Application Part 1
Individual Life Insurance },,

Minnesota Life Insurance Company - A Securian Company - £
Life New Business + 400 Robert Street North « St. Paul, Minnesota 55101-2098 SECURIAN®

A. Proposed Insured Information
If the insured is 15 or younger, also submit the Proposed Insured Juvenile Information for Ages 0-15 form.
Proposed insured name (last, first, middle)

Social Security number Date of birth (month, day, year) Gender
[Imale [ Female

Primary telephone number Birthplace (state or, if outside the US, country)

[ Landiine [ cell
Street address (no P.O. Box) Apartment or unit number
City State Zip code
E-mail address Occupation Years in occupation
Earned income Unearned income Total net worth Liquid net worth
Driver’s license number Issue state Expiration date
] Exercise the Exchange of Insureds Agreement on policy number for (name of

previous insured)

B. Owner (Applicant) Information

Only complete this section if the owner is different than the insured. If multiple owners, all must sign as owner on the
Application Part 3 and submit the Authorization and Release for Joint Communication Involving Multiple Owners form.
Owner name (last, first, middle) Relationship to proposed insured

Owner is:

L] Individual(s)

[ Trust (submit Certification of Trustee Authority form)

[ Corporation (submit Corporate/Non-Profit Resolution form) If the owner is the employer of the proposed insured,
please also submit the Employer Notification Regarding the Potential Taxation of Death Benefit forms.

L] Partnership (submit Partnership/LLC Resolution form) If the owner is the employer of the proposed insured, please
also submit the Employer Notification Regarding the Potential Taxation of Death Benefit forms.

Social Security or tax ID number Gender Date of birth or trust date
[J matle [ Female

Street address (no P.O. box) Apartment or unit number

City State Zip code

Primary telephone number Email address

[ Landiine []cell
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C. Special Mailing Addresses

Complete this section for any requests to mail items anywhere other than the home address listed in Section A or B. If this
section is not filled out, everything will be mailed to the address listed in Section A or B. (If there is more than one special

address needed, please note in Section O (Additional Remarks).

[] Third party notification - The address listed below will receive notice of overdue premium or pending lapse.
[ Billing address - All premium notices will be sent to the address below.

[] Special mailing address - The address listed below will receive all correspondence for this policy. If a billing address

is requested, the special mailing address will not receive a copy of the premium notice.

Name (last, first, middle)

Address Apartment or unit number
City State Zip code

D. Product

Product 1

Product applied for Amount of insurance (face amount)

Annual planned premium (not applicable to term or whole life products) Custom pay whole life (indicate number of years)

Pay to age (for whole life products only, defaults to age 121 if not specified)

Death benefit qualification test (for universal life products only, defaults to GPT if none selected)
D Guideline Premium Test (GPT) D Cash Value Accumulation Test (CVAT)

Death benefit option (for universal life products only, defaults to level if none selected)
[l Level [ Increasing ] Sum of Premiums

Dividend option (for whole life products only, defaults to paid-up additions if none selected) IRS form W-9 is required for accumulation at interest

Product 2
Product applied for Amount of insurance (face amount)
Annual planned premium (not applicable to term or whole life products) Custom pay whole life (indicate number of years)

Pay to age (for whole life products only, defaults to age 121 if not specified)

Death benefit qualification test (for universal life products only, defaults to GPT if none selected)
] Guideline Premium Test (GPT) (L] cash Value Accumulation Test (CVAT)

Death benefit option (for universal life products only, defaults to level if none selected)
[ Level [ Increasing L] Sum of Premiums

Dividend option (for whole life products only, defaults to paid-up additions if none selected) IRS form W-9 is required for accumulation at interest
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E. Additional Benefits and Agreements

Select only those agreements available on the product(s) applied for.

Product
1

Accelerated Death Benefit/Accelerated Death Benefit for Terminal lliness Agreement

(Submit the appropriate Outline of Coverage for the product applying for)

Accelerated Death Benefit for Chronic lliness Agreement (Submit Outline of Coverage Accelerated Death
Benefits for Chronic lliness Agreement and Chronic lliness Supplemental Application)

Accidental Death Benefit Agreement $ (Coverage Amount)

Additional Insurance Agreement $ (Coverage Amount)

Business Continuation Agreement (Submit Business Continuation Agreement Covered Individuals)
Business Value Enhancement Agreement

Children’s Term or Family Term - Child Agreement (Submit Family/Children’s Term Application)
Chronic lliness Access Agreement (Submit Outline of Coverage lliness Access Agreement)
Chronic lliness Conversion Agreement (Submit Chronic lliness Supplemental Application)

Death Benefit Guarantee Flex Agreement

Early Values Agreement

Estate Preservation Agreement

Estate Preservation Choice Agreement (Designated Life Name)
Exchange of Insureds Agreement

Extended Conversion Agreement

First to Die Agreement $ (Coverage Amount)

Flexible Term Agreement

[] 10-year Flexible Term Agreement $ (Coverage Amount)

] 20-year Flexible Term Agreement $ (Coverage Amount)

Guaranteed Income Agreement

Guaranteed Insurability Option Agreement $ (Coverage Amount)
Guaranteed Insurability Option for Business Agreement  § (Coverage Amount)
Income Protection Agreement (Submit Income Protection Agreement Supplemental Application)
Inflation Agreement

Interest Accumulation Agreement % (Increase Factor Percentage)

Level Term Insurance Agreement $ (Coverage Amount)

Overloan Protection Agreement

Performance Death Benefit Guarantee Agreement

Premium Deposit Account Agreement (Submit IRS Form W-9)

ooguoooooonoooggn oo o
Uguooodguooddyd O Ows

Single Life Term Agreement (Designated Life Name)

$ (Coverage Amount)

Single Premium Paid-Up Additional Insurance Agreement $ (Premium Amount)
Surrender Value Enhancement Agreement

Term Insurance Agreement $ (Coverage Amount)

Waiver of Charges Agreement
Waiver of Premium Agreement
Other
Other

ooooooo ooooooooooo
gooooono ooooooooooo

THE FOLLOWING BENEFITS AND AGREEMENTS WILL BE ADDED IF AVAILABLE FOR YOUR POLICY, UNLESS
YOU CHOOSE TO OMIT THEM:

Product

1 2

(1 [J Omit Automatic Premium Loan Provision
(] [0 OmitIndexed Loan Agreement

(1 [ Omit Policy Split Agreement
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F. Special Policy Date

Select one of the following for special dating requests:

[] Date to save age

OR

[ Specific date (month/day/year): (cannot select 29th, 30th, or 31st of the month)

Are there any other Minnesota Life applications associated with this application? [1Yes [INo
If yes, provide the names of the associated applicants:

If there are multiple applications, should they all have the same date? [1Yes [INo

(If yes is checked, this will require all applications to be held until all are underwritten.)

G. In Force, Pending and Replacement

Submit the appropriate replacement forms (may be needed even if no replacement is indicated; not needed if only

replacing group coverage).

Excluding this policy, does the proposed insured have any life insurance or annuities in force or
pending? (This includes life insurance sold or assigned, or that is in the process of being sold or

assigned.) If yes, provide details in the chart below.

Excluding this policy, has there been, or will there be, replacement of any existing life insurance or
annuities as a result of this application? (Replacement includes a lapse, surrender, 1035 Exchange,
loan, withdrawal, or other change to any existing life insurance or annuity.) If yes, provide details in

the chart below.

[JYes I No

[JYes [JNo

Please indicate all life insurance or annuities currently in force, pending or that have been in force within the last 12
months and identify below if any of this coverage will be replaced. Replacement forms may be required.

In Force and Pending

Year — Will it be
Full Company Name Amount lssued Product Type | The Policy is Type Replaced?
Annui 1 In Force [J Individual
1 Annuity 0 Pending 0] Group [ Yes
[ [ Pending w/
[ Lite money submitied E,' gﬁgslro]ggls [J No
. [ In Force [ Individual
[J Annuity [ Pending L1 Group O ves
; [ Pending w/
O] Life o timited | 5 bersonal | g
. L] In Force L] Individual oy
LI Annuity [J Pending ] Group es
; [ Pending w/
[ Life m%%elggsvamitted E‘ Eﬁ;slr?ggls LI No
. [ In Force [ Individual
[ Annuity [ Pending [J Group L Yes
(1 Life U Pendingw/ | [] Personal
money submitted | ] B siness ] No
] [ In Force [ Individual
L1 Annuity [ Pending ] Group [l yes
: [ Pending w/
LI Life me()rhéggsl%mitted E‘ Eﬁ;slr?ggls ] No
. [ In Force [ Individual ] Yes
[J Annuity [ Pending ] Group
i [ Pending w/
[ Life me()rhéggsl%mitted E,' gﬁ;sw?gg; LI No
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H. Beneficiary

All desi%nated beneficiaries will be considered primary beneficiaries, sharing equally, unless otherwiseoindicated. If there
is more'than one primary or contingent beneficiary, the total for each beneficiary class must equal 100%.
Class: [ Primary % [ Contingent %

Name (first, middle, last)

Relationship to insured Birth/trust date

Address City, state, zip code
Telephone number Social Security/tax ID number
Email address

