NEW VISTA S.USA LIFE INSURANCE COMPANY, INC.
“ e APPLICATION FOR INDIVIDUAL WHOLE LIFE INSURANCE

P.O. Box 1050, Newark, NJ 07101-1050 Toll Free: 1-866-SUSA-123/1-866-787-2123 website: www.susa.com
1. PROPOSED INSURED INFORMATION

Last Name First Name Ml Phone Number for Contact
Day:

Social Security Number Sex Date of Birth State of Birth | Country of Birth | Evening:
Best Time To Call

Mailing Address (Number, Street, Apt. #) City State Zip Code

Driver’s License State and Number E-Mail Address Areyou aUnited States citizen or legal

permanent resident? 1 Yes 1 No

2. BENEFICIARY INFORMATION

Beneficiary Q1 Primary U Contingent Socia Security #or Tax ID #
Address (Number, Street, Apt. #) City Sate Zip Code
Date of Birth Relationship Percent of Proceeds Telephone Number

T Benefic ay U4 Pri mary U Contingent Social Security # or Tax ID #
Address (Number, Street, Apt. #) City Sate Zip Code
Date of Birth Relationship Percent of Proceeds Telephone Number

Please attach another page for additiona beneficiary information. The Percent of Proceeds for each type of beneficiary must equal 100%.

3. OWNER INFORMATION (if other than Proposed Insured)

Last Name First Name Ml Socia Security #or Tax ID #
Address (Number, Street, Apt. #) City Sate Zip Code
Date of Birth Relationship Telephone Number

4. REPLACEMENT INFORMATION

1. Isthereany lifeinsurance or annuity contract in force on the Proposed Insured with this or any other company?........... U Yes U No
2. Istheinsurance applied for intended to replace or change any life insurance or annuity contract in force with this

Lo = 10V 0 11 0= o0 0107210 YA SRRSO U Yes U No
3. Areany other lifeinsurance or annuity applications pending with this or any other company? ..........ccccoovvrieiinienenenn. U Yes U No

List al current or pending life insurance or annuity coverage below.

Accidental
Insured’sName Company Owner Replacement | Face Amount| Death Benefit | Year Issued

4 Yes U No

dYes U No

4 Yes U No

4 Yes U No

dYes U No
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5. HEALTH INFORMATION

SINCE THIS POLICY IS ISSUED WITH MINIMAL OR NO MEDICAL UNDERWRITING, THE PREMIUM RATE CHARGED
INCLUDES AN EXTRA MORTALITY RISK CHARGE. IF YOU ARE HEALTHY ENOUGH TO QUALIFY AS A "STANDARD"
RISK, PREMIUMS WOULD LIKELY HAVE BEEN LOWER IF YOU HAD APPLIED FOR A FULLY UNDERWRITTEN POLICY.

Has the Proposed Insured smoked cigarettesin the past 12 MONtNS? ........cc.ooiiiiieiiieee e UYes UNo
Please state the Proposed Insured’s height and weight

Part A - if any question is answered “Yes”, the Proposed Insured is not eligible for coverage

1. Isthe Proposed Insured currently or in the last 30 days been: hospitalized, committed to a psychiatric facility,
confined to anursing facility, receiving hospice or home health care, confined to awheelchair due to adisease,

or waiting for an Organ trANSPIANT? .........o.eii ittt a et e et b e se e e e et et e seeseeneebesbeseesaeeas UYes UNo
2. Doesthe Proposed Insured currently require human assistance or supervision with eating, dressing, toileting,
transferring from bed to chair, walking, maintaining continence or bathing? ............cccooveiviiivnse s dYes O No

3. Within the past 12 months has the Proposed Insured:

a. been advised by amember of the medical profession to have adiagnostic test (other than an HIV test),
surgery, home health care or hospitalization which has not yet started, been completed or for which results

BIENOL KNOWN? ...ttt bbb st bbbtk s e £ e st b et b et R et e b e b et bt e st e st bt et et et UYes O No
b. used or been advised by amember of the medical profession to use oxygen equipment for assistancein
breathing (excluding CPAP OF NEDUIIZEN)? .......oiueiie ettt s esa et ne e e eneenenns dYes O No
¢. had or been advised by amember of the medical profession to have Kidney DialySiS?.......cccoeveveeienieniesennsinnnens dYes O No
4. Hasthe Proposed Insured ever been diagnosed or treated for Acquired Immune Deficiency Syndrome (AIDS)
and/or Human Immunodeficiency Virus (HIV) infection by alicensed member of the medical profession? ................ dYes O No

5. Hasthe Proposed Insured ever been diagnosed or received treatment by a member of the medical profession for

Alzheimer’s disease, dementia, L ou Gehrig'syAmyotrophic Lateral Sclerosis (ALS), Cirrhosis of the Liver

(S 0 Y 3 SO SOOI UYes O No
6. Hasthe Proposed Insured ever been diagnosed by a member of the medical profession with more than one

occurrence of the same or different type of cancer or isthe Proposed Insured currently receiving treatment

(including taking medication) for any form of cancer (excluding basal cell Skin cancer)?......ccocvvveveiviecescevesesenies dYes O No

Part B - if any question is answered “Yes”, the Proposed Insured may be eligible for the Modified Death Benefit
Individual Whole Life Policy

1. Inthe past 2 years, has the Proposed Insured been diagnosed or received treatment from amember of the medical
profession, or other practitioner, or been hospitalized for any of the following:

a. theuse of alcohoal or drugs; or been advised by a physician, practitioner, health facility or counselor to restrict

the USe Of @lCONOI OF AFUGS? ....oveieicice ettt sttt s e e e e se e e esaeneeneeseesennesrenreneennens dYes O No
b. complications of diabetes such as diabetic coma or insulin shock or had an amputation due to complications of

BNY GISEBSE? ... veveuterieeeeeseee et et e e e st s testestestetes e seeseeseeseeseeseeseaseeseeReaReeR e e b e eEeee e e e ee AR e At eneeReeReeReeReeReeRenEeneennentente e eneeneenen dYes O No
c¢. heart attack, angina (chest pain), congestive heart failure, cardiomyopathy stroke, transient ischemic attack

(TI1A), or aneurysm or had heart Or CIrCUIAtONY SUIGEIY? ......cveereeeeesesieseseseesies e seesseseseeseeseeeeseesessesseesessessessenses dYes O No

2. Inthe past 3 years, has the Proposed Insured been diagnosed, treated, or prescribed medication by a member of the
medical profession for: internal cancer, including but not limited to, malignant brain tumor, malignant melanoma

(but excluding basal/squamous cell skin cancer), leukemia, or multiple myeloma? ...........ccocooeieieiiiiicinneeeee UYes UNo
3. Inthe past 2 years, has the Proposed Insured had more than 1 conviction for reckless driving or for driving under
the influence of acohol Or drugs (DU OF DWWI)? ...ttt st b e e e e e eneas UYes UNo

Part C -if any question is answered “Yes”, the Proposed Insured may be eligible for the Graded Death Benefit Individual
Whole Life Policy

1. Hasthe Proposed Insured ever been diagnosed, treated, or prescribed medication by a member of the medical

profession for:
a. Parkinson’'sdisease, Systemic Lupus (SLE) or sickle Call diSEase? ..o UYes UNo
b. Cirrhosis (Stage A or Stage B) of the liver, chronic hepatitis or other liver disorder, kidney failure or other

CHIrONIC KIANEY TISBASE? ...ttt ettt bbb et e e e et et et e me e bt ebe s bt ebeebeseesa e be b e neeneeneens UYes UNo

¢. Chronic Obstructive Pulmonary Disease (COPD), which includes emphysema, black lung disease or tuberculosis? ... 4 Yes U No
d. Bipolar Disorder or Schizophreniaor been hospitalized in the past 2 years for any mental or nervous disorder?... d Yes (O No

If all questions in Parts A, B and C are answered “No”, the Proposed Insured may be eligible for the Level Death
Benefit Individual Whole Life Policy
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6. INSURANCE APPLIED FOR

a. U Level Death Benefit Individual Whole Life Policy b. Face Amount ........ccoceovvervnercnencnnn. $

U Modified Death Benefit Individual Whole Life Policy

U Graded Death Benefit Individual Whole Life Policy

7. RIDERS APPLIED FOR

1 Accidental Death BENEFIT RITET ..........eiiiiiie ittt e s et e e s ae e e s sabe e s ebeessbeessbeessneeesnens 1X Amount of Insurance

8. PREMIUM AND BILLING INFORMATION

1. Payment Options:

Who will bethe payor?: ... U Proposed Insured U Owner U Other (indicate below)
Name Relationship to Insured Social Security # or Tax ID #
Address (Number, Street, Apt. #) City Sate Zip Code

If Payor is other than Proposed Insured or Owner, please complete Application for Electronic Fund Transfer (EFT) Plan.

a. Q| hereby authorize, until further notice, the deduction of the premium from my checking account.

Please attach a voided check or provide the following information:

See Premium Payment Auth. Form See Premium Payment Auth. Form
Transit Routing Number Depositor Account Number

See Premium Payment Auth. Form
Financia Institution Name

b. Q| hereby authorize, until further notice, the payment of the premium from my credit card.

Please provide the following information:

See Premium Payment Auth. Form See Premium Payment Auth. Form
Credit Card Number Expiration Date
See Premium Payment Auth. Form See Premium Payment Auth. Form
Cardholder Name Cardholder Address

c. A1 would liketo bebilled directly. (not available for monthly premium mode)
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8. PREMIUM AND BILLING INFORMATION (Continued)

2.

Premium Mode:
O Monthly (Not available for direct bill) 4 Quarterly 4 Semi-Annual 4 Annual

NOTE: If you chooseto pay your policy premium in semi-annual, quarterly or monthly payments, you will pay more over the
year than if you chooseto pay your premium in one annual premium payment.

Payment Wit APPIICELION ......ccuviiie ettt se et e e e et eseeseeseeseeneeneeseesensesnenreneenes $

Premium notices sent to: ........... U Proposed Insured U Owner 4 Payor O Other (indicate below)
Name Relationship to Insured Social Security # or Tax 1D #
Address (Number, Street, Apt. #) City Sate Zip Code
AULOMELIC PrEMIUM LOBN ...ttt ettt sttt b et b et b e st b e se ek e se ek e st ek e se et e ne e bt seebesbenesbenesbenenteneas UYes O No

| understand that by selecting this option a loan may be made against the cash value of my policy to pay premiums due.

9. HOME OFFICE ENDORSEMENTS SPECIAL REQUESTS
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