TERM APPLICATION

ReliaStar Life Insurance Company, Minneapolis, MN

A. PRODUCT INFORMATION
1. Initial Term Period: [ ] 10 Year [ ]15Year []20Year []30Year []Other

2. Face Amount $

3. Location of Sale (city, state) Date

B. RIDER INFORMATION Select only if available with product. Not all riders are approved in all states.
[ ] Waiver of Premium Rider

[] Children’s Insurance Rider (Complete Children's Insurance Rider Application.) $

] Other $

C. PROPOSED INSURED INFORMATION

1. First Name Ml Last Name
2. Date of Birth Birth State and Country
3. Sex. JM[]F Marital Status: [} Married [] Separated ] Divorced [ Single (] widowed
4. SSN/Government Issued [D# Phone
5. Driver's License Number and State
6. Residence Address
(PO. Boxes are not permitted, other than APO/FPO) City State ZIP
7. Is the Proposed Insured a U.S. Citizen? (Iif “No”, complete the Foreign Travel and Residence Questionnaire.)............ [JYes [INo
8. Occupation (include duties)
9. Employer Employer Phone
10. Employer Address
City State ZIP

11. Proposed Insured Annual Earned Income Annual Interest & Other Income
12. Total Net Worth
13. Has the Proposed Insured ever used tobacco or nicotine products of any type? ... [JYes [[JNo

if “Yes”, indicate Type Amount & Frequency Month/Year Last Used
D. PROPOSED INSURED PERSONAL HISTORY
1. Has the Proposed Insured ever declared bankruptcy? (if “Yes”, provide details in chart below;, including

QALE GISCAAIGEA.).......cv.v vttt bbb a e e R s a bbb [TTyes [ No
2. Is the Proposed Insured, or do they intend to become a member of the armed forces, including the

Reserves or National Guard? (if “Yes”, complete Military QUESLIONNAITe.)..........cc.ocooviiiiiiiniiiiiiii [1Yes [] No

3. In the next 5 years, does the Proposed Insured intend to travel or reside outside the United States or

Canada (other than a two week or less vacation to Western Europe or the Caribbean)? (If “Yes”, complete

the Foreign Travel and Residence QUESHIONNAINE.)............ccoiiiiiiiiiiiiii e [IYes [] No
4. Does the Proposed Insured anticipate flying a plane (other than as a commercial pilot), racing motor boats,

automobiles or motorcycles, or participating in sky-diving, hang-gliding or other hazardous activities?

(If “Yes”, complete the appropriate hazardous activities QUESHIONNAITE.). ..............ocivviiiiiiiininini [1Yes [JNo
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5. Except for traffic violations, has the Proposed Insured been the subject of or convicted in a criminal proceeding?

(If “Yes”, provide details in Chart DEIOW.)............ccoiiiiiiiiiiii i [JYes [] No
6. Has the Proposed Insured in the last five years had any motor vehicle accidents, alcohol or drug related convictions,
or other moving violations while operating a motor vehicle? (If “Yes”, provide details in chart below.)............. [1Yes [] No

For any “Yes” answer to questions 1, 5 or 6, please record information in the chart below.

Ques. # Explanation

f
E. BENEFICIARY INFORMATION

Total percentage of primary beneficiary share must equal 100%. Total percentage of contingent beneficiaries' shares must equal
100%. Please use whole percents. If no percentages are listed, beneficiaries' shares will be distributed equally; however, partial
percentages are not allowed so the first listed beneficiary will receive the largest whole percentage.

Name (First, MI, Last) DOB Relationship % Beneficiary Type

[] Primary
[} Contingent

[] Primary
] Contingent

If beneficiary is a Trust or Corporation, provide name and date of trust agreement and state of incorporation.

Name of Trust/Corporation Date of Trust State of Incorporation

FE OWNER (PAYOR) Complete only if owner is to be other than Proposed Insured.
1. Owner is: []Individual []Corporation []Trust []Sole Proprietorship [ Partnership [] Other

2. Full Name

3. Relation to Proposed Insured

4. Residence Address

(PO. Boxes are not permitted other than APO/FPQ) City State ziP
5. Billing Address
City State ZIP
6. Phone SSN/TIN or Government Issued ID#
7. Driver's License Number/State (individual only) Date of Birth
8. Trust Contact Name Date of Trust

9. Type of Trust: [ ] Revocable []Irrevocable Purpose of the Trust

10. State of Incorporation Name of Trustee/Corporate Officer.

11. Does the above trustee have sole authority to act on behaif of the Trust? ... [1Yes [INo
(If “No”. list the names & addresses of all trustees on a separate page, and obtain signatures from all trustees.)

f
G. REPLACEMENT INFORMATION (Applies to both Owner and Proposed Insured.)