Class: [ Primary % [ Contingent %

Name (first, middle, last)

Relationship to insured Birth/trust date

Address City, state, zip code
Telephone number Social Security/tax ID number
Email address

Class: [ Primary % [ Contingent %

Name (first, middle, last)

Relationship to insured Birth/trust date

Address City, state, zip code
Telephone number Social Security/tax ID number
Email address

Class: [ Primary %  [] Contingent %

Name (first, middle, last)

Relationship to insured Birth/trust date

Address City, state, zip code
Telephone number Social Security/tax ID number
Email address

Class: [ Primary % [ Contingent %

Name (first, middle, last)

Relationship to insured Birth/trust date

Address City, state, zip code
Telephone number Social Security/tax ID number
Email address
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l. Premium Information
Payment Method:

L] Annual L] Quarterly

] Semi-Annual ] Monthly Electronic Funds Transfer (EFT) Plan Number
(if new plan, submit EFT Authorization)

] Premium Deposit Account (submit a completed IRS form W-9)

] List Bill Plan Number (if a new plan, submit List Bill Setup form)

Source of Funds
Indicate below how the policy(ies) will be funded. Select all that apply:

Assets/Income Qualified Assets

L] Earnings L] Employer sponsored qualified retirement plan (401 (k)

[] Existing insurance plan, pensign plan) . ,
[ Gift/Inheritance L1 IRA (Including Roth IRA and Individual Retirement

Annuities)
[] Non-qualified retirement plan [J Non-Governmental 403(b) plan
[] Sale of investments [ Section 457 plan
[ Savings [] Governmental or non-electing church qualified retirement
[J Non-qualified annuity plan
[J Home Equity [] Governmental or ministers 403(b) plan

If you are partially or wholly liquidating taxable funds such as income producing funds, qualified retirement assets
(including IRA’s), annuities or investments, your signature on this application confirms your understanding that there may
be tax consequences to doing so. You should consult your tax advisor.

J. Additional Premium
1035 Exchange
$

(If yes, submit 1035 Exchange Agreement form)

Universal Life additional premium (excluding 1035)

$

Whole Life additional premium (excluding 1035)
$ [] Billable [] Paid atissue [] Billable and paid at issue

K. Money Submitted with Application (not available for applications taken in Kansas)

Make all checks payable to Minnesota Life.

Collect money only if the Life Receipt and Temporary Insurance Agreement form is left with the proposed
owner, and the application meets the conditions of the Life Receipt.

Money collected should be greater than or equal to the initial minimum premium for the policy applied for.

Has the owner submitted money with this application? L Yes [ No
If yes, amount: $

Was the Life Receipt and Temporary Insurance Agreement given? L] Yes [ No
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L. lllustration Information

Life Insurance lllustration (required when applying for non-variable life insurance products excluding term)

A life insurance illustration is a projection intended to demonstrate the impact of premium payments and policy charges
on the accumulation value and death benefit under a set of assumptions.

If a signed illustration is not submitted with this application, check the appropriate box indicating the reason
below:

L] An illustration was presented to me during the sales process, however, it is not being submitted because the policy |
am applying for is different than what was illustrated.

[J Anillustration was not presented to me during the sales process.

By signing the application and checking a box above, both the representative and owner certify that i) no illustration is
submitted with the application for the reason indicated above, ii) that a signed illustration will be obtained at the time the
policy is delivered to the owner and iii) that the signed illustration will be returned to Minnesota Life after the policy is
delivered.

M. Insurable Interest, Premium Financing and Suitability

1. Is this policy in accordance with the owner’s insurance objectives and anticipated financial needs? [ Yes [ No

2. Has the representative discussed with the owner: the need for the policy, the ability to continue to [JYes [No
pay premiums and whether the policy is suitable for the proposed owner?

3. Will the owner and/or beneficiarfy, and/or any individual or entity on the owner’s behalf, receive any [JYes [No
compensation, whether via the form of cash, property, an agreement to pay money in the future or
otherwise as an inducement to apply for this policy?

4. Has the owner been involved in any discussion about the possible sale or assignment of this policy [] Yes [ No
or a beneficial interest in a trust, LLC, or other entity created on the owner’s behalf? If yes, provide
details and a copy of the applicable entity’s controlling documents.

5. s this policy being funded via a premium financing loan or with funds borrowed, advanced or paid []Yes [ No
from another person or entity (including a loan against your home or other assets)? If yes, submit
the Premium Financing Advisor Attestation and Premium Financing Client Disclosure forms.

6. Has the proposed insured had a life expectancy report or evaluation done by an outside entity or [JYes [INo
company? If yes, explain why the expectancy report was obtained.

7. Has the owner previously sold or assigned, or is in the process of selling or assigning a life [IYes [INo
insurance policy on the proposed insured to a life settlement, viatical or secondary market provider?
If yes, provide details.

8. Reason for purchasing policy:

a. Accumulation [JYes [INo
b. Business Planning/Key Person [J1Yes [INo
c. Charitable Giving [J1Yes [INo
d. Death Benefit Protection [J1Yes [INo
e. Estate Planning [J1Yes [INo
f. Retirement/Deferred Compensation [J1Yes [INo
g. Other [JYes [INo
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P4

. Proposed Insured Underwriting Information

—

. Is the proposed insured a U.S. citizen?

If no, citizen of
Indicate visa type

. Does the proposed insured plan to travel or reside outside the U.S. in the next two years?

If yes, please complete a Foreign Travel Questionnaire.

. Has the proposed insured within the last five years, or does the proposed insured plan to engage

in piloting an aircraft (including gliders, ultralight vehicles, or any other type of airframe)?
If yes, complete the Military and Aviation Statement.

. Has the proposed insured within the last five years, or does the proposed insured plan to engage

in skin diving (scuba or other), sky diving, mountain/rock climbing, horse racing, rodeo, bull fighting,
bungee jumping, BASE jumping, canyoneering, combat sports (boxing, mixed martial arts or other),
professional wrestling, extreme skiing/snowboarding, or motor sports?

If yes, complete the Sports and Avocation Statement.

. Is the proposed insured in the Armed Forces, National Guard, or Reserves?

If yes, complete the Military and Aviation Statement.

. Has the proposed insured applied for insurance within the last six months?

If yes, provide details below (number of applications and face amounts, etc.).

. Has the proposed insured applied for life insurance in the past five years that was declined or

rated? If yes, provide details below.

. Has the proposed insured, within the past ten years, been convicted of a driving while intoxicated

violation, had a driver’s license restricted or revoked, or been convicted of a moving violation?
If yes, provide dates and details below.

. Except for traffic violations, has the proposed insured ever been convicted of a misdemeanor or

felony? If yes, provide dates and details below.

10. A. Has the proposed insured smoked cigarettes in the past 12 months?

B. Has the proposed insured ever smoked cigarettes? If yes, complete the table below.

Current smoker Past smoker Packs per day |Date last cigarette smoked (mm, dd, yy)

C. Has the proposed insured used tobacco or nicotine of any kind, other than cigarettes,
in any form, in the last 12 months?
D. Has the proposed insured ever used tobacco or nicotine of any kind, other than cigarettes,

in any form? If yes, complete the table below.
What type Current user Past user How much Date of last use (mm, dd, yy)

L] Yes

[]Yes

[] Yes

L] Yes

L] Yes

[]Yes

L] Yes

[]Yes

[]Yes

[]Yes
[]Yes

[] Yes

[] Yes

] No

L] No
] No

] No

1 No

L] No

1 No

[ No

L] No

] No

1 No

0. Additional Remarks
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Application Part 3
Agreement and Authorization

Individual Life Insurance ﬁ,,

Minnesota Life Insurance Company - A Securian Company B
Life New Business < 400 Robert Street North + St. Paul, Minnesota 55101-2098 SECURIAN®

Proposed insured name (last, first, middle)

AGREEMENT: | have read, or had read to me the statements and answers recorded on my application. They are given

to obtain this insurance and are, to the best of my knowledge and belief, true and complete and correctly recorded. | will
notify the company of any changes in the statements or answers given in the application between the time of application
and delivery of the policy. | understand that any false statement or misrepresentation on this application may result in loss
of coverage under this policy subject to the incontestability provision. | agree that they will become part of this application
and any policy issued on it. The insurance applied for will not take effect unless the policy is issued and delivered and the
full first premium is paid while the answers, to the best of my knowledge and belief as stated in this application remain true
and complete. If such conditions are met, the insurance will take effect as of the earlier of the policy date specified in the
policy or the date the policy is delivered to me; the only exception to this is provided in the Life Receipt and Temporary
Insurance Agreement, issued if the premium is paid in advance.

VARIABLE LIFE: | understand that the amount or the duration of the death benefit (or both) of the policy applied for may
increase or decrease depending on the investment results of the sub-accounts of the separate account. | understand that
the actual cash value of the policy applied for is not guaranteed and increases or decreases depending on the investment
results. There is no minimum actual cash value for the policy values invested in these sub-accounts.

