar los reclamos de
seguro, asi como evaluar o satisfacer 1a cobertura y la provisidn de las prestaciones; 4)admmistrar 1a cobertura; v 5) Hlevar a cabo otras
actividades permitidas por 1z legislacion aplicable que se relacionen con ia cobertura que el interesado tenga o haya solicitado en la Comparifa.

Esta autorizacion serd valida por veinticuartro meses desde su firma al pie. Por su parte, las copias de esta autorizacion tendrdn la misma validez
que el docamento onginal. El interesado entiende que tiene e derecho de revocar la attortzacion en cualquier momerito, por medio de una
solicriud a tal fin dirigida al Ejecutivo de Privacidad HIPAA, o HIPAA Privacy Official en idioma ingiés, de la Compafiia, al domicilio 1200
Cottomwood Creei 11, Cedar Park, TX 78613. La autorizacion también se podra revocar enviando la soliciud mencionada a los Proveedores.
La revocacion no surtird efecto cuando alguno de los Proveedores haya actuado en virtud de esta aitorizacion ni cuando Ja Compariia tenga el
dereche de impugnar un reclamo o la cobertura conforme a las polizas de segure. Por su parte, la informacién que se comumque conforme a
esta autorizacion podra quedar sujete a retransmsion por parte de sus destinatarios, caso en el que ya no contard con la proteccion de la
niormativa federal que contempla la privacidad y la confidencialidad de Ja informacion de salud {p. ¢j., Ja privacidad establecida por laley
mencionada en e encabezado).

E! gue suscribe entiende que si decide no finmar esta autorizacion, la Compafiia podrd no procesar su soliciud v, en caso de que ya se haya
emitido una poliza de seguro, podrd no cubrir sus prestaciones; y declara que ha recibido una copia de esta autorizacion.

Firrna del asegurado / paciente o de su representante personal Fecha

Descripeidn de ka relacién o el poder del representante personai del asegurade / paciente VIP-HIPAA Spanish 07/06/2011

)




NATIONWIDE LIFE INSURANCE COMPANY

NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY
ONE NATIONWIDE PLAZA
COLUMBUS, OH 43215-2220

NCTICE AND CONSENT FOR AIDS-RELATED BLOOD, URINE, OR ORAL FLUID TESTING

To evaluate your insurability, the Insurer named above (Nationwide} has requested that you provide a sample of
your biood, oral fluid extracted from cheek and gum tissue, or urine for testing and analysis to determine the
presence of human immunodeficiency virus {(HIV) antibodies. By signing and dating this form, you agree that
this test may be done and that underwriting decisions will be based on the {est resull. A series of three tests will

be performed by a licensed laboratory through a medically accepted procedure.

Pre-Testing Considerations

Many pubfic health organizations have recommended that before taking a HiV-related test, a person seek
counseling fo become informed concerning the implications of such a test. You may wish o consider

counseling, af your expense, prior to being tested.

Meaning of Positive Test Result

The test is not a test for AIDS. |t is 3 test for aniibodies o the HIV virus, the causative agent for AIDS, and
shows whether you have been expesed to the virus. A positive test result does not mean that you have AIDS
but that you are at significantly increased risk of developing problems with your immune system. The test for
HIV antibodies is very sensitive. Erors are rare, but they do occur. Your private physician, a public health
clinic, or an AIDS information organization in your city might provide you with further information on the medical

implications of & positive fest.

Positive HIV anfibody test results will adversely affect your application for insurance. This means that your
application may be declined, that an increased premium may be charged, or that other policy changes may be

necessary.

Confidentiality of Test Results

All test results are required to be treated confidentiaity. They will be reported by the iaboratory to the insurer.
The test results may be disclosed as reguired by law or may be disclosed to employees of the Insurer who have
the respoensibility to make underwriting decisions on behalf of the Insurer or to outside legal counsel who needs
such information to effectively represent the Insurer in regard to your application. The results may be disclosed
to a reinsurer, if the reinsurer is involved in the underwriting process. The test may be released to an insurance
medical information exchange under procedures that are designad to assure confidentiality, including the use of
general codes that alsc cover resulis of tests for ofther diseases or conditions not related 1o AIDS, or for the

preparation of statistical reports that do not disclose the identity of any particular person.

LIFE 3331-C (04/97) TX



Notification of Test Result

if your test results are negative, no routine notification will be sent to you. If your test results are reported by the
laboratory to the Insurer as being positive, you will receive written notification of such results from a physician
you have designated or, in the absence of such designation, from the Texas Department of Health. Because a
trained person should deliver that information so you can understand clearly what the test result means, please

list your private physician so that the Insurer can have him or her tell you the test result and explain its meaning.

MName of physician for reporting a possibie positive test resuit:

Address:

in the event that the test is positive and you are denied coverage because of that fact and vou reguest the

reasons for the denial, the insurer may require you to name a physician at that time to receive the information.

if the test indicates a positive result, but you do not designate a private physician, the test resulis will be

provided to you by a representative of the Texas Department of Health.

Consent
! have read and | understand this Notice and Consent for HIV-Related Testing. | voluntarly consent to the
collection of a sample of blood, oral fluid extracied from cheek and gum tissue, or urine from me, the testing of
that sample, and disciosure of the {est results as described above. | have read the information on this form

about what a iest result means.

! understand that | have the right to request and receive a copy of this authorization. A photocopy of this form

will be as valid as the original.

Signature of Proposed insured or Parent/Guardian Date signed

Name of Proposed Insured (please print)

Address



LI Nationwide Life insurance Company
(1 Nationwide Lite and Annuity Insurance Company
P.0. Box 182835
Columbus, OH 43218-2835

FOREIGN NATIONALS OR FOREIGN TRAVEL
SUPPLEMENT TO APPLICATION

| Areyoual. S. cifizen? [1 Yes 1 No (if the answer is "Yes", proceed to Part If.)
A, lfnota U, S citizen, what is your Alien Registration Receipt Card (green card) number?

if not a U. S. cifizen, advise where current citizenship is held?

B. Ifno green card, what type of Visa do you have? (Include type, symbol and expiration date.)

C.  When eligible, do you plan to apply for U, S, citizenship?
D, When eligible, do you plan to stay in the United States?
E. Do you own a home in the United States? [l Yes [ No

If "Yes”, where? (city and country)

F.  Dg you ewn a home in a foreign country? 1 Yes 1 No
If "Yes", where? (city and country)
G. if married, does your family live with you? Cf Yes [J No
I "No", where do they iive? (city and country)
Il. Do you plan to fravel outside of the United States within the next year? 1 Yes 1 No
A 1f"Ves", where? (cify and country)
B. Purpose of fravel? [ Business {1 Pieasure

C. Howoften?
0. Average period of time for each trip.

Il Are you fluent in reading and speaking the English language” [0 Yes I No

IV. List all trips outside of the United States in the past two years. {Inciude name of cities and countries visited, length of
stay, how often visited, dates, efc.)

V. List all trips outside of the United States planned or anticipated. (Include name of cities and countries visited, length of
stay, dates, efc.)

VI, List occupation duties performed outside the United Siates.

| hereby represent that all the above statements and answers to ali the above questions are complete and tfrue, and | agree
that they shall form a part of my application and become a part of any contract of insurance issued based on such
application.

Dated at this day of ,
City, State

Witness Signature of Proposed Insured
LIFE-4603 (08/2001)



e SBREN Certificate of Foreign Status of Beneficial Ownet
e, Eebruary 2008) for United States Tax Withhelding

QB No. 1545-1621
Depariment of the Trezsury | P Section references are o the internal Revenue Code.  # See separate insructions,

Iniemnal Revenus Service k- Give this form io the withhislding agert or payer. Do not send o the RS,
Do not use this jom for tnstead, use Forme
& A ULS. oitlzen or other U.8. parson, including & resident alien tndividuat . _ . . . _ . . . . . . . wag
# A parson claiming that incoms is effectively connected with the conduct

of atrade or business in the Unfled States . . . . © . © . . . L L L L L L L L WesEry
© Aforelgn partnership, & toreign simple trust, or 2 foreign granior trust {sss instructions for exceptions) . . . . . . W-BEG| or W-SIMY

e A fareign government, international organization, foreign central bank of issue, foreign tax-exempt organization,

fareign private foundation, or government of 2 U.8. possession that received afiectively connected incame o that is

clairning the applicability of section(s) 115(2), 501(c), 882, BOS, or 1443(b) (ses instrucbons) . . . . . . . . . _W-BECH ar W_SEXP
Mobe: These entities should use Form W-8BEN if they ere claiming treaty bensfits or are providing the forrn only fo
clairm they are a foreign persoh sxempt from backup withholding.
B Aperson acting as an tarmediary . . L L L L L L L0 0 L eabay
Hate: See instructions for addiional exceptions.

identification of Beneficial Owner (See instructions.)
1 Name of individuai or organization that is the beneficial owner

2 Country of incomperation or organization

3 Type of beneficial owner. [ Individual (] comeration [ Disregarded emity [ Perinersni (] siapte vust
il Grantor frust L Comples trost [ Estate ] Government {3 international arganization
Cearviral bank ot issie ] Tax-mempt arganizaiion [ Privale foundation

4 Permanent residence address (straet, apt. ar suite no., or rural routs). Do not use a P.4O. box ar in-care-of address.

Clty ar town, state or province. Include postal code where appropriate. Couniry {do not abbreviate)

5 Mailing address {it different from abowe)

City or town, state or provinge. Inglude postal code where appropriate. Gountry {do not abbreviate)

G LS. taxpayer identification rumiar, if required (ses instructions) 7 Foreign my identifying number, if any {optiorad)
(3 ssnorimin O BN

g  Heference number(s) {ses instructions)

Claim of Tax Treaty Benefits {if applicable)
S I certify that {check all thet apphvh

The veneficial owner saresdant of L. ... ..o .. __ wilhinthe meaning of the income tax treaty betwoen the Unfted States and thal courdry.
If required, the U.5. taxpayer identification number is stated on fine 6 (see insttuctionsy

The bensficial owner is not an individual, derves the e [or ftems) of income for which the treaty berefits are chaimed, and, ¥
applicable, meats the requiraments of the tweaty provision dealing with fimitation on benefits (see instructions).

9]

oy

The beneficial owner s nat an individual, is claiming treaty benefits for dividends received from a foreign corporation or interest from a
U.S. frade or business of a foreign corporation, and mests gualified resident status (see nstructicns),

N

The beneficial owner is related 10 the person obligated to pay the ncome within the meaning of section 267{5} or 707{b}, and wifl file

Form 8833 if the amount subjest to withhoiding recetved dudng a calendar year excesds, in the aggregate, $500,000.