If you intend to replace existing coverage, tell the Agent of your intention and answer “Yes” to the replacement questions (#2 and #3
below). State law may require the Agent to give you information that will help you compare the policy you are applying for with the
policy you intend to replace. If you are undecided about keeping existing coverage, indicating an intention to replace existing coverage
may help you get the information you need to make a decision. If you do replace existing coverage, the new policy may contain, among
other things, new suicide exclusions and contestability periods. Ask the Agent if you are unsure.
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Proposed Proposed

1. Do you have an existing or pending life insurance policy or annuity contract? Insured Owner

(If "Yes", provide details below. Complete state required replacement form for Yes No | Yes No
Model Replacement Regulation States ONLY.) ......c.cocvvciiivccniiiniccn, O ] ] ]
2. Are you considering using funds from an existing policy or contract to pay
premiums on the policy you are applying for? (If “Yes”, complete state required
replacement form and provide details below.) ...........ccccocccviccincnciriiinn ] M 0 ]
3. Have you discontinued making premium payments, surrendered, forfeited,
assigned to the insurer, or otherwise terminated an existing policy or contract
or are you considering doing so? {If “Yes”, complete state required replacement

form and provide details BEIOW.) ...........cccccoiiiriiiiiieiiiieire OO O O ]
Insurance Company Contract/ Account Value / Date
Name {Do not include group policies.) Policy # Amount of Coverage | Issued

H. PAYMENT INFORMATION

1. Initial Payment: [JCheck [JCOD [KiA A : A
] Military Allotment (Active or retired military members must complete Military Allotment form and return to the Military finance department )
[ Civil Service Allotment (Federal Civil Service Application Checkfist, Bank Allotment Authority, and Employer 1199 for Direct Deposit must be completed.)

2. Initial Payment Amount $ ; Subsequent Payment Amount $

3. Frequency of Subsequent Payments:
[JAnnual  []Semi-Annual  []Quarterly [ ]Monthly (Complete EFT form-Appendix E)

| . , g
Cardiparber A NA ExpiratipeDate A
5. Would you like to backdate your policy to save age? (If "Yes", see backdating disclosure, section M.)................... [JYes [JNo

R e e— e
MEDICAL TRANSFER STATEMENT (Complete when submitting medical examinations from another insurance company.)

1. Name of Insurance Company 2. Date of Examination
3. To the best of your knowledge and belief, are the statements in the examination true and

COMPIELE TOAAY? ...ttt b h e d e a4 h s s bbb 0 e [JYes [JNo
4. Have you consulted a medical doctor or other practitioner since the examination indicated in

question 2 above? (If “Yes”, please provide details BEIOW.)..............cccooiiiiiiiiiiiiii []Yes [ ]No

S
J. REPLACEMENT VERIFICATION (For Agent use ONLY)
1. To the best of your knowledge and belief, will coverage under an existing life insurance policy or

annuity contract be replaced, lapsed, surrendered, or borrowed against in relation to this application

for insurance? (If “Yes”, submit state required replacement fOrMS.) ...........cccovvviiiiiiiiiiiiiiii [JYes [INo

. Is the Owner or the Proposed Insured considering using funds from an existing policy or contract

to pay premiums on the policy being applied for? (If “Yes”, complete state required replacement

forms and provide details DEIOW.) .........c.cccoviiiiiiiiiiiii i [JYes [JNo
. Has the Owner or the Proposed Insured discontinued making premium payments, surrendered,

forfeited, assigned to the insurer, or otherwise terminated an existing policy or contract or are they

considering doing so? (If “Yes”, complete state required replacement form and provide details below.) ................. [JYes ["]INo

N

w

Company Policy # Amount
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K. IMPORTANT INFORMATION

To help the government fight the funding for terrorism and money laundering activities, Federal law requires all financial institutions
to obtain, verify, and record information that identifies each person who opens an account. What this means for you: When you
apply for life insurance, we will ask for your name, address, date of birth, and other information that will allow us to identify you.

We may also ask to see your driver's license or other identifying documents.

If you wish to have a more detailed explanation of our information practices, please write to:

ING Service Center

Life New Business

P.O. Box 5052

Minot, ND, 58702-5052.

L. STATE REQUIRED NOTICES

For Applicants in Arkansas, District of Columbia, Hawaii,
Louisiana, Oklahoma and Tennessee:

Any person who knowingly and with intent to injure, defraud
or deceive any insurance company, submits an application
for insurance containing any materially false, incomplete,
or misleading information, or conceals for the purpose of
misleading, any material fact, is guilty of insurance fraud, which
is a crime and in certain states, a felony. Penalties may include
imprisonment, fine, denial of benefits, or civil damages.

KENTUCKY:

Any person who knowingly and with intent to defraud any
insurance company or other person files an application for
insurance containing any materially false information or conceals,
for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act, which is a
crime.

NEW JERSEY:
Any person who includes any false or misleading information on

an application for an insurance policy is subject to criminal and
civil penalties.

OHIO:

Any person who, with intent to defraud or knowing that he 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.