PERSONAL INFORMATION AUTHORIZATION: | authorize Minnesota Life to share any information provided in this
application with any physician, medical practitioner, hospital, clinic or other health care provider, pharmacy, pharmacy
benefits manager, insurance or reinsuring company, consumer reporting agency, or the MIB, Inc. (collectively the
“Sources”) which has any records or knowledge of my credit worthiness, credit standing, credit capacity, character,
general reputation, personal characteristics, mode of living, purchase history, drug prescriptions, driving records, or
physical or mental health (“collectively, “Personal Information”), and/or the Personal Information of each minor child
listed as the proposed insured for the purpose of performing actuarial or internal business studies, research, analytics,
or other analysis. This shall include ALL INFORMATION as to any medical history, consultations, diagnoses, prognoses,
prescriptions or treatments and tests (except those for HIV), including information regarding alcohol or drug abuse and
AIDS or AIDS-related Complex. To facilitate rapid submission of such information, | authorize all the Sources to give such
records or knowledge to Minnesota Life Insurance Company or with the exception of MIB, Inc., to any agency employed
by Minnesota Life Insurance Company to collect and transmit such information.

| understand the Personal Information is to be used for determining eligibility for insurance and it may be used for
determining eligibility for benefits, or for the purpose of performing actuarial or internal business studies, research,
analytics and other analysis. | understand the Personal Information may be made available to Underwriting, Claims,
and support staff, licensed representatives, and firms of Minnesota Life Insurance Company. | authorize Minnesota

Life Insurance Company or its reinsurers to release any such Personal Information to reinsuring companies, the MIB,
Inc., or other persons or organizations performing business or legal services in connection with my application, claim

or as may be otherwise lawfully required or as | may further authorize. | authorize Minnesota Life Insurance Company,
or its reinsurers, to make a brief report of my personal, or if applicable, my protected health information to MIB, Inc. |
understand that information used or disclosed under this authorization may be re-disclosed by the recipient and may no
longer be protected by federal or state law.

| agree this authorization shall be valid for 24 months from the date it is signed. The 24-month time limit complies with the
time limit, if any, permitted by applicable law in the state where the policy is delivered or issued for delivery. | may revoke
this authorization at any time by sending a written request addressed to Individual Underwriting department, Minnesota
Life Insurance Company, 400 Robert Street North, St. Paul, MN 55101-2098. | understand that a revocation is not
effective to the extent that any action has been taken in reliance on this authorization.

| understand that I, or my legal representative, have the right to request and receive a copy of this Authorization and that a
photocopy shall be as valid as the original. | understand that no sales representative has the company’s authorization, to
accept risk, pass on insurability or make, or void, waive or change any conditions or provisions of the application, policy or
receipt, as applicable.

| acknowledge that | have been given the Securian Privacy Notice. | understand that a copy of this entire application,
including Part 2, will be attached to the policy and delivered to the policyowner.
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USA Patriot Act Notification: The USA Patriot Act requires that Minnesota Life Insurance Company establish an Anti-

Money Laundering (AML) Program, notify customers that we must verify the identity of the owner(s) of our contracts and collect
information sufficient to verify identity. Failure to provide us identification information may result in the delay of insurance coverage
and may result in a decision not to accept your business.

FRAUD WARNING: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud and may be guilty of
a criminal offense and subject to penalties under state law.

Proposed insured signature Proposed insured name (please print)

X

Date City State

Owner signature if other than proposed insured (give title if signed on Owner name (please print)

behalf of a business or trust)

X

Date City State

Owner signature if other than proposed insured (give title if signed on Owner name (please print)

behalf of a business or trust)

X

Date City State
Parent/conservator/guardian signature for juvenile applications signature Parent/conservator/guardian name (please print)
X

Date City State

Is replacement of existing life insurance or annuity involved in this application? [JYes [INo

| believe that the information provided by the owner and proposed insured is true and accurate. | certify | have accurately
recorded all information given by the owner and proposed insured(s).

Licensed representative signature Licensed representative name (please print) Date

X
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Application Part 2

Individual Life Insurance

MINNESOTA LIFE
Minnesota Life Insurance Company - A Securian Company
Life New Business ¢ 400 Robert Street North * St. Paul, Minnesota 55101-2098
Proposed insured name (last, first, middle) Date of birth
Height and weight Change in past year Cause of weight gain or loss
FT. IN. LBS. LBs.[[] cAIN [] Loss
Yes No
1. A. Have you smoked cigarettes in the past 12 months? (If yes, complete the table below.) L] L]
B. Have you ever smoked cigarettes? (If yes, complete the table below.) [] []
Current smoker Past smoker Packs per day |Date last cigarette smoked (mm, dd, yy)
L] []
C. Have you used tobacco or nicotine of any kind, other than cigarettes, in any form, in the L] L]
last 12 months? (If yes, complete the table below.)
D. Have you ever used tobacco or nicotine of any kind, other than cigarettes in any form? [] []
(If yes, complete the table below.)
What type Current user Past user How much Date of last use (mm, dd, yy)
[]
2. Are you taking or do you take any prescription or non-prescription medications or drugs? [] []
If so, please provide information below.
3.  During the past 10 years have you had or been treated for:
A.  Epilepsy; Alzheimer’s; Huntington’s; Parkinson’s; Mild Cognitive Impairment (MCI); dementia; [] []
paralysis; sleep apnea; depression; stress disorders; anxiety disorder; or any other brain,
nervous, mental, emotional or sleep disorder?
B. High blood pressure; chest pain; chest discomfort or tightness; heart attack; heart murmur; [] []
stroke; irregular heart beat; or any other disease or disorder of the heart or blood vessels?
C. Asthma; shortness of breath; bronchitis; pneumonia; emphysema; chronic cough; or any other [] []
lung or respiratory disorder?
D. Abdominal pain; ulcer; colitis; cirrhosis; hepatitis; recurrent diarrhea; intestinal bleeding; or any [] []
other disease of the liver, gallbladder, pancreas, stomach, or intestines?
E. Kidney stone; protein, sugar, blood or blood cells in the urine; or any disorder of the urinary tract, [] []
bladder or kidneys?
F. Disorder or abnormality of the prostate, uterus, ovaries, or breasts; pregnancy complication; [] []
testicular disease; genital herpes, syphilis, gonorrhea, or other sexually transmitted disease?
G. Diabetes; thyroid disorder; lymph node enlargement; skin disorder; or disorder of any other [] []
glands?
H. Cancer; tumor; or cyst? [] []
l. Anemia, leukemia, or other blood disorder (excluding HIV)? [] []
J.  Back or neck pain; spinal strain or sprain; sciatica; arthritis; gout; carpal tunnel syndrome; or [] []
any bone, joint, or muscle disorder?
K. Disorder of the eyes, ears, nose or throat? [] []
L.  Any physical deformity or defect? [] []
M.  Any immune deficiency disorder including AIDS or AIDS-Related Complex (ARC)? L] L]
N. A blood test showing evidence of antibodies to the AIDS (HIV) virus for the purpose of [] []
obtaining insurance?
O. Any chronic or recurrent fever, fatigue or viral illness? [] []
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Yes No

[]
[]

4. Do you consume alcoholic beverages? If yes, what kinds, how much and how often?

5.  During the past 10 years:
A. Have you been advised to limit the use of alcohol or drugs; sought or received treatment, advice,
or counseling for alcohol or drugs; or joined a group because of alcohol or drug use?
B. Have you tried or used cocaine, heroin, marijuana, barbiturates or other controlled substances?

6. Other than above, have you in the past five years:

A. Consulted or been advised to consult a physician, psychiatrist, psychologist, therapist,
counselor, chiropractor, or other health care practitioner? (Include regular check-ups.)

B. Had a check-up, illness, or surgery, or been treated or evaluated at a hospital or any other
health care facility?

C. Had an EKG, x-ray, stress test, echocardiogram, angiography, blood studies or any other
diagnostic test (except those for HIV)?

D. Been advised to have any test, hospitalization, or surgery which was not completed?

E. Hada CT Scan, MRI, EEG or any other diagnostic test for fainting spells, convulsions,
seizures, headaches, or dizziness?

[ e I O N R O
N e I e N R O

7. Height: ft in  Weight: LBS.
In the last 12 months have you had a change in weight? [] []
A. If yes, please provide how many pounds lost or how many pounds gained
B. Was your change in weight due to any of the above medical conditions? [] []

C. Ifno, was your change in weight due to any of the following? (check off all that apply)

[ Diet [] Exercise [ Surgery [] Pregnancy [] unknown

8.  Family History: Make a note of diabetes, cancer, melanoma, heart, and kidney disease.

Age(s) Health History Age(s) Cause of Death

Father
3
Mother | 2 @
= o)
Siblings | 3 S
Q

Siblings
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below.

Yes

Do you have a personal physician or belong to an H.M.O. or clinic? If so, please provide information []

Name

Phone number

Street address

City

State

Zip code

Date last seen

Reason

Give details of all yes answers, including doctors’ names, phone numbers, addresses and dates.

No
[]

| have read the statements and answers recorded on this Application Part 2; they are to the best of my knowledge
and belief true, complete and correctly recorded. | agree that they will become part of this application and any

policy issued on it.