10 Special rates and conditions [if applicable—ses insructions): The benaficial owner is claiming the provisions of Arficle
treaty identified on tine Sa above toclatma ... ... % rate of withhoiding on {specify type of income):
Expiain the reasons the bensficial cwner mests ihe terms of the traaty articler ...

Netional Frincipal Contracts

t1 T | nave provided or will provide a statement that idendifies those nafional principal contraats frorn which the incoma is not efiectively
connected with the conduat of a trade or business in the United States. | agree to updaie this statement as reguired,

Certification

Under penalties of perjury, § dsclare that ! have examined the infarmation on this form and to the best of my knowisdge and belief 1t is trus, correct, and complete, |

further certly under penalties of perjury that:

1 lam the beneficial owner (or arm althorkzed to sigr for the henaficial owner) of 2ll the Incoma to which this form relates,

2 The benelicial owner is not a U3, persen,

3 The tngome to which this form relates is (a] not effectively connectaed with the conduct of a trade or business in the United States, {b} effectively connected but is

nol subject 1o tax vader an income tax testy, or (c) the partner's share of & partnarship's efiectively connected ircome, and

4 For brojer transactlons o barter exchanges. ihe beneficial owser s an exempt forsign person 2 defined in the instructions.

Furthermors, | authorize this form fo be providsd to zny withholding agent that has control, receint, or cusiady of the income of which | am $he beneficiat ownigr ar
any withholding agent thal can disburse or make payments of the income of which | am the baneficiat owner.

Sign Here A i A i T T T
Signatwe of beneticial owrer or individual auihorized 1o sign for bensficis! owner) Date {MeE-DDYYYY) Cagacity i witich acting
Far Paperwork Bedustlon #ct Mofica, see separsie instractions. Gat. Ne. 250477 Form: W-BBEN Rev. z-2008)

@ Frintes on Racyoled Paper




NATIONWIDE LIFE AND ANRUITY INSURANCE COMPARNY

VARIABLE LIFE FUND SUPPLEMENT

P.0. Box 182835, Columbus, Ohio 43218-2835

1. Proposed Primary Name (First, Ml, Last}: (Please print) SEN/Tax ID#
insured - -
2. Allocations s« For policies issued in states which reguire a Retum of Premium fo a Policy Owner exercising the Short Term

Right to Cancel—Net Premiums will be aliocated to the Nationwide NVIT Money Market Fund or to the Fixed
Account if selected until the end of the Right fo Cancel Period. Af the end of this period, the Policy Value will be
aliocated to the Sub-Accounts indicated below.
¢« For policies issued in states which reguire a Return of Cash Value to a Policy Owner exercising the Short

Term Right to Cancel—Net Premiums will be aliocated to the Sub-Accounts at the beginning of the Short Term
Right fo Cancel Period.
e Your selections must fotai 100%. Minimum initial aliocation to any single Sub-Accounts is 1%. No fractional
percentages are permitted. (If no allocation is selected, Policy Value will be allocated to the Nationwide NVIT Meney

Market Fund.)

Sub-Accounts designated by an * may include additional restrictions andfor charges.

The underlying investment options listed below are only

avaitable in variable fife insurance products issued by life insurance companies ar, in some cases, through participation in certain gualified pension or
refirement plans. They are NCT offered to the general pubiic directly. Please review the ungerlying fund prospectus carefully for information about
the funds and their share Classes

ry
% Amencan Funds NViT Assel Al ocation Fund

% American Funds NVIT Bond Fund

% Global Securties Fund/VA

% Amencan Funds NVIT Globd Growih Fund

% Main Streef® Fund/VA

% Amencan Funds NVIT Growth Fund

% American Funds NVIT Growth-Incoms Fund

% Federated NVIT High income Bond Fund®

% Main ca

Foreign Bond Forl

% Gartimore NVIT infemafional Equity Fund”

2% Gartmore 8VIT Worldwide Leaders Fund

% Neuberger Berman NVIT Muli Cap
Cpporiunities Fund

% IP Smalt Cap Stock index Portiolio % Neuberger Berman NVIT Socially
% Stock Index Fund, Inc. Responsibie Fund
) i % NVIT Cardings™ Aggressive Fund
% NVIT Cardinal™ Bajancad Fund

% NVIT Cardinas Capial Appreciation Fund

% VIP Equity-income Portfolio

% NVIT Cardinalsm Conservative Fund

% Low Duration Porfiolio

% VIP Freedom Fund 2010 Portiolio

% NVIT Cardina®™ Moderafe Fund

% Long Termn Fixed Account™

% VIP Freedom Fund 2020 Portidlio

% VIP Freedom Fund 2030 Portiolio

% NVIT Carainas™ Moderately Aggressive
Fund

% VIP Growth Portiolio

% VIF Investment Grade Bond Porffolio

% NVIT Cardinalem Moderately Consarvative
Fund

These funds are the only avallable investment
options IF the EDBG Rider is selecied. Alf ofher

% NVIT intematonal Index Fund”

% Frankiin Income Securifies Fund

% NVIT Mid Cap Index Fund

% VIP Mid Cap Portfolio % NVIT Core Bond Fund

% VIP Overseas Portfolio® % NVIT Core Plus Bond Fund %% VIP Mresdom Fund 2010 Porifolio
% NVIT Emerging Markets Fung” % VIP Freedom Fund 2020 Porifolio
% NVIT Government Bond Fund % VIP Fmdom Fund 2030 Porfico

% Frankiin Smafl Cap Value Securfies Fund

% NVIT Money Markel Fund

% NVIT Cardingd® Aggressive Fund

% Templeton Global Bond Securiies

% Fory Portinlio

% NVIT Muti-Manager Intemational Growth
Fund

% NVTT Cardinais Balanced Fund

% NVIT Cardinalsn Capital Appreciabon Fung

% NVIT Mulii-Manager Infemational Value

% NVIT Cardinas Conservafive Fund

Fund* % NVIT Carding™ Moderate Fund
% NVIT Musti-Manager Large Cap Growth % NVIT Cardinal® Moderalely Aggressive
Fung Fund

% Global Technology Portfclio

% NVIT Mul-hanager Large Cap Value Fund

% Overseas Portfolic™

% Aggresswe Fund

0 NVIT Muli-Manager Mid Cap Growih Fund

% NVIT Muiti-Manager Mid Cap Value Fund

% NVIT Mufi-Manager Small Cap Growth
Fund

i % NVIT Cardinalm Moderately Conservafive
- Fund

a Aggressive Fun

% Balanced Fund

% NVIT Mulidvianager Smak Cap Value Fund

% Capital Apprediafion Fund

% NVIT Muti-Manager Small Cormpany Fund

% Conservative Fund

% NVIT Mulli Seclor Bond Fund

% Moderate Fund

% Balanced Fund

% NVIT Natonwide® Fund

% Moderatelv Aggressive Fund

% Capital Appreciation Fund

% WVIT Short Term Bond Fund

% Conservative Fund

% NVIT Real Estate Fund

% Moderate Fund

% Van Kampen NVIT Comstock Value Fund

7 Moderately Conservative Fund

% Moderately Aggressive Fund

% Templeton NVIT Intemational Value Fund

% Moderately Conservaiive Fund

**Stringent premium and fransfer restrictions are enforced for the Long Term Fixed Account, please consult the prospectus for more details on these restrictions.
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3. Optional Elections

Once the policy is issued,
changes to any opticnal
eiection requires wriften
instructions from Policy
Owner(s).

a. Sub-Account Monthly Deduction:

e |If the selected Sub-Account's vaiue is not sufficient for the full monthly deduction, any portion of the monthly
deduction that was not taken and all future monthly deductions will be deducted pioportionately from the remaining
Sub-Accounts until sufficient premium is paid into the selected Sub-Account again.

e Fixed Account(s) are not eligible for directing the monthly deduction.
Please deduct from the following Sub-Account: (check one)
[J Nationwide MVIT Money Market Fund OR [ Selected Sub-Account

b. Doilar Cost Averaging:
& Transfers must be at least $100,

e The monthly transfer from the *FIXED ACCOUNT must be equal to or less than 1/30th of the Fixed Account value
when the Doliar Cost Averaging Program is requesied. Transfers to or from the Long Term Fixed Account are not
available as part of Dollar Cost Averaging.

e I yau choose this option, Doliar Cost Averaging will begin the 1% day available from the Poiicy Date.

Piease fransfer § per manih from the {check one)
[ Nationwide NVIT Goverrunent Bond Fund 1 Katiomwide NVIT Money Market Fund
[ Nationwide NVIT High Income Boend Fund (Federated) O Nationwide Fixed Account™

Transfers from the Sub-Accounis specified above shall be transferred to the following Sub-Accounts based on the
percentage allocations indicated below; (Variabie Account Aflocations — WHOLE % only, totaling 100%)

SUB-ACCOUNT

%
%
%
%
%
Total = 100%

c. Asset Rebalancing:

If you choose this option, Asset Rebaiancing will be the 1t day avaiiable from the Palicy Date.
Rebalancing will occur: {check one)

[J Quarterly [ Semi-Annually [T Annually

NOTE: URLESS INDICATED BELOW, THE SUB-ACCOUNT ALLOCATIONS SELECTED FOR INVESTMENT IN THE
ALLOCATIONS SECTION ON THIS FORM WiLL BE USED. FEXED ACCOUNTS ARE NOT AN AVAILABLE SUB-
ACCOUNT FOR THIS ELECTION.

SUB-ACCOUNT
%
%
%
Y%
%
%
%
%
%
%
Total = 100%

4. Transfer
Authorization for
Producer

[ By checking this box, vou have authorized and directed Nationwide to accept instructions from the Producer signing
this application io execute exchanges among the Invesiment opfions available under your Policy and/or to allocate any
future Premium Paymenis on your behalf. This power is personal to the Producer, and may be delegated by written
notification to Nationwide and only to individuals employed or under control of the Producer for adminisirative/processing
purposes. This power is not available for use by any person or organization providing any type market-diming advice or
senvice. Nafionwide may revoke the authority of the Producer to act on vour behalf at any time by written notification fo
you.

If the box above is chacked, your Producer’s signature below and your signature at the end of this application represents
agreement for yourselves, your heirs and the legal representatives of your estates and your successors in interest or
assigns o release and hold harmiess Nationwide from any and all liability in reliance on instructions given under the
authority described above. You and the Producer also agree to jointly and severally indemnify Nabonwide for and
against any claim, liability or expense arising out of any action taken by Nationwide in reliance of such instructions.