The laws of the following states require that we provide
these notices:

COLORADO:

It is unlawful to knowingly provide false, incomplete, or
misleading facts or information to an insurance company
for the purpose of defrauding or attempting to defraud the
company. Penalties may include imprisonment, fines, denial
of insurance and civil damages. Any insurance company or
agent of an insurance company who knowingly provides false,
incomplete, or misleading facts or information to a policyholder
or claimant for the purpose of defrauding or attempting to
defraud the policyholder or claimant with regard to a settlement
or award payable from insurance proceeds shall be reported to
the Colorado Division of Insurance within the Department of
Regulatory Agencies.

O —

M. BACKDATING DISCLOSURE

As a policyholder, you may elect to backdate your policy, which enables you to gain benefits of a lower age for the purposes of
calculating costs of insurance charges on your policy.

There are some inherent costs associated with your decision to backdate your policy. For each month that your policy is backdated the
applicable costs of insurance charges are accumulated and deducted from your initial premium payment. If you choose to pay your
premiums by automatic bank draft, your account will be drafted for each month that your policy is backdated unless this amount
was already included in the initial premium payment. You are encouraged to obtain overdraft protection from your bank to avoid
any unhonored withdrawals and associated fees.

This page must be given to the Proposed Insured.
Page 4 of 5
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N. AUTHORIZATION AND ACKNOWLEDGEMENT

The undersigned Owner and Proposed Insured declare: By completing
this life insurance application, | understand that | am applying for life
insurance coverage issued by ReliaStar Life Insurance Company, referred
to as the "Company.” | understand and consent that this application and
information obtained pursuant to this authorization may be used by the
Company to evaluate my eligibility for life insurance. For underwriting and
claims purposes, | authorize any physician, medical practitioner, hospital,
clinic or medically related facility, insurance or reinsuring company, Medical
Information Bureau, Inc. ("MIB"), any consumer reporting agency, or
any other organization to release to the Company or their authorized
representatives (including any consumer reporting agency) acting on their
behalf, ALL INFORMATION requested by the Company about me and any
minor children who are to be insured. This includes but is not limited to:
Any medical information available as to diagnosis, treatment and prognosis
with respect to any physical or mental condition and treatment of me or my
minor children who are to be insured; Prescription drug records and related
information maintained by physicians, pharmacy benefit managers and
other sources; Any non-medical information about me or my minor children
who are to be insured. By this authorization, each physician, medical
practitioner, hospital, clinic or medically related facility contacted by the
Company is instructed to provide the entire medical record in its possession
concerning me or any minor children who are to be insured.

e | give my permission to the Company to collect consumer or
investigative consumer reports about these same persons.

« | give my permission to the Company and other insurance companies
affiliated with the Company to collect any and all medical record
information for the purposes described in this form. | know that my
medical records, including any alcohol or drug abuse information,
may be protected by Federal Regulations - 42CFR Part 2. | may revoke
this permission and authorization as it applies to any information
protected by 42CFR Part 2 or by applicable state taw at any time
by mailing the written revocation to the Company at the address on
the Consumer Privacy Notice, but not to the extent action has been
taken. | understand that the release of medical records will not be
requested with respect to tests performed to determine the presence
of the Human Immunodeficiency Virus (HIV) antibody.

For any life insurance application or other insurance transaction that |
may have with the Company, | specifically consent that some or all of the
information obtained by this authorization may be sent to MIB, reinsurers,
the agent who solicited my application and his or her principals, employees

or contractors who process transactions regarding any insurance coverage

f may have applied for or have with the Company or affiliated companies.

| understand the information obtained by use of the Authorization will be

used by the Company to determine eligibility for insurance and eligibility for
benefits under an existing policy.

s | understand that 1 may request to be interviewed if an
investigative consumer report is prepared. You may contact
me between the hours of am/pm and am/pm.
My daytime phone number is ( ) .

» | know that I have a right to receive a copy of this form and
a photocopy will be as valid as the original.

» This form will be valid for 24 months from the date shown below.

* | acknowledge receipt of the following notices: Notice
Regarding Consumer Reports; Notice Regarding MIB; and
Notice Regarding Information Practices.

VERIFICATION:

Each of the undersigned also declares that:

A. | have read the statements and answers given in this application and
affirm that they are true and complete to the best of my knowledge and
belief. | understand-that the Company may seek to rescind or cancel the
insurance coverage if there is any material misrepresentation.

B. This application consists of Part |, appendices and supplemental
questionnaires, and will be the basis for any coverage issued on this
application. Any covera?e issued on this application will take effect
only upon satisfaction of all of the Company's requirements, except as
otherwise provided in the Conditional Receipt, if issued, with the same
date as this application. Except where permitted expressly by statute
or regulation, no agent or medical examiner has the authority to waive
the answer to any question in the application, to pass on insurability,
to make or alter any contract or waive any of the Company’s rights or
requirements. No change in the amount, classification, age at issue,
plan of insurance or benefits on this application shall be effective unless
agreed to in writing by the Proposed Insured and Owner.

C. Icertify, under penalty of perjury, that my Social Security/tax identification
number(s) is(are) shown and is{are) correct and that | am not subject to
back-up withholding.

