ANRA Member Application For Term Life Insurance

AMERICAN NURSES . _ _
ASSOCIATION American Nurses Association/State Nurses Association
Underwritten by: Hartford Life Insurance Company, Simsbury, CT 06089

PERSONAL INFORMATION

Name:

pades HIE%FORD
City: Sae Zip: Policy Number AGL-1540
Sec. UMae QFemde Heght: ft. in. Weight lbs. Z6WEBT

E-mal: Birthdate: / / Paceof Birth:

PhoneNumber ( ) -

Amount Desred:  $ PleaseIndicate: 1 New Coverage [ Changein Coverage

Dependent Child Coverage: 1 Yes d No
If Yes, full name: Redationship:

Birthdate: / / Heght: ft. in.  Weaght: Ibs.

Beneficiary: Print full nameand relationshiptoyou.
Name: Rdationship:

The proposed insured will bethe beneficiary for any Dependent Coverage desired.

Tobedigiblefor coverage, you must have been actively engaged in thefull-timeduties of your occupation, or if not
employed, been ableto perform the normal activitiesof aperson of like age and sex during the 90-day period
immediately beforethedate of thisApplication.

At any timeduring thelast 12 months, have you smoked cigarettesor cigars, or used apipe, chewing tobacco, nicotine
chewing gum, or snuff? dYes d No

Haveyou ever had or beentreated for aheart murmur, high blood pressure, stroke, or any disease or disorder of the

heart, blood or circulatory system, asthma, shortness of breath, tuberculosisor any disease or disorder of thelungsor

respiratory system, colitis, ulcer, kidney diseaseor disorder of thedigestive, urinary or reproductive system, alcoholism,

drug abuse, severe headaches, epilepsy, dizzinessor any disorder of thebrain or nervous system, including mental or

emotional disorders, cancer, tumor, diabetes, blood or sugar in urine, or any disease or disorder of the glands, arthritis,

impaired sight or hearing, or any disease or disorder of the skin, bones, or joints, including neck or back disorders?
dYes d No




Haveyou ever had or been treated for Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex
(ARC)*? dYes 1 No

* “ AIDS Related Complex (ARC)” isacondition with signs and symptoms which may include generalized
lymphadenopathy (swollenlymph nodes), lossof appetite, weight loss, fever, oral thrush, skin rashes, unexplained
infections, dementia, depression, or other psychoneurotic disorderswith no known cause. “ Disorder of thelmmune
System” includesthe hyperimmune conditions, disordersof gammeaglobulin synthes s (hypogammagl obulinemia) of
white blood cells production and maturation, and theimmune-deficiency disordersboth congenital and acquired.
Alsoincludedin disordersof immunity arelupus erythamatosus, Grave' s Disease, rheumatoid arthritis, primary
biliary cirrhoss, and others.

During the past 5 years, have you consulted any physician, surgeon, psychologist, psychiatrist, or other practitioner for
any reason not previoudly noted onthisApplication; or have you been confined or treated in any hospital, sanitarium, or
amilarinditution? dYes A No

If you answered “Yes’ to any of the previous questions, please explain the details below.

Question Number Dates To/From Givedetailsof nature of illness, duration, severity, namesand
addresses of physicians, hospitals and date of full recovery.

AUTHORIZATION

| hereby certify that | haveread all statements and answersin this application, and in any other application or medical form required by the Company,
and that they arefull, complete, and true to the best of my knowledge and belief. | aso understand that any misrepresentation contained herein or relied
on by the Company may be used to reduce or deny a claim or void the contract within the contestable period if such misrepresentation materially
affects the acceptance of the risk. | also agree that a copy of this application shall be attached to and form a part of any certificate issued. | also
understand that the Company may request whatever additional evidence of insurability it needs.

Subject to the deferred effective date provision, | understand that coverage will not become effective until the Company grants its underwriting
approval. | do not receive temporary or conditional insurance coverage just because | submit an application and paid my first premium.

| authorize any: doctor or counselor; health practitioner; hospital, clinic or medical facility; insurer or reinsurer; Medical Information Bureau, Inc.; or
employer; to give Hartford Life Insurance Company or its legal representative information about my or my dependent’s physical or mental health,
(including history, condition, diagnosis and treatment), drug or alcohol use history, other insurance coverage or employment status.

Hartford Life Insurance Company will use the above information to decideif and to what extent | or my dependentsare eligiblefor insurance coverage
or benefits under the policy. Thisinformation will be treated as confidential. | understand the Medical Information Bureau, Inc. will release records
or information only to the Hartford Life Insurance Company.

| authorize the Hartford Life Insurance Company to give information about me or my dependents to any other insurance company to whom | or my
dependents may apply for Life and Health Insurance, the Medical Information Bureau, Inc., or other persons or organizations handling a claim,
underwriting coverage applied for or administering coverage issued as aresult of this application or as required by law.

| understand that upon written request | may revoke this authorization except to the extent that action has already been taken in reliance on the
authorization. Thisauthorization expirestwo (2) yearsfrom the effective date of my coverage or my dependent’s coverage or, if no coverage has been
issued one (1) year from the date of this application.

| understand that a photocopy of thisform is as valid as the original, and that | have aright to receive a copy of this form upon request.
| certify that | have received the Notice of Insurance |nformation Practices.

