NEW BUSINESS TRANSMITTAL FORM

Agent/Broker Name:

Ageni/Broker Email:.

Agent/Broker Phone:

Agent/Broker Fax:

Client (s} Mame:

Date:

Carrier:

Product: (Ferm/UL/SUL/VUL/MoneyGuard/Annuity)

Attached, § have enclosed the fellowing (please check):
Application:

Exam:

APS:

Check:__ in the amount of:,

#* JENQ EXAM IS ATTACHED I WOULD LIKE (please check):

ViPTO ORDER THE EXAM

IWILL ORDER THE EXAM



LIFE APPLICATION INSTRUCTIONS

On Your Side™
Submitting Obtaining Supplemental Forms
Application NOTE: There are some supplemental forms that may need to be submitted with the applicafion and required forms if certain conditions apply (i.e.
speciat risk guestionnaires such as Hazardous Avocation, Forgign Supplement, Aviation, Drug, Ajcohol, etc). These supplemental forms can be
obtained by contacting our application HELP-LINE af 866-678-LIFE (5433) or by accessing our web-site at www.nationwide.com.
What fo send:
Submit: Provide: Retain:
1 Copy of signed application fo Nafionwide. [0 Copy of application to the Clieni. [0 Permanenily retain the originally signed and dated
[} State required forms fo Nafionwide, paperwark for your files for future reference.
Where to send:
*FOR THE FASTEST SERVICE USE FAX. Regular Mail: Express Mail:
Fax Number: Nationwide Life Insurance Company  Nationwide Financial Life Operations
1-888-677-7343 P.Q. Box 182835 ) RR1-04-D4
Columbus, OH 43218-2835 5100 Rings Road
Dubiin, OM 43017-1522

Available INIVIDUAL VARIABLE UNIVERSAL LIFE: WHOLE LIFE:
Products « Nafionwide YourLife® Accumuiation VUL e Nationwide Yourlife® 20-pay WL
indicate pian « Nationwide YourLife? Protection VUL e Nationwide Yourtife® WL 100
name being e Nationwide Yourlife® Survivorship VUL
appiied for in . ;
the Life UNIVERSAL LIFE: TERM LIFE:

Insurance Pian
section of the

« Nationwide YourLife® t0-year Term
= Nationwide Yourlife® 20-year Term

e Nationwide Yourlife® Current Assumption UL
e Nationwide Yourl.ife® No-Lapse Guarantee UL

Requirements

applicatien s Nationwide Yourl.ife® SUL ¢ Nationwide Yourl.ife® 30-year Term
Compieting In the event Supplemental Coverage has been elected, piease complefe:
the e  Part C, Section & - Total Specified Amount box,
Apnplication e PartE, Section 20 - Special Instructions Seclion — indicate how much Supplemental Coverage is requesied as a whole percent.
Providing Temporary Insurance Agreament shouic be given to the applicant except in the following situations;
Temporary ¢ The applicani has not paid the ful! first premium for the mode selecied or autharized EFT draft for initiial premium.
Agreement = if the Proposed Insured{s} answered “Yes” 1o the health question{s) on the Temporary Insurance Agreement section in the application.
« The fotal specified amount requested exceeds $1,009,006. The Producer should not collect any money.
Collecting For Annual, Quarterly and Semi-Annual billing modes:
Premium e Collect 1 modal premium and send io Nationwide.
For Monthiy EFT mode:
There are two options available for setting up monthly EFT:
1. Collect NO premium at the time of the application and Home Office will draft the initial premium on the issue date of the policy which is
also the Policy Effective Date.
OR
2. Collect two months premium and the monthly draft day will be determined based upan poiicy effective date unless a spacific day has
been requested on the application.
To ensure proper premium drafting, indicate on the application in the Billing and Premium Information section the bank information to be
used.
Ordering « |Indicate what medical requirements have been ordered on the Producer's Ceriificate.
Medical » Nationwide Underwriting will orger the necessary medical requirements for you but contacting the paramedical provider yourself af the

time of the applicafion will speed up the overall process by 5-7 days.

= The medical underwriting reguirements 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
Naticnwide authorized paramedical providers;

" APPS: 800-635-1677 ExamOne: §77-833-9261 Portamedic: 800-456-3888 :

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

= Nafionwide Underwriting may request a report from the proposed insured{s)’s attending physician if it is determined that this information

ADMULTI

is needed to assess the risk.

- "QUESTIONS? T
Please call our appincanon HELP-LINE at-866-678-LIFE (5433)

Hours of Opera’non {Eastem Time) Monday — Friday 8:00-am. 800 p m.

yw §M, y@m &,

08/2008




[1 NATIONWIDE LIFE INSURANCE COMPANY
[T NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

Application for Life Insurance

PART A~ CLIENT INFORMATION

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

1. Proposed Name (First, M, Lasi) SSN/Tax 1D #
Primary . - .
insured Adaress City
State Zip Code County Sex Former Name
oM OF
Marital Status Age Date of Birin (mm/ddiyyyy) | State of Birth
O Married [ Single 3 Other
Citizenship (*If other, submit Foreign Supplement.) Driver's License #/ State of Issue
O U.S. &I Canada O Other, how long have you lived in the U.S.7
Occupation Employer Daytime Phone { )
[ Business [ Cel I Home
E-Maii Address Evening Phane { )
[] Business [ Cell [JHome
. Birth . . Relationship to
2. zﬁ;zigl Name of Insured(s) | Birth Date | gemn | Sex | Height | Weight |  SSN/Tax ID # o
Insured
If applicable,

complete for eifher:

a} Joint Insured for
Survivorship Life
Plan; or

b} Term Rider on
Another Covered
Person (ie.,
Spouse/Children)

If addifionaf space is

required, use

Joint/Spouse Proposed Additional insured Information Only

rormer Name

Address LI (Check box if same as Proposed Primary Insured)

City State

Zip Code

County

Cltizenship (*If other, submif Foreign Supplement,)

U8 OCanada [ Other, how long have you lived in the U.S.7

Driver s License # / State of Issue

Special Instructions | Cccupation Employer Daytime Phone { )
Section. [1Business [ Cell O Home

E-Mait Address Evening Phone ( )

[J Business [ Cell [ Home

3. Owner Name {First, Mi, Last) SSN/ Tax 1D #
Complete ONLY ¥ ["Address [ (Check box if same as Proposed Primary Insured) City
Owner is not the
Proposed Pri
,nffrgfj_ . mary State Zip Code County Relationship to Insured | Date of Birth fmm/dd/yvyyy)
Uniess indicated the -
Proposed Primary E-Mail Address _ Phone _ { )
Insured {Joint [} Business [J Cell  [JHome

Insureds in the case
of Survivorship} wii

IF maore than one Owner the following will be applicable: 1) Ownership will be vasted jointly with ngfit of survivorship,
otherwise to the Executor or Administrator of the lasf owner's esfafe. 2) All nofices will be mafled 1o the one address
listed above unfess otherwise Insiructed. 3) For fax reporting purposes, only one Social Securify Number can be used.

own the policy. The SSN shown above will be used unless otherwise instrucied.
i more than two Joint Owner (First, MI, Lasi) SSN/Tax D #
Owners are - -
requested, use Address L1{Check box if same as Proposed Primary Insured) City
Special Instructions
Section. State | Zip Code County Reiationship fo Insured | Diate of Birth (mm/dd/yyyy)
E-Mail Address Phane { )
[1Business [ Cell [ Home

Trust Tax Date of
TRUST - Submit & Exact Name of Trost ID Number Current Trustee(s) Trust
copy of firsf and
signature pages of
Trust document,
LAA-O107TX Page Tofg (07!2008)
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4, Contingent
Owner
Compiete this
section o name an
alfemnative Owner in

Name (First, Ml, Lasi)

SSN/TaxID#

Address [ (Check box if same 2 Propesed Primary Insured)

City

he evert the Insued State | Zip Code County Relationship fo Insured | Dale of Birth {mm/dd/yyyy)

survives the Owner.

5. Primary When more than one Beneficiary is designated, payments will be made in equal shares to the Beneficiaries surviving the
Beneficiary Insured, or in full fo the last surviving Beneficiary, unless some other distribufion of proceeds is provided.

Designations

If Survivorship Life
Plan, the Proposed

[T Check this box if Trust named in the Owner section is to be the Primary Beneficiary. If a different Trust is
named as Primary Beneficiary or Trust is named as Contingent Beneficiary, provide the Trusi information

below,

For Proposed Primary Insured

Insureds may not be Primary Beneficiary({ies) Name(s) Share Relationship fo Birth Date or
named as Beneficiary. or Trust and Trustee(s) % insured(s) Trust Date SSN/Tax ID #
If additional space
is required, use
Special Instructions
Section,
For Propesed Additional Insured
Primary Beneficiary(ies} Name(s) Share Relationshig fo Birth Daie or SSN/Tax D #
or Trust and Trustee(s) % Insured(s) Trust Date ax
6. Contingent For Proposed Primary insured
Beneficiary Contingent Beneficiary(ies) Name(s) Share Relationship to Birth Date or SENTax ID #
Designations or Trust and Trustee(s) % Insured(s) Trust Date ax
For Proposed Additional Insured
Contingent Beneficiary(ies) Name(s} Share Relationship io Birth Date or
or Trust and Trustee(s} % Insured(s} Trust Date SSN/Tax 1D #

PART B ~ INSURANCE INFORMATION

7. Replacement
and Ofher
Policy
tnformation

Be sure to answer
all questions. If
applicable, check

[Z¥es OINo | a

Do you currently have any other Life Insurance or Annuities in force? (I *ves”, lisf below )

COyes ONo | b

Is any person here proposed for coverage now applying for Life Insurance or Annuities with any
other company? (If “ves’, provide name of Company, amount applied for and purpose of coverage.)

HYes OONo | &

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

ihe appropriate box. I
. AmountOf | Year | ToBe | 1035 | |oqomwide
Insured Company Policy Number | "Coverage | Issued | Replaced | Exch | conversion
$ OYes[INo { [ 3
$ [T Yes [T No [ i1
g [1 Yes [ No | [
$ OYesONo | H O
LAA-0107TX Page 20ofg {07!’2008)
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PART C - PLAN INFORMATION

8. Life Insurance
Plan

Refer to the

Hiustration for the

correct plan name.

Complete this section
if you applied for an
individual Variable
Universal,

Universal or
Survivorship Life
Plan.

{Print complete name of product being applied for.)

Term Plan; Level Period:  ©110Year [T20Year [ 30 Year

Permanent Plan*;
*if a Variable Life product is being applied for, the Variable Life Fund Supplement MUST be completed.

Base Specified Amount Additional Term Rider Amount Totat Specified Amount
=t | (Variable Universal Life case only) | == | (including Additionai Term Rider)

§ 5 §

Death Benefit Option (i no option is selected here, Opfion 1 is elected.)

03 Option 1 ......(The Specified Amount, or a multiple of the Cash/Accumulated Value, whichever is greater.)

(3 Option 2 ......(The Specified Amount, plus the Cash/Accumulated Value, or a multiple of the Cash/Accumulated
Valug, whichever is greater.)

1 Option 3 ......(The Specified Amount, plus the Accumulated Premium Account af %* interest or a multipie
of the Cash/Accumulated Value, whichever is greater.) *Entfer a percentage up fo 12% maximum,
ONLY if the Owner fs & business enfily. If nothing is enfered or the Owner is noi & business entity, 0%
will apply.

Internal Revenue Code Life Insurance Qualification Test Option

O Guideline Premium/Cash Value Corridor Test
O Cash Value Accumuiation Test
(If no selsction is made here, the Guideline Premium/Cash Value Corridor Test js elected )

9. Optional Variable or Universal Life Plans Only (Subject fo Plan availability.)
Benefits [ Spouse Rider ..o, $ [ Accidental Death Benefit Rider......... $
Select the £1 Children’s Term Insurance Rider ... £ Adjusted Sales Load Rider %
gggg?g?;fefgig:ﬁt 1 Long Term Care Rider” ..........o... $ (in whole percentages only) waived for years
,-Hustraﬁogl *Compilete Supplement for Long Term Care Rider. 1 Surrender Value Enhancement Benefit
1 Premium Waiver Rider ... b {1 Ghange of Insured Rider
£1 Waiver of Monthly Deductions Rider 00 Other Rider({s)
[1 Extended Death Benefit Guarantee Rider 03 Other Rider(s)
(uarantee Percentage (Indicate percentage of | 171 Other Rider(s)
specified amount)
Guarantee Duration {Indicate number of years)
Survivorship Variable or Survivorship Universal Life Plans Only (Subject to Plan availability.}
O Four Year Term Rider* ..o $ [ Policy Spiit Option Rider
*If the Mo Charge Four Year Term Insurance has 0 Gther Rider{s)
been illustrated you should NOT select this rider, 1 Other Rider(s)
Whole or Term Life Plans Only {Subject fo Plan availability.)
[1 20 Year Spouse Rider ..., $ O Owner's Waiver of Premium Death or Disability Benefit
[ Children’s Term Insurance Rider...... $ Rider (Complete Part E for the Owner)
[0 Accidental Death Benefit Rider......... $ Occupation
[0 Guaranteed insurability Benefit Rider.. § Height
[3 Waiver of Premium Disability Benefit Rider Weight
O Owner's Waiver of Premium Death Benefit Rider State of Birth
{Complete Part E for the Owner) [T Other Rider(s)
Oceupation [ Other Rider(s)
Height [0 Other Rider(s)
Weight
State of Birth
Policy wilt be issued with Automatic Premium Loan Option (APL) for Whole Life Plans only, if available, unless
the box below is checked.
[1 Ko, do not issue with APL.
LAA-C107TX {07/2008)
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PART D - PREMIUM AND BILLING INFORMATION

{Be sure fo review Temporary Insurance Agreement io verify if the Proposed insured qualifies fo submif premium with