All completed materials must be sent to the Administrative Office
at: ING Service Center, P.O. Box 5052, Minot, ND 58702-5052 or
faxed to 866-308-7743.

X Signature of Proposed Insured (if age 15 or older)

Signed at; (city/state)

Date

X Signature of Owner (if other than the Proposed Insured)

Date

Print Owner/Trustee Name

X Signature of Parent or Guardian (if the Proposed Insured is a minor)

X Signature of Writing Agent

Print Writing Agent Name

Writing Agent State Lic. #

Writing Agent #

Name of Agent

Agent State Lic. #

Agent #

136416
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This authorization is HIPAA compliant.
PROPOSED INSURED INFORMATION

Proposed Insured/Patient Name (please print)

AUTHORIZATION EOR RELEASE OF HEALTH-RELATED INFORMATION

Date of Birth

Proposed Insured/Patient Address

SSN/ITIN

AUTHORIZATION INFORMATION
This will authorize:

{(Physician, Clinic or Hospital Name)

to release medical information to

(the Life Insurance AgentfAgency).

Authorized Life Insurance Carrier(s)

The information to be released or disclosed for the purpose of a life insurance application includes any and all health-related
information and medical records, including chemical dependency/drug or alcohol abuse treatment records, pathology reports,
radiology reports and films, and lab reports, within the past 10 years (unless otherwise provided by state law).

The purpose of this authorization is to assist in the evaluation and
placement of my application for life insurance. | hereby authorize
the release of any and all records and information regarding me, the
proposed insured, according to the terms of this authorization. This
includes any and all records and information regarding diagnosis,
testing, treatment, and prognosis of my physical or mental condition.
Some examples of the type of information to be released indlude, but
are not limited to, facts about my: (1) mental and physical health; (2)
alcohol/drug abuse treatment; (3) pharmacy prescriptions; (4) HIV
testing and treatment (except where prohibited by law); (5) sexually
transmitted diseases; (6) Sickle Cell testing and treatment; (7)
laboratory test results; (8) other insurance coverage; (9) hazardous
activities; (10) character; (11) general reputation; (12) mode of living;
(13) finances; (14) occupation; and (15) other personal traits.

| authorize any health plan, physician, health care professional,
hospital, clinic, laboratory, pharmacy, medical facility, or health care
provider that has provided payment, treatment or services to me
or on my behalf (“my providers”) within the past 10 years (unless
otherwise provided by state law) to disclose my entire medical
record and any other protected health information concerning me
1o the Life Insurance Agent/Agency named above and its agents,
employees, representatives and the insurance carrier(s) listed on
this authorization. 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 iliness 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. 1 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.

Protected health information is to be disclosed under this
authorization so that the Life Insurance Agent/Agency may provide
the information to the listed carrier(s) so that they may: 1) underwrite

my application for coverage and make eligibility, risk rating, policy
issuance and enrollment 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 the Life Insurance Agent/Agency.

This authorization shall remain in force for 24 months following the
date of my signature below, and a copy of this authorization is as
valid as the original. | understand that | have the right to revoke this
authorization in writing, at any time, by sending a written request
for revocation to the Life Insurance Agent/Agency named above at
the following address.

Attention: Privacy Official

Agency Address

City State ZIP

| understand that a revocation is not effective to the extent that
any of my providers has relied on this authorization or to the
extent that the insurance carrier(s) 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 re-disclosed and no longer covered
by federal rules governing privacy and confidentiality of health
information. Any re-disclosure continues to be covered by state
insurance privacy rules and by the security standards of the
listed carrier(s).

| understand that my providers may not refuse to provide
treatment or payment for health care services if | refuse to sign
this authorization. | further understand that if | refuse to sign this
authorization to release my complete medical record, the insurance
carrier(s) 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.

Proposed Insured/Patient or
Personal Representative Signature

Date

Description of Personal Representative’s
Authority or Relationship to Patient (please print)

A copy of this Authorization must be given to the Proposed Insured.
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CONSUMER PRIVACY NOTICE

Notice Regarding Consumer Reports

Insurance companies commonly ask an outside source to verify
and add to the information given in an application. The agency
that makes the report will be one that is discreet and impartial.
If you wish, we will send you the name, address and phone
number of any agency we ask to prepare a consumer report
about you. You can request that the agency interview you. This
may be indicated on the authorization form.

Consumer reports are used to help us decide if you are eligible
for the insurance for which you have applied. The report deals
with your mode of living, character, general reputation, and
such personal items as your health, job, and finances. It may
include information on the following: your marital status, past
and present employment record, job duties, driving record,
avocations, health history, use of alcohol and drugs, and
hazardous sports activities. The agency may get information in
these ways: from public records, by contacting you, members of
your family, business associates and employers, financial sources,
and friends or others you know. This information will not be
used to determine your sexual orientation. If the report affects
your application as requested, we will notify you and provide
you with the name and address of the reporting firm.