X

Signature of Producer
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5. Rights of Transfer
for Co-Owners

If there is more than one Policy Owner or Trustee, all Policy Owners and Trustees must authorize all Sub-Account
exchanges or fulure aliocafion changes, uniess an option is selected below:

[J Act Independently — Sub-Account exchanges and future aliocations may be made by any Paolicy Owner or Trustee,

& Designate One - Sub-Account exchanges and future aflocafions may only be made by the foliowing named Poiicy
Owner or Trustee:

b. Important | UNDERSTAND THAT THE DEATH BENEFIT UNDER A VARIABLE LiFE INSURANCE POLICY MAY INCREASE
Notice OR DECREASE, DEPENDING ON THE INVESTMENT RETURN ON THE SUB-ACCOUNT(S) | SELECT.
REGARDLESS OF INVESTMENT RETURN, THE DEATH BENEFIT CAN NEVER BE LESS THAN THE SPECIFIED
AMOUNT, AS LONG AS THE POLICY IS IN FORCE. THE CASH VALUE MAY INCREASE OR DECREASE ON ANY
DAY, DEPENDING ON THE INVESTMENT RETURN FOR THE POLICY. NO MINIMUM CASH VALUE iS
GUARANTEED. ON REQUEST, WE WILL FURNISH ILLUSTRATIONS OF BENEFITS, INCLUDING DEATH
BENEFITS AND CASH VALUES FOR A VARIABLE LIFE INSURANCE POLICY AND A FIXED LIFE INSURANCE
POLICY FOR THE SAME PRERHUAM.
7. Suitabili a. Do you understand that the Death Benefit and Surrender Value may increase or decrease Yy 1N
depending on the investment experience of the Variabie Account? £s 0
: b. Do you believe that this policy will meet your insurance needs and financial objectives? DYes ONo
All 3 questions must be -
answered to issue policy. | & Have you received a current copy of the prospecus? OYes ONo
8. Signatures
Signed on .
Month/Day Year
i there are additicnal X _ ' X - ——
Owners o the poiicy, Signature of Proposed Primary Insured Signature of Proposed Additional insured
please attach a biank {or parent if Proposed Primary Insured is under age 15) {if to be Insured)
sheef with the additional
signatures. ¥ X
Signature of Apolicant/Owner Signature of Applicant/Owner
(il other than the Proposed Insured(s)) (if other than the Proposed Insuredy(s))
VLS-0113A01 Page 3of 2 (0512010
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NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

VARIABLE LIFE FUND SUPPLEMENT

P.O. Box 182835, Columbus, Ohio 43218-2835

1. Proposed Primary Name (First, Ml Last): (Please print) S8N/ Tax ID #
Insurad
2. Allocations « For policies issued in states which reguire a Return of Premium to a Policy Owner exerecising the Short Term

Right fo Cancel—Net Premiurms will be allocated to the Nationwide NVIT Money Market Fund or to the Fixed
Account if selected until the end of the Right tc Cancel Period. At the end of this period, the Policy Value will be
allocated fo the Sub-Accounts indicated below.
¢ For policies issued in states which require a Return of Cash Value to a Policy Owner exercising the Short

Minimum inifial allocation fo any singie Sub-Accounts is 1%.
percentages are permitted. {If no allocation is selected, Policy Vatue will be aliocated to the Nationwide NVIT Money
Market Fund.)

Term Right to Cancel—Net Premiums will be allocated to the Sub-Accounts af the beginning of the Short Term
Right 1o Cancel Period.
« Your selections must fotal 100%.

No fractional

Sub-Accounts designated by an ¥ may include addiional restriclions andfor charges.

The underlying invesiment aplions listed below are anly

avaitable in variabie life insurance products issued by life insurance companies or, in some cases, threugh participation in certain qualified pension or
retirement pians. They are NOT offered to the general public directly. Please review the underlying fund prospectus carefully for information about
the funds and their share classes.

Small Cap Stock index Portfolio

% Amesican Century NVIT Multi Cap Value Fund

% American Funds NVIT Asset Allocaion Fund

% Global Securities Fund/VA

% Amencan Funds NVIT Bond Fund

% Main Street® Fund/VA

% Amencan Funds NVIT Gobal Growth Fund

% Amencan Funds NVIT Growth Fund

% Amencan Funds NVIT Growth-Income Fund

Y Main Streef® Small - & Mid-Cap Fund/VA

% Federated NVIT High income Bond Fund®

% Low Duration Portfolio

% Neuberger Berman NVIT Muli Cap
Cpportunifies Fund

% Stock Index Fund, Inc.

% VIF Appreciafion Portioiic

% VIP Energy Portioiic*

% Neuberger Berman NVIT Socially
Responsibie Fund

% NVIT Cardinalem Aggressive Fund

% NVIT Cardinab™ Balanced Fund

% VIP Equityncome Portiolic

% NVIT Cardingkm Capital Appreciation Fund

% VP Freedom Fund 2010 Pertfolio

% NVIT Cardings™ Conservative Fund

% VIP Freedom Fund 2020 Porfolin

% NVIT Cardinal™ Moderate Fund

% VIP Freedom Fund 2030 Portfoiio

% V1P Growth Portfolio

% NVIT Cardinals™ Moderately Aggressive
Fund

Refum Portfolio

% Long Term Fixed Account™

% VIP Investment Grade Bond Porticlio

% VIP Mid Cap Portfolio

% NVIT Cardinas Moceriely Consarvative
Fund

% ViP Overseas Podfoho

% NVIT Core Bong Fund

% NVIT Core Plus Bond Fund

% NVIT Emergng Markets Fund®

% NVIT Govemment Bond Fund

These funds are the only available investment
opticns IF the EDBG Rider is selected. All other
mv&stmant opfions are unavailable with this rder, |

o 9
% Frankiin income Securifies Fund

% NVIT Intemational Equity Fund”

% ViP Freedom Fund 2020 Portiolo

% Frankiin Smatl Cap Value Secunties Fund

% NV International Inoex Fund®

% Templeion Globai Bond Securities

%, Forty Porfiolio

% NVIT Mig Cap Index Funa

% NVIT Money Market Fund

°/ VéP
ui” Amarican Funds NVIT Asset Alocaion Fund |

S NVIT Mult-Manager intermnational Growih
Fund

% NVIT Cardinal" Aggressive Fund

% NVIT CardinaP™ Balanced Fund

% NVIT Multi-Manager Intematonal Value
Fung*

% NVIT Cardinalm Capital Appregation Fund

% NVIT Cardinal™ Conservaive Fund

% NVIT Multi-Manager Large Cap Growth
Fund

% Clobal Technology Paortioiio

% NVIT Muli-Manager Large Cap Value Fund

% NVIT Cardinal™™ Moderaie Fund

% NWVIT Cardinals Moderately Aggressive
Fund

% COwverseas Portolic™

% NVIT Mult-Manager Mid Cap Growth Fund

% NVIT Muli-Manager Mid Cap Value Fund

% NVIT Muit-Manager Small Cap Growih
Fund

% NVIT Cardinal Moderately Consenvaive
Fund

% NVIT Mul-Manager Smak Cap Value Fund

a9
% Balanced Fund

% NVIT Muli-Manager Smal Company Fund

% Capital Appreciabion Fund

% NVIT Must Secior Bond Fund

% Conservaiive Fund

% Balanced Fund

% NVIT Nafionwide® Fund

% Moderate Fund

% Capital Appreciation Fund

% WVIT Real Bstate Fund

% Moderately Aggressive Fund

Y% Conservative Fund

% NVIT Short Term Bond Fund

% Moderate Fund

% Oppenheimer NV Large Cap Growih Fund

% Moderately Aggressive Fund

% Tempieion NVIT Infemational Value Fund

] u eratel Conservative Fund

% Moderately Conservative Fund

% Van Kampen NVIT Comstock Valus Fund

*Stringent premium and transfer restricions are enforced for the Long Term Fixed Account, please consult the prospectus for more details on these restrictions.

VLS-0113A0.1

Page 1of 3

AR TR R

(0512071




3. Optional Elections

Once the policy is issued,
changes fo any optional
election requires written
instructions from Policy
Owner(s).

a. Sub-Account Monthly Deduction:

e |If the selecfed Sub-Account's vaiue is not sufficient for the full monthly deduction, any portion of the monthiy
deduction that was not taken anc all future monthly deductions wili be deducted proportionately from the remaining
Sub-Accounts until sufficient premiumn s paid into the selected Sub-Account again.

+ Fixed Account(s) are not eligible for directing the monthly deduction.
Please deduct from the foliowing Sub-Account: {check one)
[] Nationwide NVIT Money Markef Fund OR [ Selected Sub-Account

b. Dollar Cost Averaging:
« Transfers must be at least $100.

s The monthly transfer from the “FIXED ACCOUNT must be equal o or less than 1/30th of the Fixed Account value
when the Dollar Cost Averaging Program is requested. Transfers fo or from the Long Term Fixed Account are not
available as part of Dollar Cost Averaging.

« I you choose this option, Dellar Cost Averaging will begin the 1=t day available from the Policy Date.

Please transfer $ per month from the (check one}
{1 Nationwide NVIT Government Bond Fund L Wationwide NVIT Money Market Fund
[} Nationwide NVIT High Income Bond Fund (Federated) U] Natipnwide Fixed Account™

Transiers from the Sub-Accounts specified above shall be transferred 1o the following Sub-Accounts based on the
percentage allocations indicated below: (Variabie Account Allocations - WHOLE % only, totaiing 100%)

SUB-ACCOUNT

%
%
%
%
%
Total = 100%

c. Assef Rebalancing:

If yvou choose this apfion, Asset Rebalancing will be the 1% day available from the Policy Date.
Rebalancing will occur: {check one)

O Quarterly [ Semi-Annually [ Annually

NOTE. UNLESS INDICATED BELOW, THE SUB-ACCOUNT ALLOCATIONS SELECTED FOR INVESTMENT IN THE
ALLOCATIONS SECTION ON THIS FORM WILL BE USED, FIXED ACCOUNTS ARE NOT AN AVAILABLE SUB-
ACCOUNT FOR THiS ELECTION.

SUB-ACCOUNT
%
%
%
%
%
%
%
%
%
%
Total = 100%

4. Transfer
Authorization for
Froducer

[ By chacking this box, you have authorized and directed Nationwide to accept instructions from the Progucer signing
this application o execute exchanges among the Investment options available under your Policy andfor to allocate any
future Premium Payments on your behalf. This power is personal to the Producer, and may be delegated by written
notification to Nationwide and only fo individuals employed or under conirol of the Producer for administrative/processing
purposes. This power is nat available for use by any person or organization providing any type market-timing advice or
service. Nationwide may revoke the authority of the Producer to act on your behalf at any ime by written nctification to
you.

If the box above s checked, your Producer’s signature below and your signature at the end of this applicafion represents
agreement for yourselves, your heirs and the legal representatives of vour estates and your successors in interest or
assigns io release and hold harmiess Nationwide from any and all liability in refiance on instructions given under the
authority described above. You and the Producer also agree to jointly and severally indemnify Nationwide for and
against any claim, liability or expense arising cut of any action taken by Nationwide in reliance of such insiructions.