Signature and date required to process your application Date
FORM SRP-1153 AP (1540) (D) (HL) (XXXX) (CW) Z2602T-A-MEM 02/06




NOTICE OF INSURANCE INFORMATION PRACTICES

Your application isour major source of information. However, The Hartford may also collect or verify
information by contacting individualsor organizationsthat haveinformation or recordsabout you or others
to beinsured.

Information regarding your insurability will betrested asconfidentia . Suchinformationwill not bedisclosed
to otherswithout your authorization, except to the extent necessary for the conduct of our business. The
Hartford or itsreinsurer(s) may, however, makeabrief report thereon to the Medical Information Bureau,
anon-profit membership organization of lifeinsurance companies, which operatesan information exchange
on behalf of itsmembers. If you apply to another Bureau member company for lifeor health insurance
coverage, or aclaimfor benefitsis submitted to such acompany, the Bureau, upon request, will supply
such company withtheinformationinitsfile.

Uponreceipt fromyou, the Bureauwill arrangedisclosureof any informationit may haveinyour filewithin 15
days. Medica informationwill bedisclosed only toyour attending physician. If you question the accuracy of
informationin the Bureau' sfile, you may contact the Bureau and seek acorrection in accordancewith the
proceduresset forthinthe Federal Fair Credit Reporting Act. Theaddressof the Bureau' sinformation office
is MIB, Inc., PO. Box 105, Essex Station, Boston, MA 02112; telephone number 1-866-692-6901
(TTY 866-346-3642 for hearingimpaired).

TheHartford or itsreinsurer(s) may also releaseinformation in your fileto other insurance companiesto
whichyou may apply for lifeor health insurance, or towhich aclaim for benefitsmay be submitted.

Uponwrittenrequest, TheHartford will provideyouwithinformationinyour file. Medica information will
be disclosed only through aphysician you designate. Detailsregarding your right to correct or amend
informationinyour filewill befurnished uponwritten request.

If youwould likefurther details, contact The Hartford, PO. Box 2999, Hartford, CT 06104-2999, Attn:
Group Benefits Department.




ANR SpouseApplication For Term Lifelnsurance

AN R SOCIATION American Nurses A ssoci ation/State Nurses A ssoci ation

Underwritten by: Hartford Life Insurance Company, Simsbury, CT 06089

PERSONAL INFORMATION

Name:

Address.

City: Sate: Zip: Policy Number AGL-1540
Sec OMade QFemde Heght ft. in  Weight lbs. Z6WEBT

E-mal: Birthdate: / / Placeof Birth:

Phone Number ( ) -

Amount Desred:  $ Pleaseindicate: 1 New Coverage [ Changein Coverage

Dependent Child Coverage: 1 Yes 1 No

If Yes, full name: Rdationship:

Birthdate: / / Heght: ft. in.  Weght: Ibs.

Beneficiary: Print full nameand relationshiptoyou.
Name: Rdationship:

The proposed insured will bethe beneficiary for any Dependent Coverage desired.

Tobedigiblefor coverage, you must have been actively engaged in thefull-timeduties of your occupation, or if not
employed, been ableto perform the normal activitiesof aperson of like age and sex during the 90-day period
immediately beforethedate of thisApplication.

At any timeduring thelast 12 months, have you smoked cigarettesor cigars, or used apipe, chewing tobacco, nicotine
chewing gum, or snuff? dYes d No

Haveyou ever had or beentreated for aheart murmur, high blood pressure, stroke, or any disease or disorder of the

heart, blood or circulatory system, asthma, shortness of breath, tuberculosisor any disease or disorder of thelungsor

respiratory system, colitis, ulcer, kidney diseaseor disorder of thedigestive, urinary or reproductive system, alcoholism,

drug abuse, severe headaches, epilepsy, dizzinessor any disorder of the brain or nervous system, including mental or

emotional disorders, cancer, tumor, diabetes, blood or sugar inurine, or any disease or disorder of theglands, arthritis,

impaired sight or hearing, or any disease or disorder of the skin, bones, or joints, including neck or back disorders?
dYes A No




Haveyou ever had or been treated for Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex
(ARC)*? dYes I No

* “AIDS Related Complex (ARC)” isacondition with signs and symptomswhich may include generalized
lymphadenopathy (swollenlymph nodes), lossof appetite, weight loss, fever, oral thrush, skinrashes, unexplained
infections, dementia, depression, or other psychoneurotic disorderswith no known cause. “ Disorder of thelmmune
System” includesthe hyperimmune conditions, disordersof gammeaglobulin synthes s (hypogammagl obulinemia) of
white blood cells production and maturation, and theimmune-deficiency disordersboth congenital and acquired.
Alsoincludedin disordersof immunity arelupuserythamatosus, Grave' s Disease, rheumatoid arthritis, primary
biliary cirrhosis, and others.

