B Complete the pre-application.

B Agent signature required on all forms
(applicant’s signature is optional at time of sale).

B For expedited handling fax to TeleLife® at 1-888-615-9619

Tips:
B Obtain owner’s signature, if other than proposed insured,

for faster policy delivery.

B Prepare your client for the telephone interview by using
the Applicant’s Checklist.

B Binding coverage options are bank draft or credit card
(credit card information will be collected during the phone interview)

B Do not order the paramedical exam. TeleLife will order upon
completion of the interview.

B Always fax with a cover sheet in order to receive a confirmation
and the assigned policy number.

B Prevent delays by including all state required forms.
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Protective Life Insurance Company

2801 Highway 280 South
Birmingham, AL 35223
(888) 800-6608

> Fax to: 1-888-615-9619 (TeleLife — Elgin, IL)

Date:

Number of Pages:
Agent Name:

Agent Number:

BGA Number: T000910

Fax: 303.674.8744

Regional Sales Manager: n/a

Agent / BGA Contact Name: Insurance Nationwide Services, Inc

Contact Information: business@insbrokerage.com

Applicant’s Name:

Policy Number: (to be provided by TeleLife)

Companion Name:

Companion Policy Number: (to be provided by TeleLife)

BGA Sales Rep: (If other than BGA Contact)

Trish Rosiere

» Check all included forms; Note that all forms listed may not be applicable. Make sure to provide any state
required forms that were included in the TeleLife Fax Application Package signed [at least] by the agent.

1)
2)
3)
4)
5)
6)

7

Pre-Application
Supplement | (required)
Replacement Form
Pre-Auth Withdrawal
Conditional Receipt
TIADB

Additional (Please Specify)

8) Full lllustration, UL Only

Q

O 0O 0O 0O 0O B B

Special Instructions:

PLAG.9149  (10.08)

For Agent Information only. Not For Consumer Use.
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Protective.

Life Insurance Company

Policy Number Elgin, lllinois 60124 FAX # 1-888-615-9619
APPLICATION FOR INDIVIDUAL LIFE INSURANCE Owner, if other than proposed Owner’s Address
Proposed Primary Insured Q Proposed Other Insured 0 insured
Name Last First Ml Q Male
Q Female | | Relationship to Proposed Insured | Social Security or Tax ID #
Street
City State Zip Primary Beneficiary (name, relationship and percentage)
Social Security Number Occupation Contingent Beneficiary (name, relationship and percentage)
Birthplace Birthdate Driver’s License #
Will this policy replace or change any existing life insurance or annuity
Home Phone Cell Phone Business Phone in force? QYes QNo
) ( ) ) Does the applicant have existing life insurance policies or

annuity contracts other than group insurance in force? QYes Q1 No

Where do you wish to be reached for additional information? If yes, list below:

QHome QWork Q Cell Best times: Q a.m. O p.m. Company Names  Face Amount Year Issued  To Be Replaced?
Annual Income Net Worth QYes QNo
Initial Death Benefit $ QYes QNo
QYes QNo
Plan of Insurance: QYes 0 No
Riders: QWP QADB QCTR Q Other: Do you have an application pending in another company? QdYes Q No

Indicate Amount for Riders: $ 5 : -
, Have you ever had any life or health insurance declined, postponed or
Mode of Premium Payment: QAnnual QSA QQtly QPAC | | offered other than as applied for? QYes O No

Rate Class Quoted: PremumQuoted: __ | | Is Proposed Insured a U.S. Citizen? QYes QNo

Amount remitted with this application, in exchange for this Has Proposed Insured used tobacco in any form in the
Company receipt: $ past 12 months? U Yes O No 36 months? OYes U No
' 60 months? QOYes QO No

Special Request:

It is unlawful to provide false, incomglete, or misleadinf; facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil
damages. An insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts
or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant
with regard to settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance
within the Department of Regulatory Agencies.