X

Signature of Producer

VLS-0113A0.1
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[#33

Rights of Transfer
for Co-Owners

f there is more than one Policy Owner or Trustee, all Policy Owners and Trustees must authorize alt Sub-Account
exchanges or future allocation changes, unless an oplion s selected below:

£1 Act independently — Sub-Account exchanges and future allocations may be made by any Policy Owner or Trustee.,

1 Designate One - Sub-Account exchanges and future allocations may only be made by the foliowing named Policy
Owner or Trustee:

. Important
Notice

| UNDERSTAND THAT THE DEATH BENEFIT UNDER A VARIABLE LIFE INSURANCE POLICY MAY INCREASE
OR DECREASE, DEPENDING OWN THE INVESTMENT RETURN ON THE SUB-ACCOUNT(S) | SELECT.
REGARDLESS OF INVESTMENT RETURN, THE DEATH BENEFIT CAN NEVER BE LESS THAN THE SPECIFIED
ABOUNT, AS LONG AS THE POLICY IS IN FORCE. THE CASH VALUE MAY INCREASE OR DECREASE ON ANY
DAY, DEPENDING ON THE INVESTMEKT RETURN FOR THE POLICY. NO MINIMUM CASH VALUE 1S
GUARANTEED. ON REQUEST, WE WILL FURNISH ILLUSTRATIONS OF BENEFITS, INCLUDING DEATH
BENEFITS AND CASH VALUES FOR A VARIABLE LIFE INSURANCE POLICY AND A FIXED LIFE INSURANCE
POLICY FOR THE SAME PREMIUM,

a. Do you understand that the Death Benefit and Surrender Value may increase or decrease

depending on the investment experience of the Variable Account? DYes LINo
b. Do you believe thal this palicy will meet your insurance needs and financial objectives? OYes DNo
All 3 quesfions must be ,

answered fo issue policy. | © Have you received a current copy of the prospectus? OYes ONe
8. Signatures

Signed on ,

Month/Day Year
IF there are additional X _ _ X ‘ _
Owners on the policy, Signature of Proposed Primary Insured Signature of Proposed Additionat Insured
please attach a blank {or parent if Proposed Primary Insured is under age 15) {ifto be Insured)
sheet with the additional
signatures. N X
Signature of Applicant/Owner Signatizre of Applicant/Owner
(if other than the Proposed Insured(s)) (if ather than the Proposed Insured(s))

VLS-0113A041 Page 3 of 3 {05/2011)
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Oin Your Side
Batiormine Spiuriies

P. 0. Box 183137
Columbus, OH 43218-3157

:i{:

v !

Mationwide’

CUSTOMER ACCOUNT QUESTIONNAIRE

IMPORTANT INFORMATION ABOUT PROCEDURES WHEN OPENING A NEW ACCOUNT: To help the government fight the funding of
terrorism and money laundering activities, Federal law reguires all financial institutions to obtain, verify, and record information that identifies
each person who opens an account. What this means for you: When you open an account, we will ask for your name, address, daie of
birth, and other information that will allow us to identify you. We may also ask to see your driver's license or other identifying documents.

Nationwide Securities, LLC (NSLLC) adhere ic Securities and Exchange Commission "Know Your Customer” reguiations. The information
collected in this new account application is used io determine if recommendations appropriately match your financial needs. NSLLC will
retain this information, and send confirmation to you no less than every 36 months.
re-used for similar subsequent transactions.

If no changes have cccurred, this information may be

[

LP!ease select:

Estahlish New Account

(] Update to Existing Account Type

1

Section 1 - Account Types (check only one)

Natural Person Joint Fiduciary Entities
Non-Qualified Qualified [ Joint Tenant WROS [} Guardianship * [] Corporation *
[T individual *** [] Individual Refirement ["] Tenants in Gommon | [] Estate ** ] Parinership *
[} Tenants Entirety * Accournt ** Section Guide (] uGhA: « ] e
D Community Property * D Rollover IRA ** For ratural persons (Stae) [:| Unincorporated Association *
[ 528 Plan ** [] SEPIRA = gg?gfggggzgon 2A | [T UTMA: = | [] MNon-Profit Organization *
[] Simpie IRA ** (State) 1 Pension Plan =
it dp.Igeetgt;%encggn A D Roth IRA ™ ggégitgﬁifemo" D Conservatorship * B Profit Sharing Plan **
[T Beneficiary IRA * complete Secfaon 24 p 5 A * E1 aoigk) =
(ca lefe Section 24 v and Section 2C ower of Atlomey
dpSectfon 2F) [[] Coverdell {Education} * L] Trust#
e For natural person *
= (complete Section 24) [ 403(}1) o] P « (complete Section 24 L] investment Glub
o [ individual/Solo 40100 ™ | complete Section 24 and Section 2F) * (complete Section 2C
m N and Section 20D - P ection 2€)
(complete Seclion 24) (compiete Section 2E) | .. )
. lete Section 24 (complete Section 20)
comple
dpSecﬁon 2F)
Section 2A - Natural Person {(owner)
Name: (First, Middle Inifial, Last) Date of Birth: (Mo./Day/yr) | Social Security #: Phone #:

()

"Also Known As" (AKA) Name (or DBA for Sole Proprigtor):

Fax #:
¢ )

Email Address:

Maritai Status: [ Singte [ Married | Citizenship:[ ] U.S. Gitizen. [} Resident Alien | If non-U.S. citizen,must provide

[ ] Divorced/Separated [} widowed {1 Non-Resident Alien Country of Citizenship:
Lega! Residence: Mailing Address (if different from Legal Residence):
Address Line 2: Address Line 2:
City: State: | Zip Code: City: State: | Zip Code:
Employment Status: [] Employad [ ] Uremployed [ Retired  [] Homemaker [} Swudent [} Disabled

O Other: (specify)
Name of Employer: Occupation: Waork Phone:
{ )
Street Address:
Job Title: Fax #

City:

State:

Zip Code:

Approximate Net Worth (excluding residence,

Liguid Net Worth {approximate investabie assets)

Tax Bracket:

furnishings, autos) ] $100,001 - 250,000 [ <$50,000 1 §250,001 - 1,000,000 (1o [desllas
] < $50,000 [} $250,001 - 1,000,000 | L] $50,000- 100,000 ] > $1,000.000 110 [l2a
L] $50,000-100,000 [ > $1,000,000 1 $100,001 - 250,000 115 [I33
Asproximate Other Household Total Household Total # Total & of
Azﬁua; Salary: § Annual Income Income (Annual of Wage De eﬁdenis'
PRI ry: {Including Spouse): $ and Othery:  § Earners: P :
12300 311
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Section 2B - Natural Person (joini owner)

Name: (First, Middie Initial, Last)

Date of Birth:  (Mo./Day/yr.)

Sociat Security #:

Phone #:
(¢ )

"Also Known As" (AKA) Namea (or DBEA for Sole Proprietor): Fax #: Email Address:
)
Marital Status: [ Single L1 Married Citizenship:[] U.S. Citizen [ Resident Alien | If non-U.S. cifté;en,m_ust provide
[ ] Divorced/Separated ] widowed [] Non-Resident Alien Country of Gitizenship:
Legal Residense: ] same Address as Section 24 Mailing Address (if different from Legal Residence):
Address Line 2: Address Line 2:
City: State: | Zip Code: City: State: | Zip Code:
Employment Status: [ ] Employed L] Unemployed [ Retired [ Homemaker [ Student [ Disabled
[1 other: (specify}
Narne of Employer: Ocecupation: Work Phone:
)
Street Address:
Job Title: Fax #
City: State: | Zip Code:

Approximate Met Worth {excluding residence,

Liguid Net Worth {approximate investabie assets)

Tax Bracket;

furnishings, autos) [ $100,001 - 250,000 | [] <$50,000 [ $250,001 - 1,000,000 Oo Oasas

L] < $50,000 L1 $250,001 - 1,000,000 | ] $50,000-100,000 L[] > $1,000.000 [1i0 [J2os

[1 $50,000 - 100,000 [] > $1,000,000 ] $100,001 - 250,000 [145 a3

. Other Household Total Household Total #
ﬁpprDTxgnatte .8 Annual Income Income (Annual of Wage Emal #dmt .
nrual saRary: {including Spouse): § and Other):  § Earmners: epencents:
Section 2C - Entity
Legal Entity Name: Tax ID #: # of Empioyees:
"Doing Business As" (DBA) Name: | Type of Business: l(\flaiﬂ )Ofﬁce Phone #: ?ther)Business #: Fax #:
« )

Principal Place of Business:

Preferred Mailing (if different from Principal Place of Business):

Address Line 2:

Address Line 2:

City:

State: |Zip Code: City:

State: | Zip Code:

[1ves [] No

Pareni/Subsidiary Company: (if yes, provide evidence of corporate heirarchy)

Website Address:

Authorized Persons: (First, Middle Initial, Last) | Title:

Authorized Persons: (First, Middie Initial, Last) | Title;

Authorized Persons: (First, Middle Initial, Last) | Titte:

Authorized Persons: (Firsi, Middie Initial, Last) | Title:

Annual Gross Revenue: | Annual Net Revenue: | Balance Sheet Information:
5 $ Net Equity: §

Liabiiities:
$

Assets:

Reguired Documents Attached (Additional documents may be required to open certain Account Types)

If Corporation selected, must have a copy of Certified
Articles of Incorporation and either:

[L] Board Resolution with Corporate Seai or

[ Unanimous Consent of Shareholders Required

If Partnership selected:

1 Co-Partnership Autharization
If Unincorporated, Non-Profit or investment Club selected:
[ Non-Corporate Resolution

12306 311
£-4400-N
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Section 28 - Trust

Trust Description:

(] Qualified Plans

(1 Family [ Living [ Revocable

[ irevocable [} Testamentary

Legal Narne of Trust:

Date of Trust, (Mo., Day, Yr.)

Tax iD #:

Trustee Name: (First, Middle Initial, Last)

Trustee Name: (First, Middle Initial, Last}

Trustee Name: (First Middie inifial, Last)

Trust Address:

Preferred Mailing Address: i different from Trust Address

Address Line 2:

Address Line 2:

City: State: | Zip Code: City: State: |Zip Code:
Trust Annual
Gifts/Income Received: $ Net Worth of Trust:  $
ave attached a copy of the reguired Trust Certification form.

(I ih hed a copy of the required
Section 2E - Estate
Legal Name of Estate: Tax ID#:
Executor or Administrator Name: (First, Middle Initial, [ ast) Phone #:

-state Address;

Freferred Mailing Address: if different from staie Address

Address Line 2:

Address Line 2;

City: State: | Zip Code:

City: State: | Zip Code:

Estaie Annual

Income Received: %

Net Worth of Estate: $

Required Documenis Attached (Additional documents may be required to open certain Account Types)

[} Deatn Cerification and Court Documents Required
[] Probated Last Will and Testament
[} Other:

Section 2F - Fiduciary / 529 Beneficiary

Name: (First, Middle infiial, Last)

Dale of Birth: (Mo./Day/yr.)