During the past 5 years, have you consulted any physician, surgeon, psychologist, psychiatrist, or other practitioner for
any reason not previoudly noted on thisApplication; or have you been confined or treated in any hospital, sanitarium, or
gmilarinditution? dYes A No

If you answered “Yes’ to any of the previous questions, please explain the details below.

Question Number Dates To/From Givedetailsof nature of illness, duration, severity, namesand
addresses of physicians, hospitalsand date of full recovery.

AUTHORIZATION

| hereby certify that | haveread all statements and answersin this application, and in any other application or medical form required by the Company,
and that they arefull, complete, and true to the best of my knowledge and belief. | aso understand that any misrepresentation contained herein or relied
on by the Company may be used to reduce or deny a claim or void the contract within the contestable period if such misrepresentation materially
affects the acceptance of the risk. | also agree that a copy of this application shall be attached to and form a part of any certificate issued. | also
understand that the Company may request whatever additional evidence of insurability it needs.

Subject to the deferred effective date provision, | understand that coverage will not become effective until the Company grants its underwriting
approval. | do not receive temporary or conditional insurance coverage just because | submit an application and paid my first premium.

| authorize any: doctor or counselor; health practitioner; hospital, clinic or medical facility; insurer or reinsurer; Medical Information Bureau, Inc.; or
employer; to give Hartford Life Insurance Company or its legal representative information about my or my dependent’s physical or mental health,
(including history, condition, diagnosis and treatment), drug or alcohol use history, other insurance coverage or employment status.

Hartford Life Insurance Company will use the above information to decideif and to what extent | or my dependentsare eligiblefor insurance coverage
or benefits under the policy. Thisinformation will be treated as confidential. | understand the Medical Information Bureau, Inc. will release records
or information only to the Hartford Life Insurance Company.

| authorize the Hartford Life Insurance Company to give information about me or my dependents to any other insurance company to whom | or my
dependents may apply for Life and Health Insurance, the Medical Information Bureau, Inc., or other persons or organizations handling a claim,
underwriting coverage applied for or administering coverage issued as aresult of this application or asrequired by law.

| understand that upon written request | may revoke this authorization except to the extent that action has already been taken in reliance on the
authorization. Thisauthorization expirestwo (2) yearsfrom the effective date of my coverage or my dependent’s coverage or, if no coverage has been
issued one (1) year from the date of this application.

| understand that a photocopy of thisform is as valid as the original, and that | have aright to receive a copy of this form upon request.
| certify that | have received the Notice of Insurance Information Practices.

Signature and date required to process your application Date
FORM SRP-1153 AP (1540) (D) (HL) (XXXX) (CW) Z602T-A-SPO 02/06




NOTICE OF INSURANCE INFORMATION PRACTICES

Your applicationisour major source of information. However, The Hartford may also collect or verify
information by contacting individua sor organizationsthat haveinformation or recordsabout you or others
to beinsured.

Information regarding your insurability will betrested asconfidentia . Suchinformationwill not bedisclosed
to otherswithout your authorization, except to the extent necessary for the conduct of our business. The
Hartford or itsreinsurer(s) may, however, makeabrief report thereon to the Medical Information Bureau,
anon-profit membership organization of lifeinsurance companies, which operatesan information exchange
on behalf of itsmembers. If you apply to another Bureau member company for lifeor health insurance
coverage, or aclaimfor benefitsis submitted to such acompany, the Bureau, upon request, will supply
such company withtheinformationinitsfile.

Upon receipt fromyou, theBureauwill arrangedisclosureof any informationit may haveinyour filewithin 15
days. Medicd informationwill bedisclosed only toyour attending physician. If you question theaccuracy of
information inthe Bureau' sfile, you may contact the Bureau and seek acorrection in accordancewiththe
proceduresset forthinthe Federal Fair Credit ReportingAct. Theaddressof the Bureau' sinformation office
is MIB, Inc., PO. Box 105, Essex Station, Boston, MA 02112; telephone number 1-866-692-6901
(TTY 866-346-3642for hearingimpaired).

TheHartford or itsreinsurer(s) may also releaseinformation in your fileto other insurance companiesto
whichyou may apply for lifeor health insurance, or towhich aclaim for benefitsmay be submitted.

Uponwrittenrequest, TheHartford will provideyouwithinformationinyour file. Medica information will
be disclosed only through aphysician you designate. Detail sregarding your right to correct or amend
informationinyour filewill befurnished uponwritten request.

If youwould likefurther details, contact The Hartford, PO. Box 2999, Hartford, CT 06104-2999, Attn:
Group Benefits Department.