Authorization To Obtain And Disclose Information: | (we) hereby authorize: any licensed physician or medical practitioner; any hospital,
clinic or other medical or medically related facility; any insurance company; the Medical Information Bureau; and any other organization,
institution or person that has any records or knowledge of me or my health, to give Protective Life Insurance Company, its affiliates, or their
reinsurers or the Medical Information Bureau, any such information. This authorization is valid for two years from the date this form is signed.
An exact copy of this authorization is as valid as the original. | (we) have read all the questions and answers in the application. All responses
are true and complete to the best of my (our) knowledge and belief. | (we) have received the notification about the Federal Fair Credit Report-
ing Act and the Medical Information Bureau. No coverage will be in effect until: a full application has been signed by the proposed insured; and
a policy has been issued; and the full first premium has been received by the company; and any amendments are signed. Any coverage will be
subject to the terms and conditions of the policy.

Signed at: (city and state)

Signature of Proposed Insured (if age 18 or over)
Date signed: (month/day/year)

Signature of Owner/Applicant, if other than Proposed Insured

Agent: To the best of your knowledge will this policy replace or change any existing life insurance or annuity policy(ies)? U Yes Q1 No
(If “Yes,” complete any required replacement forms.)
Has the Owner been provided an illustration which conforms to this application? QYes QNo
If “no,” agent hereby certifies that no illustration was used in connection with the solicitation of the policy applied for.
Is there any third partY other than the proposed insured that will obtain any ownership rights on any policy issued

as a result of this application? QYes QNo
Print Agent’s Name/Social Security Number or Agent Code Agent’s Signature Date
Agent’s Telephone Number Agent’s Email Address

U-664-CO (1/07) IAD
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Protective Life Insurance Company
P.O. Box 830619

Birmingham, AL 35283-0619

SUPPLEMENT TO LIFE INSURANCE APPLICATION APPLICATION SUPPLEMENT - PART |

The statements and answers to the questions listed below shall become a part of the attached application; shall be subject to the terms of the
attached application; and shall become a part of any policy based on this application.

Print Name of Proposed Insured(s):

For any policy to be issued as a result of this application: Yes No

(1)  Will anyone other than the Insured, his or her family, or employer/business partner pay any portion of the initial or
future premiums or obtain any right, title or interest in this policy? O
If Yes, complete the “Statement of Owner Intent” (Application Supplement — Part I1)

(2)  Will any portion of the initial or future premiums be borrowed, loaned or otherwise financed? O
If Yes, complete the “Premium Financing Disclosure” (Disclosure and Acknowledgement)

(3)  Will a trust, including family trust, own this policy? O
If Yes, complete the “Trust Certification” (Application Supplement — Part I1l)

(4) Is the Proposed Insured age 65 or older AND total coverage applied for across all Protective companies O
$1,000,000 or more?
If Yes, complete the “Statement of Owner Intent” (Application Supplement — Part I1)

SIGNATURES |

I (We) have read or have had read to me (us) the completed Supplement before signing below. All statements and answers in the
Supplement are correctly recorded and are full, complete and true to the best of my (our) knowledge and belief. | (We) understand that
the information being provided in this Supplement is being relied upon in considering the application for life insurance and is subject to
the applicable Fraud Statement as provided in the Application for Life Insurance.

O O O 0O

Signed in , this day of ,
(State) (Month) (Year)
Signature(s) of Proposed Insured(s): X
X
Signature(s) of Owner(s)/Trustee(s): X < sinnee)
(provide officer’s title if policy

is owned by a corporation) X < siannee)
Signature of Witness: X

By signing below, | hereby certify that to the best of my knowledge and belief, the information provided herein is complete, accurate, and correct
and that the life insurance being applied for conforms to the Company's guidelines.