10. Initial > 10
Premium the applicatior.)
Payment Initial Premium Payment $ {paid with application)
NOTE: Make ali checks payable 1o NATIONWIDE.
11, Billing and Monthly Electronic Billing Opbion:
Premium [T Morthly EFT oo $ Draft Options:
information . i i [ *Checking - Use information on the Premium Check.
bolcy el dale unioos oy s rquesied below, ) -Cheeking - (Afach  pe-orifed Voided Check
: (I *Savings - (Affach a Voided Deposit Slip with
Monthly Draft Day (1< 284): account number and routing number.)
If no check or deposit stip provided, indicate below the bank information fa be used:
Financial Instiiution Name Transit/ABA Number
Account Number Type of Account: [0 *Checking O *Savings
* By providing my financial instifution name and account information, | hereby authorize Nationwide Life Insurance
Company/Nationwide | ife and Annufly Insurance Company fo inifiafe debit entries io my checking/savings account
indicated above and the Financial Institution fo debit the same such account.
Additional Billing and Payment Options {check the applicable billing or payment option(s) and indicate the
premium amount):
[T Quartenly .o 5 Billing Advantage ............cococee.. $
O Semi-Annual ......... Account Number,
[T Annual.................. [3 1035/Reptacement........o.cccocoou...e. $
[J Single Premium {11 U $
12. Payor If sameone other than the Insured(s) or the Owner is billed for the prermium for this policy.
Name {First, Ml Last)
Address City State | Zip Code
“PART E - PERSONAL INFORMATION

:\i TOb?CCO Usei E@;%ﬁgl:nuzﬁg Eg;brg?co or Proposed Primary tnsured Proposed Additional insured
uestions are fo diis
be Znswered by a. Inthe last & years? [Yes [INo [dYes L1No
fi 2 d
A e B n he last 12 months? O Ves O No FTVes T No
If "yes’, date last used. If‘ves” date last used.
¢ I%yes’, check all forms of O Cigarettes 1 Cigars E1 Cigareites & Cigars
tobacco or nicotine products O Chewing Tobacce [ Pipe £1 Chewing Tebacco 3 Pipe
Be sure fo answer used [T Other Tobacco 07 Snuff [ Other Tobacco 0 Snuff
fhis section. 2 Nicotine Products (gum, paich, etc.) | [ Nicotine Products (gum, patch, etc.)
14, Physical . Current Weight { Year , .
Me!;surements Height Weight Ago Reason for Weight Gain or Loss
Fill in information for
the Froposed Primary
insured.
15. Personal Proposed Primary Insured Proposed Additional insured
Physicians Name of Personal Physician:
If Child Rider
coverage is Address:

reguesfed, use
Special Instrucfions
Section fo add
Personal Physician
information for each
child.

Telephone Number:

Date last consulted:

Reason last consulted:

Treaiment given or
medication prescribed;

LAA-0107TX
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16. Personal Proposed | Proposed A
Details _ Primary | Additional Ch";{y :
All questions are to be answered by each Proposed Insured. insured insured
Expiain all "yes” Yes No | Yes No Yes No
gnswer s in Details a. Have you ever had any application for Life or Health insurance {or for 0o o O o O o
0x below unless . . .
instructed ciherwise. reinstatement for Life or Health insurance} declined, postponed, rated-up
or limited?
b. Have you ever apphed for or received disability payments for any illness cC d O 0O o 0O
or injury?
c. Inthe past 3 years have you engaged in, or do you intend o engage in: 0O o 0o o I
fiying as a pilot, student pilof, or crew member; organized racing of an
auiomobile, motorcycle, or any fype of motor-powered vehicie, scuba
diving, mountain ciimbing, hang gliding, parachuting, sky diving, bunges
iumping or any type of body-contact or life-threatening sport? {if “yes”,
complete an Aviation/Hazardous Activities Questionnaire,)
d. Have you ever had your driver's license suspended or revoked; or been g O O O O O
convicted of driving while impaired or intoxicated, or been convicted in
the past 3 years of more than one moving violation?
e. Excepl as prescribed by a physician, have you ever used, or been O o 0 a o o
convicted for sale or possession of cocaine or any other narcotic or
illegal drug? {If “ves”, complete Drug Questionnaire.)
f.  Have you ever baen charged with a violation of any criminal law? O 0 (1A 0O d
g. Have you had any bankruptcies in the past 7 years or do you have any 0O o 0 d 0o O
suits or judgments pending against you at this time?
h. Do you plan to travel or reside putside of the Uniled States or Canada? 0o o o o .
(If "yes’, complete Supplemeant for Foreign Nationals or Travel)
i. Do you belong to or intend fo join any active or reserve military or naval o 9o O Od o .-
organizafion? (If “yes”, complete Miiitary Staius Questionnaire.)
j. To the bast of your knowledge, do you have & parent or sibling who died 0 i O o O o
from cancer or cardiovascular disease prior to age 607 (If “ves”, provide
relationship to Proposed Insured(s), age af dsath and cause of death,
and if cancer, provide fype.)
k. Have you been involved in any discussion about the possible sale or O oa O o« O O
assignment of this policy 1o a life seftlernent, viafical, or other secondary
market purchaser?
| Have you ever soid any life insurance policy to a life sefflement, viatical, 0 O O O .
or other secondary market purchaser?
m. Will any portion of the current or fuiure premium for this poficy be financed? 0 o O o 0o o
n. Wil any Insured or Policy Owner receive any payment in connection with o O O O 0o o
the insurance issued on the basis of this application?
1. E?g?g?:;? Qtzgttel?n Person Dates Details
Details
If more space is
neaded, an addifional
blank sheef may be
atiached. Any
Proposed Insuredy(s)
or Owner(s) should
sign and date
additional pages.

A 0 O



18. Health
(luestions

Ail questions are to
be answered by
each Proposed
Insured.

Explain all "yes’
answers in Details
box below unless

insfructed otherwiss.

To the best of your knowledge and belief, within the past 10 years, has P;g?;’:;d E:iz?t?osr?gl Any

anyone here proposed for insurance been treated for, or been Insured Insured Child

diagnosed as having: Yes No | Yes No Yos No

a. AIDS {Acquired immune Deficiency Syndrome}, or any other AIDS- O O O O O O
related condition, or received a positive result of an HIV (Human
Immunodeficiency Virus) test?

b. Heart disease inciuding heart attack, angina, or other chest pain, high 0 d O [ 1 o
blood pressure, shortness of breath, palpitations, heart murmar,
phlebitis, or any other disorder of the heart o biood vessels?

¢, Headaches, ssizures, epilepsy, stroke, Aizheimer's disease, dementia, 0 O 0 o0 O &
Parkinson's dissase, multiple sclerosis, or any other brain or nervous
disorder?

d. Depression, neurosis, affective disorder, psychosis, or any other mentai 0 o 0 o 0o O
or emotional disorder?

e. Asthma, emphysema, chronic bronchitis, tuberculosis, ar any other g O [ O O
disease of the lungs o respiratory system?

f.  Colifis, ulcer, parsisient diarrhea, rectal bleeding, or any other disease g o [ 0 O
or disorder of the esophagus or digesfive fract?

g. Sugar, protein or blood in the urine, kidney stones, sexually fransmitted 0o O o
disease, or any other disease or disorder of the kidneys, bladder,
prostate, breast, urinary iract or reproductive system?

h. Diabetes, hepatiits, cirrhosis or any other disease of the liver, pancreas, o - O O O O
or thyroid?

i.  Cancer, ar any malignant or benign tumor or cyst, or any chronic 0o o o0 o
disease of the skin or lymph glands?

J. Arthritis, rheumatoid arthritis, osteoporosis; or any paralysis or chronic o O o o T 0O
back or muscle condition?

k. Alcoholism, narcolic addiciion, drug use, or hallucinations? O O C g O O

[ Any disease or disorder of the eyes, ears, nose or throat? 8 O O O O 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 o O 0o
psychologist or other health care practitioner or by any hospital, clinic, or
other health care facility not already disclosed on this application? (if if
was for a "check up", annual physical, employment physical, efc., so
state and give findings and results.)

n. Had any disease, disorder, injury, or operation hot already disclosed on 0o O g o 0 O
this application?

0. Had any x-rays, eiectrocardiograms, or other medical tests for reasons 0o o O g o
not already disclosed on this application?

p.  Been medically advised i have any surgery, hospitalization, treatment o o 0 . 0o O
or test that was not completed or results that vou have not received?

19. Details of Details

Health History

If more space is
nesded, an addifional
blank sheet may be
attached. Any
Proposed Insured(s)
or Owrier?s) should
sign and dafe
addifional pages.

Question

Letter Dates

Person

{Be specific. Give full names, addresses and telephone nurnber
{if available) of physicians, hospitals, efc.)

LAA-0107TX
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20, Special
Instructions
Section

ff more space Is
needed, an additional
blani sheet may be
attached. Any
Proposed Insured(s)
or Owney(s) shotild
sign and date
additional pages.

21, TaxpayeribD
Number

Check box, if
applicable

| certify under penalfies of perjury that:
& The number shown on this form is my correct taxpayer identification number and,
« | am nof subject fo backup withholding because
+ | have not been notified that | am subject to backup withholding as a result of a failure to report all inferest or
dividends, or
+ the Internal Revenue Service has notified me that | am no longer subject to backup withhoiding, or that | am
exempt from backup withholding, and
« |amaU.S. person (including 2 U.S, resident alien).
1 Check this box if you have been nofified by the IRS that you are currently subject to backup withholding
because of failure to report interest or dividends on your tax retumn.
The Internal Revenue Service dees not reguire your consent to any provision of this document other than the

certifications required to avoid backup withhoiding.

_PART F - FRAUD STATEMENTS AND IMPORTANT NOTICES

TEXAS only:

Any person who submits an application or a claim coniaining a false or geceptive staiement, and does so with infent fo
defraud or knowing that he/she is facilitating a fraud against an insurer, may be guilty of insurance fraud.

Pre-Notice of
Procedures as
Reguired hy
The Fair Credit
Reporting Act
of 1970

This nofice is to inform you that as part of our normal underwriling procedures in connection with an application for

insurance;

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

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

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

iiedical
information
Bureau Disclosure
Notice

information regarding your insurability will be freated as confidential. 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 membershio organization of fife insurance companies, which operates an information
exchange on behalf of its members. If you apply to another Bureau member company for life or heailth insurance
coverage or a claim for benefits is submitted fo such a company, the Bureau, upan request, will supply such company
with the information in its file. Upon receipt of a request from you, 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 Bursau
and seek & correction in accordance with the procedures set forth in the Federal Fair Cradit Reporting Act.  The
adaress of the Bureau's information office is 50 Braintree Hill, Suite 400, Brainiree, Massachusetts 02184-8734,
telephone number 865-692-6901 (TTY §66-346-3642). The e-mail address of the Bureau's information office is
www.mib.com.  Natonwide Life insurance Company/Nationwide Life and Annuity Insurance Company or its
reinsurer(s) may also release information in its file to other life insurance companies to whom you may apply for life or
health insurance, or to whom a claim for bensfits may be submitied.

LAA-0107TX
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PART G - AGREEMENT AND AUTHORIZATION

Agreement

I understand and agree that:

» This appiication, any amendments to it, and any related medical examination(s) will become a part of the Policy anc
are the basis of any insurance issued upon this application.

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

e If the full first premium is made in exchiange for a Temporary Insurance Agreement, Nationwide wili anly be fiabie fo
the extent set forth in that Agreement.

= |f the fuli first premium is not paid with this application, then insurance will only take effect when (1) a policy is
issued by Nationwide and accepted by me; and (2) the full first premium is paid; and (3) a# the answers and
statements made on the application, medical examination(s) and amencments are true fo the best of my knowledge
and befief whan (1) and (?) have occurred.

Authorization

| authorize: any licensed physician or medical prachitioner; any hospital, ciinic, pharmagcy or other medical or medically
related faciiity; any insurance company; the Medical Informafion Bureau; or any other organization, institution or person
who has knowledge of me; to give that information to the Medical Director of the Nationwide Life Insurance
Company/Nationwide Life and Annuity Insurance Company, or its reinsurers, for the purpose of underwriting my
application in order to determine eligibility for Life Insurance and i investigate claims. By my signature below, |
acknowledge that any agresments | have made to restrict my protected health information do not apply fo this form;
and | instruct any physician; health care professionat; hospital; clinic; medical facility; or other health care provider fo
release and-disclose my entire medical record without restriction. | understand that any information that is disciosed
pursuant to this form may be redisclosed and no longer be covered by federal rules governing privacy and
confidentiality of health information. This form, or a copy of i, will be vaiid for a period of not more than two years (24
months) from the date it was signed. | understand that | have the right to revoke this form in writing, at anytime, by
sending 2 written request for revocation to Nationwide Life Insurance Company/Nafionwide Life and Ananuity Insurance
Company, Attention: Underwriting, P.O. Box 182835, Columbus, Ohio 43218-2835. | understand that a revocation is
net 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 Annuity insurance Company has a legal right to confest a ¢laim under an
insurance poficy or fo contest the policy itself. | further understand that if | refuse to sign this form to release my
complete medical records, Nafionwide Life Insurance Company/Nationwide Life and Annuity insurance Company may
not be able to process my application. | understand that my authorized representative or | have a right to a copy of this
form by sending a request to Nationwide in writing.

PART H - SIGNATURES AND PRODUCER'S CERTIFICATION - o '

Proposed | HAVE READ THIS APPLICATION AND AGREEMENT AND DECLARE THAT THE ANSWERS ARE TRUE TO THE
Insured(s) and BEST CF MY KNOWLEDGE AND BELIEF. | UNDERSTAND AND AGREE TO ALL ITS TERMS,
Owmner Signatures Signed at on :
City/State Montn/Day Year
X
Fult Name of Proposed Primary Insured {prinf) Si?‘nature of Proposed Primary insured
{or parent it Proposed Primary Insured is under age 15)
Full Name of Proposed Additional insured (prinf} Signature of Proposed Additional insured
{ifto be Insured)
X A
_ Signature of ApplicanyOwner  Signature of Applicant/Owner
(if other than the Proposed Insured(s)} {if other than the Proposed insured(s))
Producer’s Ll Yes [INo a. | have truly and accurately recordec all Proposed insureds’ answers an this appiicaton.
Certification O Yes TINo b. Thave withessed his/herftheir signature(s) hereon. (i "no”, provide details in Special

Be sure fo answer
all three questions

Instructions Section.)

CWAT TIWIT NGt | ¢ To the best of my knowledge, the insurance appiied for will or will not replace any Life
Insurance, and/or Annuifies.

Producer's Name {print) Signature of Producer

Firm Froducer's Nationwide #

LAA-0T07TR

Page 8 of 8 (0772008}

WA RT TN T



© TEMPORARY INSURANCE AGREEMENT

NATIONWIDE LIFE INSURANCE COMPANY/NATIONWIDE LIFE AND ANNUITY INSURANCE COMPARY, COLUMBUS OH
This Agreement provides a limited amount of Life Insurance coverage, for a limited period of time, subject fo the terms of this Agreement.