Phone #:
¢ )

Social Security #:

"Also Known As" {AKA) Name: Fax #: Email Address:
¢ )
Marital Status: Citizenship: If non-U S cittzen
_J Single LI Married L) us. Citizen [ Resident Alien must provide Country
] Divorced/Separated 1 wWicowed [C] Non-Resigent Alien of Citizenship:
Legal Residence: Mailing Address: if different from LLegal Residence
Address Line 2: Address Line 2:
City: State: | Zip Code: City: State: | Zip Code;
1._2&059_%11 Page 30l 7




Section 3 - Prior investment Experience (for Naturai Person or Person Making Investment Decision for
Fiduciary or Entity Account) (check all that apply)

Investor Experience: [J wutual Funds [ Varable Annuitytife [ Stock [1 Bonds
[ options (] Margin Account J Municipai [ Limited
Securities Partnership
Pricr investiment Experience: (] 0-2 Years (] 3-5 Years (] 6-8 Years O 9+ vears

Section 4 - Risk Assessment and Invesiment Chijectives (circle one # for each question)
{Examples used o describe low, moderate and high assessment levels in each guestion are for illustrative purposes only)

1. How much risk are you willing to accept for the potential to achieve higher retums?
Low {e.g., Savings, Money Market) Moderate {e.g., Mutual Funds, Stocks & Bonds) High {e.g., Speculative investment)
1 2 3 4 5 6 7 8 &

2. How willing are you to endure/bear fluctuatons in principal?
Low {e.g., Slight} Moderate High (e.g., Steep)
1 2 3 4 5 6 7 8 g

3. How important is liquidity?
Low {e.g., Variable Producis) Moderate {e.g., Mutual Funds, Stocks & Bonds) High {e.g., Savings, Money Market}
1 2 3 4 5 8 7 8 8

4, How important is current income from investable assets?

Low (e.g., Common Stock) fModerate {(e.g., Preferred Stock/Convertible Bonds)  High (e.g., Corporate Bonds)
1 2 3 4 5 6 7 8 2

5. How impoertant is tax advantage/deferral?
lL.ow {e.g., Corporate Bonds) Moderate (e.g., Insurance Products) High (e.g., Tripie Tax-Free Bonds)
1 2 3 4 5 6 7 8 g

6. What is your investment time horizon?

0-2 Years 3-5 Years 6-8 Years 9+ Years

Section 5 - Insurance Needs

NOTE: If life, select from section A. If annuity, select from section B.

(A) Life and Variable Life Insurance Needs (B) Annuity and Variable Annuity Needs
] surviver Income (1 warket Qpportunities [] Death Benefit [ 1 Market Opportunities
] Estate Liquidity [ ] Long Term Accumulation L] Annuitization [] Long Term Accumulation
O] Estate Preservation [_] Premium Flexibility [ Premium Fiexibility
[ Debt Protection [1 Retirement Supplement [ ] Retirement Supplement
U] Future Insurability L] Education Funcing Supplement [_] Education Funding Supplement
[] Business Needs [] Tax Advantaged Growth [ ] Tax Advaniaged Growth

] Other: [T Other:

12300 311
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Section 6 - Brokerage Account Information (compiete this section only for Brokerage Account transactions)

Brokerage Account #: Brokerage RR #

1. s this account a private banking account defined under the USA Patriot Act? [1 ves [ No
2, is this an account for a foreign bank as defined under the USA Patriot Act? [ ves [ No
3. This account will be used for (check all that apply): 1 Speculation ] Trading

Section 7 - General Questions For All Account Types

1. Are you or anyone with an interest in this account either: (1) a senior military, governmental or politicat official
in a non-U.S. country, or (2) closely associaied with an immediate family member of such an official? 1 ves 1 No
If yes, please compilete Section 8 below.

2. Are you a sanior officer, director or 10% or more shareholder of a public company? If yes, for what
company(ies) are you a senicr officer, director or 10% or more sharehoider? Please complete in Section 8 [ ves [ No
helow.

3. Are you or anyone with an interest in this account affiliated with, an officer of, employee of, or related to
an employee of the FINRA, a broker-dealer, or ancther financial instifution? [] Yes I:] No
if ves, name of firm and relationship in Section 8 below.

Section 8 - Comments/Additional Information [ ] Additionsl Comments Aitached

Section 9 - Signature/Verification

This document contains a pre-dispute Arbitration Agreement clause which appears below. Please review the information you provided
and read the Agreement before signing.

1. Provisions in the Event of Failure to Pay or Deliver: Wheneaver the owner/customer does not, on or before the settlement
date, pay in full for any security purchased for the account of the owner/customer, or deliver any security sold for such account,
Nationwide Securities, LLC. (the "Company") is authorized (subject to the provisions of any applicable statute, rule or regulation)
to sell any or all securities which the Company may hold for the owner/customer (either individually or jointly with others), or to buy
in any or all securities required to make delivery for the account of the owner/cusiomer, or to cancel any or all outstanding orders
of commitrents for the account of the owner/customer.

2. Cancellation Provisions: The Company is authorized, in its discretion, should the owner/customer die or shouid the Company
for any reason whatever deem necessary for its protection, without notice, 1o cancel any outstanding orders in order io close out
the acceunts of the owner/customer, in whole or in part, or 1o ciese out any commitment made on behalf of the owner/customer.

3. Age: The owner/customer, if an individual, represents that he or she is of full legal age.

12300 3.11
L-4495-N Page 5 of 7




Section 9 - Signature/Verification (continued)

4,

Sa.

Sb.

.

b -y
By

Joint Acecounis: If this is a joint account, unless the owner/customer notifies the Company oiherwise and provices such
documentation as the Cormpany requires, the brokerage account(s) shall be held by the owner/customer jointly with the rights of
survivorship (payvable to either or the survivor of the owner/customer). Each joint tenant irrevocably appoints the other as
aftomey-in-fact to take ail action on his or her behaif and to represent him or her in all respects in connection with this
Agreement. The Company shall be fully protected in acting but shall not be required to act upon the instructions of either of the
owner(s)/customer{s}. Each owner/customer shall be liable, jointly and individually, for any amounts due to the Company
pursuant to this Agreement, whether incurred by either or both of the owner{s)/customer(s). ;

Address, Communications may be sent to the owner/customer at the current address of the owner/customer, which is on file at
the Company office, or at such other address as the owner/customer may hereafter give the Company in writing. All
communications so sent, whether by maill, telegraph, messenger or otherwise, shall be deemed given to the owner/customer
personally, whether actually received or not.

Interest in Account: No one except the owner/cusiomer has an interast in any of its accounts with the Company unless such
interest is revealed in the titie of such account and in any case the owner/customer has the interest indicated in such title.

Successors: This agreement and its provisions shali be continuous, and shall inure to the benefit of the Company's present
organization, and any successor organization or assignee, ant shall be binding upon the owner/customer and/or the estate,
execuiors, administrators and assigns of the ocwner/customer,

Force Majeure: The Company shall not bhe liable for loss or delay caused directly or indirectly by war, naiural disasters,
government restricions, exchange or market rulings or other conditions beyond its control.

Arpitration Disclosures: For purposes of this Section 9 the term "Person, Party or Parties” refers to each person who
has signed this document and/or the entity, or individual such person represents.

i We undersitand that this agreement contains a predispute arbitration clause. By signing an Arbitration Agreement
the parties agree as follows:

a) Al parties to this agreement are giving up the right to sue each other in court, including the right to a trial by jery,
except as provided by the rules of the arbitration forum in which a claim is filed.

b} Arbitration awards are generally final and binding; a party's ability to have a court reverse or modify an arbitration
award is very limited.

¢} The ability of the parties {o obiain documenis, withess statements, and other discovery is generally more Hmited
in arbitration than in court proceedings.

d) The arbitrators do not have to explain the reasons(s) for their award,

e} Ttée pane! of arbitrators will typically include a minority of arbitrators who were or are affiliated with the securities
ingustry.

f)y The rules of some arbitration forums may impose time limits for bringing a claim In arbitration. In some cases, a
claim that is ineligible for arbitration may be brought in court.

g) The rules of the arbitration forum in which the claim is filed, and any amendments thereto, shall be incorporated
into this agreement.

Arbitration Agreement: H is agreed thet any controversy between the Parties that may arise conecerning any
transaction or any agreement among the Parties whether entered info prior, on or subsequent to the date of this
Agreement, shali be submitted to arbitration conducted before the National Associalion of Securities Dealers, Inc.
Arbitration must be commenced by service upon the other Party of a proper writlen demand or notice.

No Ferson shall bring a putative or certified class action to arbitration, nor seek to enferce any pre-dispute arbitration
agreement against any Perscn who has initiated in court a putative class action; or who is a member of a putative
class who has not opled out of the class with respect to any claims encompassed by the putative action until:

(i} the class cestification is denied; or

{ify the class is decertified; or

(ki) the Person Is excluded from the class by the court. Such forbearance to enforce an agreement to arbitrate shall
not constitute a walver of any rights under this agreement except to the extent stated herein.

The laws of the Siate of Pennsylvania shall govern this agreement.

Complaints may be reported to Nationwide Securities, LLC., Atin: Dispute Resolution, 5100 Rings Road, RR1-01-01 Dublin, O+
43017. Telephone 888-753-7364, option §, facsimile (302} 452-7634.

Contact FINRA Regutation at (800) 289-299¢ or www finra.org fo learn about the FINRA BrokerCheck Program,

Tax Cerification: Under penalties of perjury, | certify that (1) the number shown on this form is my correct taxpayer identification
number {or | am waiting for 2 number o be issued o me), (2) | am not subject to backup withholding because (g) | am exempi
from backup withholding or (D) | have not been notified by the Internal Revenue Service {IRS) that | am subject to backup
withholding as a result of a failure to report all interest or dividends, or {¢) the IRS has notified me that | am no longer subject to
backup withholding, {3} | am a U.S. person {including a U.S. resident alien).

Note: You must cross out {h) above if you are currently subject to backup withhelding because of underreporting interest or
dividends on your tax return. For Payers Exempt from Backup Withholding (if you are unsure, ask us for a complete set of IRS
instructions), write the word "Exampt” here: . If this is a joint account, the Social Security number of the account
owner who s named FIRST in the account fitle MUST be used,

YWe hereby certify that the information provided accurately reflects my/our financial background and investment objectives.

12300 2
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of this agreement.