Signed at:

(City and State) Date

X

Producer Signature Producer Name (Print)

ICC14-PL701 10/2014
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Protective Life Insurance Company
P.O. Box 830619
Birmingham, Alabama 35283-0619

CONDITIONAL RECEIPT AGREEMENT

PREMIUM RECEIPT

This Conditional Receipt Agreement (“Agreement”) contains the entire terms regarding conditional coverage. The
Agreement provides a limited amount of insurance, for a limited period of time, subject to the terms provided
hereafter. No Agent of Protective Life Insurance Company (“Company”) can alter or waive any of the provisions
of this Agreement. Furthermore, in no event will there be conditional coverage unless the first full premium required
by the Company has been paid at the time of application.

Premium Amount Received: $

Method of Payment: El Check D Pre-Authorized Withdrawal

|:| Other

The amount received is a conditional payment of the first premium for this insurance policy on the life of the

following Proposed Insured(s)

ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO PROTECTIVE LIFE INSURANCE COMPANY.

DO NOT MAKE CHECKS PAYABLE TO THE AGENT OR LEAVE THE PAYEE BLANK. CASH, MONEY
ORDERS AND CASHIER’S CHECKS WILL NOT BE ACCEPTED.

TERMS AND CONDITIONS

Amount of Coverage

If a premium has been accepted by the Company for an application of insurance and any person proposed for
insurance in such application dies while this Agreement is in effect, the Company will pay, subject to the conditions
and limitations contained herein, to the beneficiary designated in such application, the lesser of:
(&) The amount of death benefit, if any, which would be payable under the policy covering the life or lives of
the Proposed Insured(s) if issued as applied for under such application; or
(b) The greater of (i) $1,000,000 less the amount of death benefits due and payable by virtue of the Proposed
Insured’s death under any other policy, application, conditional receipt, or temporary life receipt with the
Company, or (ii) $50,000.

Date of Conditional Coverage

Conditional coverage will begin when the application is completed, a premium has been accepted, this Agreement
has been completed and signed, and all the terms and conditions stated herein have been satisfied.

Limitations

Premium shall not be collected and this Agreement will not be effective if:

(1) The Proposed Insured(s) is under 15 days of age or over age 80;

(2) The Proposed Insured(s), within the past 90 days, has been admitted to a hospital or other medical facility,
been advised by a member of the medical profession to be admitted, or had surgery performed or
recommended,

(3) Within the past two years, the Proposed Insured(s) has had treatment recommended by a member of the
medical profession for heart trouble, stroke or cancer;

(4) The Proposed Insured(s) has been rated or declined for insurance within the past five years; or

(5) The Proposed Insured(s) intends to leave the United States within the next 60 days.

PL-CR Original —HOME OFFICE ~ Copy — OWNER 10/29/19



Termination and Refund of Premium

There shall be no insurance coverage under this Agreement and this Agreement shall be void if:
(1) Premium payment is by check, and it is not honored by the drawee bank upon presentation;
(2) Premium payment is by Pre-Authorized Withdrawal, and the deduction is not honored by the drawee bank;
(3) If the application to which this Agreement was attached is not approved as applied for by the Company
within ninety days from the date of its receipt;
(4) There is a material misrepresentation in the answers to any questions or statements in the application; or
(5) If any Proposed Insured(s) dies by suicide, while sane or insane.

If any of the above-listed conditions do occur, the Company’s liability under this Agreement is limited to a refund
of the premium payment made.

Effective Date of Coverage

Insurance issued based on the application will take effect on the latest of:
(a) the date of the application;
(b) the date requested in the application; or
(c) the date of the last of any medical examinations or tests required under the rules and practices of the
company.

Full life insurance coverage becomes effective when the policy is delivered and is governed by the policy contract.
This Agreement will terminate when the policy contract is delivered.

Notice: You should retain a copy of this Agreement. The Original will be retained by the Company.

SIGNATURES:

| have read this agreement and declare that the answers are true to the best of my knowledge and belief.
| understand and agree to the terms, conditions, and limitations of this Agreement.

Proposed Insured’s Signature Date
Owner’s Signature (if other than the Proposed Insured) Date
Agent’s Signature Date

PL-CR Original —HOME OFFICE ~ Copy — OWNER 10/29/19
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Protective.