HEALTH QUESTION
Proposed | Proposed A
Primary | Additional my ,
insured Insured Child | Yo the best of your knowiedge and belief, has anyone here proposed
Quesii " Yes No | Yes No | Yes No | forinsurance:
anuseus;écr)gdmus ® O o c 0O O O | Withinthe past 10 years, been {reated for, or been diagnosed as having:
' angina, or chest pain or discomfort; heart attack, heart murmur, or any other
heart disorder; epilepsy, sfroke or diabetes; Acquired Immune Deficiency
Syndrome (AIDS), any AlDS-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 question is answered YES or LEFT BLANK, NO COVERAGE will take sffect under this Agreement and
no represemiative of Nafionwide Life insurance Company/Nationwide Life and Annuity Insurance Company is
autharized to accept money, and/or provide a temporary insurance receipt fo the applicant,
TERMS AND CONDITIONS
Armount of Temporary Insurance under this Agreement will commence on the dale of the application if the full first premium for the
Coverage mode selected has been paid and accepted by Nationwide or authorized by Electronic Funds Transfer as advance
$1.000.000 overal paymeni for an appiicaticn for Life Insurance. If any Proposed insured dies while this temporary insurance is in effect,

maximum for all
applications or
agreements.

Nafionwide will pay to the designated Beneficiary the lesser of;

e the amount of death benefits, if any, which wouid be payable under the policy and its riders if issued as applied for,
excluding any accidentat death benefits, or

» $1,000,000 This total benefil limit applies to alt insurance appiied for under this and any other current applications to
Nationwide and any other Tempaorary Insurance Agreements for Life Insurance whether applied for on the iife or
lives of one or more Proposed Insureds.

Date Coverage

Temporary Life Insurance under this Agreement will terminate auiomatically on the earliest of:

Terminates « 60 days from the date of this signed Agreement, or
« the date any policy is offered or issued to the Proposed Insured in connection with the above application, or
60 DAYS maximum | « the date Nafionwide mails notice of iermination of coverage and refund of the advance payment to the Proposed
coverage. insured, or the Owmer, if differant than the Proposed Insured.
Limitations s Fraud or material misrepresentation in the application, made within two years from the policy date, will invafidate this
agreement and Nationwide’s only liability is for refund of any payment made.
= This Agreement does not provide coverage for Propased Insured’s who are under 15 days of age or over the age of
70 on the date of the Agreement.
« If any Proposed tnsured dies by suicide, while sane or insane, Nationwide’s liability under this Agreement is limited
to a refund of the payment made.
s 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 Electronic Funds Transfer is not processed by tha bank.
e Nc one is autherized to waive or modify any of the provisions of this Agreement,
SIGHMATURES
Proposed | HAVE 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 ITS TERMS.

Dated (mm/ddfyyyy) X

%nature of Proposed Primary Insured
{or parent if Proposed Primary Insured is under age 15)

X X
Signature of Applicant/Owner
(if othier than the Proposed insured(s})

Signature of Proposed Acdifional Insured
(ifto be Insured)

initial Premium

An initial premium payment in the amount of $ has been submitted with this appiication. | have

Receipt and advised the Applicant/Owner that additional premium may need to be submitted at ime of delivary.
Producer's
Signature
X
Signature of Producer Firm Producer's Nafionwide #
LAA-OTOTTX {07/2008)
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Prped Primary
insured

e eSO S D e Oy e g e

Rale Glass Hustrated:

2. Proposed Additional
insured

Name {First, M, Last): (Please prinf)

Rate Class lliusirated:

3. income/Net Worth Ciient: Annual income: fiet Worth:
Proposed Primary Insured ¥ §
Spouse! Proposed Additional Insured $ $
4. Type of insurance Personal: L1 Death Benefil Protection [ Fstale Succession Business: [ Buy/Seli (Cross Purchase) [ Split Dallar Plan

O Supplemental Retirement Benefit O Educationat Funding

1 Wealth Enhancement/Transfer [ Charitable Planning
I Other

For Personal insurance, complete the Life Financial
Supplement or provide firancial statements if:

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

O Buy/Sell (Stock Redemption) O Key Person Insurance
O Executive Bonus T Nen-Quaiified Deferred Compensalion
[1 instirance Based Retirement Plan O Other

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

e Specified amount is $500,000 or more with all ages

5. Business Insurance

Complete this section if
the Business Financial
Supplement is not
reguired.

Is Business: 3 Sole Proprigtorship [ Parinership O Corpor

ation O Other

Indicate the participants and their percentage of ownership:

6. For Juveniie
Applicants Only

indicate frow much Is in
force with all comparies.

Assets: § Liahiiities: $ Nel Worth: $
Net Profit After Taxes: § Net Profit Prior Year: $ Estimated "Market” Vaiue of Business: $
On the Owner/
On the Father: § On the Mother: § Guardian:$
Age: Amount: § Age: Amount: §
Siblings
Age: Amouni; $ Age: Amourt: $

7. Additional Information

Al guestions ir this
section are to be fulfy
completed by the
soliciting producer before
& final offer of coverage is
provided.

a. Who began negotiations for this application? [ Producer

2 Owner [0 Proposed Primary Insured

[ Propased Additional Insured T 0ther

b. How well do yous know:
Proposed Primary Insured? 3 Met very recently  £1 Known for

Proposed Additionat Insured? [ Met very recently ©3 Known for years [ Relative - Relationship

years [ Relative - Relationship

. Was everyone proposed for insurance present at the time of a
If o, please explain:

ppiication? [T Yes I No

d. List all other producers that were involved directly or indirectly

during (he saies process:

e. For the questions below, please provide full details for yes answers in the Remarks section. If any changes accur Lo these
answers before the policy is tssued and placed in force, the home office must be notified imnrediately.

1. Have you, the producer, been involved in any discussion about the possible sale of this policy 1o a life setdement or other

secondary market provider? £1Yes [INo
2. Wilt any portion of the premium for this policy be financed?

f1¥es [lNo

3. Witt any insured or policy owner receive any payment or gift in connection with this policy? I Yes [ No

f. Will there be split commissions? (0 "ves’, fll out Spht Commissions form or use Remarks section) 1 Yes T No

8. Ordering
Requirements

Unless indicated in this
section, Mationwide wifl

Froposed Primary Insured:

Have you ordered requirements? 0 Yes [ No

I yes, please idenlify:

O Paramed Exam O Urine 0 Blood [ Stress EKG OEKG

Proposed Additional Insured:

Have you ordered requirements? £3 Yes L1 No

if yes, please identify:

O Paramed Exam [ Urine [J Blood O Stress EKG [ EKG

order alf Requirements. | Paramed Company orderad from: Paramed Company ordered from;
[1APS  DoctorfFacility, O APS  DotlodfFaciity
9. Remarks If more space is needed, an additional blank sheet may be attached. Producer should sign and date additional pages.

10. Producer's Producer's Name & Firm (Please Print): Dale;
information
Phone Number: Fax Number: E-Wail Address:
VLOB-0357-H 05/2011




 Investments

Compaiias
21st Centary Integrity Life Solutions Pacific Life
American General Life Jefferson Pilot Phoenix Mutoal
Allanz John Hancock Principal Financial
Allstate Lincoln Benefit Protective
American National Lincols Financial Prudential
AXA Equitable Mass Mutual Strategic Medical Consulting, Inc.
Banner Met Life Sun Life
Coventry Midland National Tramsamerica Occidental Life Ins. Co.
EMSI Mumal of Omaha United of Ornaha
Genworth Financial Nationwide United States Life
Hartford New York Life US Financial
Tndianapolis Life North American West Coast Life
NG Northwestern Mutuai

Awutorizacién para que la informacion de salud se pueda comunicar a
Ia aseguradora VIP Insurance y sus compaifiias asociadas
La presente autorizacion se ajusta a la privacidad establecida por la ley de responsabilidad y
portabilidad de los seguros médicos de Estados Unidos (HIPAA, por sus siglas en ingies)

/ / - -
Nombre del asegurado / paciente (En letras de imprenta) Fecha de nacimiento Numero de Segaro Social

Yo autorizo que todo proveedor de un plan de salud, médice, profesional de la sahud, hospital, clinica, laboratorio, farmacia, administrador de
prestaciones farmacéuticas, centro médico, compafiia de seguro, organizacion de apoyo para campanias de seguro u ofre proveedor de servicios
de salud (los “Proveedores™) que, en forma directa o indirecta, haya hecho un pago en mi nombre, 0 me haya proporcionado un traamierio o
prestado servicios, comunique a Volente Insurance Partners, LLC (Ja “Compafita”), asi como a sus empleados, ageres, representantes y filiales,
la historia clinica completa, inchidos los informes de los exdmenes personales v cualquier ofra informacion de salud protegida. Esta antorizacion
abarca la informacion sobre el diagndstico o el tratamiento del virus de inmunodeficiencia mimana (VIH) y de enfermedades de transmision
sexual. Asimisino, comprende la informacion sobre el diagnostico o el tratamiento de las enfermedades mentales y de] consumo de alcobol,
estupefacientes y tabaco, con exclusion de las notas de las sesjones de psicoterapia.

Con su firma al pie de esta autorizacion, el que suseribe concluye todos los acuerdos que baya celebrado con los Proveedores para restringir la
divulgacion de la mformacion de salud protegida, atorizandolos para comunicar su historia clinica complefa sin limitacion.

La informacion de salud protegida de quien: suseribe se comuiicara conforme a la presente Autorizacion, con la que la Compaiia podra:

1) transmitirfa a ofras compafiias para que puedan proporcionarie al interesado un confrato de seguro mediante la evatuacion de Jos requisitos,
Jos riesgos, la emision de la poliza y la solicitud de la cobertura; 2) procurar e] reaseguro de otras compafitas; 3) administrar los reclamos de
seguro, sl como evaluar o safisfacer fa cobertura y 1a provision de las prestaciones; 4)admmistrar la cobertura; y 5) llevar a cabo otras
actividades permitidas por 1a legislacion aplicable que se relacionen con la cobertura que el interesado tenga ¢ haya solicitado en la Compariia.

Esta autorizacion serd valida por veinticuartro meses desde su firma al pie. Por su parte, las copias de esta autorizacion tendréan la misma validez
que el documento original. El interesado entiende que tiene el derecho de revocar Ja autorizacion en cualquier momento, por medio de una
solicitud a tal fin dirigida al Ejecutivo de Privacidad HIPA A, o0 HIPAA Privacy Official en idioma inglés, de Ja Compafiia, al domicilio 1200
Cottorrwood Creek Tid, Cedar Park, TX 78613, La axtorizacion también se podra revocar enviando la solicitud mencionada a los Proveedores.
Larevocacion no surtird efecto cnando alguno de los Proveedores haya actuade en virtud de esta autorizacién ni cuando la Compaiiia tenga el
derecho de impugpar un reclamo o Ia cobertora conforme & las polizes de seguro. Por su parte, Ja informacion que se comunique conforme a
esta autorizacion podrd quedar sujete a retransmision por parte de sus destinatarios, caso en el que ya no contard con la proteccion de la
normativa federal que contempla la privacidad y la confidencialidad de la informacion de salud (p. ¢f., la privacidad establecida por la ley
mencionada en el encabezado).

El que suscribe entiende que si decide no firmar esta autorizacion, la Compafiia podra no procesar su solicttud v, en caso de que va se haya
emitido una pdliza de seguro, podrd no cubrir sus prestaciones; v declara que ha recibide una copia de esta autorizacion.

Firma del asegurado / paciente o de su representante personal Fecha

Descripeién de la relacidr o el peder de! representante personal del asegurado / paciente VIP-HIPAA Spanish (17062011




NATIONWIDE LIFE INSURANCE COMPANY

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

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

To evaluate your insurability, the tnsurer named above (Nationwide) has requested that you provide a sample of
your biood, oral fiuid 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 test result. A series of three tests will

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

Pre-Testing Considerations

Many public health organizations have recommended that before taking a HIV-related test, a person sesk
counseling to become informed conceming the implications of such a fest. You may wish to consider

counseling, at your expense, prior to being tested.

Meaning of Posilive Test Result

The test is not a test for AIDS. It is a test for aniibodies to the HIV virus, the causative agent for AIDS, and
shows whether you have been exposed 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. Errors 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 a positive test.

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

necessary.

Confidentiality of Test Results

Al test resulis are required to be treated confidentially. They will be reported by the laboratory to the Insurer.
The test results may be disclosed as required by law or may be disclosed to employees of the Insurer who have
the responsibiiity to make underwriting decisions on behalf of the Insurer or tc outside legal counsel who needs
such information to effectively represent the Insurer in regarc to your application. The resulis 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 designed to assure confidentiality, including the use of
general codes that also cover results of fests for other diseases or conditions not related to AIDS, or for the

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

LIFE 3331-C (04787} TX



Notification of Test Result

If your test results are negative, no rouiine notification wili be sent to you. | 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.

Name of physician for reporiing a possible positive test result:

Address:

In the event that the test is positive and you are denied coverage because of that fact and you request the

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

If the test indicates a positive resuli, but you do not designate a private physician, the test results will be

provided {o you by a representative of the Texas Department of Heaith.

Consent
| have read and | understand this Notice and Consent for HIV-Related Testing. | voluntarily consent to the
collection of a sample of biood, oral fiuid extracted from cheek and gum tissue, or urine from me, the testing of
that sample, and disclosure of the test results as described above. | have read the information on this form

about what a test resuit means.

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

wili be as valid as the original.

Signature of Proposed Insured or Parent/Guardian Date signed

Name of Proposed Insured {piease print)

Addrass



[ Nationwide Life Insurance Company
[1 Nationwide Life and Annuity Insurance Company
P.O. Box 182835
Columbus, CH 43218-2835

FOREIGN NATIONALS OR FOREIGN TRAVEL
SUPPLEMENT TO APPLICATION

|, Areyoual. S. citizen? 0 Yes [0 No (If the answer is “Yes", proceed fo Part i}
A, Ifnotal. S citizen, what is your Alien Registration Receipt Card (green card} number?

if nota U. S. cifizen, advise where current citizenship is held?