Proposed insured signature

X

Date

Witness
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HIPAA Authorization
For Release of Health-Related Information

To Minnesota Life Insurance Company

Minnesota Life Insurance Company MINNESOTA I'IFE
LIfe New Business ¢ 400 Robert Street North ¢ St. Paul, Minnesota 55101-2098

This authorization complies with the HIPAA Privacy Rule.
Proposed insured/patient name Date of birth

| authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility,
pharmacy benefit manager, or other health care provider that has provided payment, treatment or services to me or on my
behalf within the past 10 years (“My Providers”) to disclose my entire medical record and any other protected health
information concerning me to Minnesota Life Insurance Company (Minnesota Life) and its agents, employees, and
representatives. This includes information on the diagnosis or treatment of Human Immunodeficiency Virus (HIV)
infection and sexually transmitted diseases. This also includes information on the diagnosis and treatment of mental
illness and the use of alcohol, drugs, and tobacco, but excludes psychotherapy notes.

By my signature below, | acknowledge that any agreements | have made to restrict my protected health information do not
apply to this Authorization and | instruct any physician, health care professional, hospital, clinic, medical facility, or other
health care provider to release and disclose my entire medical record without restriction.

This protected health information is to be disclosed under this Authorization so that Minnesota Life may: 1) underwrite my
application for coverage, make eligibility, risk rating, policy issuance and enroliment determinations; 2) obtain reinsurance;
3) administer claims and determine or fulfill responsibility for coverage and provision of benefits; 4) administer coverage;
and 5) conduct other legally permissible activities that relate to any coverage | have or have applied for with Minnesota
Life.

This Authorization shall remain in force for 24 months following the date of my signature below. A copy of this
Authorization is as valid as the original. | understand | am entitled to receive a copy of this Authorization. | understand
that | have the right to revoke this Authorization in writing, at any time, by sending a written request for revocation to
Minnesota Life at 400 Robert Street North, St. Paul, Minnesota 55101-2098. | understand that a revocation is not
effective to the extent that any action has been taken in reliance on this Authorization or to the extent that Minnesota Life
has a legal right to contest a claim under an insurance policy or to contest the policy itself. | understand that any
information that is disclosed pursuant to this Authorization may be redisclosed and no longer covered by federal rules
governing privacy and confidentiality of health information.

| understand that My Providers may not refuse to provide treatment or payment for health care services if | refuse to sign
this Authorization. | understand that if | refuse to sign this Authorization to release my complete medical record,
Minnesota Life may not be able to process my application, or if coverage has been issued may not be able to make any
benefit payments. | acknowledge that | have received a copy of this Authorization.

Signature of proposed insured/patient or personal representative Date

X

Description of personal representative’s authority or relationship to patient

F59016 Rev 8-2011



Representative’s Report

Minnesota Life Insurance Company - A Securian Company MINNESOTA I-":E
Life New Business ¢ 400 Robert Street North ¢ St. Paul, Minnesota 55101-2098

Proposed insured name

Owner name (only complete if the owner is different than the insured.)

Checklist 1. Privacy Notice
L I certify that | left the Your Privacy Is Important To Us notice with the proposed insured.
2. Do you have a place of business in or do you conduct business in New York? [IYes [JNo

LI If yes, | certify | comply with the Minnesota Life Sales Activities Requirements
for Advisors With Offices in or Conducting Business in New York.

3. Does the Application include the Long-Term Care Agreement? [IYes [JNo
[] If yes, | certify that | left the HIPAA Privacy Notice with the proposed insured.

4. Do you know anything not disclosed which might affect the underwriting of this risk? [IYes [JNo

5. Will the Part 2 be completed through Tele-Interview? [IYes [JNo

6. If Replacement is involved, Sales Material Verification (check one):

[ ] | certify that | have used only company approved sales materials for this sale, and that a copy of all sales
materials used was left with the applicant at the time the application was completed.

[] No sales materials were used for this sale.

7. Owner Identity Verification (check one)

[ ] 1 certify that | personally met with the applicant for the solicitation of this policy and reviewed the
identification documents. To the best of my knowledge the documents accurately reflect the identity of the
individual.

11 did not meet in person with the individual or was otherwise unable to personally review the identification
documents. If this box is checked, please describe how the application was solicited and completed:

8. Is the purpose of this insurance to provide an Employee Benefit Plan as defined [lYes [INo
under ERISA? If yes, complete and submit the required ERISA forms and provide the
Services & Compensation Disclosure to the plan fiduciary.

If yes, will this insurance be part of a pension plan with administrative services provided [IYes [INo
by Minnesota Life?

9. Please indicate information for Business Insurance (Buy/Sell, Split Dollar, Key Person)
L] Buy/Sell [] Split Dollar [] Key Person (If Split Dollar, complete and submit Split Dollar Acknowledgement)

* If part of a Split Dollar plan, is economic benefit reporting applicable to this [IYes [INo
split dollar arrangement? (If none selected, default will be yes)

» What is the value of the business? $

* What percentage does the proposed insured own or control? %

* Are there other key individuals applying? [lYes [INo

If yes, indicate the name of each person in the additional information section. If no, indicate the reason.

10. Are you related to the proposed insured? [JYes [JNo

If yes, is the proposed insured a Representative listed here, or a spouse or [lYes [INo
dependent of a listed Representative?

11. | explained to this customer that | represent Minnesota Life with respect to the sale and [lYes [INo
service of this product.
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12.

13.

14.

15.

Military Sales (New Issue sales only)
Regarding this life insurance application, is any owner or proposed insured an active [IYes [INo
duty member of the U.S. Armed Forces?

*If yes, the “Military Personnel Financial Services Disclosure” form needs to also be completed. Submit these
forms to us with the application and provide a copy of the Disclosure form to the applicant(s).

*If yes, please note Minnesota Life does not permit the sale of these life insurance products on a military
installation. “Military Installation” means any federally owned, leased, or operated base, reservation, post,
camp, building or other facility to which service members are assigned for duty, including barracks, transient
housing, and family quarters.

Captive Insurance Company (New Issue sales only)
Does this sale involve the use of a Captive Insurance Company concept? [IYes [1No
*If yes, the “Captive Insurance Company Certification” form needs to also be completed

Will there be a rebate of any kind (i.e., rebate of premium) to the applicant or proposed [JYes [INo
insured or any individual or entity on their behalf? (New Issue sales only)
Will financing (payments by a third party, other than persons or entities related to the [JYes [INo

Applicant or insured) of premium payments be used at any time in the next two years?

(New Issue sales only)

*If yes, the “Premium Financing Disclosure” and “Advisor Attestation for Premium Financing” forms need to be
completed.

Did you recommend that the applicant and/or proposed insured use home equity to pay [JYes [INo
the premiums for this policy?

Have you gathered sufficient information directly from the applicant and proposed insured [JYes [INo
to support your recommendation that the policy is suitable for them?

Were the signatures of the applicant or proposed insured signed electronically? [JYes [INo

16.

17.

18.
Additional
Information

Compensation | If compensation received as a result of the issuance of this policy will be split, either directly or indirectly, between

two or more Representatives, the following section must be completed:

Additional representative name Firm/rep code Commission

%
Additional representative name Firm/rep code Commission

%
Additional representative name Firm/rep code Commission

%

| believe the information provided by this applicant is true and accurate. | certify that all information has been given directly to me by
the proposed insured(s) and that | have accurately recorded such information. | certify that my statements on this Representative's
Report are correct to the best of my knowledge.

| understand that Minnesota Life is relying on the information contained in the application and this Report to determine
whether to offer insurance to the applicant. Failure to respond accurately to any of these questions is a misrepresentation
and may result in Minnesota Life declining the application and in disciplinary action up to and including the termination of
my contract and appointment.

The servicing representative signing below is the representative that has access to all policy information, will receive copies of
confirmations and has transaction capabilities for the policy.

Servicing representative name (please print)

Servicing representative signature Date Firm/rep code Commission

X

%
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Outline of Coverage

Accelerated Benefit Agreement
MINNESOTA LIFE

Minnesota Life Insurance Company - A Securian Company
Individual Life New Business ¢ 400 Robert Street North « St. Paul, Minnesota 55101-2098

This outline describes features of the Accelerated Benefit Agreement which will be issued with your policy. This outline is
not a contract, as only the actual Agreement provisions control. It is, therefore, important that, when presented to you for
delivery, you Read Your Policy Carefully!

The Accelerated Benefit Agreement provides the option to have part of the policy's death benefit paid to you if the insured
has a terminal condition. The payment is a lien against the death benefit, which is repaid when the insured dies. Any
balance of the death proceeds will be paid to the beneficiary. The agreement will be included in the policy without
premium cost to you. Here are some highlights of the benefit:

1. A terminal condition is one, caused by sickness or accident, which directly results in reducing the insured's life
expectancy to 12 months or less. You must supply us with evidence of this fact, certified by a qualified physician.
We may also ask for independent verification at our expense.

2. The maximum accelerated benefit is the lesser of 75% of the death benefit of $1,000,000, or the lesser of that
amount which has been further reduced by the amount of any irrevocable settlement option you may have
elected. The minimum payment is $10,000. You can have the payment in one sum, or in another mutually
agreeable manner.