We use the report only to be sure that each application is
evaluated on a fair basis. We will not reveal any of the information
we obtain to your friends or associates. We may reveal the
information we obtain to other companies or entities affiliated
with ReliaStar Life Insurance Company (the “Company”). You
may request that this information not be communicated to other
companies affiliated with the Company.

The information may be kept by the consumer reporting agency.
It may also later be given to others who have a legitimate need
for these reports. It will be given only to the extent permitted by
these laws: the Federal Fair Credit Reporting Act as amended by
the Consumer Credit Reporting Reform Act of 1996, your state’s
Fair Credit Reporting Act, if any;, and your state’s Insurance
Information and Privacy Protection Act, if any. The agency will
give you a copy of the report if you ask for one and provide the
proper identification.

Notice Regarding MIB
(Medical Information Bureau, Inc.)

We will treat the information regarding your insurability as
confidential. We and our reinsurers may, however, make a brief
report to the Medical Information Bureau, Inc. (MIB). MIB is a
non-profit membership organization of life insurance companies.
It operates an informationa! exchange bureau on behalf of its
members. If you apply to another MIB member company for life,
health, or disability insurance, or a claim for benefits is submitted
to such a company, MIB, upon request, will supply that company
with any information it may have in its file.

Upon receipt of a request from you, MIB will arrange disclosure
of any information it may have in your file. If you question the
accuracy of the information in that file, you may contact MIB and
seek a correction in accordance with the procedures set forth
in the federal Fair Credit Reporting Act. The address of MIB’s
information office is Post Office Box 105, Essex Station, Boston,

Massachusetts 02112. The phone number is 866-692-6901 and
fax is 866-346-3642.

We and our reinsurers may also release information in our files
to other insurance companies to whom you may apply for life,
health, or disability insurance or to whom a ciaim for benefits
may be submitted.

Notice Regarding Information Practices

To issue an insurance policy, we need to obtain information
about you and any other persons proposed for insurance. Some
of that information will come from you. Some will come from
other sources. That information and any information collected
by us later may, in certain circumstances, be disclosed to third
parties without your specific permission.

You have a right to access and correct the information collected
about you. This right does not extend to information that relates
to a claim or civil or criminal proceeding. You have the right to
receive, in writing, the reasons for any adverse underwriting
decisions.

This page must be given to the Proposed Insured and/or Owner.
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VALUABLE INFORMATION ABOUT YOUR
TERM LIFE INSURANCE PURCHASE

ReliaStar Life Insurance Company, Minneapolis, MN
Security Life of Denver Insurance Company, Denver, CO

Your future. Made easier.’™

Thank you for considering ReliaStar Life Insurance Company or Security Life of Denver Insurance Company (the
“Company”) for your life insurance needs. We offer various life insurance products that have different features, benefits
and costs. Your professional insurance agent may work with many life insurance companies, and we are pleased that
your agent has presented one of our products to you.

We'd like you to understand how we pay the selling agent. Agents earn a commission for each Company policy sold.
The commission is generally a percentage of the policy premiums you pay. The percentage may be higher for agents that
sell a larger number of Company policies. Agents may receive additional compensation for each year a policy remains
in force or for achieving certain sales volume levels. The actual percentage and amount of compensation paid will vary
based on the specific circumstances of your purchase.

Agents may receive additional non-cash compensation from us as a reward for things like achieving sales contest objectives
or other measures. We also may pay for agent education, training or attendance at conventions, and may provide
financing, or other payments or benefits. In addition, some agents may be associated with independent marketing
organizations (“IMOs”) that have agreements with us. IMOs provide administrative services to independent agents and
marketing support for our policies. The Company may make payments to IMOs that may be based on the amount of
premium written with the Company by agents associated with the IMO.

This is a general discussion of the compensation we pay for the sale of our policies. We pay commissions and other sales
expenses from our general assets and revenues, including amounts we earn from fees and charges under our policies.
The price of an insurance policy is set by the Company and reflects the compensation we pay for the sale of the policies.
It also covers costs we incur for the design, manufacture and service of our policies, for policy benefits and features
including guarantees, and for the investment management needed to support the policies’ values. We are committed to
providing top-quality insurance products to our customers and are pleased that your professional insurance agent trusts
us to deliver on your long-term insurance needs.

This notice must be given to the Proposed Insured/Owner.
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LATEST FACTS ABOUT AIDS
If Your Test For Antibody to the AIDS Virus Is Positive*

The virus** that causes AIDS {ocquired immune deficiency syndrome) may have infected os many
as 1 to 1-1/2 million Americans.

Many people who are infected with the virus have not developed any symptoms, while others
have had relatively minor illnesses. The most serious form of llness caused by the virus is AIDS,
which involves loss of the body’s notural immune defenses against disease.