B. if no 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 fo stay in the United States?
E. Do you own a home in the United States? ] Yes I No
It "Yes", where? (city and country)
F. Do you own a home in a foreign country? 1 Yes [d No
If "Yes", where? (cify and country)
G. If married, does your family live with you? 0 Yes 0 No
If "No", where do they live? {city and country)
Il. Do you plan to frave! outside of the United States within the next year? L1 Yes [J No
A, If"Yes", whers? (city and country)
B.  Purpose of ravei? [1 Business L] Pleasurs

C. Howoften?
D.  Average period of time for each irip.

1. Are you fluent in reading and speaking the English language” L1 Yes L1 No

IV. List all trips outside of the United States in the past two years. (Include name of cifies and countries visifed, length of
stay, how offen visited, dates, eic.)

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

V1. List occupation duties performed outside the United States.

| hereby represent that all the above statemenis and answers to all the above questions are complete and frue, 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 Insurad
LIFE-4603 {08/201
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e N=SBEN Certificate of Foreign Status of Beneficial Owner
(Frev. February 2006) for United States Tax Withholding

CMB No. 1545-1621
Oepariment of the Treasury | Settlon references are to the Internal Revenue Code. ¥ See separate Instructions.

Injernal Revenue Servics B Give this form 1o the withholding ageit or payer. Do not send %o the IRS,
T not use this fomm for: instead, use Form
& A LS cifizen of otber U.S. persan, including 2 resident abier: individuat e e oo M
& A parson claiming that income is effectively connecied with the conduct

of a trade or business in the United States . . | e e . W-BECH
& A foreign parmershio, 8 forgign simple trust, or a fDrElgr‘l grantor trusi [s msirumons for e\cephons} oL W BEC! or W-RINY

& A foreign government, mismational organization, foreign central bank of issue, forsign lax-exempt organization,

fareign private foundation, or government of a U.S. possession that receivad 5‘feciiue5y connecied incame or that is

claiming the applicability of ssction(s) 175(2), 531(c), 802, BAS, or 1443(p) (see instructions) . . L. WBED ar W-BEE
Mote: These enfities should use Form W-BBEN If they are cfaiming freaty benefits or are providing the form on!y
claim they ars a foreign person exempt fram backup withholding.
8 A person aciing as an imtarmediary . . L L L L L L L L L L L o Wy
Mote: See instructions for additional exceptions. ’

identification of Beneficial Qwner (See nstructions.)

1 Mame of individugl or organization ihat is the beneficial owner 2 Couniry of incomoration of erganization
3 Type ol beneficial owser [ tncividual U Gomotion (U Disegarcedentity | Partnershin L] simple trust
i Grantor frust L Camplesy st O Estate ] Covernment {7 ernational organization
D Ceantral bank of issue D Tax-exempt organization B Privaie tpundation

4  Permanent residence address (sireet, apt. or suite no., or rural routs), Do ot use & P.O. box aor in-care-of address.

City ar town, state or province. Inciude postal code where appropriate. Courntry (do not abbreviate)

5 Malling address (if different from above)

City or town, state or province. Include postal code where appropriate. Country {do not abbreviate)

B U.S. faxpayer identification number, if required (see instructions) 7 Foreign lax identifying nurnber, i any {optiooal)
Oosshormn [0 By

B Refersnce number(s) {ses instructions)

GClaim of Tax Treaty Benefits (if applicable)
8 I certiy that {check all that applvk

a [ Thebensficil ownes 5 amsidentof ... R . wiffin the meaning of the income tax frealy between the United States ang thaf tourtry,
If requirad, the U.3. taxpayar xdﬁntiﬁcatlon number is stau—:-d on fire § {geg instructions).

The bensficial owner s not an individual, derives the item (or items) of Income for which the treaty benefits are claimed, and, ¥
applicable, mests the requirements of the freaty provision deafing with imitation on benefits (see instructions).

o
N

o
L]

The beneficial owner is not an individual, is claiming treaty benefits for dividends received fram a foreign corporation or interest frwm a
- U8, trade or business of a forelgn corporation, and mests qualiitled resident status (see Instructions).

The beneficial cwner is related o the person obligated to pay the income within the meaning of section 2687{5) or 707{bY, and wilf file
Form 8333 if the amount subject to withhoiding received during a calendar ysar exceeds, in the aggregate, $500,000.

-

10 Special rates and conditions {if applicable—ses instructions): The beneficial ovener is claiming the provisions of Article ... ____ofthe
treaty identifled on fine Sa above toclaima . .. ... ... % rate of withhciding on {specify ype of incoms):
Explain the reasons the bensficial owner meets the terms of the treaty article: ..

Notional Principal Contracts

11 |3 | have provided ar will provide a statement that identifies those rofional principal contraots from which the income is not effectivsiy
connected with the conduct of a trade or business in the United States | agres to update this siatement as required..
Certification

Under peratties of perjury, | detlars that | have examined the information on this ferm =nd t the bast of my knowledge and belief it is true, correct, and complate. |
furtner certify under penalties oF perjury Ehat:

1 lam the bereficial owner for am authorized to sign for the benaficial cwner] of zil the income to which this form relates,

2 The beneficial owner is nof a U.S. person,

3 The Inceme to which this form relates Is {a) not effectively connected with the condust of a trade or business i the United States, {b) effectivaly connactad hut is
nat subject e tax undsr an ncome tax ireaty, or () the partners share of a parinership’s effecively connested income, and

4 For broker fransactions o bartar exchanges, ihe beneficial owner is a7 exempt foreign person as defined In the instructions,

Furttermore, + authorize this form o be provided to any withholding agent that has control, receipt, or custody of the income of which 1 am the beneficial ewner or
ary withholding agent that can disburse or make peyments of the income of whish | am fhe bereficial owner.

izl wrier) 7 B“ate [IuﬁF:?—'-JD-‘;'\:Y‘\;}— ’ sty in o wihish acting
For Papenwork Reguction Act Motics, see separate instractions, Cat. No. 250472 Form VW-GEERN [Rev, 22006}
@ Printed on Hecpoied Paper

Sign Hera % e

E‘.ng'\atu;e of bana ual owner (oz’ |"|"-w|du3! au‘rhor!zc-d ‘(0 °|g" far beneu




State Specific Forms

THIS PACKET INCLUDES THE FOLLOWING FORMS:

e REPLACEMENT FORMS
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INSTRUCTION FOR REPLACEMENT FORM

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

Nationwide Life and Annuity Company of America
Columbus, Ohio, 43218-2021

Your state has adopted the NAIC 2000 model for replacement regulation. The answer to the question, “Do
you have existing life insurance or annuities?”, which is located on the application, is required with gvery
new business application even if the applicant does not intend to replace a life insurance policy or annuity
contract. One additional replacement form may be required, depending upon responses to questions on these
forms. '

Step One: Please answer the question, “Do you have existing life insurance or annuities?” (The guestion
is located on the signature page for Annuity applications, and in the Insurance Information section for Life
Insurance applications.)

— If the answer io this question ts “No,” then no additional forms or actions are needed.
— If the answer to this question is “Yes,” then please proceed to Step Two.

Step Two. complete, sign and date the enclosed “Important Notice: Replacement of Life Insurance or
Annuities” (form APO-4860-1). Annuities Only: 1f the proposed life insurance or annuity contract is to
replace existing life insurance or annuities, proceed to Step Three.

Step Three (Annuities only): Complete Transfer of Assets paperwork and submit, together with the
Application and Important Notice, to Nationwide.

We believe that replacement of an existing insurance or annuity pohicy must he appropriate for the customer and meet h:s or her
needs or financial objectives. From a customer’s perspective, an appropriate replacement is also one that is justified from either

an economic or personal standpoint. The provision features and benefits of both the current and propesed product should be

considered in relation to the client’s needs, circumstances and goals. Some examples of the types of provisions that should be-
considered are: premium rate differences, differences in suicide and incontestability provisions for individual life insurance and

pre-existing conditions, waiting periods, elimination periods, and probationary periods for health insurance policies. In addition,

factors such as the age and health of the cusiomer must be considered. Distributors are expected to provide all material

information that the customer needs in order to ascertain whether replacement of an existing policy or contract is appropriate.

All replacements must be in compliance with applicable regulations and company rules. Many states require accurate writfen
comparisons of existing and proposed contracts to be provided to the customer when proposing a replacement. Distributors are
expected to know and comply with these requirements,
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[IMPORTANT NOTICE: Replacement of Life Insurance or Annuities

This document must be signed by the applicant and the producer, if there is one, and a copy left with the applicant.

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

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

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

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

We want you io undersiand the effects of replacements before you make your purchase decision and ask that you
answer the foliowing questions and consider the questions on the back of this form.

1. Are you considering disconiinuing making premium payments, surrendering, forfeiting, assigning to the insurer,

or otherwise ierminating your exisiing policy or contract? YES NQ
2. Are you considering using funds from your existing policies or contracts to pay premiums due on the new
policy or contract? YES NO

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

Insurer Name Contract or Policy # Insured or Annuitant Replaced (R) or Financed (F)

Make sure you know the facts. Contact your existing company or its agent for information about the oid policy or
contract. If you reguest one, an in-force iliustration, policy summary or availabie disciosure documents must be sent
1o you by the existing insurer. Ask for and retain all sales material used by the agent in the sales presentation. Be
sure that you are making an informed decision.

If you are replacing a policy or coniract, upon its issuance, the policy or contract may be returned within 30
days from the date of delivery. Note that this return period may be longer than what is reflected in your
policy or contract. For variable and market value adjusiment policies or contracts, you wilt receive a
payment of cash surrender value provided under the policy or contract, incliuding any fees and other
charges deducted from the gross premiums or considerations or impeosed under such pelicy or contract.
For fixed policies or coniracts, you will receive a refund of your premiums paid.

A replacement may not be in your best interest, or your decision could be a good one. You shouid make a careful
comparison of the costs and benefits of your existing policy or coniract and the proposed policy or contract. One
way to do this is 10 ask the company or agent that soid you your existing policy or contract to provide you with
information concerning your existing policy ar contract. This may include an illustrafion of how your existing policy or
contract is working now and how it would perform in the future based on certain assumptions. IHustrations shoud
not, howevar, be used as a sole basis to compare policies or contracts. You should discuss the following with your
agent to determine whether replacement or financing your purchase makes sense.

(Continued on next page)
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important Notice continued

Are they affordable?

Could they change?

You're older -- are premiums higher for the proposed new policy?

i ve to pay premiums on the new policy? On the oid policy?

New policies usually take longer 10 huild cash vaiues and o pay dividends.
Acqguisition costs for the old policy may have been paid; you will incur costs for the new one.
What surrender charges do the policies have?
What expense and sales charges wilt you pay on the new policy?
Does the new policy provide more insurance coverage?

If your health has changed since you bought your oid policy, the new one could cost you more, or you could be
iurned down.

You may need a medical exam for a new policy.

Claims on most new policies for up to the first two years can be denied based on inaccurate statements.

Suicide limitations may begin anew on the new coverage.

How are premiums for both policies being paid?

How will the premiums on your existing policy be affected?

Will a loan be deducted from death benefits?

What values from the old policy are being used to pay premiums?

Wil you y surrender charges on your old contract? ]
What are the interest rate guarantees for the new contract?
Have you compared the contract charges or other policy expenses?

What are the tax conseguences of buying ihe new policy?
Is this a tax-free exchange? {See your {ax advisor.)

Is there a benefit from favorable "grandfathered" freatment of the old policy under the federal tax code?
Will the existing insurer be willing to modify the old policy?

How does the guality and financial stabiiity of the new company compare with your existirig company?

The existing policy or contract is being replaced because:

Producer’s statementi: | represent that this transaction follows the Natienwide Replacement Policy, that | have used
only insurer-approved sales material in connection with this sale and that copies of all sales materiai were left with
the applicant.

All parties: | certify that the responses herein are, to the best of my knowledge, accurate:

Applicant’s Signature Date

Applicant’s Printed Name

Joint Applicant’s Signature Date

Joirt Applicant’s Printed Name

Producer’s Signature Date

Producer’s Printed Name

| do not want this notice read aloud to me. (Applicants must initial ondy if they do not want the nolice read aloud.)
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RATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

VARIABLE LIFE FUND SUPPLEMENT

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

1. Proposed Primary Name (Firsl, Mi, Last): {Please prini) SSN/ Tax ID#
insured - -
Z. Allocations e For policies issued in states which require a Refurn of Premium to a Policy Owner exercising the Short Term

Right to Cancel—Net Premiums will be allocated to the Nationwide NVIT Money Market Fund or to the Fixed
Account It selested until the end of the Right to Cancel Period. At the end of this period, the Policy Vaiue will be
allocated to the Sub-Accounts indicated below.
¢ For policies issued in stafes which require a Return of Cash Vaiue to a Policy Owner exercising the Short

Term Right to Cancel—Net Premiums will be allocated to the Sub-Accounts at the beginning of the Short Term
Right to Cancel Period,
e Your selections must total 100%. Minimum inifial allocation to any single Sub-Accounts is 1%. Ne fractional
percentages are permitied. (If no ailocation is selected, Policy Valus will be allocated to the Nationwide NVIT Money

Market Fund.)

Sub-Accounts designated by an *

may include additionai restrictions and/or charges.

The underlying investment options iisted below are only

avaiiable in variable life insurance products issued by [ife insurance companies or, in some cases, through pariicipation in ceriain quaiifiec pension or
retirement plans. They are NOT offered to the general public directly. Please review ihe underlying fund prospectus carefully for information about

the funds and the sh e c%as es.