Section 9 - Signature/Verification - | agree that this agreement coniains a predispute arbitration
clause, which is located in paragraphs 2a and 8b on page 8. I/ We hereby acknowledge receipt of a copy

Name of Owner (please print):

Sighature ot Owner:

Date:

identification Type: (Must Have Unexpired Photo 1D; Issue Date and Expiry Date Required for ALL ID Types)

] Driver's [ State
License # (State ) Issued ID # (State )
Issue Date: Expiry Date: tssue Date: Expiry Date:
Passport # Alien Green [} Military 1D
{Couniry of issuance } Card/Visa # SEN #
issue Expiry issue Expiry Issue Expiry
Date: Date: o Date: Date: Date: Date:
Name of Owner (please print): Signature of Owner: Date:

identification Type: (Must Have Unexpired Photo ID; Issue Date and Expiry Date Required for ALL ID Types)

[-] Driver's [] State
License # (State ) issued |D # {State )
Issue Date: Expiry Date: issue Date: Expiry Date;
Passpoit # [] Alien Green ] Military 1D
{Country of Issuance ) Card/Visa # SSN #
Issue Expiry issue Expiry Issue Expiry
Date; Date: Date: Date: Date: . Date:
Name of Owner (please print): Signature of Owner: Date:

Identification Type: (Must Have Unexpired Photo ID; Issue Date and Expiry Date Required for ALL ID Types)

[] Driver's ] State
License # {State ) Issued D # (State )
Issue Date: Expiry Date: Issue Date: Expiry Date:
Passport # Alien Green [] Miliary 1D
{Country of Issuance ) Card/Visa # SSN #
Issue Expiry Issue Expiry Issue Expiry
Date: Cate: Date: Date: Date; Date:

My/Our signature(s) below confirm{s) that Wwe have personally examined the decument{s} listed in
"Igentification Type" and reasonably believe the information confirms the identity of the customer{s}.

] Yes

Documentary Verification Was Performed?

1 No

Time Known Client?

Where/How Was Account Acquirag?

L] Sel
L1 Family Member

L] Walk-in
[l Referral

L1 Ernpioyee
L1 Prospected
[l Existing Client

Any Related Accounits? (tves [ No If yes, Name of Fund or Brokerage Firm:

Name of Registered Representative (please print): | RR Code #: Solit Code: | Signature of Regisiered Representaiive: Date:
Name of Registered Representative (please printy. | RR Code # Split Code: | Signature of Registered Representative: Date:
Name of Registered Representative (piease print: | RR Code # Split Code: | Signature of Registered Representative: Date:
Name of Registered Reprasentative (please print): | RR Code #: Split Code: | Signature of Registered Representative: Dale:
Name of Field Supervisory Prinecipal (please print): FE #: Signature of Field Supervisory Principal Date:

i
Name of NSLLLC Home Office Pringipal (please prinf): 1 Signature of NSLLC Home Office Principal: Date:

12300 511
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Netice to Customer

When you became a customer of NSLLC, you signed a Customer Account Questionnaire conlaining
an arbitration agreemeni. This means you agree to arbitrate disputes with NSLLC and your
registered representative. The exact language to which you agreed states:

Arbitration Disclosures: For purposes of this Section 9 the term "Person, Party or Parties” refers
to each person who has signed this deocument and/or the eniity, or individual such person
represents.

If We undersiand that this agreemeni contains a predispute arbitration ciause. By signing an
Arbitraticn Agreement the parties agree as follows:

a) All parties to this agreement are giving up the right to sue each other in court, including the
rslght to fa:ﬁ tgai by jury, except as provided by the rules of the arbitration forum in which a
claim is filed,

b} Arbitration awards are generally final and binding; a pariy's ability toc have a court reverse or
modify an arbitration award is very limited. . .

¢} The ability of the parties to obtain documents, withess statements, and other discovery is
?enerait_ more Himited In arbitration than in coult proceedings.

d}) The arbitrators do not have to explain the reasons(s) for their award,

e} The panel of arbitrators will typically include a minority of arbitrators who were or are
affiliated with the securities industry. . ] o ) .

f} The rules of some arbitration forums ma%/_ impose time limits for brmging a clalm in
arbitration. In some cases, a claim that is ineligible for arbitration may be brought in court.

g) The rules of the arbitration forum in which the claim is filed, and any amendmenis thereto,
shall be incorporated into this agreement.

Arbitration Agreement: } is agreed that any controversy bejween the Pariies that may arise
concerning ahy transaction or any agreement among the Parties whether entered into prior, on
or subsequent io the date of this Agreement, shall bé submitied to arbitration conducted before
the Financial Indusiry Regulatory Authority, Inc. Arbitration must be commenced by service
uporn the other Party of a pfoper written demand or notice.

No Person shall bring a putative or certified class action to arbitration, nor seek to enforce any
pre-dispute arbitration agreement against any Person who has initiated in court a putative class
actien; or who is a member of a putative class who has not opied out of the class with respect {o
any claims encompassed by the putative action untii:

((i) the class certification is denied; or

i) the class is deceriified; or

(itiythe Person is excluded from the class by the court. Such forbearance to enforce an
agreement to arbitrate shall not constitute a walver of any righis under this agreement except
tg the extent stated herein.

You may check the professional backgreund of current and former FINRA regisiered securities
firms and brokers through "FINRA BrokerCheek". A brochure from FINRA including information
describing FINRA BrokerCheck is also avallable fo investors. To obiain a report aboul your
broker o securities firm, or for questions regarding BrokerCheclk, call toll-free (800) 285-95933
Monday through Friday from 8 am. - p.im. Eastern Time or via the web at
hitp:/hww tinra org/investors/ToolsCalculators/BrokerCheci/index. him.

This notice is for your records,



Thank you for choosing Nationwide Securities, LLC (NSLLC)

Our privacy statement explains how we collect, use, share, and protect your personal information. 5o just how do
we protect your privacy? In a nutshell, we respect your right te privacy and promiss to treat your personal
information responsibly. it's as simple as that. Here's how.

Confidentiality and security

We follow ali data security laws. We protect your information by using physical, technical, and procedural
safeguards. We limit access to your information to those whe need it to do their jobs. Our business partners are
legally bound to use your information cnly for permissible purposes.

Coliecting and using your personai information

We collect information about you when you ask about or buy one of our securities products or services from a
registered representative through a broker-dealer. The information comes from vour applications, forms, and
transactions with us. We may also collect it from other Nationwide companies, consumer reporis, and pubiicty
available sources. Please know that we only use your information to sell, service, or market products te you,

We may collect the following types of information:

= Name, address, and Social Security number

# Assets and income

e Property address and value

e Account and policy information

« Credit reports and other consumer report information
¢« Family member and beneficiary information

e Public information

Sharing your information for husiness purposes

We share vour information with other Nationwide companies and our business pariners. This inciudes our
investment companies, broker-dealers, and transfer agent affiiates. When you buy a product, we may share your
information for everyday servicing purposes. Some examples include mailing your stalements or processing
transactions that you reguest. You cannot opt cut of these. We also share your infarmation with registered
representatives and registered investment advisers. They use your information to manage your policy or account,
We may also share your information where federal and state law requires.

Sharing your information for marketing purposes

We don't sell your information fo anyone — period. We may share your information with other Nationwide
companies, business partners, or agents who are under contract with us. These include the registered
representative who sold you your policy or coniract. They are under contract with us and may use this information
ta offer you a product from a nonaffiliated company. We also have joint marketing agreements with our business
nartners. This means that we have parinered with them to offer you a product that might interest you. They may
use your personal information to market their products. If you would like to learn more about opting out, please read
the Opting Oul section below

Our registered represeniatives may decide o leave Nationwide and join another broker-dealer. When this happens,
they may take your information to their new broker-dealer. If this occurs, your previcus Nationwide registered
representative may use your personal information to service your existing products and sell you naw products
offered by the new broker-dealer. In this event, if you don't want your registered representative 1o take your
information to the new broker-dealer, follow the opt out procedures as stated within this document.

Effective November 2, 2010 NFN-0485A0.1 (16/10)



Lising your medical information

We sometimes collect medical information. We may use this medical information for a product or service you're
interested in, to pay a claim, or to provide a service, We may share this medical information for these business
purposes if required or permitted by faw. But we won't use it for marketing purposes uniess you give us permission.

Accessing your information

You can always ask us for a copy of your personal information. This inciudes any information from applications and
forms that you compleied when establishing an account with us. Please send your privacy inguiry fo the address
helow and have your signature notarized. This is for your protection so we may prove your identity, We dont
charge a fee for giving you & copy of your information now, but we may charge a small fee in the future.

You can change your information by caliing your registered representative or producer. But we can't update
information that other companies provide to us. So you'll need to contact these other companies io change your
information.

We are always willing to answer any general privacy queastions about our policy and can be reached ai
1-877-233-3370. You may also send your privacy inguiries to the address below. Piease include your name,
address, and poiicy number. If you know it, include your producer's or agent’s name and number.

Opting Qut

We respect your privacy choices and how you would like us to your information. You can ask us not to share your
information with the Nationwide family of companies or business partners to market producis to you. Remember,
these companies offer many different types of financial products and services, so you may not want to opi out.

Feel free to make your privacy choice at any time. We wili follow your choice within 30 days, unless you tell us that
your have changed your mind. We will apply the privacy choices to the name printed on this form. An opt out
request from one joint customer will apply to all joint customers listed on your product.

To tell us your privacy choice, please do cne of the following:
- Call us toll free at 1-877-233-3370. Hours of operation are Monday — Friday 8:30 a.m. 10 6:00 p.m. EST.
»  Log on to www. MyNFN.com
«  Fax your request to 1-866-371-6834
« Mail your reguest to:
Nationwide Securities, LLC
Attn: Privacy
P.O. Box 183137
Columbus, OH 43218-3137

We will not share the personal information of Vermont customers with the Nationwide family of companies or third
parties for marketing purpcses without your consent.

Complaints may be reported to Nationwide, Attn: Dispute Resolution Unit, 5100 Rings Road, RR1-01-D1, Dublin,
OH 43017, 1-888-753-7384 option 6 or fax 302-452-7634,

A parting word...
These are our privacy practices. They apply to current customers of Nationwide Securities, LLC.

Effective Navember 2, 2010 NFN-0495A0.1 (10M0)



Mail To: Nationwide Life Insurance Compan
Nationwide Life and Annuity inspura}r’mce Company LIFE FINANCIAL SUPPLEMENT
P.C. Box 182835 . to Application for BUSINESS Lie Insurance
Columbus, OH 43218-2835
1-800-547-7548
www.nationwidefinancial .com

{May be used in ileu of a copy of most recent
formal financial statement.)

The Life Financiai Supplement is necessary for business insurance applications with all ages at $500,000 and over specified amount. (May also be
necessary on lesser amounts if requesied by Nafionwide}, A copy of the most recent financial statement is preferred.