The AIDS virus is primarily spread by sexual contoct and by sharing of confominated needles and
syringes emong users of infravenous drugs. The virus can also be fransmitted from infacted moth-
ers fo their babies during pregnancy, ot hirth, or shortly after birth (probably through breast milk).
In o small number of cases, the virus has been spread through blood transfusions and through blood
products used fo treat patients with hemophilia and other blood clotfing disorders.

THE AIDS ANTIBODY TEST

Antibodies are substances produced in the blood to fight disease organisms. When antibodies to a
specific organism are found in a person’s blood, they indicate that the person has been infected by
that particulor organism.

Since spring 1985, a test for antibody to the AIDS virus hos been used by blood collection cen-
ters to keep donated blood and plusma that might carry the virus from becoming part of the
nation’s blood supply. The antibody test is also available — through private physicians and at clin-
ics in most states— to people who may want to know their antibody status. Those considered to
be at risk of infection include men who have had sex with another man since 1977; people who
inject illegal drugs, or who have done so in the past; people with symptoms that suggest AIDS virus
infection; people from Hoii and Ceniral African couniries, where heterosexual fransmission seems
to be more common than in this country; male or female prostitutes and their sex partners; sex
parters of persons who are infected or are of increased sk of infection; people with hemophilia
who have been treated with clotting factor products; and infants of highvisk or infected mothers.

WHAT DOES A POSITIVE ANTIBODY TEST MEAN?

If your test for AIDS anfibody is positive, it usually means that you have been infected by the virus.
Occasionally, however, a person may have a positive test result even though he or she has never
been exposed to the AIDS virus. This is called o “folse positive” reaction. To be sure thot the test
result is truly positive, the fest is repeated, and in some cases a different type of laboratory test
may also be performed.

A posifive test result does not mean that you will get AIDS — many people with ¢ positive fest
either remain free of symptoms or develo less serious illnesses. The aniibody test cannot fefl you
whether you will eventually develop signs of iliness related to AIDS virus infection — or, if you do,
how serious that illness might be.

A positive test result does indicate that you have been infected by the MDS virus and most prob-
ably can transmit it 1o others, even if you show no symptoms. [t's likely that you will carry the virus
in your body throughout your life.

HOW CAN | PROTECT MY HEALTH?

After getting the results of your test, you should see a doctor for a checkup and follow-up care. Your
doctor will want to discuss your situation wiih you thoroughly, answer your questions, make sure
that you receive the counsefing you need, and check you af regulor intervals fo help you meintain
your health.

HOW CAN | PROTECT OTHERS?

To protect others from getfing the virus from you, there are some important steps you should take:

o Be sure to fell your sex parmers about your positive test result. Avoiding sex would eliminate
any risk of spreading the virus by sexual means; however, if you and your partner decide to go
ghead, be corefuf to protect him or her from contact wish your body fluids, which may carry the
AIDS virus. {“Body fluids” includes blood, semen, urine, feces, saliva, and vaginal secretions.)
Use a condom, which will help reduce the chances of spreading the virus, and avoid practices,
such as anal intercourse, that may injure body fissues and make it easier for the virus to enter
the bloodstream. Oralgenital confact should also be avoided, as should open-mouthed, intimate
kissing.

* People who have been your sex pariners may have been exposed to the AIDS virus. If you have
used inravenous drugs, anyone you have shored needles and syringes with may have been
exposed too. You should tel} these persons about your posifive test result and urge them fo seek
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counsefing and antibody festing from a doctor or health clinic.

® Don't share toothbrushes, razors, tweezers, or other items that could become contaminated
with blood.

* If you use drugs, consider enrolling in  drug treatment program to help protect your health.
Remember that needles and other drug equipment must never be shared.

* Don't donate blood or plasma, body organs, other body fissue, or sperm.

® (Clean spills of blood or other body fluids on household or other surfoces with freshly diluted
housshold bleach — one part bleach to 10 parts water. (Don't use bleach on wounds.)

e When you seek medical help, tell the doctor, dentist, eye doctor, or ather health worker who
gives you care about your positive AIDS antibody test, so that steps can be token to protect you
and others.

* [f you are 0 woman with a positive fest result, consider avoiding pregnency until more is known
about the risks of transmitting the AIDS virus to your baby. If you do become pregnant, it's
important to see a doctor for regular care during your pregnancy. Because the AIDS virus has
been found in breast milk, you should not breastfeed your baby.

WHAT ABOUT THE ORDINARY ACTIVITIES OF MY DAILY LIFE?

You should be careful to follow the normal practices everyone needs to maintain good health: Eat
o welbalonced diet, exercise, rest, and try fo manage your life in o way that avoids undue siress.
But there’s no reason to change your acfivities in ways beyond those that have already been dis-
cussed.

Your positive test stafus should not affect your contacts with people of work or in social situe-
tions. Specil precautions are not necessary: The AIDS virus is not spread by ordinary nonsexual
confact such as shaking hands, sharing an office, coughing or sneezing, preparing or serving food,
or sharing toilet facilities.