% Amencan

tury NVIT kit Cap Value Fund

%% Amencan Funds NVIT Agsat Allacaion Fund

% American Funds NVIT Bond Fund

% Amenican Funds NVIT Global Growih Fund

% Main Street® Fund/VA

% American Funds NVIT Growth Fund

% Amencan Funds NVIT Growth-income Fund

% Federaied NVIT High Income Bond Fund®

% Main Streel® Smalk wap FundivA
[Tl

% Garimore NVIT infermnafional Equity Fund™

% Garmore NVIT Worldwade Leaders Fund

% Neuberger Berman NVIT Muiii Cap

U, % Rowe Price Health Sciences

Opportuniies Fund Porticlio

% Neuberger Berman NVIT Socially
% Stock Index Fund, Inc. Responsitle Fund
% VIF Appreciation Portiolio % NVAT Cardinal™ Aggressive Fund
ab % NVIT Cardina® Balanced Fund
% VI Energy Porliclio % NVIT Cardings® Capital Appreciaion Fund
% VIP Equity-income Portiolic % NVTT Carding= Conservalive Fund
% VIP Freedom Fund 2010 Porfiolio % NVIT CardinaF™ ioderaie Fund % Long Tenm Fixed Account™

% VIP Freedom Fund 2020 Poriidlio

% VIP Freedom Fund 2030 Portfolic

% NVIT Cardinal™™ Moderately Aggressive
Fund

% Founding Fungs Allocation Func

These funds are the only avaiiable investment

% VIP Growth Portfolio % NVIT Cardinal=™ Moderately Conservaive options IF the EDBG Rideris selected. All other
% VIP Investment Grade Bond Porflclio Fund irvesiment options are unavailable with this rider,
% VIP Mid Cap Partfolio % NVIT Core Bond Fund Hiable Insirant due
% VIPO s Porticlio™ % NVIT Core Plus Bond Fund Freegom F Porifolio

% NVIT Emerging Markets Fund” % VIP Freedom Fund 2020 Portiolic

% NVIT Government Bond Fund

% NVIT Intemational Index Fund”

% Franklin Income Secunties Fund

% NVIT Mid Cap index Fungd

% Amencan Funds NVIT Asset Allocation FLGd

% Frankiin Small Cap Value Secunties Fund

% NVIT Money Market Fund

% NVIT Cardinalsm Aggressive Fund

% Templeton Global Bond Secunties

% NVIT Multi-Manager infemnationa Growth

% NVIT Cardinag® Batanced Fund

% NVIT Muli-Manager Wid Cap Value Fund

% NVIT Muli-Manager Small Cap Growih
Fund

Fund Fund % NVIT Cardina®™ Capital Appreciation Fund
/ % NVIT Mult-hManager Intemaiional Value % NVIT Cardinalsn Consesvaiive Fund
Fund % NVIT Cardina™" Moderate Fund
D % NVIT Mufi-Manager L.arge Cap Growth % NVIT Cardinal™ Moderately Aggressive
% Forty Portiolio Fund Fund
% Global Technology Fortiolio % NVIT Muli-Manager Large Cap Value Func % NVIT Cardinale Moderately Conservative
% Overse %% NVIT Muli-Manager Mid Cap Growth Fund

WTnvestor
% Aggressive Fund

% Batanced Fund

% NVIT Muli-hanager Smal Cap Value Fund

% Capital Appreciafion Fund

% NVIT Mul-Manager Smal Company Fund

% Conservative Fund

% NVIT Wl Sector Bond Fund

% Moderate Fund

% Balanced Fund % NVIT Nafionwide® Fund % Moderately Aggressive Fund
% Capital Appreciation Fund % NVIT Short Term Bond Fund o Fund
% Conservatrve Fund % NVIT Real Estate Fund i el ife Insiiran

% Moderate Fund % Van Kampan NVIT Comsfock Value Fund o Fixed Account

% Moderately Aggressive Fund

% Templeton NVIT Infemational Value Fund

% Moderately Conservative Fund

=Siringent premium and transfer restrictians are enforced far the Long Term Fixed Account, piease consull the prospecius for more dataiis on these restrctions.
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3. Optional Elections

Once the policy is issued,
changes fo any opfional
election reguires written
instructions from Folicy
Owmes(s).

a. Sub-Account Monthly Deduction:

If the selected Sub-Account's value is not sufficient for the full monthly deduction, any portion of the monthly
deduction that was not taken and all fuiure monthly deductions wili be deducted proportionately from the remaining
Sub-Accounts unfil sufficient premium is paid into the selected Sub-Account again.

» Fixed Account(s) are not eligible for directing the monthiy deduction.
Piease deduct from the following Sub-Account: (check one)
[l Nationwide RVIT Money Market Fund OR O Selected Sub-Account

b, Dollar Cost Averaging:
e Transfers must be at lzast $100.

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

e I you choose this option, Dollar Cost Averaging wili begin the 1% day available from the Folicy Date.

Please transfer § per month from the (check one)
[ Wationwide NVIT Government Bond Fund 7] Nationwide NVIT Money Market Fund
O Hationwide NVIT High Income Bond Fund {Federated) O Nationwide Fixed Account™

Transfers from the Sub-Accounts specified above shall be transferred to the foliowing Sub-Accounts based on the
percentage allocations indicated helow: (Variable Account Allocations — WHOLE % only, fotaling 100%)

SUB-ACCOUNT

%
%
%
%
%
Total = 100%

c. Asset Rebalancing:

if you choose this option, Asset Rebatancing will be the 1! day available from the Policy Date.
Rebatancing will oceur: (chsck one)

O Quarterly L} Semi-Annually 3 Annually

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

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

4, Transfer
Authorization for
Producer

O By checking this box, you have authorized and directed Nationwide fo accept instructions from the Producer signing
this apylication to execute exchanges among the Investment options available under your Policy andfor fo allocate any
future Premium Payments on your behalf. This power is personal o 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 not available for use by any person or organization providing any type market-fiming advice or
service. Nationwide may revoke the authority of the Producer 1o act on your behalf at any time by written notification tc
you.

If the box above is checked, your Producer’s signature below and your signature at the end of this application represents
agreement for yourselves, your heirs and the legal representaiives of your estates and your successors in interest or
assigns to release and hold harmiess Nationwige from any and ali liabifity in refiance on instructions given under the
authority descried above, You and the Producer also agree to jointly and severally indemnify Nationwide for and
against any claim, fiabifity or expense arising out of any action taken by Nafionwide in refiance of such instructions.

X

Signature of Producer

VLS-0113A01
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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 fuiure allocation changes, unless an opfion is selected below:

0 Act Independently - Sub-Account exchanges and future allocations may be made by any Policy Owner or Trustee.

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

6. 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) 1 SELECT.
REGARDLESS OF INVESTMENT RETURN, THE DEATH BENEFIT CAN NEVER BE LESS THAN THE SPECIFIED
AMOUNT, AS LONG AS THE POLICY 1S IN FORCE. THE CASH VALUE MAY INCREASE OR DECREASE ON ANY
DAY, DEPENDING ON THE INVESTMENT RETURN FOR THE POLICY. NC MINIMUM CASH VALUE 15
GUARANTEED. ON REQUEST, WE WILL FURNISH ILLUSTRATIONS OF BENEFITS, INCLUDING DEATH
BEMEFITS AND CASH VALUES FOR A VARIABLE LIFE INSURANCE POLICY AND A FIXED LIFE INSURANCE
POLICY FOR THE SAME PREMIUM.
1. a. Do you understand that the Death Benefit and Surrender Value may increase or decrease Oy N
depending on the investment experience of the Variable Account? es o
6. Do you believe that this policy will meet your insurance needs and financial objectives? Oyes ONo
All 3 questions must be -
answered to issue policy. | © Have you received a currert copy of the prospectus? & Y¥es [INo
8. Signafures
Signed on .
Month/Day Year
If there are additional X , _ X _ -
Owners on the policy, Signature of Proposed Primary Insured Signaiure of Propesed Addtional Insured
please attach a blank {or parent if Proposed Primary Insured is under age 15) (if o be Insurad)
sheet with the additional
signatures. X X
Signature of Applicant/Owner Signature of ApplicantCwner
{if ather than the Propcsed Insured(s)) {if ather than the Proposed Insurad(s))
VLS-0113A0.1 Page 3 of 3 (05/2010)

R0 O O



NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY
VARIABLE LIFE FUND SUPPLEMERT P.0. Box 182835, Columbus, Ohio 43218-2835
1. Proposed Primary Name (First, Mi, Last): {Please print) SSN/ Tax ID#:
Insured -

2. Allocations = For policies issued in states which require a Return of Premium to a Policy Owner exercising the Short Term
Right to Cancel—Net Premiums will be allocated to the Nationwide NVIT Money Market Fund or o the Fixed
Account i selected unti the end of the Right to Cancel Period. At the end of this period, the Policy Value will be
aliocated to the Sub-Accounts indicated below.

s For policies issued in states which require a Return of Cash Value to a Policy Owner exercising the Short
Term Right to Gance—Net Pramiums will be allocated fo the Sub-Accounts at the beginning of the Short Term
Right to Cancel Period. .

s Your selections must total 190%. Minimum initial allocation to any single Sub-Accounts is 1%. No fractional
percentages are permitted. (if no altocation is selected, Policy Value will be aliocated to the Nationwide NVIT Money
Market Fund.)

Sub-Accounts designated by an * may inciude additional restrictions andlor charges. The underlying investment options listed below are oniy
available in variable fife insurance producis issued by fife insurance companies or, in some cases, through participation in certain qualified pension or
retirement plans. They are NOT offered fo the general public directly. Piease review the underlying fund prospectus carefully for information about
the funds and their share classes.

% und
% Amencan Cenury NVIT Mulk Cap Value Fund
% Arencan Funds NVIT Asset Allocafion Fund

% Global Securifies Fund/VA*

% American Funds NVIT Bond Fund % Man Streef® Fund/VA

%, Amenican Funds NVIT Global Growth Fund
% American Funds NVIT Growth Fund
% Amencan Funds NVIT Growih-income Fund

% Federated NVIT High Income Bond Fund” % Low Durafion Poriicio

% Neuberger Benmian NVIT Mult Cap % Total

b Small Cap Stock index Portiolio

Opportunifies Fund
% Stock Index Fund, Inc. % Neuberger Bemman NVIT Socially
% ViF Aporeciation Portioiio Responsible Fund

% NVIT CardinaF™ Aggressive Fund

% NVIT CardinalP™ Balanced Fund

% NVIT Carding® Capital Appreciafion Fund
% NVIT Cardinar™ Congervative Fund

% NVIT CardinalF™ Moderaie Fund

% WVTT CardinaFm Moderately Aggressive

i ; SHran
% VIP Energy Portfolic
% VIP Equity-Income Portfolio

% VIP Freedom Fund 2010 Portiolio
% VIP Freedom Fund 2020 Partfolio
% VIP Freadom Fund 2030 Portfolio

% Fixed Account

% VIF Growth Porifolio Fund % Long Term Fixed Account™
% VIP investment Grade Bond Portfolio % NVIT Cardings™ Modzrately Conservalve
Fund These funds are the only available investment

% VIP Mid Cap Portfolio
L Portoic”

% NVIT Core Bond Fund

% NVIT Core Plus Bond Fund

% NVIT Emerging Markets Fund”
% NVIT Govemnment Bond Fund

options IF the EDBG Rider is selecied. All other
invesiment oplions are unavailabie with this nder,

% Founding Funds Allocafion Fund

% Frankiin Income Securibies Fund % NVIT Intemational Equity Fund”

% Franklin Small Cap Velue Securiies Fund
% Templeton Global Bond Securities
Fund

% NVIT Intemational index Fund”
% NVIT Mid Cap Index Fund
% NVIT Money Market Fund

% NVIT Mufi-Manager Intemafional Growth % NVIT Cardina=® Aggressive Fund

Fund % NVIT Cardinals™ Balanced Fund
% NVIT Muli-Manager intemalional Value % NVIT Cardina™ Capitai Appreciation Fund
Fund® % NVIT Camdinai Conservative Fund
% NVIT Mufii-Manager Large Cap Growih % NVIT Cardina® Moderate Fund
Fund % NVIT Carclinalm Moderately Aggressive
% NVIT Muli-Manager Large Cap Vaiue Fund Fund
% NVIT Muli-vianager Mid Cap Growth Fund % NVIT Cardinabm Moderately Conservalive
% NVIT Multi-Manager Mid Cap Value Fund Fund
% NVIT Muli-Manager Small Cap Growih < Nationwide NVIT investo
Fund % Aggressive Fund

% NVIT Muli-Manager Smal Cap Value Fund % Balancad Fund

% NVIT Mult-Managsr Small Company Fund % Capital Appreciatien Fund

% NVIT Muli Sector Bond Fund % Conservafive Fund

% Balanced Fund

% NVIT Nationwide® Fund % Moderate Fund

% Capital Appreciation Fund

% NVIT Real Estate Fund % Moderately Aggressive Fund

% Conservative Fund % NVIT Short Term Bond Fund erl Conservaiive Fund

% Moderate Fund

% Oppenheimer NVIT Large Cap Growih Fund

% Moderately Aggressive Fund

% Tempieton NVIT Infemafional Value Fund

G

%, Moderatelv Conservative Fund

% Van Kampen NVIT Comstogk Valus Fund

*Siringent premium and transfer resfricions are enforced for the Long Term Fixed Account, piease consuli the prospesius for more defails on these restriclions.
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3. Opflional Elections

Once the policy Is issued,
changes o any optional
election requires writien
instructions from Poiicy
Owner{(s}.

a. Sub-Account Monthly Deduction;

e |f the selected Sub-Account's value is not sufficient for the full monthly deduction, any portion of the monthly
deduction that was not taken and all future monthly deduciions will be deducted propodionately from the remaining
Sub-Accounis 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)
[ Hationwice NVIT Money Market Fund OR [ Selected Sub-Account

b. Doliar Cost Averaging:
e Transfers must be at least $100.

e The monthly fransfer from the "FIXED ACCOUNT must be equal to or tess than 1/30th of the Fixed Account value
when the Doliar Cost Averaging Program is requested. Transfers {o of from the Long Term Fixed Account are not
available as part of Dollar Cost Averaging.

e If you choose this opfion, Dallar Cost Averaging will begin the 15t day available from the Policy Date.

Pleass transfer § per month frem the (check one)
[1 Kationwide NVIT Government Bond Fund L1 Nationwide MVIT Money Market Fund
[1 Nationwide RVIT High Income Bond Fund (Federated) [} Hationwide Fixed Account™

Transfers from the Sub-Accounts specified above shall be transferred to the following Sub-Accounts based on the
percentage allocations indicated below: {Variable Account Allocations — WHOLE % only, totaiing 100%)

SUB-ACCOUNT

%
%
%
%
%
Total = 100%

c. Asset Rebalancing:

If you choose this opfion, Asset Rebalancing will be the 15 day availabie from the Policy Date.
Rebalancing wili ocour. {check ong)

O Quarterly L[] Semi-Annually CC Annualiy

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
Producer

L3 By checking this box, you have authorized and directed Natichwide to accept instructions from the Producer sigring
this application to execute exchanges among the Invesiment options available under your Palicy and/or to allccate any
future Premium Paymenis on your behalf. This power is personal 1o the Producer, and may be delegated by writien
notification to Nationwide and only to individuals employed or under control of the Producer for administrative/processing
purposes. This power is not available for use by any person or organization providing any type market-timing advice or
service. Nationwide may revoke the authority of the Producer fo act on your behalf at any time by written notification to
You.