Proposed insured’s Name Social Security No.
First Whadle Last
Occupation/Title
1. Name of Company
2. Address of Company,
3. Organization Type: 1 C Corporaion [ SCorporaion [ LLC U Parinership O3 Soie Proprietorship L1 Other,
4. Purpose of Organization/Type of Business
5. insured's Percent of Ownership %
6. Insured's Annual Earned Compensation:  Salary Commission Bonus Other
7. Current Company Book Values:  Assets § Liabiiities $ Net Worth $
8. CURRENT COMPANY MARKET VALUE 9. COMPANY NET PROFIT (Before Taxes & Bonuses)
Markel Value $ This Year (Estimated) $
Market Value of insured's Last Year { ) $
% of Ownership b Year Before Last { ) $

10. What other Siockholders, Partners, or Key Persons are also being insured in favor of the Company? (Give names and positions.)

11, PURPCSE OF BUSINESS INSURANCE (Indicate and fumnish details )
[0 EXECUTIVE BENEFIT PLAN FUNDING (indicate plan purpose and premium contribution.)
[0 Deferred Compensation - Annuai Contribution $ [ Bonus - Annual Contribution $
[ Other - Annual Contribution §
[J KEY PERSORN - What is the Proposed insured's position or function in the Company? What special skilis, knowledge, or abilities does hefshe
possess which makes the insurance necessary? How will these funds be utilized?

0 STOCK REDEMPTION | BUY AND SELL
a. isthere a writlen agreement:
O Ineffect? {Aftach a signed copy, i available.)
0 Contemplated? {Give expected finalization date: , )
b, How is the business being valuad in the agreement? {Book Value? Market Value? Eic)

¢, Who are other parficipants and their percentages?

[I BUSINESS LOAN (include a copy of the toan agreemeant, if available.)
a.  Name and address of lender;

b.  Amountof Loan § ¢. Date of Loan

d.  The repayment {erms are!

e. The purpose cf the loan is:

£ ls the lender requiring the insuranca? [ Yes O No g. [fissued, will the policy be assigned? [ Yes [ ho
h.  Any bankruptcies in the past 7 years? I Yes [ No if "ves', give details below.

i.  Are there any suits pending or judgments against you at this ime? 0 Yes [0 No  Ii "yes", give details below.

Details:

| understand that Nationwids Life Insurance Company/Naticnwide Life and Annuity insurance Company will rely on the above statements in determining the
need and justification for the insurance applied for and | represent that all answers are true and accurate statements to the best of my knowledge and belief
as of the date of appiication for Iife insurance.

Date Signature of Proposed insured
Date Signature of Applicant

{tf someone other than the Proposed insured)
Date Signature of Witness

VLOB-0040-G 05,2006



Mail To, Wationwide Life nsurance Compan -
Nationwide Life and Annuity inspuraflce Company LIFE FINANCIAL SUPPLEMENT
P.0. Box 182835 _ to Application for PERSGNAL Lite Insurance
Columbus, OH 43218-2835
1-800-547-7548
wwnw.nationwidefinancial.com

{May be used in lieu of a copy of most recent
formal financial statement.)

The Life Financial Supplement is necessary for applications with ages 18-70 at $1,000,000 specified amount and ages 71 and up at $100,000 and over
specified amount. {May also be necessary on lesser amounts if requested by Nationwide). A copy of the most recent financial statement is preferred.

Proposed Insured's Name Social Security No.
First Wiadle st

Occupation Employer or Self-Employed Name

Employer Address

Type of Business

PERSONAL EARNED INCOME {Annual)

Feor: Calendar Year Ended OR Calendar Year To End (estimated)
1. Salaried 2. Self-Employed
a. Salary $ a. 1) Gross Sales or Services $
b.  Bonus or Commissions & 2) LessCostof Goods Sold  §
c.  Other {Describe) ' 3} Less Business Expenses  §
$ 4} Adjusted Gross Income £
d. TOTAL COMPENSATION . . Other (Describe)
{a plus b plus c) $ 3
e.  Spouse's Earned Income 3 c.  KET EARNINGS (2 pius b} $
PERSONAL UNEARNED INCOME {Annual)
1. Dividends § 4, Other (Describe)
. Interest § $
3. Rents 5 5  TOTAL $
PERSONAL WORTH (Current Market Value)
ASSETS LIABILITIES
1. Cashin Savings, Stocks, Bonds & 1. Unpaid Interest and Taxes $
2. Nofes and Accounts Receivable $ 2. Noies and Accounts Payable 3
3. Life insurance Cash Values $ 3. Loans on Life Insurance $
4. Real Estate - Residence $ 4, Morigage or Liens on
5. Real Estate - Other Real Estate - Residence $
(Not included Above) 3 5. Mortgage or Liens on
6. NetBusiness interest Real Estate - Other $
(Not Included Above) $ 8. Other Long-Term Deht $
7. Personal Property $ 7. Cther Liabilities {Describe)
8. Other Assets {Describe) b
$ : 8. TOTAL LIABILITIES §
9. TOTAL ASSETS §

PERSONAL NET WORTH {TOTAL ASSETS minus TOTAL LIABILITIES) §
PURPCSE OF PERSONAL INSURANCE

O Estate Conservation {Taxes) O Income Replacement O Premium Financing
O Retirement Funding [l Debt Canceliation 0 Other
Explanation:

10. Have you been involved ir any discussior: about the possible sale or assignment of this policy to a life seftiement, viatical, or other secondary market
provider? [0 Yes [l No If"yes", give details below.

11. Have you ever sold a policy to a Ife settlement, viatical, or other secondary provider? (3 Yes [ No If "yes", give details beiow,

12. Will any portion of the premium for this policy be financed? 0 Yes O No If "yes", give details beiow.

13. Wil any insured or policy owner recaive any payment in connection with the insurance issued on the basis of this application? [ Yes L1 No
If "yes", give details below.

Details:

i understand that Nationwide Life Insurance Company/Nationwide Lite and Annuity Instrance Company will rely on the above statements in determining the
need and justification for the insurance applied for and | represent that all answers are true and accurate statements to the best of my knowiedge and belief
as of the date of application for [ife insurance.

Date Signature of Proposed insured
Date Signature of Applicant

{If someone other than the Proposed Insured)
Date Signature of Withess

VLOB-0040-G 05/2008



Mail To: Natiomwide Life insurance Company

Nationwide Life and Annuity Insurance Cempany NATIONWIDE LIFE PREMIUM
Wationwide Life Insurance Company of America PAYMENT BY ELECTRONIC FUND
Nationwide Life and Annuity Company of America TRANSFER AUTHORIZATION

P.O. Box 182835, Cotumbus, OH 43218-2835
NF: 1-800-547-7548 NFN: 1-800-688-5177
TOD #1-800-238-3035  Fax: 1-888-677-7383
www.nationwide.com

This form is required. Please print clearly, complete the form and provide all requested documents 10 avoid a delay in collecting
preminm. We require at least 10 busipess days to make the ckapges reguested below.

Policy/Plan Number: Insured’s Name:

Policy Owner’s Name: Producer’s Name:

Financial Institution Name:

Financial Institution Address (Strest, City, State, Zip)

Bank Account Holder’s Name(s):

Transity ABA Routing Number: Account Number:

Purpose for submitting this authorization (Check appropriate box):

['] New Preauthorized Payment Plan [] Change in Bank/Checking Account [ | Addition of New Policy to Plan

M Change in APD Amount to § [ Change in ALRP Amount to §

Monthly Amount: $ (If policy begins with “L”, amoeunt is not elective. The premium is predetermined.)

The Total Monthly Payment is to be applied as follows:

Policy Scheduled | Unscheduled . *Premium Deposit | Total Policy
Insured , . *Policy Loan
Number Premium Premium Fund Payment
Tatal by each activity
Monthly Draft Day (17 - 28™) (Monthly draft day will default to the policy issue dav or the 15" for NFN policies (monthly

anniversary) if blank. I pelicy begins with “B” or “U” (except BS) the draft day must be the 15", ¥t sufficient funds are not available on the draft
day, a second draff atternpt will be made within 5 business days. Your Ficancial Institution may charge a fee for these attempts if sufficient funds
are not available.)

* Onky NFN eligible for this option.

Please Seleet Omne:

L1 Checking (Reguirements: Copy of Pre-printed Voided Check. Starter checks will not be accepted.)
E:] Savings (Requirements: Letter from the bapk indicating the ABA Routing number, Account number, and the Account Holder's Mame
for verification.}

«  When submitting a company check, provide a letter from the company or bank confirming authorization of individual to sign on company
checks. This person must sign this form as Account Holder,

s Verify with your financial institution that your account permits electronie funds transfers (ACT debits). Some institutions de not permit debits or
if permitted, they may require a different ronting or account nunber to be used.

Please Start Draft: {If left blank, draft will start in first possible month.)

[ On the Monthly Draft Day I seiected, in the first possible month. {May result in a draft in current month.)

D In - {We will notify vou if we must draft soener due te premimm reguirements.)
{Month)

1 hereby authorize Nationwide Life Insurance Company (hercafter called the "Company") Lo imitiale debit entries to my checking/savings account indicated
above and the Financizl lpstitution named above (hereafter called the “Financial Institution™) to debit the same such account. T undersiand this completed
form must be received and recorded at Nationwide Home Office at least 10 business days prior to the first Financial Institution draft day. Any future
change request, mecluding discontinuing drafis, musf also be received at least 10 business days prior to the drafi day. This authority is to remain in full
force until the Company and the Financial Institution have received writien notification from me of its termination or upon policy termination, or upon
debit of my last scheduled premiwm payment, whichever occurs first.

Bank Account Holder’s Signature/Authorization™: Date

Signor’s Daytime Phone or Email Address:
{Used only if questions arise about intormation on this form,)

*If multiple names are listed on the account using “and” between the names, all named account holder signatures are required. (Sign m blank space below.}

VLO-036%9-L 06/2009



_ Nationwide Life Insurance Company
Nationwide Life Insurance Company of America
Nationwide Life and Annuity Company of America
Nationwide Life and Annuity Insurance Company

1035 EXCHANGE PACKET

Page T of 4

{1 state Replacement form(s) (if applicable)

-1 O Aniliustration

1 Policy or check Lost Policy Statement box on 1035 Exchange Form

A O Copy of the inforce illustration, staternent or other document.

: L1 Original signature(s)

1 [ A separate 1035 Exchange Form for each company being replaced.

Submit paperwork to:

Regular Mail: Express/Qvernight Mail:
Nationwide Financia Nationwide Financial
Attn: Life Underwriting Attn: Life Operations
PO Box 182835 RR1-04-D4
Columbus, OH 43218-2835 5100 Rings Rd.

Dublin, OH43017-1522

Qur service to you. . Nationwide will:

O Overnight the 1035 Exchange documents to the Relinquishing Company once underwriting is

completed.

1 OO Regularly communicate with the Relinguishing Company to ensure timely transfer of the 1035

Exchange funds).