Life Insurance Company

P. O. Box 830619
Birmingham, AL 35283-0619

PRE-AUTHORIZED WITHDRAWAL AGREEMENT

FOR DRAFTING OF PREMIUM PAYMENTS

The person paying the premium on the life insurance policy listed below must sign this agreement.

| request and authorize Protective Life Insurance Company to draw against the account listed below to pay
premiums once a policy has been issued. | understand that no coverage exists until a policy is issued or | receive a
Conditional Receipt/Temporary Life Insurance Receipt.

Policy Number: Name of Insured:

Name of Bank:

Street Address or P. O. Box:

City: State: Zip Code:

Type of Account: O Checking O Savings

Routing Number:

Account Number:

Premium Frequency: O *Monthly (*Only available by bank draft) O Quarterly

O Semi-Annually O Annually

O Draft the initial premium - | understand that authorizing the drafting of the initial premium and providing the
account information does not provide any life insurance coverage on myself or any applicant listed on the
application for life insurance unless | have signed, dated and met the terms and conditions of the Protective Life
Conditional Receipt Agreement/Temporary Life Insurance Receipt.

If the Company receives a Conditional/Temporary Receipt with this form your premium will be drafted
immediately and you will be provided with conditional coverage subject to limited terms and conditions.

Variable life insurance premiums will not be deducted unless a policy is issued.

| request future drafts be made on the day of the month. (The draft date must be on or before the
policy effective date.) (1st-28th)

Premium Payer - Depositor (Please Print)

Date Sighature

PLEASE INCLUDE A VOIDED CHECK WITH APPLICATION. IF THIS IS TO DRAFT FROM A BROKERAGE
ACCOUNT, A VOIDED CHECK IS NOT NECESSARY. DO NOT USE STAPLES.
PL-104 (05/11)
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PROTECTIVE LIFE INSURANCE COMPANY
P.O. Box 830619 ¢ Birmingham, Alabama 35283-0619 « Telephone: 800-567-8247

IMPORTANT NOTICE: REPLACEMENT OF LIFE INSURANCE OR ANNUITIES

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

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

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

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

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

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

1. Are you considering discontinuing making premium payments, surrendering, forfeiting, as I__glnmg to the
insurer, or otherwise terminating your existing life insurance policy or annuity contract? Yes

2. Are you considering using funds from your existing policies or annuity contracts to pay premiums due on the
new life insurance policy or annuity contract? [] Yes [ No

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

ANNUITY CONTRACT INSURED REPLACED (R)
INSURER OR OR OR
NAME LIFE INSURANCE POLICY # ANNUITANT FINANCING (F)
1.
2.
3.

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

The existing life insurance policy or annuity contract is being replaced because

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

Applicant’s Signature Printed Name Date

Insurance Producer’s/Agent Signature Printed Name Date

| do not want this notice read aloud to me (Applicants must initial only if they do not want the notice read
aloud.)

A-2043-N 8/01 ORIGINAL — HOME OFFICE COPY — APPLICANT Page 1 of 2



A replacement may not be in your best interest, or your decision could be a good one. You should make a
careful comparison of the costs and benefits of your existing life insurance policy or annuity contract and the
proposed life insurance policy or annuity contract. One way to do this is to ask the company or insurance
producer/agent that sold you your existing life insurance policy or annuity contract to provide you with
information concerning your existing life insurance policy or annuity contract. This may include an illustration of
how your existing life insurance policy or annuity contract is working now and how it would perform in the future
based on certain assumptions. lllustrations should not, however, be used as a sole basis to compare policies or
annuity contracts. You should discuss the following with your agent to determine whether replacement or
financing your purchase makes sense:

PREMIUMS:
Are they affordable?
Could they change?
You're older — are premiums higher for the proposed new life insurance policy?
How long will you have to pay premiums on the new life insurance policy? On the old life insurance policy?
POLICY VALUES:
New policies usually take longer to build cash values and to pay dividends.
Acquisition costs for the old life insurance 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 will you pay on the new life insurance policy?
Does the new life insurance policy provide more insurance coverage?
INSURABILITY:
If your health has changed since you bought your old life insurance policy, the new one could cost you more,
or you could be turned down.
You may need a medical exam for a new life insurance 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 coverage.)
IF YOU ARE KEEPING THE OLD LIFE INSURANCE POLICY AS WELL AS THE NEW LIFE INSURANCE POLICY:
How are premiums for both policies being paid?
How will the premiums on your existing life insurance policy be affected?
Will a loan be deducted from death benefits?
What values from the old life insurance policy are being used to pay premiums?
IF YOU ARE SURRENDERING AN ANNUITY OR INTEREST SENSITIVE LIFE PRODUCT:
Will you pay surrender charges on your old annuity contract?
What are the interest rate guarantees for the new annuity contract?
Have you compared the annuity contract charges or other life insurance policy expenses?
OTHER ISSUES TO CONSIDER FOR ALL TRANSACTIONS:
What are the tax consequences of buying the new life insurance policy?
Is this a tax-free exchange? (See your tax advisor.)
Is there a benefit from favorable “grandfathered” treatment of the old life insurance policy under the Federal
Internal Revenue Tax Code?
Will the existing insurer be willing to modify the old life insurance policy?
How does the quality and financial stability of the new company compare with your existing company?

A-2043-N 8/01 Page 2 of 2



Protective Life Insurance Company
P.O. Box 830619
Birmingham, AL 35283-0619

SUPPLEMENTAL APPLICATION — PRE-DETERMINED DEATH BENEFIT PAYOUT ENDORSEMENT

SECTION 1
Name of Proposed Insured:

SECTION 2

a. |wish to elect the Pre-Determined Death Benefit Payout Endorsement.

b. Please indicate the desired Death Benefit Payment Schedule:

Initial Lump Sum (if any): $

Benefit Installment Mode / Amount / Duration: (please select either annual or monthly mode)

O Annual $ for Years

O Monthly $ for Years

For Annual, would you like to specify the date the beneficiary receives benefit? OYes O No

If Yes, what date? (MM/DD). If no date chosen, beneficiary will receive benefit
on the anniversary of the original claim processing date.

For Monthly, would you like to specify the day of the month the beneficiary receives benefit? O Yes O No

If Yes, what day? (1> - 28™). If no day chosen, beneficiary will receive benefit on the
day of the month of the original claim processing date.

c. Beneficiary: If multiple beneficiaries named, shares of both the initial lump sum and each installment will be
equally divided among the surviving beneficiaries, unless otherwise specified.

Primary Relationship % of Initial Lump Sum (if any) % of Benefit Installment Amount
Contingent Relationship % of Initial Lump Sum (if any) % of Benefit Installment Amount
Signed at (City/State):
Signature of Proposed Insured: Date:
Signature of Owner: Date;
Signature of Agent: Date;

ICC18-437R



Protective Life and Annuity Insurance Company
Protective Life Insurance Company

P.O. Box 830619

Birmingham, AL 35283-0619

ELECTRONIC POLICY DELIVERY ELECTION FORM

Protective Life offers Electronic Policy Delivery (EPD), the option to receive your policy in an
electronic printable format instead of paper. The policy will be electronically sent to you by email
and stored on our secure Customer Service website, www.myaccount.protective.com, which is
available 24 hours a day.

How Electronic Policy Delivery will work for you:
« The EPD process is quick, easy and safe.
* You can save, print, and review your policy online 24 hours a day, 7 days a week.
* Your policy will be safely stored on our secure website for convenient easy access.

* You can make your initial payment online by bank draft or credit card.

How to sign up for Electronic Policy Delivery:
1. Provide your email address below.

2. Return this form with your application for life insurance.

By providing my email address, | am requesting my policy to be delivered through
Electronic Policy Delivery.

Email Address for Proposed Insured

Email Address for Owner
(If the owner is other than the proposed insured)

PLC-2962 (06/14)
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