Your relationships with family members and friends should confinue to be close and supportive.
Hugging, kissing on the cheek, and other forms of affectionate behavior that don’t involve
exchange of body fluids do not spread the AIDS virus.

it should be stressed that scientists have not found a single instance in which the AIDS virus has
been transmitted through ordinary nonsexual contact in o family, work, or social setfing.

A FINAL WORD

The news that you have had a positive result on your AIDS antibody test is not easy to receive. For
your follow-up care, it's best to establish a close relationship with a doctor you trust, so that you
can speak openly about your feelings, problems, and any fears you may have. Above all, ask ques-
tions — and seek assurance from any health professional who takes care of you that all infor-
mation related fo your health will be kept in the strictest confidence.

The U1.S. Public Health Service has made AIDS and other AIDS virus-related illnesses its number
one priority. Scientists all over the country are working to find ways to eliminate the AIDS virus as
a threat to health. A great deal of research progress has been mode — and made quickly — and
there is every reason o expect these advances fo continue at an even faster pace.

More informotion obout AIDS and AIDS-related ilinesses can be obtoined from —
* Your doctor.
* Your state or ocal health department.
o The Public Health Service's tollfree hotline;
1-800-342-AIDS.
o Your local chapter of the American Red Cross.

if you would like informetion about drug freatment programs, call the tolkfree hotling of the
National Institute on Drug Abuse: 1-800-662-HELP.

*Article reprinted with permission of the author. American Red Cross.
**The vitus that causes AIDS and related disorders has several different nomes: HTLY-M, LAV, ARV, and most recently HIV.
In this article it is colled “the AIDS virys,”
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ReliaStar Life Insurance Company
Home Office: Minneapolis, MN
Administrative Office:

P.O. Box 5075

Minot, ND 58702-5075

LIVING BENEFIT RIDER
DISCLOSURE STATEMENT

The accelerated benefit rider, better known as ReliaStar’s Living Benefit Rider, allows the owner to access a portion of the life
insurance death benefit if the insured becomes terminally ill (life expectancy of 6 months or less as determined by a physician). The
benefit is always payable to the owner.

There is no additional premium required to issue this rider. If you request an accelerated benefit, an interest charge and an
administrative expense charge will be deducted from the amount you request.

When an accelerated benefit is paid, the death benefit, cash values and loan values of the policy will be reduced proportionally. The
amount will be determined at the time you request a Living Benefit payment.

For example, suppose you purchase a policy with a $100,000 death benefit. Later, you request a Living Benefit payment of $25,000.
Any charges noted above would be deducted from the $25,000 and the resulting total would be your Living Benefit payment. The
death benefit on your policy would then be reduced to $75,000, and any required premium would be reduced proportionally. If your
policy has cash values, those accumulations would also be reduced proportionally.

Limitations of the Accelerated Benefit:

(a) The rider is not intended to replace health or disability coverage. Rather, it provides
an added source of funds to meet critical needs during a difficult time. You choose
how the funds will best meet your needs. There are no restrictions on how a Living
Benefit payment can be used.

(b) Accelerated benefits payable under this rider may or may not be taxable. You should
consult your personal tax advisor.

(c) Receipt of accelerated benefits under this product may affect medicaid and supple-
mental security income ("SSI") eligibility.

If at some future point in time, you decide that you no longer wish to carry the Living Benefit Rider on your coverage, you may
request that it be removed. The Living Benefit Rider will automatically terminate when the life insurance policy matures.

The Living Benefit Rider is subject to eligibility requirements.

74080-1 128098 (10/03)



CREDIT CARD PAYMENT AUTHORIZATION AND
ELECTRONIC FUNDS TRANSFER

ReliaStar Life insurance Company, Minneapolis, MN
"the Company"
A member of the ING family of companies

ING Customer Service Center, PO Box 5052, Minot, ND 58702-5052

A. CREDIT CARD PAYMENT AUTHORIZATION

This service is not available in Alaska, California, Maryland, New Jersey, New York and North Carolina.

Request and Authorization for Credit Card Payment of Initial Premium: The Company is hereby requested and authorized to
initiate a credit card transaction to be charged against the account described in the Authorization below for the initial payment
only. Subseguent premium payments will be made either by direct billing or EFT.

Insured Name (Please print.)

Policy # Payment Amount

Premium Payment Mode: [] Monthly [] Quarterly "] Semi-Annual [] Annual

Full Name (Print as it appears on card.)

Account #

Expiration Date (month and year)

(16 digits)

Credit Card Type: [ ]MasterCard [ ]Visa  [] Discover

Billing Zip Code

| authorize the Company to charge my initial insurance premium for the policy numbers listed above, to the credit card account ! have
indicated. | understand that this payment will be for the initial premium only, and that | will either be billed for subsequent payments
directly or by EFT if | have indicated so on previous pages of this application.

Signature of Cardholder?

B. ELECTRONIC FUNDS TRANSFER

What is the EFT plan?

The EFT plan allows us to pay your policy premiums by
automatically withdrawing funds from your financial institution’s
account. You will receive a notice that premium is due and a
receipt for the amount withdrawn.