3. The interest rate that applies to the lien will be set when we process the benefit payment. The rate will not exceed
the greater of the published Moody's Composite Average of Yields on Bonds, or the policy loan interest rate if
your policy allows for loans. Interest on the lien, up to the policy loan value, will not exceed the policy loan
interest rate. Unpaid interest will be added to the balance of the accelerated benefit lien.

If your policy is a term policy, the interest rate that applies to the lien will not exceed the greater of the published
Moody's Composite Average of Yields on Bonds, or 8%. Unpaid interest will be added to the balance of the
accelerated benefit lien.

4. The policy is affected by accelerated benefits you receive, as follows:

Death proceeds are reduced by the amount of accelerated benefits paid plus accrued interest.

e Loan or cash surrender values, if any are associated with this policy, are available only if they exceed
the accelerated benefits paid plus accrued interest.

e If your policy is a participating policy, we expect no further dividends will be declared for participating
policies after the accelerated benefit has been paid.

5. This is not long term care or nursing home insurance. And, you may not be eligible for this benefit if:

e creditors, in bankruptcy or otherwise, require this option to meet claims; or
e agovernment agency requires this option to apply for, obtain, or keep entitlement benefits.

6. The receipt of any accelerated benefit payment may be taxable to you. You should seek assistance from
your personal tax advisor.
Please date and sign as indicated and keep a copy. Send the original copy to Minnesota Life with the insurance

application.

| have read this Outline of Coverage on (date).

Registered representative signature (witness) Applicant signature (owner)

X X
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4506-T Request for Transcript of Tax Return

Minnesota Life Insurance Company - A Securian Company MINNESOTA I'IFE
Life New Business @ 400Robert StreetNorth e St. Paul, Minnesota 55101-2098

This federal form allows Minnesota Life to conveniently pursue financial documentation required to evaluate your
application for insurance.

Obtaining tax returns in this manner allows Minnesota Life to maintain the Insured’s privacy.

In order for Minnesota Life to process this request please complete the following steps:

¢ Complete the highlighted sections 1a, 1b, 2a, 2b, 3 and 4. All information must be entered as it appears on your
tax returns.

¢ Sign and date the form at the bottom.
¢ [f jointtax returns are filed then both the insured and the spouse must sign and date the form.

¢ Indicate the telephone number of the taxpayer on line 1a or 2a.

Thank you for your business.

F80080 Rev 2-2015



o
e

!
i
i
H

4506_"‘ Request for Transcript of Tax Retumn

Form . . . .

{Rev. September 2015} > DO)“: tsign :h's fot:m u?lefsda_l: ::p:'ca ble lines ha‘l'et beer"i“??::;e"ed' OMB No. 15451872
Department of the Treasury equest may be rejected if the form is incomplete or illegible.

Intarnal Revenua Service » For more information about Form 4506-T, visit www.irs.gov/form4506¢.

Tip. Use Form 4508-T to crder a transcript or other return information free of charge, See the product list below, You can quickly request transcripts by using
our automated self-help service tools. Please visit us at IRS.gev and click on *Get a Tax Transeript..." under “Tools" or call 1-800-808-89486, If you need a copy
of your refum, use Form 4506, Request for Copy of Tax Return. There is a fes to get a copy of your return.

1a Name shown on tax return. If a joint return, enter the name 1b First social security number on tax return, individual taxpayer identification
shown first. number, or employer identification number (see instructions)
2a If a joint return, enter spouse’s name shown on tax return. 2b Second social security number or individual taxpayer
identification number if joint tax return

3 Current name, address (including apt., room, or suite no.), city, state, and ZIP code {ses instructions)

4 Previous address shown on the last return filed if different from line 3 {see instructions)

§ If the transcript or tax information is to be mailed to a third party {(such as a mortgage company), enter the third party’s name, address,

and telephone number.
LexisNexis Risk Solutions, 6001 Park of Commerce Blvd, Boca Raton, FL 33487

PH: 561-999-4000 Fax: 877-832-3615 UID: IRSVERIFY1l

Caution: If the tax transcript is being mailed to a third party, ensure that you have filled in lines 8 through 9 before signing. Sign and date the form once
you have filled in these lines. Complating these steps helps to protect your privacy. Once the [RS discloses your tax transcript to the third party listed
on line &, the IRS has no control over what the third party does with the information. If you would like to limit the third party's authority to disclase your
transcript information, you can specify this limitation in your written agreement with the third party.

6  Transcript requested. Enter the tax form number here (1040, 1065, 1120, etc.) and check the appropriate box below. Enter only one tax form
number per request. » 1040, W2

a Return Transcript, which includes most of the line items of a tax return as filed with the IRS. A tax retum transcript dees not reflect
changss made to the account after the return is processed. Transcripts are only available for the following retums: Form 1040 series,
Form 1065, Ferm 1120, Form 1120-A, Form 1120-H, Form 1120-L, and Form 11208, Return transcripts are available for the current year
and returns processed during the prior 3 processing years. Most requests will be processsd within 10 businessdays . . ]

b Account Transcript, which contains information on the financial status of the account, such as payments made on the account, penalty
assessments, and adjustments made by you or the IRS after the return was filed. Return information is limited to items such as tax liability
and estimated tax payments. Account franscripts are available for most returns. Most requests will be processed within 10 business days

¢ Record of Account, which provides the most detailed information as it is a combination of the Return Transcript and the Account

Transcript. Available for current year and 3 prior tax years. Most requests will be processed within 10 businessdays . . . . . . []
7 Verification of Nonfiling, which is proof from the IRS that you did not file a return for the year. Current year requests are only avaifable
affer June 15th, There are no availability restrictions on prior year requests. Most requests will be processed within 10 business days. . [

8  Form W-2, Form 1099 series, Form 1098 series, or Form 5498 series transcript. The IRS can provide a transcript that Includes data from
these information returns. State or iocal information is not included with the Form W-2 information, The IRS may be able to provide this
transcript information for up to 10 years. Information for the current year is generally not available until the year after it is filed with the IRS. For
example, W-2 information for 2011, filed in 2012, will liksly not be available from the IRS untl 2013. If you need W-2 information for retiremant
purposes, you should contact the Social Security Administration at 1-800-772-1213. Most requests will be processed within 10 business days . [0]

Caution: If you need a copy of Form W-2 or Farm 1098, you should first contact the payer. To gst a copy of the Form W-2 or Form 1098 filed
with your return, you must use Form 4506 and request a copy of your return, which includes all attachments.

9  Year or period requested. Enter the ending date of the year or perlod, using the mm/dd/yyyy format. If you are requesting more than four
years or periods, you must attach ancther Form 4508-T. For requests relating to quarterly tax returns, such as Form 941, you must enter

each quarter or tax period separately. / / |12 /31 /2013 |12 /31 /2014 |12 /31 /2015

Caution: Do not sign this form unless all applicable lines have been completed,

Signature of taxpayer{s). | declare that | am either the taxpayer whose name is shown on line 1a or 2a, or a perscn authorized to obtain the tax
information requested. If the regquest applies to a joint return, at least one spouse must sign, If signed by a corporats officer, 1 percent or more
shareholder, partner, managing member, guardian, tax matters partner, executor, recelver, administrator, trustee, or party other than the taxpayer, |
certify that | have the authority to execute Form 4506-T on behalf of the taxpayer Note: For transcripts being sent to a third party, this form must be

received within 120 days of the signature date,

[ Signatory attests that he/she has read the attestation clause and upon so reading declares that he/she Phone numbar of taxpayer on line
has the authority to sign the Form 4506-T. See instructions. 1aor 2a
) Signature (see instructions) Date
Sign

Here } Title {if line 1a above is a corporation, partnership, estate, or trust)

} Spouse's signature Date
For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 37867N Form 4806-T [Rev. 9-2015)
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Form 4506-T (Rev. 9-2015}

Page 2

Section references are to the Internal Revenue Code
unless otherwise noted.

Future Developments

For the latest infarmation about Form 4506-T and its
instructions, go to www.irs.gov/form4506t.
Infarmation about any recent developments affacting
Form 4506-T (such as legislation enacted after we
released i) will be posted on that page,

General Instructions

Caution: Do not sign this form unless all applicable
lines have been completed,

Purpose of form. Use Form 4506-T to request tax
return information. You can alsc designate {on line 5}
a third party to receive the information. Taxpayers
using a tax year beginning in cne calendar year and
ending in the following year (fiscal tax year) must file
Form 4506-T to request a return transcript.

MNote: If you are unsure of which type of transcript
you nesd, requast the Record of Account, as it
provides the most detailed information.

Tip. Use Form 4506, Request for Copy of

Tax Return, to requast copies of tax retums.
Automated transeript request. You can quickly
request transcripts by using our automated
salf-help service tcols. Please visit us at IRS.gov and
click on "Get a Tax Transcript...” under “Tools” or
call 1-800-908-9946,

Where to fite. Mail or fax Form 4506-T to

the address below for the state you Bved in,

or the state your business was in, when that return
was filed, There are two address ¢harts: one for
individual transcripts (Form 1040 series and Form
W-2) and one for all other transcripts.