1 OO Proactively contact you if the Relinquishing Company has additional requirements to complete

the Exchange.

1 O Provide immediate status of any pending case or the dient may call the New Business help Line

1-866-678-Life(5433).

O Apply the 1035 Exchange proceeds the day it is received by Nationwide.

| 01 Perform a quality check of the policy prior to its prompt mailing to you,

V0LO-331-)
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Top 5 Ways to Speed Up 1035 Exchanges
From Relinquishing Companies

Page2of &

1. Producer and/or client complete due diligence call to the relinquishing company prior to completing 1035
Exchange paper work and submitting life application to verify policy number(s),name of the insured, current
ownership, assignments, outstanding loans, and current cash vaiue. (Due to Privacy Act, many relinquishing
companies will not provide information to Nationwide Representatives)

2. Complete the entire 1035 Exchange form because it improves timely processing by relinguishing
companies,

3. When applicable, have the correct owner(s)/trustee(s) sign and add fitles to the 1035 Exchange form and
include full name of the trust with date it was created on ownership line and Trust Tax [D numbers,

4. When applicable, send in supporting forms i.e.
A} If Previous policy is collaterally assigned, please send the release of assignment form with authorized
signatures,
B) If owned by a trust, please send in documentation to support authorized trust/trustees, especially if

there has been a change in ownership or trustees since initial policy issued. Most relinquishing companies
require at least page 1 and signature page of trust documents.

C) If owned by a company, the corporate resolution is required. This document should be on company
ietterhead and state the title of the person(s) signing the 1035 Exchange form stating the assignees are
authorized to sign on behaif of the company.

5. Work closely and communicate often with the client to secure proper signatures, documents, and quick
return of relinquishing companies’ forms during the relinquishing companies’ conservation efforts.

VEG-331-)
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Nationwide Life insurance Company of America
Nationwide Life and Annuity Company of America
Nationwide Life and Annuity Insurance Company

INTERNAL REVENUE CODE 1035 EXCHANGE FORM Page 3 of 4

Saction A~ POLICY TO BE EXCHANGED {Cormpleté orne form for each owner; insured and relinguishing company) 0000 i 00

Relinguishing Company’s Name: f Phone Number:! ‘

Street Address: | !

City: L | State: ‘ i ZIP: ‘

OWﬂeF[S):‘ ‘ Soc. Sec. No. or Tax ID: § B - ;

insured: } ' Soc. Sec. No. or Tax D § B B 1
Palicy Number Estimated 1035 Qutstanding | Loanstobe Loanstobe Collateral Irrevocable
Amount l.oan Amount | Carried Over (1) (E:gtinguished Assignment Benficiaries

(1} There are restrictions limiting the maximum loan value which may be carried over to Nationwide's Variable Life policies. Such restrictions
are based on the existing loan value and the net surrender value of the policy contemplated for exchange.

(2) Qutstanding loans which are extinguished or forgiven Lipon exchange may be repertabie as taxable income to the extent of any gain
within the policy. Please consult with your tax advisor before contemplating an exchange with an outstanding loan.

Section B -LOST.POLICY STATEMENT [} Relinguishing Company’s Policy i notavailable -~ 00

Section T = ABSOLUTE ASSIGNMENT = : : S S L e A
thereby assi&gn and transfer to Nationwide Life Insurance Company, without exception, limitation, or reservation all assignable benefits,
interest, and property rights to the above referencad policies. | also warrant there are no other assignments, legal proceedings by
creditors or others and that a petition in bankruptcy has not been filed against me, The sole purpose of this assignment is te achieve
an exchange of insurance policies under the Internal Ravenue Code Section 1035. | understand the above policies will be surrendered
for their respective cash surrender proceeds, if any, and applied to & Nationwide peolicy. | understand and agree that Nationwide Life
nsurance Company is participating in the transaction as an accommeodation to me ana that Nationwide makes no representations or
assumes any Hability for my tax tfreatment associated with this exchange.

Section D-1035DISCLOSURE - 10 i it T e e

[ hereby acknowledge that f have read the “iRC Section 1035 Disclosure Statement”and fully understand the importance of correctly determining
the tax status of all policies to be exchanged, as well as, the possible tax consequences which can result under the situations described with in
the statement.

*Saction £~} wish to waive any conservation effort that may be in effect with the relinguishing company. [0~

SectionF = SIGNATURE (Must be signed by owner of policy being trinsferred) = C e A R
By signing below, | hareby expressly r?resent that the above statements are true 1o the best of my knowledge and that no person, firm, or
corporation other than the undersigne has any interest in this policy, and that no proceedings of insolvency or bankruptcy have been instituted
or are pending against undersigned.

{Refinguishing company requires / 1

. ortginal owner/trustee(s) signature. : |

Owner Signature: Please sign with title if applicable) | X Date:i |
. . i
Joint Owner/Trustee (f applicable ) Signature; X Date: j

(All trustee signature and tities are requirad)

VIO-331-) 03/2008



Nationwide Life Insurance Company
Nationwide Life Insurance Company of America
Nationwide Life and Annuity Company of America
Nationwide Life and Annuity Insurance Company

PO, Box 182835, Columbus, Ohio 43218-2835

INTERNAL REVENUE CODE SECTION
%035 EXCHANGE D§SCL@SURE Page 4 of 4

Under certain conditions, Internal Revenue Code Section 1035 allows for the exchange of life insurance,
endowments and annuities as non-taxable events. While these rules normally allow policy owners to take
advantage of modern policy features without recognizing a gain or loss on existing policies, certain situations
can create a recognized taxable event.

Lifeinsurance contractsissued before June 21, 1988 receiving preferential tax treatment of pre-death distributions
an non-modified endowment contracts, as defined by Internal Revenue Code Section 7702 and 7702A, may lose
this treatment if the owner tries to combine the cash surrender value of existing contracts with money from
sources other than policies being exchanged, to form the cash value of the new pelicy. Conversely, receipt
(either actual or constructive) by the owner, of any portion of the surrender proceeds from contracts being
exchanged, may be treated as a taxable event. This includes outstanding policy loans extinguished during the
exchange process. Similarly, taking possession of surrender proceeds either by cashing a surrender check or
endorsing such check over to the replacing company, may also cause the transaction to be treated as a taxable
event. If Section 1035 surrender proceeds are received by the owner they should be immediately returned to the
campany issuing the check with a written request to reissue the check in the name of the replacing company.

An exchange should not be initiated if the policy owner anticipates a need for any pertion of the existing cash
values within this time period. The policy owner and the internal Revenue Service will receive an Internal Revenue
Form 1099R indicating an exchange has been made.

if two or more policies are being exchanged for a single contract and at least one of the existing contracts is a
modified endowment contract, the new policy will also be a modified endowment contract. If the tax status of
evisting policies are in doubt, clarification should be sought from the issuing company before initiating a Section
1035 Exchange.

The foregaing discussion is general and is not intended as tax advice. Counsel and other competent advisors
should be consulted for more complete information. This discussion is based on the Company’s understanding
of federal income tax laws as they are currently interpreted by the Internal Revenue Service. No representation
is made as to the likelihood of continuation of these current laws and interpretations.

YL0-331-) 03/2008



NATIONWIDE LIFE INSURANCE COMPANY
TOBACCO USE QUESTIONNAIRE

NAME:

REFERENCE NUMBER:

1. Have you ever used any form of tobacco? (e.g. cigareties, cigars, pipe, chewing
tobacco or snuff)

YES NO

2. If yes, specify the type.

Freguency of use?

Dale last used?

3. Have you ever used nicorette gum or nicotine patches?
YES NO

4. if yes, date last used?

[ hereby represent, io the best of my knowledge and belief, that ali answers toc the
above guestions are complete and frue.

Signed at this day of ,

Signature of Insured Signature of Owner
(if other than Insured)

VLO-420-B (05/98)



Name of Applicant:

Policy Number:

ALCOHOL QUESTIONNAIRE

Date alcohoi first consumed?
Currently consume alcohol? Yes No
if yes, amount consumed per day?
if no, date alcohol last consumed?

2. Have you ever undergone treaiment or been hospitalized for alcoholism or aicochol abuse? if Yes, please provide
name(s) and addresses of hospitals, clinics and dates admitted/discharged.
3. Who treated you for alcohol abuse? Name
Address
Who is your personal physician? Name
Address
4. Any nervous, circulatory, cardiovascular or gastrointestinal disorders?
if yes, please provide brief details with dates, names and addresses of doctors and hospitals,
5.  Recovered from aicohol abuse?
if yes, length of iime since recovery
6. Any relapses? If yes, please provide bref details with date(s).
7. Any support group activity such as AA?
Dates first/last attended?
8. Have you flown as a pilot or student pilot in the past three years or have plans to fly? {If yes, complete questionnaire )
9. Have you participated in any sporis such as auto or motorcycle racing/skin or scuba diving/snowmobiiing?
Parachuting/hang giiding? Skiing/bodily contact sports? Do you intend to participate in any of the above? (If yes,
compleie questionnaire.)
10. Do you have any driving violations? if yes, please provide brief details/dates and give driver's license
number.
11. What is your present therapy?
Signed at on

Proposed Insured Witness

VEO-312



REPORTE MEDICO

Nomibre del asegurado / paciente Nombre del Doctor

Ciudad, Estado Fecha de Nacimiento
Estimado Docton

En orden para poder estabiecer elegibilidad para un segurc de vida de este paciente, favor de com pletar

la forma adjunta. Fstamos interesados en informacion relacionada a visitas de consuitas de este pacients
con Usted en los Gitimos 5 afios.  Sies posible, favor de incluir copias de fos resultados de posibles estudios
y procedimientos diagnésticos. Autorizacién para que Usted puada remitir esta informacion acempana esta
forma. '

51 requiere mias espacio para completar esta informacién, faver de copiar la hoja adherida [as veces gue se;
necesario. Si Usted prefiere no usar esta forma, regrésela con ef reporte que usted desee mandar, Favor de
enviar esta informacian via fax al (512)-724-0126.

Gracias por su COOREracion.

Atentamente,

Pagina 7



REPORTE MEDICO

Mombre del aseg urado / paciente Ciudad, Estado
FECHA QUEJASY DESCUBRIMIENTOS DURACION DE DIAGNOSIS TRATAMIENTO
FISICOS Y ABNORMALES ENFERMEDAD

- Resuitados de examenes o labaratorios (Radiografias, Electrocardiogramas,'Reportes Patoldgicos, Etc,
incluyendo fechas)

- Condicidn presente,

-5e & consultado algdn otre o drujano? Fecha y diagnosis.

- Favor de anotar cualquier otra informacién pertinente a la salud de este paciente,

-~ En su conocimiento, sabe Usted & este padente a fiimado en los Gltimos 12 mesec?

Nombre:

Firma: ' Fecha:




