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[RED) Should include name, gender, date of birth, age, height, weight, mailing
address, phone number; social security number; birth state, & employment
info.

(ORANGE) Should include name, gender; date of birth, age, height, weight,
mailing address, phone number; social security number, birth state, &
employment info.

(YELLOW) Primary beneficiary info is required and contingent beneficiary
is recommended.

(GREEN) Plan Selection. Enter Plan, Premium Payable, Amount of Premium,
Face Amount, and Rider info.

BEAE Biling Info. Answer yes/no income question. If payor wants their
premium to be drafted immediately upon underwriting approval then
choose “Yes" on Draft Upon Approval, otherwise answer “No”. Choose
either a billing date or 2nd, 3rd, or 4th Wednesday option to coordinate
with their pay date.

(LIGHT BLUE) Replacement — Answer replacement question(s) and
complete additional replacement forms if required.

BRI rFhysician Name — Enter the insured's primary care physician
contact information.

(PURPEE) Tobacco question

(PINK) Medical Questions — Answer all health questions.

Applicant's Name: Social Security Number:

Proposed Insured must answer all Medical Questions
If “Yes” to any of the medical questions, please give complete details below:

Within the past 5 years, has the Proposed Insured been nlagmed. tested positive for, treated, prescribed medication or been given medical
advice by a

. Any disorder of the thyroid or ulhar glands?
) Ulwrs na\ms by disorder of the stomach, Ty ganbmm livr or inestines?
of the o as having Acquired Immune Deficiency

1

2

3

NS Raaes Complex (ARC), o

4. Angioplasty,lnt mpla,bypass sugery, hear valve sugen fpaceraker
5. Anytype of tumors or cancers?
6. TIA
7
8
9

. Brain tumor, stokes of any kind?

b dvice by prfessional e, beenacised t have esmen or ey, o taken
ediaton fo Azheier’, Dementia, ALS (Lou Gehrig an organ ransplant?

. High blood pressure, heart disease of any type, angina, heartattack,heart murmur,

failure (CHF), , sepsis, or other heart

Lung dsease, sshma, iberucss,peursy, shorress of s, emphysem, oo
Or any type of other pulmonary or

0] Koy cons o fekrs, ey s vl mlure or msumusncy Kidney stones, lver disease, hepaits, cirthosis, disease of the
pancteas ofotherorgan faiure, disease or disorder?

umatic fever, enlarged heart,

ive pulmonary disease (COPD)?

1.
12. Parkinson's disease, paralysis, multipl sclrosis, lupus, muscmamysuophy epilepsy, seizures uranyomev neurological dsOrders?............
13. Paranoia, schizophrenia, bipolar,depression, major or any other

mental diorder o disease?

0 OO0 O O 0O oO0O0 00§
0 OO0 O O O Ooooo ood

ofthe medi fon o have tests,surgery, reament o tobe drited o  hosptl

s
o medical facity of any kind? Or do have not been

performed, excluding toss reated to the Human i rus (AIDS vius)? oo
16 Hav o reconed el s, counselng or adised b  ursd o of e modol s ot abiss o xcsse
use of: aloohol, norprescibed drugs, prescribed drugs, narcofics or any other habit forming Substance?... .0 0
16. Do you use a medical appliance such as a wheelchair, walkeror hospitalbed, or oxygen' oo
7. Hae o vt o o el stonc il el modcncelod el s . 0 O
fyes, give company na
Y ST e e i i ] g e e s s RO G o T TeR ot
in fight traning? oo . .
15 it ot yearsve you ver i s orsuspendsd or a felony o i o o information.
Ifso,
20, Ao you ety proghant? oo
1f“Yes" to any Medical Question, lease indicate which medial question your answer perains to and write down
al medicationfs) ) ge and duration of
Medical | ye jcal Conditions) Medication(s) - including oxygen | Dosage | Duration
Question # '9 O%yg o (fromito)
1f applying for the Child Rider - Complete this Section
child. Answer “Yes" or ‘No” i ho Proposed nsured Chid has any
ofthe following medical condition(). f any “Yes' posed Childis
Child rider cannot exceed the Base Plan or $10,000, whichever s lower.
Hs th Proose nur i ver oendagnose, e postve o, eaed ot resctbededcaton by
alicensed member of the medica pofession fo any ofth folowing medicalcondit
1. Cancer 4. CerebralPalsy 7. Kidneyororganfalure 10, Lung disorderordisease 13, Any inpalient stay, 48 hoursor more (vithin 1 year
2. Disbeles 5. Rheumatcfever 8, Sickle Cell Anemia 1. Heart problems ordisease  14. Any cisorderofthe brain, moor sils o sezures
3. Hepallis 6. DownSyndrome . Tesled posiive for HIV 12, Any disorder of the nerves
Medical Condiion Gender Relatonship
Name of Proposed Insured Child e Bihdste e | et ]
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Name of Proposed Insured (please print)
First Initial