If you are requesting more than one transcript or
other preduct and the chart below shows two
different addresses, send your request to the
address based on the address of your most recent
raturn.

Chart for individual transcripts
{Form 1040 series and Form W-2
and Form 1098)

If you filed an

individual return
and lived in:

Mail or fax to:

Chart for all other transcripts

If you lived in
or your business
was in:

Mail or fax to;

Alabama, Kentucky,

Louisiana, Mississippi,

Tennessee, Texas, a Interna! Revenue Service
foreign couniry, American  BAIVS Team

Samoa, Puerto Rico, Stop 6716 AUSC

Guarn, the Austin, TX 73301
Commonwealth of the

Northern Mariana Islands,

the U.S. Virgin lslands, or  §12-460-2272

AP.Q, or F.P.Q, address

Alaska, Arizena, Arkansas,
California, Colorado,
Hawaii, Idaho, linois,
Indiana, lowa, Kansas,
Michigan, Minnescta,
Montana, Nebraska,
Nevada, New Maxico,
North Dakata, Oklahoma,
Oregon, South Dakota,
Utah, Washington,
Wisconsin, Wyoming

Internal Revenue Service
RAIVS Team

Stop 37106

Frasno, CA 93888

559-456-7227

Connecticut, Delaware,

District of Columbia,

Florida, Georgla, Maine, Internal Revenue Service
Maryland, Massachusetts, RAIVS Team

Missouri, New Hampshire, Stop 6705 P-6

New Jersey, New York, Kansas City, MO 64999
North Carolina, Ohio,
Pennsylvania, Rhode
Island, Scuth Carclina,
Vermont, Virginia, West
Virginia

816-202-6102

Alabama, Alaska,
Arizona, Arkansas,
California, Colorado,
Floridta, Hawaii, Idaho,

lowa, Kansas,

Louisiana, Minnesota,

Mississippi, Internal Revenue Service
Misscuri, Montana, RAIVS Team

Nebraska, Nevada, P.C. Box 9941

New Mexico, Mail Stop 6734

Narth Dakota, QOgden, UT 84409

Oklahoma, Oregon,
South Dakota, Texas,
Utah, Washington,
Wyoming, a foreign
country, American
Samoa, Puerto Rico,
Guam, the
Cemmonwealth of the
Nerthern Mariana,
Islands, the U8, Virgin
Islands, or A.P,C. or
F.P.Q. address

801-620-6922

Connecticut,
Detaware, District of

Golumbia, Georgia
9 Internal Revenue Service

lllinois, Indiana,

Kentucky, Mains, RAIVS Team
Maryland, P.C. Box 145500
Massachusetts, Stop 2800 F
Michigan, New Cincinnati, OH 45250

Hampshire, New
Jarsey, New York,
North Carolina,
Ohie, Pannsylvania,
Rhods island, South
Carolina, Tennessee,
Vermont, Virginia,
West Virginia,
Wisconsin

859-669-3592

Line 1b. Enter your employer dentification numbar
{EIN) if your request relates to a business return.
Ctherwise, enter the first social security number
(SSN) or your individual taxpayer identification
number {ITIN) shown on the return. For example, if
you are requesting Form 1040 that includes
Schedule C (Form 1040}, enter your SSN.

Line 3. Enter youwr current address. If you use a P.O,
box, Include it on this line.

Line 4. Enter the address shown on the last return
filed if ditferent from the address entered on ling 3.

Note: If the addresses on lines 3 and 4 are different
and you hava not changed your address with the
IRS, file Form 8822, Change of Address. For a
business address, filo Form 8822-B, Change of
Address or Responsible Party — Business.

Line . Enter only ane tax form number per
request.

Signature and date. Form 45068-T must be signed
and dated by the taxpayer listed on line 1a or 2a. If
you completed Ene 5 requesting the informaticn be
sent to a third party, the IRS must receive Form
4506-T within 120 days of the date signad by the
taxpayer or it will be rejected. Ensure that all
applicabte lines are completed before signing.

S You must check the box in the signature
area lo acknowledge you have the
authority to sign and request the
information. The form will not be

CAUTION processed and returned to you if the
box is unchecked.

Individuals. Transcripis of jointly filed tax returns
may be furnished to either spouse. Only one
signature is requirad. Sign Form 4508-T exactly as
your name appsared on the original return. If you
changed your nama, also sign your current name.

Corporations. Generally, Form 4506-T can be
signed by: (1) an officer having legal authority to bind
the corporation, {2) any person designated by the
board of directors or other governing body, or (3)
any cofflcer or employee on written request by any
principal officer and attestsd to by the secretary or
other officer. A bona fide shareholder of record
owning 1 percent or mare of the outstanding stock
of the corparation may submit a Form 4506-T but
must provide documentation to support the
requester's fight to recaive the infermaticn,

Partnerships. Generally, Form 4506-T can be
signed by any person who was a member of the
partnership during any part of the tax period
requested on line 9.

All athers. See section 6103(e) if the taxpayer has
died, is insclvent, is a dissolved corporation, or ifa
trustee, guardian, executor, recsiver, or
administrator is acting for the taxpayer,

Note: If you are Heir at law, Next of Kin, or
Bensficiary you must be abde to establish a material
interest in the estate or trust.

Dacumentation. For entities other than individuals,
you must attach the authorization document. For
example, this could be the letter from the principal
officer authorizing an employee of the corporation or
the letters testamentary authorizing an individual to
act for an estate.

Signature by a representative, A representative
can sign Form 4506-T for a faxpayer only if the
{axpayer has specifically delegated this authority to
the representative on Form 2848, line 5. The
representative must attach Form 2848 showing the
delegation to Form 4506-T.

Privacy Act and Paperwork Reduction Act Notice.
We ask for the information on this form to estabilsh
your right to galn access to the requested tax
information under the Internal Revenue Code. We
need this information to properly fdentify the tax
Information and respond to your request, You are
not required to request any transcript; if you do
request a transcript, sections 6103 and 6109 and
their regukations require you to provide this
information, including your 8SN or EIN. If yoeu do not
provide this Information, we may not be able to
process your request. Providing false or fraudulent
Information may subject you to penalties.

Routine uses of this informatlon include giving it to
the Department of Justice for civil and criminal
litigation, and cities, states, the District of Columbia,
and U.S. commonwealths and possessions for use
in administering their tax laws. We may alsc disclose
this infarmation to other countries under a tax treaty,
to federal and state agencies to enforce federal
nontax criminal laws, or to federal law enforcement
and inteligence agenciss to combat terrcrism,

You are not required to provide the infermation
raguested on a form that is subject to the Paperwork
Reduction Act unfess the form disptays a valid OMB
conirel number, Books or records relating to a form
or its instructions must be retained as long as their
contents may become material in the administration
of any internal Revenue faw. Generally, tax refurns
and retum informaticn are confidential, as reguired
by section 6103,

The time needed to complete and file Ferm
4506-T will vary depending on individual
circumstances. The estimated average time is:
Learning about the law or the form, 10 min.;
Preparing the form, 12 min,; and Copying,
assembling, and sending the form te the IRS,
20 min,

If you have comments conceming the accuracy of
these time estimates or suggestions for making
Form 4506-T simpler, we would be happy to hear
from you. You can write to:

Internal Revenue Service

Tax Forms and Publications Division
1111 Constitution Ave, Nw, IR-6526
Washingion, DC 20224

Do not send the form to this address. Instead, see
Where fo file on this page.
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Securian Financial Group SECURIAN®
Rev. 11/2015

WHAT DOES SECURIAN DO WITH
FACTS YOUR PERSONAL INFORMATION?

Financial companies choose how they share your personal information. Federal
law gives consumers the right to limit some but not all sharing. Federal law also
requires us to tell you how we collect, share and protect your personal information.

Please read this notice carefully to understand what we do.

The types of personal information we collect and share depend on the product or
service you have with us. This information can include:

 Social Security number, income, and employment information

» Account balances, transaction history and credit history

» Medical information and risk tolerance

» Assets and investment experience

All financial companies need to share customers' personal information to run their
everyday business. In the section below, we list the reasons financial companies

can share their customers' personal information; the reason Securian chooses to

share; and whether you can limit this sharing.

For our everyday business purposes - such as to process
your transactions, maintain your account(s), respond to court Yes No
orders and legal investigations, or report to credit bureaus

For our marketing purposes - to offer our products and
services to you

For joint marketing with other financial companies Yes No
For our affiliates' everyday business purposes - information

Yes No

about your transactions and experiences ves No

For our affiliates' everyday business purposes - information No We don't share
about your creditworthiness

For our affiliates to market to you No We don't share
For non-affiliates to market to you Yes Yes

Mail the form below to limit sharing by Securian Financial Services, Inc. No
other Securian affiliates or subsidiaries share in a manner that allows you to
limit the sharing.

Please note: If you are a hew customer, we can begin sharing your information
30 days from the date we sent this notice. When you are no longer our
customer, we continue to share your information as described in this notice.
However, you can contact us at any time to limit our sharing.

Call 1-855-750-2019

-~ — oo

O 1 wish to exercise my right to opt-out of sharing by Securian Financial Services, Inc. Do
not share my personal information with an unaffiliated firm should my representative leave
Securian Financial Services, Inc.