If the box above is checked, your Producer's signaiure 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 inferest or
assigns fo release and hoid harmless Nationwide from any and all liability in reliance on instructions given under the
authority deseribed above. You and the Producer also agres fo jointly and severally indemnify Nationwide for and
against any claim, liability or expense arising out of any action taken by Nafionwide in reliance of such instructions.

X

Signature of Producer

VES-0113A01
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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 of future allocation changes, unless an opfion is selected below:

[ Act Independently — Sub-Account exchanges and future allocations may be made by gny Poiicy Owner or Trustee.

O Designate One — Sub-Account exchanges and future aliocations may only be made by the foliowing named Policy
Owner or Trusiee:

6. important
Notice

1 UNDERSTAND THAT THE DEATH BENEFIT UNDER A VARIABLE LIFE [NSURANCE POLICY MAY INCREASE
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 PREMIUM.

a. Do you undersiand that the Death Benefit and Surrender Vaiue may increase or decrease gy N
depending on the investment experience of the Variable Account? &S 0
b. Do you believe that this policy will mest your insurance needs and financial objectives? OYes [1No
All 3 questions must be :

answered to issue policy. | © Have you received a current copy of the prospectus? CdYes [ No
8. Signatures

Signed on ;

Maonth/Day Year
i there are additional X X ‘ _ :
Owners on 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}
sheet with the adaifional
signatures. X X
Signature of Applicant/Owner Signature of Applicant/Owner
(if other than the Proposed Insured(s)) {if other than the Proposed Insured(s))

VIL.S-0113A0.1
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O Your Side
Hatinrweite Securites, L

P. 0. Box 183137
Columbus, OH 43218-3137

MNationwide”

CUSTOMER ACCOUNT QUESTIONNAIRE

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

Nationwide Securities, [LLC {NSLLC} adhere to Securities and Exchange Commission "Know Your Customer” regulations. The infarmation
coliected in this new account application is used to determine if recommendations appropriately match your financial needs. NSLLC will
retain this information, and send confirmation to you no less than every 36 months. If no changes have oscurred, this information may be
re-used for similar subsequent transactions.

and Section 2B}

* (complete Section 24
and Section 2F)

iR

{complete Section 2A)

[] Beneficiary !RA **

] coverdel: (Education) *
7 403y~

D Individual/Solo 401{k) **
* (complate Section 2A)

* {complete Section 24
and Section 2F)

complete Section ZA

o Bontion 2C D Power of Attorney

For natural person

and frust * ({complele Seciion 24
compiete Secfion 24 and Section 2F)
and Section 20 -

(compleie Section 2E)

i Plaase select: [] Establish New Account [} Update to Existing Account Type
Section 1 - Account Types (check only one)
Natural Parson Joint Fiduciary Entities
Non-Quatified Qualified [ Joint Tenant WROS | [} Guardianship * [7] Corporation *
[:] Individual *** [ individual Retirement [ Tenants in Common ] Estate** ] Parnership *
[] Tenants Entirety * Account ** Section Guide : 1 usmMA; e
[3 Community Property * | [[] Roliover IRA = For natural persons {State) [ unincorporated Association *
*x e complete Section 24 . N -Profi ization *
[] 529 Plan M SEP IRA complete Secti ] uTMA: [ nen ?rcf;mrgamzauon
[] simple IRA** {State} [T Pension Plan ™
* {complzfe Section 2A | | Rath IRA = ;g&giué?t‘; yerson [J conservatarship * [} Profit Sharing Plan =

] 40tk *
{j Trust**
D investment Club *

* (complete Section 2C)
" {complete Section 2D}

Section 2A - Natural Person (owner)

Name: (First, Middle Initial, Last)

Date of Birth: (Mo./Day/Yyr.) | Soctal Security #:

FPhone #:

(

)

"also Known As" {AKA) Name {or DBA for Sole Proprieior):

Fax #:
¢ )

Email Address:

City:

| State:

|

Zip Code:

Marital Status: L Single L] Married | Gitizenship: ] U.S. Citizen |1 Resident Afien | If non-U.8. citizen,must provide

[} Divorced/Separaied 1 widowed [l Non-Resident Alien Country of Citizenship:
Legal Residence: Mailing Address (if different from Legal Residence):
Aadress Line 2: Address Ling 2:
Gity: State: | Zip Code: City: State: | Zip Code:
Empioyment Status: [] Employed [ Unempioyed [ Retired [} Homemaker 1 Student [! Disabled

71 other: (specify)
Name of Employer: Occupation: Work Phone:
«
Street Address:
Job Title: Fax #:

Approximate Net Worth {exciuding residence,

Liquid Net Worth (approximate investable assels)

Tax Bracket:

furnishings, autcs) ] $100,001 - 250,000 [} «$50,000 [J $250,001 - 1,000,000 (1o [Oo2s Oas
[1 <$50,000 [ $250,001 - 1,000,000 | [ $50,000-100,000 [} = $1,000.000 10 [Joa
[_] $50,000 - 100,000 5 > $1,000,000 J $100,001 - 250,000 [1s [1z3z
o Other Household Total Household Total #
ﬁga;ﬁ@;f .5 Annual lncome income (Annual of Wage Eztaé:d(;fms
ary. {Inciuding Spouse): § and Other): § Earners: P '

12806 2.1
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Section 2B - Natural Person {joint owner)

Name: (First, Middie Initial, Last)

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

Social Security #:

Phone #:
O

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

Fax #:
¢ )

Email Address:

1 Married
1 widowed

Marital Status: [ Singie
[] Divorced/Separated

Citizenship: [] U.S.

Citizen [ ] Resident Alien
1 Non-Resident Alien

if non-U.S. citizen,must provide
Country of Citizenship:

Legal Residence:

i1 Same Address as Section 2A

Maiiing Address {if different from Legal Residence):

Address Line 2:

Address Line 2;

City: State: |Zip Code: City: State; | Zip Code:
Employment Status: [ ] Employed ] Unemployed  [] Retired [] Homemaker [] Student [ Disabled
L1 Other: (spacify} ‘
Name of Employer: Occupation: Work Phone:
¢ )

Street Address:

Job Title: Fax #:
City: State: | Zip Code:

Approximate Net Worth (excluding residence,
furnishings, autos)

Liquid Net Worth (approximatie investable assets)

Tax Bracket:

1 $100,001 - 250,000 | [ <$50,000 [ $250,001 - 1,000,000 o Oasllas
] < $50,000 O $250,001 - 1,000,000 | [ $50,000-100,000 [ = $1,000,000 [(J10 [les
1 $50,000-100,000 [ > $1.000,000 ] $100.001 - 250,000 s a3
. Other Household Total Househaold Total 4
.:ggrm;lrsna!te g Annual Incorne Income (Annual of Wage "éc;ta;:dof ts:
val saary: {including Spouse): § and Cther):  § Earners: pencents:

Section 2C - Entity

Legal Entity Name:

Tax iD #:

# of Employees:

"Doing Business As" (DBA) Name:

Type of Business:

E\/iain )Office Phone #:

Other Business #:

« )

Fax #:
{ )

Principal Piace 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:
Parent/Subsidiary Company: (if ves, provide evidence of corporate heirarchy) Website Address:

Tl ves O No
Authorized Persons: (First, Middle Initial, Last) | Title: Authorized Parsons: (First, Middle initial, Last} | Title:
Authorized Persons: (First, Middle initial, Lasty | Title: Authorized Persons. (Firsi, Middle Initial, Last) | Title;
Annual Gross Revenue: | Annual Net Revenue: | Batance Sheet Information: {iabilities: Assets:

3 3 ‘ Net Equity: § ¥

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

Articles of incorporation and either:

] Board Resoiution with Corporate Seal or
[] Unanimous Consent of Shareholders Reguired

If Corporation selected, must have a copy of Ceriified ‘

if Partnership selecied:
[[] Co-Parnership Authorization

1 if Unincorporated, Non-Profit or investment Club selected:
i [} Non-Corporate Resoiution

12300 391
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Saction 2D - Trust

Trust Description: [ Gualified Plans [ Farnily

[J Living [ Revocable [ Imevocabie [ Testamentary

Legal Name of Trust:

Date of Trust: (Mo, Day, Yr.) | Tax 1D #

Trustee Name: (First, Middle initial, Last)}

Trustee Name: (First, Middle initial, Last}

Trustee Name: (First, Middle initial, Last}

Trust Address:

Preferred Mailing Address: if different from Trust Address

Address Line 2:

Address Line 2:

City: Stafe: | Zip Code: City: State: | Zip Code:
Trust Annual
Gifts/Income Received: $ Net Worth of Trust:  $
[] & have attached a copy of the required Trust Certification form.
Section 2E - Estate
Legal Name of Estate: Tax ID #:
Executor or Administrator Name: (First, Middle initial, Last) Phone #:

Estate Address:

Preferred Maiting Address: if different from Estate Address

Address Line 2;

Address Line 2:

City: State: | Zip Code:

City: State: | Zip Code:

Estate Annual
Income Received:

$

Net Worth of Estate: $

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

[ ] Death Certification and Court Documents Required
[] Probated Last Wili and Tesiament
L1 Other;

Section 2F - Fiduciary / 529 Beneficiary

Name: (Firsi, Middle initial, Last} Date of Bith: (Mo./Day/Yr.) | Social Security #: Phane #:
)
"Also Known As" (AKA) Name: Fax #: Email Address:
¢ )

Marital Status: Citizenship: If nan-U.8, citizen

[ Single 1 Married []u.s. Citizen [ Resident Alien must provide Country

[ Divorced/Separaied L] widowad 1 Non-Resident Alien of Citizenship:
Legal Residence: Mailing Address: if different from Legal Residence
Address Ling 2: Address Ling 2:
City: State: | Zip Code: City: State; | Zip Code:

12300 3.11
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Section 3 - Prior Investmeni Experience (for Natural Person or Person Making Investment Decision for
Fiduciary or Entity Account) (check aif that apply)

investor Experience: (] Mutual Funds [ variabie Annuity/Lite ] Stock O Bonds
1 oOptions L] Margin Account [ Municipal L1 Lirnited
Securities Partnership
Prior investment Experience: [] 9-2 Years [1 35 Years ] 6-8 Years [] o+ Years

Section 4 - Risk Assessment and Invesiment Objectives (circle one # for each question)
(Exampies used to describe low, moderate and high assessment levels in each question are for illusirative 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., Specuialive investment)
1 2 3 4 5 6 7 8 2

2. How willing are you to endure/bear fluctuations in principat?
L.ow {e.g., Slight) Moderate High (e.g., Steep)
1 2 3 4 5 B 7 8 9

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

4. How important is current income from investabie assets?

Low (e.g., Commen Stock) Moderate (e.g., Preferred Stock/Convertible Bonds)  High (s.g., Corporate Bonds)
1 2 3 4 5 S 7 8 9

5. How important is tax advantage/deferral?
Low {e.g., Corporate Bonds) Moderate (e.g., Insurance Products) High (e.g., Triple Tax-Free Bonds)
1 2 3 4 5 5] 7 8 g

8. 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. i anpuity, select from section B.

(A) Life and Variable Life Insurance Needs {B) Annuity and Variable Annuity Needs
[] surviver Income [] Market Opportunities [[] Death Benefit U1 Market Opportunities
L1 Estate Liquidity [} Long Term Accumulation [ Annuitization [ ] Long Term Accumulation
[] Estate Preservation ] Premium Flexibility ] Premium Flexibiity
(] Debt Protection [[] Retirement Supplement [] Retirement Supplement
[ Future insurability [} Education Funding Supplement [ Education Funding Supplement
| | Business Needs [ Tax Advantaged Growth L1 Tax Advantaged Growth

[} Other: ] Other:

12300 3.11
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Section 6 - Brokerage Account Information (complete this section only for Brokerage Account transactions)

Brokerage Account #: Brokerage RR #

1. is this account a private banking account defined under the USA Patriot Act? O ves [ o
2. Is this an account for a foreign bank as defined under the USA Patriot Act? (1 ves [ No
3. This account will be used for (check all that apply): ] speculation L3 Trading

Section 7 - General Questions For All Account Types

1. Arc you or anyone with an interest in this account either: (1) a senior military, governmental or political official
in a non-U.S, country, or (2) closely associated with an immediate family member of such an official? [ ves [ No
If yes, piease complete Section 8 below.

2. Are you a senior officer, director or 10% or more shareholder of a public company? it yes, for what

company(ies) are you a senior officer, director or 10% or more shareholder? Please complete in Section 8 7 ves L1 No
below.

3. Are you or anyone with an interest in this account aftiliated with, an officer of, employee of, or relaiec to
an employee of the FINAA, a broker-deaier, or another financiat institution? J ves [] No
If yes, name of firm and relationship in Section 8 below.

Section 8 - Comments/Additional Information [] additional Comments Attached

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: Whenever the owner/customer does not, on or beftore the settlement
date, pay in full for any securily purchased for the acceunt of the owner/custorner, or deliver any security soid for such ascount,
Nationwide Securities, LLC. (the "Company®) is authorized (subject to the provisions of any applicable statute, rule or regulation)
to sell any or ali securities which the Company may hold for the owner/customer (either individually or jointly with others), or tc buy
in any or all securities required to make delivery for the account of the owner/custormer, or {0 cancel any or all eutstanding orders
or commitments 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, to cancel any outstanding orders in order o close out
the accounts of the owner/customer, in whole or in part, or to close 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
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Section 9 - Signature/Verification (continued)

4.

9a.

gh.

10,

11.
t2.

13.

Joint Accounts: If this is a joint accouni, uniess the owner/customer notifies the Company otherwise and provides such
documentation as the Company requires, the brokerage account(s) shall be heid by the owner/custormer jointly with the rights of
survivorship (pavable to either or the survivor of the owner/customer). Each joint tenant irrevocably appoints the other as
attorney-in-fact fo take all action on his or her behalf and to represent him or her in all respects in conneclion with this
Agreement. The Company shall be fully protected in acting but shall not be required to act upon ihe instructions of either of the
owner{sycustomer(s). Each owner/customer shalt be liable, jointly and individually, for any amounts due to the Company
pursuant 1o this Agreement, whether incurred by either or boih of the owner(s)customer(s).