Application or Individual Whole Life Insurance

k, Y] SECURITY NATIONAL LIFE INSURANCE COMPANY
5300 South 360 West - Salt Lake City, Utah 84123 or P.O. Box 57220 - Salt Lake City, Utah 84157-0220
Telephone: (801) 264-1060 or Toll Free: 1 (800) 574-7117

iCare Plan

Gender Weight

Birthdate ‘m‘m@n

Strest Address

Ciy

State |

Proposed Insured's Telephone Number

Driver's License # | State Issued | ‘Social Security Number/TIN

Work Phone Number:

Neme and Address of Employer:

Owner's [(

Address:

Ciy: State:

Relationship:

Payor (i

Address:

City: State: Zip:,

Telephone Number.

Relationship

Primary Beneficiary:

Address:

Address:

Telephone:

Relationstip: Telephone: Relationstip:

Plan Amount:

] Face Amount §
] ADB Amount §
] Child Amount §
] Waiver of Premium

Premium Payable: [JEFT [ Direct Monthly Bill [ Debit/Credit Card
OMonthly O Quartery O Semi-Annual [ Annual

Amount of premium paid with the S
(Check must be made payable to Security National Life Insurance Company).

HOME OFFICE ADDITIONS OR CORRECTIONS
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[RED) Applicant Name and Social Security Number
(ORANGE) Medical Questions —Answer all health questions.

(YELLOW) Prescriptions — enter all current prescriptions taken and
provide all pertinent information to any “Yes" health question(s).

(GREEN) Child Rider — If applying for a Child Rider; provide all




RN security National SECURITY NATIONAL LIFE
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[RED) Applicant Name and Social Security Number

EAE Disclosures & Signatures — City & state where the application
was signed. Signature of insured. Signature of owner, if different than
insured.

(LIGHTBLEUE) Agent's Statement —

Answer 2 questions

ICC17-iCare1 APP (06/2016)
AAGENT’S STATEMENT - | cerify that to the best of my knowledge:
- I correctly asked all the Medical Questions in this application and correctly recorded all the answers given; and

2 Ao i s st s v ansconpio nd IIs the proposed insured a family member of the agent?
3. The signature of the Proposed Insured(s) and/or the Applicant/Policyowner (Parent/Legal Guardian) is what they are represented
10 be and were signed in my presence; and o .
4 DioHE e I o o ea? TV @ (e 2.An additional replacement question.
5. I know of no factor affecting the insurability of the Proposed Insured(s) except as stated in this appmmon and
6. Thisinsurance L] WILL L] WILL NOT change or replace any existing insurance policy or annuity contract.
Note: If “Wil” is checked for question 6, complete required replacement forms.
Agent's Signature: , . .
gt P Nare: poosubor Agent’s signature, printed name, and agent number.
If policy and commissions are being split between multiple agents, then each additional agent must sign and notate commission split.
Agent's Signature: Agems Number:
Agent's Printed Name: ion Split:

------------------------------------------------------- If commissions are being split, both agents must sign the application
and provide split information.

.. SECURITY NATIONAL LIFE INSURANCE COMPANY
P.O. Box 57220 - Salt Lake City, Utah 84157-0220
.- Office: (801) 264-1060 « Toll Free: 1 (800) 574-7117
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[RED) Applicant Name and Social Security Number

Payor Name, Phone, and Address. Customer Name is
Payor's Name. Enter banking information.

(BURPEE) EFT disclosures. Name is Insured and leave contract # blank if
it's a new application. Have payor sign and date the form.

(PINK) Payor Name, Date, Cash With App, Agent Signature and Agent
Name.

CONDITIONAL RECEIPT
THIS RECEIPT DOES NOT PROVIDE ANY INSURANCE UNTIL AFTER ITS CONDITIONS ARE MET.
NO AGENT OF THE COMPANY OR BROKER OR ANY OTHER PERSON(S) MAY WAIVE ANY OF THESE CONDITIONS.

Received from on (date) the sum of §. the
correct first premit ified in the application, subject to the followi i

FIRST: If each Proposed Insured would be acceptable and approved by Security National Life Insurance Company in Sal Lake City, Utah, as
insurable under the company's underwriting rules for insurance on the plan and at the premium rate and the amount of insurance applied for on
the application for all Proposed Insured(s).

SECOND: The premium funds for the correct premium amount for plan of insurance applied for, have been honored on the first presentation and
resultin the funds being credited to Security National Life Insurance Company’s bank account.

THIRD: If the application is not approved within 60 days from the date it was signed, the application wil be deemed to have been rejected and
Security National Life Insurance Company will have no liabilty.

‘Agent’s Signature’ Agent's Name (Please Print)