Mail To:

Securian Financial Group, Inc.
Attn: Privacy Preferences
400 Robert St N, St. Paul, MN 55101



Who is providing
this notice?

How does Securian
protect my personal
information?

How does Securian

collect my personal
information?

Why can't | limit
all sharing?

What happens when
I limit sharing for an
account | hold jointly
with someone else?

Affiliates

Non-affiliates

Joint marketing

This notice is provided by Securian Financial Group, Inc. and its affiliates.
Securian's affiliates are listed below.

To protect your personal information from unauthorized access and use,
we use security measures that comply with federal law. These measures
include computer safeguards and secured files and buildings.

We collect your personal information, for example, when you

* Open an account or apply for insurance

* Enter into an investment advisory contract or seek advice about your
investments

* Tell us about your investment or retirement portfolio

We also collect your personal information from others, such as credit
bureaus, affiliates or other companies.

Federal law gives you the right to limit only

« Sharing for affiliates' everyday business purposes - information about
your creditworthiness

* Affiliates from using your information to market to you

* Sharing for non-affiliates to market to you

State laws and individual companies may give you additional rights to
limit sharing. See below for more on your rights under state law.

Your choices will apply to everyone on your account.

Companies related by common ownership or control. They can be
financial and non-financial companies.

 Our affiliates include companies with a Securian name; insurance
companies such as Minnesota Life and financial companies such
as CRI Securities, LLC.

Companies not related by common ownership or control. They can
be financial and non-financial companies.

The only non-affiliates Securian shares with are your representative
and another financial services firm, which your representative may
join upon leaving Securian.

A formal agreement between non-affiliated financial companies that
together market financial products or services to you.

If you live in California, North Dakota or Vermont, we are required to obtain your affirmative consent for a non-affiliate to market to you.

This privacy notice applies to Securian Financial Group, Inc., Securian Life Insurance Company, Securian Financial Services, Inc., Securian Trust Company, N.A.,
Securian Casualty Company, Securian Financial Network, Minnesota Life Insurance Company, American Modern Life Insurance Company, Southern Pioneer Life
Insurance Company, and CRI Securities, LLC.



Information we collect

To provide you with products or services, or pay
your claims, we collect information that is not
publicly available. This may include information
such as your name, address, assets, income,
net worth, beneficiary designations and other
information from your application. We also
collect information about your transactions

with us, our family of companies or with others,
such as insurance policy information, premiums,
payment history, and investment purchases.
We may also collect information such as claims
history or credit scores from consumer reporting
agencies.

How we share information

We may share the information we collect as
described in this notice with others.

Disclosures are only made if authorized by
you or as permitted or required by law. For
example, we may disclose information to
companies that perform services for us, such
as preparing or mailing account statements,
processing customer transactions or
programming software; to companies to assist
us in marketing our own products or services;
or to affiliates for the purpose of servicing or
administering your account. We may also
disclose contact information to financial
institutions (such as insurance companies,
securities brokers or dealers and banks) with
whom we have joint marketing agreements.
Additionally, your financial representative and
other Securian employees who assist your
representative have access to the information
they need to provide services to you.

We may share the information described here
with government agencies or authorized third
parties as required by law. For example, we may
be required to share such information in response
to subpoenas or to comply with certain laws.

Before we disclose customer information to
service providers, companies with whom we
have joint marketing agreements, or companies
assisting us in marketing our own products or
services, we require them to agree to keep this

information confidential and to use it only as
authorized by us. They are not permitted to
release, use or transfer any customer information
to any other person without our consent.

How we protect your privacy

We follow these policies and practices to protect
the personal information we have about you:

1. We do not sell personal information about you
to anyone.

2. We do not share medical information with any
affiliates or third parties for any reason unless
you have given your consent or unless required
or permitted by law.

3. We maintain physical, electronic and
procedural safeguards designed to protect
your personal information. We restrict access
to personal information about you to those
employees we believe need access to provide
products and services to you. Employees who
deal with personal information are trained
to adhere to confidentiality standards. Any
employee who violates these standards is
subject to discipline.

Notice to plan sponsors/
group policyholders

This privacy notice describes our practices

for safeguarding personal information about the
individuals who purchase our financial products
and services primarily for personal, family or
household purposes. If you are a plan sponsor or
group policyholder, this privacy notice describes
our practices for collecting, disclosing and
safeguarding personal information about group
plan participants.

Former customers

Information about our former customers is
kept for the period of time required by our
Records Retention Policies. During this time,
the information is not disclosed except as
required or permitted by law.

The information is destroyed in a secure manner
when we are no longer required to maintain it.



Vermont: Under Vermont law, we will not share information we collect about you with companies outside of our corporate family, unless the law allows. For example,
we may share information with your consent, to service your accounts or under joint marketing agreements with other financial institutions. We will not share
information about your creditworthiness within our corporate family except with your consent, but we may share information about our transactions or experiences
with you within our corporate family without your consent.

California: Under California law, we will not share information we collect about you with companies outside of Securian unless the law allows. For example, we may
share information with your consent or to service your account(s). We will limit sharing among our affiliates to the extent required by California law.

For Insurance Customers in AZ, CA, CT, GA, IL, ME, MA, MN, MT, NV, NJ, NC, OH, OR and VA only. The term "Information” in this part means customer
information obtained in an insurance transaction. We may give your Information to state insurance officials, law enforcement, group policy holders about claims
experience or auditors as the law allows or requires. We may give your Information to insurance support companies that may keep it or give it to others. We may
share medical Information so we can learn if you qualify for coverage, process claims or prevent fraud, or if you say we can. You can request to review your personal
data in our files by writing to us at the address shown on your statement. If you believe your personal data is incorrect, you may contact us at the same address.

For MA Insurance Customers only. You may ask, in writing, for the specific reasons for an adverse underwriting decision. An adverse underwriting decision is
where we decline your application for insurance, offer to insure you at a higher than standard rate or terminate your coverage.

Securian Financial Group, Inc.
www.securian.com

400 Robert Street North, St. Paul, MN 55101-2098
@2015 Securian Financial Group, Inc. All rights reserved.

F75722 Rev 11-2015 DOFU 11-2015



Individual Life Insurance
Life Receipt and Temporary Insurance Agreement

MINNESOTA LIFE

Minnesota Life Insurance Company - A Securian Company
Life New Business ¢ 400 Robert Street North ¢ St. Paul, Minnesota 55101-2098

THIS IS TO BE LEFT WITH THE OWNER AT THE TIME MONEY IS TAKEN. (NOT VALID FOR USE IN KANSAS.)

All premium checks must be made payable to Minnesota Life; do not make checks payable to the representative and do not
leave payee blank.

Money cannot be accepted by the representative if:
1. The application is taken in Kansas. If money is received with an application taken in Kansas, the application will
immediately be declined and the money returned, or
the proposed insured is 76 or older, or
the proposed insured has a history of heart disease, stroke, cancer, or diabetes, or
the proposed insured has been rated or declined for life insurance in the past, or
the total amount of insurance requested in all applications on the proposed insured (or if survivorship coverage is
requested, both proposed insureds combined) exceeds $5,000,000.

arpwbD

If you have paid our representative at least the initial minimum premium for the policy you applied for, we will provide the following
benefits:

TEMPORARY INSURANCE
In consideration of receiving your payment, we provide the following temporary insurance on the life of the proposed insured.

Temporary Accidental Death Insurance: We will pay the beneficiary the amount of life insurance applied for, or $10,000, whichever
amount is less, if:

1. Part 1 of the application has been completed, and
2. the proposed insured’s death results solely from an accidental injury and not as the result of suicide, and
3. this agreement has not terminated.

Temporary Life Insurance: We will pay the beneficiary the amount of life insurance you applied for (not including any Accidental Death
Benefit applied for), or $250,000, whichever is less, if:

1. Both Part 1 and Part 2 of the application have been completed, and

2. all representations on the Part 1 and Part 2 are true and complete, and

3. the proposed insured dies as the result of any cause other than suicide, and
4. this agreement has not terminated.

Termination of Temporary Insurance: The temporary insurance provided by this agreement will terminate on the earlier of:

1. 60 days after the date of this receipt, or
2. on the date we tender to you the policy applied for, or a policy other than as applied for, or a notice of rejection of
the application.

THE INSURANCE APPLIED FOR

Insurability of the proposed insured’s will be determined at our Home Office according to our underwriting rules. We will have until the
actual delivery of the policy to make this determination.

In no event will coverage exist under both this agreement and the policy or policies we offer you.
If you give us a check or draft which is not honored, this receipt and agreement shall be void.

Refund Conditions: We will refund the full amount of your premium payment, unless you accept delivery of the policy we offer or
unless we pay a claim under this agreement.

Definitions: When we use the following words in the agreement this is what we mean.

“you”, “your” - means the owner.
“we”, “our”, “us” - means Minnesota Life Insurance Company, St. Paul, Minnesota 55101-2098.

“beneficiary” - means the beneficiary or beneficiaries named in the application.

