Request for Group Insurance from
New York Life Insurance Co.

s

51 Madison Avenue = New York, NY 10010

4% APPLICATION FOR LIFE INSURANCE
WISCONSIN NATIONAL GUARD ASSOCIATION

PLEASE PRINT IN INK OR TYPE (BE SURE TO COMPLETE REVERSE SIDE

1. Member’s Name and Address:

Social Security #

Place of Birth
LAST FIRST INITIAL CITY STATE (or Provinca)
= = = e = Date of Enlistment
STREET ADDRESS MO ;DAY | YEAR
= et Rank Unit
cny
STATE ZIP { : HCME PHONE NUMBER : ) WORK PHONE NUMBER
DATE OF BIRTH HEIGHT WEIGHT SEX
Member f / ft. in. Ibs. LM IR =
MO DAy YEAR
Spouse / / ft. in. lbs. [IM [JF
(name if proposed for insurance) MO DAY YEAR
DATE OF BIRTH SEX DATE OF BIRTH SEX
Child(ren) e [JM [JF Child(ren) _ /[ M [OF
(name i proposed lor insuranca) MO DAY YEAR MO DAY YEAR
Child(ren) _/ /  [OM [IJF Child(ren) _ 4 M [OF
(name if proposed for insurance) MO DAY  YEAR MO DAY YEAR
If more than 4 children are proposed for insurance, attach a separate sheet.
| am now an active member of the Wisconsin National Guard. [1 YES [ NO
2. INSURANCE REQUESTED
THIS APPLICATION IS REQUESTED FOR:  [] NEW ENROLLMENT [1 INCREASE
GUARDMEMBER SPOUSE DEPENDENT
2. [] $10,000 6. [C] $30,000 1. [ § 5000 4.0 $20000 7. [] $35,000 2. 1% 2000 4. []$10,000
3. [[] $15,000 7. [ $35,000 2. [ $10,000 5. [ $25,000 8. [7] $40,000 3. [1$5000 5 []$15000
4. [ $20,000 8. [] $40,000 3. [0 $15000 6. [ $30,000 9. [ $45,000
5. [] $25,000 9. [] $45,000 Spouse coverage cannot exceed Dependent coverage includes spouse.
Member’s coverage. Cannot exceed Member's coverage.

In no event may total coverage applied for exceed the maximum plan benefit of $45,000. If a husband and wife are both members of the Wisconsin Nalional
Guard, both may apply for member coverage. If both elect member coverage, neither may apply for spouse (stand alone) coverage.

Please note that receipt of accelerated death benefits may effect eligibility for public assistance programs and may be taxable. Prior to applying for accelerated
death benefits you should consult with the appropriate social services agency and assistance should be sought from a qualified personal tax advisor.

3. Beneficiary Designation: (insert name, relationship and a

ddress)

| hereby make the following beneficiary designation with respect to all the insurance on my life under this Group Life Insurance Plan, and if | am already
covered under the plan, | hereby revoke any prior beneficiary designation. The beneficiary for dependent and spouse coverage shall be the insured member

as provided in the Group Policy.

Beneficiary Name

Beneficiary’s Belationship to Member

Street Address -

City

State Zip Code

BE SURE TO COMPLETE AND SIGN REVERSE SIDE.

Form GPA-L30-WI
G-14109-1

DD FORM 2558 MUST ACCOMPANY THE APPLICATION



another jurisdiction, or to reveal the results of such test. This means that with respect to “immunodeficiency disorder”, you do not have
fo answer “yes” unless such disorder was diagnosed by a member of the medical profession.

d. During the past five years has anyone proposed for insurance been counselled, treated or hospitalized for the use of alcohol or drugs? O ad
e. During the past five years has anyone proposed for insurance consulted any physician, chiropractor, medical care practitioner other
than for a routine physical examination or checkup, or been confined or treated in any hospital, rest home or similar institution?

f. Ifa consultation with a physician was for a routine annual examination or checkup, were there any symptoms or adverse findings?

IF ANY ANSWERS TO ITEMS 4a — 4f IS YES, GIVE NAMES, DATES AND DETAILS HERE.

(It you need more space, use a separate sheet. Please avoid the use of terms such as “etc.”, “various,” or “miscellaneous.”)

B

] Include zll information as to nature of iliness
Names and address of physicians or injury, symptoms, number of attacks,
Questions | Person to whom it applies| Date and specific hospitals (if any) | duration, treatment and results

| request the group insurance shown on the reverse side. To the best of my knowledge and belief: (a) | am eligible for such insurance and (b) the statements
| have made are true and complete. | understand that New York Life has the right to require additional information and, if necessary, an examination by a
physician. | ask New York Life to rely on such statements made on this form and any supplement to it, while considering this request. | also understand that
any dividend apportioned to the Group Policy will be paid to the Group Policyholder.

| understand that insurance will become effective on the first day of the month in which the initial premium payment is received by the Plan Administrator
if coverage is approved by New York Life and | and any approved dependents are actively performing the normal activities of a person in good health of
like age and sex on the later of: (a) the date insurance becomes effective and (b) the date the contribution is paid. | also understand that any person who
was not performing his or her normal activities on the day insurance would otherwise become effective will not become insured until the day he or she is
performing such activities provided such date is within three months of the date insurance would have been effective and the person is still eligible for
insurance. | also understand that my coverage may be invalidated if New York Life finds that | am not eligible or have not answered any of the above
questions truthfully and completely.

| authorize disclosure of the types of insurance detailed in the AUTHORIZATION below, for New York Life's use in considering this request for coverage.
| have rsad the IMPORTANT NOTICE which describes how New York Life underwrites this request for coverage.

Member's Signature Date

(Please sign in ink)
Form GPA-L30-WI 10/04

AUTHORIZATION: | authorize the release of information to New York Life Insurance Company, its subsidiaries or the plan administrator about the physical
and mental health of any person proposed for insurance including significant history, findings, diagnosis and treatment by any physician, medical
practitioner, hospital, medical or medically related facility or insurance company. This authorization may be used for a period of 30 months from the date
signed above. A photocapy of this request form shall be as valid as the original. | know that | may request a copy of this AUTHORIZATION.

TO REQUEST TERM LIFE INSURANCE,
Complete this form in ink and mail to: WINGA INSURANCE PLAN e 2400 WRIGHT ST ROOM 205 ® MADISON WI 53704-2572