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

interest in Account: No one excapt the owner/cusiomer has an interest in any of s accounts with the Company unless such
inierest is revealad in the title of such ascount and in any case the ownar/customer has the interest indicated in such fitle,

Successors: This agreement and its provisions shall be confinuous, and shall inure to the benefit of the Company's present
organization, and any suctessor organization or assignee, and shall be binding upon the owner/custormer and/or the estate,
execuiors, administrators and assigns of the owner/customer.

Force Majeure: The Company shall not be Hable for loss or delay caused directly or indirectly hy war, natural disasters,
government restrictions, exchange or market rulings or other conditions heyond its control.

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

V We understand that this agreement contains a predispule 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 coust, including the right to a trial by jury,
except as provided by the rules of the arbliration forum in which a claim is filed.

b} Arbitration awards are generaity final and binding; a party's ability 1o have a court reverse or modify an arbitration
award is very limited.

c) The ability of the parties 1o obtain documents, witness statements, and other discovery is generally more limited
in arbitration than in court proceedings.

d)y The arbitrators do notf have to explain the reasons(s) for their award.

e) Thde panei of arbitrators will typically include a minority of arbitrators who were or are affiliated with the securities
industry.

f) The rules of some arbitration forums may impose time Hmits 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 incorporaied
into this agreement.

Arbitration Agreement: [t is agreed that any controversy between the Parties that may arise concerning any
transaction of any agreement among the Parties whether entered Into prior, on or subsequent io the date of this
Agreement, shall be submitied to arbitration conducted before the National Association of Securities Dealers, Inc.
Arbitration must be commenced by service upon the other Party of a proper wriiten demand or notice.

No Persan shall bring a pulative or certified class action to arbitration, nor seek o enforce any pre-dispuie arbitration
agresment against any Person who has initiated in court a putative class aclion; or who is a member of a putative
class who has not opted out of the class with respect to any claims encompassed by the putative action urekik:

(i} the class certification is denled; or

(iiy the class is decertified; or

(if) the Person is excluded from the class by the court. Such forbearance to enforce an agreement to arbitrate shall
not constitute a waiver of any rights under this agreement except to the exient stated herein.

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

Complaints may be reported to Nationwide Securities, LLC., Altr: Dispute Resolution, 5100 Rings Road, RR1-01-D1 Dublin, OH
43017. Telephone 888-753-7364, option 6, facsimile (302) 452-7634.

Contact FINRA Regulation at (800) 289-8999 or www.finfa.org to leam about the FINRA BrokerCheck Program,

Tax Certification: Under penalties of periury, | certify that (1) the number shown on this form is my correct taxpayer identification
mumber (or | am waiting for a number to be issued fo me), (2) | am not subject to backup withholding because {a) | am exempt
from backup withholding or {b} | have not been notified by the Internal Revenue Service (IRS) that | am subject 1o backup
withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that | am no ienger subject to
backup withhoiding, (3} 1 am a U.S. person {including a U.5. resident alien).

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

/We 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 -1 agree that this agreement contains a predispute arbitration
clause, which is located in paragraphs 9a and 9b on page 6. I/ We hereby acknowledge receipt of a copy

Name of Owner {please print):

Signature of Owner:

Daie:

Identification Type: (Must Have Unexpired Photo ID; 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 [} Mikitary 1D
{Couniry of Issuance ) Card/Visa # SSN #
lssue 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 Dale and Expiry Date Required for ALL 1D Types)

[7] Driver's [1 state
License # {State ) iIssued iD # (State }
lssue Date: Expiry Date: . issue Date: Expiry Date:
O Passport # Align Green [] Military 1D
(Country of Issuance __ ) Card/Visa # SSN #
Issue Expiry tssue Expiry Issue Expiry
Date: Date: Daie: Date: Date: Date:
Name of Owner (please print}: Signature of Owner: Bate:

ldentification Type: (Must Have Unexpired Photo ID; issue Date and Expiry Date Required for ALL ID Types}

[] Driver's ] State
License # (State ) Issued ID # {Stale }
Issue Date: Expiry Date: Issue Date: Expiry Date:
Passport # Alien Green {_] Miftary D
{Counfry of Issuance - } Card/Visa # SSN #
Issue Expiry Issue Expiry Issue Expiry
Date: Date: Date: Date: Date: Date:

My/Our signatura(s) below confirm{s) that

Ywe have personally examined the documeni(s) listed in
"Identification Type" and reasonably believe the information confirms the identity of the cusitomer{s).

Documentary Verification Was Performed?

[ ves o

Time Known Client?

Where/How Was Account Acguired?
O self ! Walk-Ir
] Family Member [ Referrai

U1 Employee
[ 1 Prospected
[J Existing Client

Any Related Accounts? [1ves [ No If yes, Name of Fund or Brokerage Firm.

Name of Registered Representative (piease print): | RR Code # Split Code: | Signature of Registered Representative: Date:
Name of Regisiered Representative (please print): | RR Code # Spiit Code: | Signature of Registered Representative; Date:
Name of Registered Reprasentalive (piease print). | RR Code #: Split Coda: | Signature of Registered Representative: Date:
Name of Registered Representative (please print): | RR Code #: Split Code: | Signature of Regisiered Representative: Date:
Name of Field Supervisory Principal {please print): FE #: Signature of Field Suparvisory Principal: Date:
Name of NSLLC Home Office Principal (please print): Signature of NSLLC Home Office Principal: Date:

12300 311
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Notice to Customer

When you became a customer of NSLLC, you signed a Cusiomer Account Questionnaire containing
an arbitration agreement. This means vou agree to arbitraie disputes with NSLLC and your
registered representative. The exact language to which you agreed siales:

Arbitration 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 entily, or individual such person
represents.

I/ We understand that this agr&ement contains a predispuie arbitration clause. By signing an
Arbitration Agreement the parties agree as follows:

a) All parties to this agreement are giving, up the réght to sue each other in court, including the
right to 1§i tgaf by jury, except as provided by the ruies of the arbitration forum in which a
ciaim is filed.

b} Arbiiration 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 to obtain documents, witness statements, and other discovery is

enera!@¥ more limited in arbitration than in court proceedings.

d) The arbitrators do noi have to explain the reasons(s) for their award,

e} The panel of arbitrators will typically inciude a minority of arbitrators who were or are
affiliated with the securities ingustry. _ , o o .

f} The rules of some arbitration forums may ImMpose fime limits for brmgmg & claim in
arbitration. In some cases, a claim that is ineligible for arbjiration 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 agreerment.

Arbitration Agreement: |t is agreed that any ccntmversyP beiween the Parties thal may arise
concerning any transaction or any agreement among the Parties whether entered into prior, on
or subsequent to the date of this Agreement, shali be submitted to arbitration conducied before
the Financial Industry Regutatory Authority, Inc. Arbitration must be commenced by service
upon the other Party of a proper written demand or notice.

No Person shal] bring a putative or cerlified class action to arbitration, nor seek to enforce any
pre-dispute arbjtration agreement against any Person who has initiated in court a putative class
action; or who is a member of a pulaiive class who has not opted out of the class with respect to

any claims encompassed by the putative action until:

((}) the class certification is denied; or

i) the ciass is decertified; or

(iiiythe Person is excluded from the class by the court. Such forbearance io enforce an
agreement o arbitrate shali not constitute a waiver of any rights under this agreement except
g the extent siated herein.

You may check the professional background of current and former FINRA regisiered securities
firms and brokers through "FINRA Bro erCheck”. A brochure from FINRA including information
describing FINRA BrokérCheck is also avaliable io investors. To obiain a repori aboui your
broker of securities_firm, or for guestions regarding BrokerCheck cail toli-free (800) 288-0989
Monday through Friday from p.m. Eastern Time or via the web at

g am - 8
hitp//www.finra.org/investors/T ooisCalcuiators/BrokerCheck/index.him.

This notice is for your records.



Thank you for choosing Nationwide Securities, LLC (NSLLC)

Our privacy statement expiains how we collect, use, share, and protect your personal information. So just how do
we protect your privacy? In a nutshell, we respect your right fo privacy and promise to treat your personal
information responsibly. It's as simple as that. Bere's how.

Confidentiality and security

We follow all data security laws. We protect your information by using physical, techrical, and procedural
safeguards. We limit access to your information to those who need it to do their jobs. Our business partners are
legally bound to use your information only for permissibie purposes.

Coliecting and using your personal 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 your applications, farms, and
transactions with us. We may also collect it from other Nationwide companies, consumer reports, and publicly
available sources. Please know that we only use your information to seli, service, or market products to you.

We may coellect the following types of information:

« Name, adgdress, 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

o Public Information

Sharing your information for business purposes

We share your information with other Nationwide companies and our business pariners. This includes our
investment companies, broker-dealers, and transfer agent affiliztes. When you buy a product, we may share your
information for everyday servicing purposes. Some examples inciude mailing your statements or processing
transactions that you request. You cannot opt out of these. We also share your information with regisiered
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 reguires.

Sharing your information for marketing purposes

We don't sell your information to 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 contract. They are under contract with us and may use this information
to offer you a product from a nonaffiliated company. We alsc have joint marketing agreements with our business
partners. 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 fike 1o learn more about opting out, please read
the Opting Out section below

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

Fffective November 2, 2010 NFN-0435AC .1 (10/10)



Using 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 permitied by law. But we won't use it for marketing purposes unless you give us permission.

Accessing your information

You can atways ask us for a copy of your personal information. This includes any information fraom applications and
forms that you completed when establishing an account with us. Please send your privacy inquiry io the address
below and have your signature notarized. This is for your protection so we may prove your identity. We don't
charge a fee for giving you a copy of your information now, but we may charge a small fee in the future.

You can change your information by calling 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 to change your
information,

We are always willing to answer any general privacy guestions about our policy and can be reached at
1.877-233-3370. You may also send your privacy inquiries to the address below. Piease include your name,
address, and policy number. If you know it, include your producer’s or agent's name and number.

Opting Out

We respect your privacy choices and how you would like us 10 your information. You can ask us not to share your
information with the Nationwide family of companies or business partners to market products to you. Ramember,
these companies offer many different types of financial products and services, so you may nof want io opt out.

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

To tell us your privacy choice, please do one of the following:
. Call us toll free at 1-877-233-3370. Hours of operation are Monday - Friday 8:30 a.m. to 6:00 p.m. EST.
« Log on to www MyNFN.com
» Fax your reguest to 1-866-371-6834
= Mail your request to:
Nationwide Securities, LLC
Attn: Privacy
P.0O. Box 183137
Columbus, OH 43218-3137

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

Complaints may be reported to Nationwide, Altn: Dispute Reasolution Unit, 5100 Rings Road, RR1-01-D1, Dublin,
OH 43017, 4-888-753-7384 optien 6 or fax 302-452-7634.

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

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



Mail To: Nationwide Life Insurance Compan
Nationwide Life and Annuity inspurasr,rce Company LIFE FINANCIAL SUPPLEMENT
P.0. Box 182835 to Application for BUSINESS Life Insurance
Columbus, OH 43218-2835
1-800-547-7548
www.nationwidefinancial.com

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

The Life Financial Supplement is necessary for business insurance applications with all ages at $500,000 and over specified amount. (May aiso 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 Middie Last

Occupation/Titie
1. Name of Company
2. Address of Company
3. Organization Type: 3 C Corporation O S Corporafion [ LLC [ Partnership [J Sole Proprietorship [G 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. Cument Company Book Values:  Assels § Ligbilities $ Net Worth §

8. CURRENT COMPANY MARKET VALUE 9. COMPANY NET PROFIT (Before Taxes & Bonuses)
Markef Value § This Year (Estimated) $
Market Value of insured's Last Year ( ) $

% of Ownership ¥ Year Before Last { ) $

40, What other Stockholders, Pariners, or Key Persons are also being insured in favor of the Company? (Give names and positions.)

11, PURPOSE OF BUSINESS INSURANCE (Indicate and furnish deails.)
O EXECUTIVE BEREFIT PLAN FUNDING {Indicate pian purpose and premium contribution. )
[ Deferred Compensation - Annual Contribution $ 1 Bonus - Annual Contributior $
I3 Other - Annual Contribution §
0 KEY PERSON - What is the Proposed insured's posifion or function in the Company? What special skills, knowledge, or abilities does he/she
nossess which makes the insurance necessary? How will these funds be utilized?

O STOCK REDEWPTION/BUY AND SELL
a. ls there a written agreement:
[0 Ineffect? (Attach a signed copy, if avaiiable.)
(1 Contemplated? (Give expscied finalization date: . )
b, How is the business being vaiued in the agreement? (Book Value? Market Value? Etc.)

¢ Who are other participants and their perceniagss?

[1 BUSINESS LOAN (inciude a copy of the loan agreement, if available.)
a. Name and address of lender;___

b, Amountof Loan § ¢. Date of Loan

d. The repayment terms are; '

e. The purpose of the loan is!

f. s the lender requiring the insurance? O Yes [ No g. [Ifissued, will the policy be assigned? [T Yes  [J No
h.  Any bankruptcies in the past 7 years? £1 Yes LI No if "yes", give details below.

i, Are there any suits pending or judgments against you at this time? L1 Yes O No  !f"yes" give details beiow.

Details:

| understand that Nafionwide Life Insurance Company/Nationwide 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 frue and accurate statements to the best of my knowiedge and belief
as of the gate of application for life insurance,

Date Signature of Propesed Insured
Date Signature of Applicant

(If someone other than the Proposed Insured)
Date Signature of Witness

VI.OB-0040-G 05/2008



Mail To: Hationwide Life insurance Company

Nationwide Life and Annuity Insurance Company LIFE FINANCIAL SUPPLEMENT
P.0. Box 182835 to Application for PERSONAL Life Insurance

Columbus, OH 43218-2835 (May be used in lieu of a copy of most recent

1'800'54?'75‘5’,8 . . formal financial statement.}
wwww.nationwidefinancial.com

The Lite 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 Nafionwide). A copy of the most recent financial statement is preferred.