Representative’s Authority: No representative, including any medical examiner, has the authority to determine the insurability of the
proposed insured, to waive the answer to any question contained in the application, to modify the application in any respect, or bind us
by making any promise or representation other than as contained in this agreement.

Proposed insured name (last, first, middle)

Money paid by Amount received
$

Representative signature Date

X

F59796 Rev 6-2016



Electronic Funds Transfer Authorization

Minnesota Life Insurance Company - A Securian Company MINNESOTA I-IFE
Individual Policyowner Services ¢ 400 Robert Street North « St. Paul, Minnesota 55101-2098 « 1-800-649-5726

Policyowner name

Proposed insured name Policy number

Initial Premium
(Select one only)

[] 1 authorize Minnesota Life to initiate a one-time [] 1 authorize Minnesota Life to withdraw the Initial
withdrawal, via EFT from the account listed below, Premium, via EFT from the account listed below. |
upon receipt of my application in the amount of authorize the withdrawal, upon the receipt of all

or | am providing Minnesota Life OR  outstanding Delivery Requirements and at Minnesota
with a check in the amount of $ . Life. At the time my policy is delivered, my agent will
My agent provided me with a copy of the Life Receipt inform me of the premium amount.

and Temporary Insurance Agreement. This option is
not available for applications taken in Kansas.

Recurring Automatic Premium Payments (Only Available on Monthly Pay Plans)

[J 1 authorize Minnesota Life to withdraw subsequent monthly premium payments, via EFT from the account listed
below. | authorize the withdrawal, subject to the terms of the life insurance contract.

ELECTRONIC FUNDS TRANSFER ACCOUNT HOLDER AUTHORIZATIONS

| hereby authorize Minnesota Life Insurance Company to take deductions each month from the checking or savings
account with the financial institution as indicated on this application. | understand and agree that this authorization is
subject to the following conditions:

* The amount of the deduction will be equal to the scheduled premium due for my insurance coverage as shown on
the policy data pages.

* | will receive notice of each electronic debit entry that varies in the amount from the previous entry.

* This authorization is to remain in full effect until Minnesota Life has received and has had reasonable time to act on
the authorized account holder’s request to cancel in writing at 400 Robert Street North, Saint Paul, MN 55101 or by
telephone at 1-877-282-1930 from 8:00 a.m. CST to 5:00 p.m. CST.

Bank Account Information and Account Holder Authorization

Name of financial institution City State

Bank routing number (located on bottom of check) Bank account number (do not included the check number)

|:| Checking |:| Savings (Provide account number only)

Print the name(s) of the person(s), business, or entity account holder, AND list all recognized signers on the account:
1. 3.
2. 4.

[J Add policy to existing EFT Plan Number

If bank/account information and/or draw date on this existing plan is being changed, check here |:| and indicate changes
above.

Authorized account holder signature (include a title if signing on behalf of a business or entity) Date signed
X
Print authorized account holder name Address of signer (street, city, state)
Firm/rep code HOME OFFICE USE ONLY
Home office completion date | Home office signature
X

F70467 Rev 6-2016



Request for lllustration

Minnesota Life Insurance Company - A Securian Company MlNNESOTA I.":E
Life New Business ¢ 400 Robert Street North * St. Paul, Minnesota 55101-2098

An illustration is required with all applications, unless application is for a term or variable product, in states where the
NAIC Model lllustration regulation has been adopted. If an illustration is not submitted with the application or if the illus-
tration differs from the policy applied for, this form is required at application and the illustration must be obtained upon
delivery.

COMPLETE THIS SECTION IF THE POLICY IS APPLIED FOR OTHER THAN ILLUSTRATED (A REVISED
ILLUSTRATION IS NECESSARY):

| certify that | received an illustration of policy values that differs from the policy | am applying for. | understand
that an illustration conforming to the policy as issued will be provided no later than at the time of policy delivery.

Applicant/policyowner name

Applicant/policyowner signature Date
X
Representative signature Date
X

COMPLETE THIS SECTION IF NO ILLUSTRATION WAS PRESENTED TO THE CLIENT:

| certify that no illustration of policy values was presented to me and understand that an illustration conforming
to the policy as issued will be provided no later than at the time of policy delivery.

Applicant/policyowner name

Applicant/policyowner signature Date
X
Representative signature Date
X

F59064 Rev 5-2013



Split Dollar Acknowledgement
Individual Life Insurance

Minnesota Life Insurance Company - A Securian Company MINNESOTA I.IFE
Life New Business e 400RobertStreetNorth e St. Paul, Minnesota 55101-2098

The undersigned is owner of a Minnesota Life policy being utilized in a Split Dollar arrangement and hereby
acknowledges:

¢ Minnesota Life's sole obligations are limited to providing life insurance coverage under the terms of the life
insurance policy to be issued.

¢ |acknowledge that split dollar arrangements are one method of paying life insurance premiums and that | am not
obligated to purchase my policy using this strategy.

¢ Minnesota Life has not provided me with tax advice regarding this transaction.
¢ |understand that | am obligated to repay any loans or advances associated with this split dollar plan.

¢ Minnesota Life makes no representation that any life insurance policy issued is either suitable or appropriate for
the business needs or uses intended.

Name of owner - please print

Signature - owner Date

X

F79507 6-2013



Replacement Disclosure Statement

Minnesota Life Insurance Company - A Securian Company
Life New Business e 400RobertStreetNorth e St. Paul, Minnesota 55101-2098 MINNESOTA LIFE
Policy number (for existing policies) |Insured name Owner name (if different from insured)

This replacement was initiated by: [] Policyowner []Representative
REPLACEMENT DISCLOSURE

I have/will liquidate (includes surrender, loan, or withdrawal) the following products/investments, in conjunction with my
insurance purchase:

COMPANY NAME & PRODUCT LIQUIDATED | FULL OR FACE ANNUAL AMOUNT SURRENDER
POLICY NUMBER (i.e.: mutual fund, annuity, | PARTIAL AMOUN PREMIUM | LIQUIDATED| CHARGES OR
cash value or term life Insurance Only) | (Insurance | (Cashvalue) | REDEMPTION FEE
insurance) Only) ($ Amount)

O variableLite [ TermLife ,
O wholeLite  [] Other 0 Futl [ yes [ No

[ indexed Life L Partial $ $ $ $

|:| Variable Life |:| Term Life
[ wholeLite  [] other 01 Ful O Yes [ No

[ indexed Life L Partial $ $ $ $

*Attach another form if more replacements taking place

PRODUCT SUITABILITY (Life to Life Replacements Only)
To be completed by the Representative:

1. Did you sell the client the replaced policy? O Yes ONo
2. Does the client have an exchange or conversion feature with the insurance product
they intend to replace? If yes, why is the client not taking advantage of it? O vYes OONo

3. What is the benefit of this replacement to the client?

REPLACEMENT ACKNOWLEDGEMENTS

If funds used to purchase this insurance policy come from a lapse, surrender, 1035 Exchange, loan, withdrawal, or
other change to any existing life insurance, annuity, or mutual fund, this is considered a replacement and this Disclosure
Statement must be completed.

By signing this Disclosure Statement, you acknowledge your understanding of the following in regard to a replacement
transaction:

® |ssuance of a new policy is subject to underwriting review and approval, and higher risk rating due to health;
® |f issued, my new insurance policy will be subject to a new contestability period;

® | will incur new first year expense charges when purchasing this policy;
[ ]

I may be subject to capital gain/loss resulting in a tax consequence and have been advised to contact a
qualified tax professional to inquire about my individual situation; and

* My policy may be subject to extended surrender charge periods.

SIGNATURES
| have read and understand the statements in this Disclosure, and the information provided is true and accurate.

Owner signature Date

X

I have appropriately acted on behalf of my client by reviewing all points in this Disclosure. | believe the information
provided in this Disclosure Statement is complete and accurate to the best of my knowledge and that this transaction is
suitable for the client.

Representative signature Date Firm/repcode

X

Field principal signature (required only for Variable and Indexed Life sales through Securian Financial Services) [ Date

X

Home office signature Date

X
F59789 Rev 2-2011




Notice Regarding Replacement

MINNESOTA LIFE

Minnesota Life Insurance Company
400 Robert Street North ¢ St. Paul, Minnesota 55101-2098

NAME OF APPLICANT (Please Print)

REPLACING YOUR LIFE INSURANCE OR ANNUITY?

Are you thinking about buying a new life insurance policy or annuity and discontinuing or changing an existing one?
If you are, your decision could be a good one - or a mistake. You will not know for sure unless you make a careful
comparison of your existing benefits and the proposed benefits.

Make sure you understand the facts. You should ask the agent or company that sold you your existing policy to give
you information about it.

Hear both sides before you decide. This way you can be sure you are making a decision that is in your best interest.
We are required by law to notify your existing company that you may be replacing their policy.

List below the identification of policies which are involved in the replacement transaction.

COMPANY NAME COMPANY NAME COMPANY NAME COMPANY NAME
CONTRACT NUMBER CONTRACT NUMBER CONTRACT NUMBER CONTRACT NUMBER
APPLICANT’S SIGNATURE DATE

X

AGENT’S SIGNATURE DATE

X

IANOOOO17
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