Proposed insured's Name Social Security No.
First Iddle Last

Oceupation Employer or Seif-Employed Name

Empioyer Address

Type of Business

PERSONAL EARNED INCOME (Annual)

For: Calendar Year Ended DR Calendar Year To End (estimated)
1. Salaried 2. Self-Employed
a Salary § a 1) Gross Salesor Services  §
b. Bonus or Coinmissions b 2) Less Cost of Goods Sold ~ §
c.  Other {Describe) 3} LessBusiness Expenses  $
. 3 4)  Adjusted Gross Income ;)
d. TOTAL COMPENSATION b. Other {Describe)
{a pius b plus ¢) $ $
e. Soouse's Eamed Income $ c. NET EARNINGS (a plus b) L9
PERSONAL UNEARNED INCOME (Annual)
1, Dividends $ 4. Other (Describe)
2. Interest § $
3. Rents $ 5 TOTAL $
PERSONAL WORTH (Current Market Value)
ASSETS LIABILITIES
1. Cashin Savings, Stocks, Bonds $ 1. Unpaid Interest and Taxes $
2. Notes and Accounts Receivable 3 2. Notes and Accounts Payable $
3. Life insurance Cash Values $ 3. Loans cn Life Insurance 3
4. Real Estate - Residence t3 4, Mortgage or Liens on
5. Real Estate - Other Real Estate - Residence 3
{Not Included Above) $ 5. Morigage or Liens on
6. Net Business Interest Real Estate - Other $
(Not included Above) 3 6. Other Long-Term Debt $
7. Personal Property § 7. Other Liabiiities (Describe)
8. Other Assets {Describe) $
¥ §. TOTAL LIABILITIES $

9. TOTAL ASSETS 3 '
PERSONAL NET WORTH (TOTAL ASSETS minus TOTAL LIABILITIES) §

PURPOSE OF PERSONAL INSURANCE

[T Estate Conservation (Taxes) C  Income Repiacement O Premium Financing
1 Retirement Funding [1  Debt Canceliation 01 Other
Explanation:

10. Have you been involved in any discussion about the possibie sale or assignment of this policy to a life settlement, viatical, or other secondary market
provider? [0 Yes O No If'yes", give details below.

11. Have you ever soid a palicy to a life settlement, viatical, or other secondary provider? [J Yes [0 No If "yes", give details below.

12, Will any portion of the premium for this palicy be financed? 1 Yes [0 No lf'yes", give details below.

13, Will any insured or policy owner receive any payment in connection with the insurance issued on the basis of this application? [J Yes £ No
if "yes", give details below.

Detaits:

| understand that Nationwide Life insurance Company/Nationwide Life and Annuity Insurance Company wil rely on the above staiements in determining the
need and jusfification for the insurance applied for and | represent that all answers are frue and accurate statements to the best of my knowiedge and belief
as of the date of application for life insurance,

Date Signature of Proposed Insured
Date Signature of Applicant

{if someong other than the Propesed Insured)
Dafe Signature of Witness

VLOR-0040-G 05/2006



Mail To: Nationwide Life Insurance Company

Mationwide Life and Annuity insurance Company NATIONWIDE LIFE PREMIUM
Nationwide Life Insurance Company of America BAYMENT BY ELECTRONIC FUND
Nationwide Life and Annuity Company of America TRANSFER AUTHORIZATION

P.G. Box 182835, Columbus, OH 43218-2835
NF: 1-800-547-7548 NFN: 1-800-688-5177
TDD # 1-800-238-3035  Fax: 1-888-677-7393
vowwy nationwide.com

This form is required. Please print clearly, complete the form and provide all requested docurments to avoid a delay in collecting
premium. We require at least 10 business days to make the changes requested below.

Policy/Plan Number: Insured’s Name:

Policy Owner’s Name: Producer’s Name:

Financial Institution Name:
Financial Institution Address (Street, City, State, Zip)

Bank Account Holder’s Name(s):

Transit/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 Poticy to Plan

] Change in APD Amount to § ] Change in ALRP Amount to $

Monthly Amount: § (11 policy begins with “L”, amount is not elective. The premivm 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
Total by each activity
Monthly Draft Day (17 - ZSth) (Monthly draft day wilt default to the policy issue day or the 15" for NFN policies (monihly

anniversary) if blank. If policy begins with “B” or “U” (except BS) the draft day must be the 15™. ¥f sufficient funds are not available on the draft
day, a second draft attempt will be made within 5 business days. Your Fipancial Insiitution may charge 2 fee for these attempts if sufficient funds
are pot available.)

* Only NFN eligible for this option.
Please Select One:

[[] Checking (Requirements: Copy of Pre-printed Voided Check. Starter checks will not ke accepted.)
!:i Savings (Requirements: Letter from the bank indicating the ABA Routing number, Account pumber, and the Account Holder’s Name
for verification.)

s  When submitting a company check, provide a Jetier from the company or bank confirming authorization of mdividuzl 1o sign on company
checks. This person must sign this form as Account Holder.

&  Verify with your financial institution that your account permits electronic funds iransfers (ACH debits). Some institutions do not permit debits or
if permitted, they may require a different routing or account number 10 be used.

Please Start Draft: (1f left blank, draft will start in first possible month.}

[] Onthe Monthly Draft Day 1 selected, in the first possible month. (May resuit in a draft in current month.)

[JIn _ (We will notify you if we must draft sconer dne to premivm requirements.)
{Month)

T hereby authorize Nationwide Life Insurance Company (hereafier called the "Company™) to initiate debit entries to my checking/savings account indicated
above and the Financial Institution nareed above (hereafier called the “Financial lnstitution”) to debit the same such account. T understand this completed
form must be received and recorded at Nationwide Home Office at least 16 business days prior io the first Financial Institution drafl day. Any future
change request, including discontinuing drafts, must also be Teceived at lzast 10 business days prior to the draft day. This authority is to remain in full
force until the Company and the Financial Institetion have received written netification from me of its lermination or upon policy termination, or upon
debit of my last scheduled premium payment, whichever ocours first.

Bank Account Holder’s Signature/Awtherization™: Date

Signor’s Daytimme Phone or Email Address:
{Used only if questions arise about information on this form.)

*If multiple names are listed on the account using “and” between the names, a1l pamped account holder signamres are required. (Sign in blank space betow.)

VEO-0369-L 06/2009



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

1035 EXCHANGE PACKET

Page 1 of 4

] State Replacement form(s) (if applicable}
1 O Aniliustration
1 23 Policy or check Lost Policy Statement box on 1035 Exchange Form

o O Copy of the inforce illustration, statement or other document.

“| T Original signature(s)

o 10 A separate 1035 Exchange Form for each company being replaced.

Submit paperwork to:

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

Dublin, OH 43017-1522

Our service to you. . Nationwide will:

| [0 Overnight the 1035 Exchange documents to the Relinquishing Company once underwriting is R
' completed. :
1 O Regularly communicate with the Relinquishing Company to ensure timely transfer of the 1035
Exchange funds).

[0 Proactively contact you if the Relinguishing Company has additional requirements to complete
the Exchange.

| T3 Provide immediate status of any pending case or the client may call the New Business Help Line
1-866-678-Life(5433).

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

] IJ Perform a quality check of the policy prior to its prompt mailing to you.

VLO-331-) 03/2008 &



Top 5 Ways to Speed Up 1035 Exchanges
From Relinguishing Companies

Page 2 of 4

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 value. {Due to Privacy Act, many relinguishing
companies will not provide information o Nationwide Representatives)

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

3. When applicable, have the correct owner(si/trustee(s) sign and add titles to the 1035 Exchange form and
include full name of the trust with date it was created on ownership line and Trust Tax 1D 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) ¥ owned by a company, the corporate resolution is required. This document should be on company
letterhead and state the title of the person(s) signing the 1035 Exchange form stating the assignees are
authorized to sign on behalf 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 relinguishing companies conservation efforts.

VLG-321-) 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

INTERNAL REVENUE CODE 1035 EXCHANGE FORM

Page3 of 4
Section A POLICY TO BE EXCHANGED (Complete one form for each owner, insured and relinquishing company} . T

Relinguishing Company's Name:| t Phone Number:i
Bl
Street Address: I ;
l — ; i
City:| J State:1 } ZIP: 1
- - N |
Owner(s): !— J Soc. Sec. No. or Tax 1D: | |
insured: [ J Soc. Sec. No, or Tax 1D: I - - !
Policy Number Estimatea 1035 Outstanding | Loanstobe Loans to be Collateral frrevocable
Amount Loan Amount | Carried Over (1} | Extinguished Assignment Benficiaries

(2)

1) There are restrictions limiting the maximum loan value which may be carried over fo Nationwide's Variable Life policies. Such restrictions
are based on the existing loan value and the net surrender value of the pelicy contemnplated for exchange.

(2} Outstanding ioans which are extinguished or forgiven upon exchange may be reportable as taxable income to the extent of any gain
within the policy. Please consult with your tax advisor bafore contemplating an exchange with an outstanding ioan.

Sociion B - LOST POLICY STATEMENT. || Relinguishing Company’s Policy is notavailabie = 0

Section C - ABSOLUTE ASSIGNMENT -0 o e ST N e DR

i hereby assign and transfer to Nationwide Life insurance Company, without exceﬁtion, limitation, or reservation all assignable benefits,
interast, anc? property rights to the above referenced policies. | also warrant there are no other assighments, legal preceedings by
creditors or othears and that a petition in bankruptcy has not been filed against me. The sole purpose of this assignment is to acgieve
an exchange of insurance policies under the Internal Revenue Code Section 1035. ! understand the above policies will be surrendered
for their respective cash surrender proceeds, if any, and applied to a Nationwide policy. | understand and agree that Nationwide Life
Insurance Company is participating in the transaction as an accommedation to me and that Nationwide makes no representations or
assumnes any liability for my tax treatment associated with this exchange.

Section D~ 1035DISCLOSURE .- o e e L e S e
| hereby acknowledge that | have read the“IRC Section 1035 Disclosure Staternant” and fully understand the importance of correctly determining
tge tax status of all policies to be exchanged, as well as, the possible tax consequences w ich can result under the situations described with in
the statement.

* Saction E—| wish to walve any conservation effort that may be in éffect with the relinquishing company. 0

Section F - SIGNATURE (Mustbe signed by ewner of policy being transferred) . -~ e T e e LT R ]
By signing below, | hereby exprassly r%present that the above statements are true to 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 hankruptey have been instituted
or are pending against undersigned.

(Relinquishing company requires

) original owner/trustee(s) signature. |7 i
Owner Signature: Please sign with title if applicable} b4 Date: i
Joirt Owner/Trustee (if applicable ) Signature: L b4 Date: ‘

{Alt trustee signature and titles are required)]

VIG-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

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

INTERNAL REVENUE CODE SECTION
1035 EXCHANGE DISCLOSURE Page 4 of 4

Under certain conditions, Internal Revenue Code Section 1035 aliows 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 policy. Conversely, receipt
(either actual or constructive) by the owner, of any portion of the surrender preceeds 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
company 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 portion of the existing cash
values within this time period. The policy owner and the Internal Revenue Service wili 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
axisting policies are in doubt, clarification should be sought from the issuing company before initiating a Section
1035 Exchange.

The foregoing 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 internai Revenue Service. No representation
is made as to the likelihcod of continuation of these current laws and interpretations.

VLO-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.

Frequency of use?

Date last used?

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

4. If yes, date last used?

| hereby represent, to the best of my knowledge and belief, that allt answers io the
above guestions are complete and true.

Signed at this day of ,

Signature of Insured _ Sighature of Owner
(If other than Insured)

VLO420-B (08/98)



Name of Applicant:

Policy Number:

ALCOHOL QUESTIONNAIRE
1. Daie alcohol first consumed?
Currently consume alconol? Yes No
if yes, amount consumed per day?
if no, date alcohol last consumed?
2. Have you ever undergone freaiment or been hospitalized for alcoholism or alcohol abuse? If Yes, please provide
name(s) and addresses of hospitals, clinics and dates admitied/discharged.
3. Who treated you for alcohol abuse? Name
Address
Who is your personal physician? Name
Address
4. Any nervous, circulatory, cardiovascuiar or gastrointestinal disorders?
If yes, please provide brief details with dates, names and addresses of doctors and hospitals.
5. Recovered from alcohol abuse?
If yes, length of time since recovery
8. Anyrelapses? If yes, please provide brief details with date(s).
7. Any support group activity such as AA7
Dates first/last attended?
8. Have you flown as a pilot or student pilot in the past three years or have plans to fiy? (If yes, complete questionnaire.}
9. Have you participated in any sports such as auto or motorcycle racing/skin or scuba diving/snowmaebiling?
Parachuting/hang gliding? Skiing/bodily contact sports? Do you intend to participate in any of the above? (If yes,
complete guestionnaire.)
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

VLO-312



REPORTE MEDICO

Nombre del asegurado / padiente Nembre del Doctor

Ciudad, Estado Fecha de Nacimiento

Estirnado Doctor:

Ers arden para poder establecer elegibilidad para un seguro de vida de aste paciente, favor de completar

la forma adjunta. Estamos interesados en informacion relacionada a visitas de consuitas de este pacienta
con Usted en los dltimas 5 afios. 5i es posible, favor de incluir coplas de los resultados de posibles estudios
y procedimientos diagndsticos, Autorizacion para que Usted pueda remitir esta informacién acompafia esta
forma. :

5 requigre rmas espacio para completar esta informacian, favor de copiar la hoja adherida las veces gue sea
necesaric. SiUsted prefiere no usar esta forma, regrésela con ef reporte que usted desee mandar. Favor de
enviar esta informacion via fax al (512)-794-0126.

(sracias por su cooneraciGn,

Atentaments,

Pagina 1



REPORTE MEDICO

Nombrs del aseg urado / paciente Ciudad, Estado
FECHA QUEIASY DESCUBRIMIENTOS DURACION DE DIAGNQOSIS TRATAMIENTO
FISICOS Y ABNORMALES ENFERMEDAD

- Resultados de exdmenes o laboratorios (Radiografias, Flectrocardiogramas, Reportes Patoldgicos, Etc.,
inciuyendo ferhas)

- Condicién presente.

- Se a consuttado algdn otro o cirujano? Fecha vy diagnosis.

- Favor de anotar cualquier otra informacién pertinente a la satud de este paciente.

-En su conocimiento, sabe Usted si este padente a fumado en los Gltimos 12 meses?

Mamlbre:

Frma: Fecha:

Pagina 2