What happens if my financial institution does not honor a
withdrawal?

If your financial institution does not honor a withdrawal, your
premium due will be considered unpaid. Premium payments are
necessary to fund your policy; therefore, you will be required
to send us a replacement payment. If we do not receive a
replacement payment within the time required by your specific
policy, your policy will enter its grace period and then lapse. Once
a policy lapses, it no longer offers life insurance coverage. To help
prevent this, we encourage you to obtain overdraft protection
from your bank.

Will the deductions always be for an equal amount?
Your premium payments will always be for the same amount. If
you make any changes to your policy, including conversions or
renewals, your premium payments may increase. We will notify
you in advance of any withdrawals or premium increases.

Tpayment cannot be processed without signature.

How can | cancel the EFT plan?

To cancel, you must provide notice to us in writing. Once we
receive your request, we will stop the plan within 7 — 10 business
days. We may also terminate the EFT plan without notice if any
withdrawal is not honored or 30 days after we provide written
notice to the policy owner.

If the plan is cancelled, you must pay any unpaid and future
premiums directly to us on the premium due date. Termination
of the EFT plan does not change the premium due dates.

I'd like to enroll. Where do | sign?
Please read the following agreement and sign and date this
form.

Authorization Agreement for Prearranged Payments

| authorize the Company to withdraw funds from my checking or
savings account, identified on the next page, to pay premiums on
my life insurance policy. This authorization will remain in effect
until the Company has received a written request from me to
terminate this agreement.

Appendix £
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B. ELECTRONIC FUNDS TRANSFER (EFT) (CONTINUED)
Please Note: Premiums paid more frequently than annually result in higher total premiums for the same coverage.

This agreement authorizes: [_] A new transfer [[] A change in existing transfer amount [_] A change in financial institution

Payment Frequency: []Monthly [ ] Quarterly ["] Semi-Annual [] Annual

Insured Name (Please print.) Policy # Deduction

Request Specific Draft Date

Bank Name

Bank Address

City State ZIP

Account type:  [] Checking  [] Savings Name(s) on Account

For checking accounts, please tape a voided check in the space below. For savings accounts, please tape a deposit slip. If you cannot
provide these, you may write the bank routing number and account number in the appropriate fields.

r— - - - - - - - - - - - — — — — /"

| Tape voided check or deposit slip here. |

L — e e o e e e e
Routing Number Account #
(9 digits)
Account Owner Signature Date
SSN/TIN Phone #
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ING &0

Insurer Name

Insurer Address

NOTICE AND CONSENT FOR AIDS-RELATED BLOOD TESTING — CALIFORNIA

To evaluate your insurability, the Insurer named above (the Insurer) has requested that you
provide o sample of your blood for testing and analysis to determine, the presence of human
immunodeficiency virus (HIV) antibodies. By signing and dating this form you agree that this
test may be done and that underwriting decisions will be based on the test result.
DESCRIPTION AND PURPOSE OF TESTS TO BE PERFORMED
A series of three tests will be performed by a licensed laboratory on your blood sample in
accordance with medical profocols required by the California Insurance Code to determine
whether you may have been infected with the HIV virus,  This test is not a test for AIDS; AIDS
can only be diagnosed by medical evaluation.
1. The laboratory will perform inifial Elisa blood test.
2. If the initial Elisa test is posifive, then a repeat Elisa blood test will be performed.
3. If the second Elisa test is positive, o Western Blot test will be conducted to confirm the
positive Elisa test results. if any of the three tests yield negative results, the tests will not be
used for underwrifing purposes.

If you have o positive Elisu test followed by o reactive Westem Blot Assay performed on the
same specimen, your life insurance application will be declined.

POTENTIAL USES
If your HIV test results are positive, the company will report a “nonspecific abnormality” of your
blood to the Medical Information Bureau. The Medical Information Bureau contains the names
and computerized medical records of insurance applicants nationally. The report will not identify
you has having an abnormal HIV antibody test because many other blood abnormalities are
reporfed to the Bureau under the same classification.

LIMITATIONS

An HIV test is considered posifive only when conducted according to the protocol specified by the
California Insurance Code. Nonetheless, the HIV anfibody test is not 100% accurate. Possible
errors include;

0. False positives: The test gives o positive result, even though you are not infected. This
happens only rarely ond is more common in persons who have not engaged in high risk
behavior. Retesting should be done to help confirm the validity of o posifive test.

b. False negafives: The test gives a negative result, even though you are infected with HIV.
This happens most commonly in recently infected persons; it takes af least 4-12 weeks for a
positive test results to develop after o person is infected.

MEANING OF THE TEST RESULTS
While positive HIV onfibody test resulfs do not mean that you have AIDS, they do mean that you
are at seriously increased risk of developing AIDS or AIDS+elated conditions. Federal quthorities
say that persons who ore HIV antibody positive should be considered infected with the AIDS virus
and capable of infecting others. If your blood is tested for HIV anfibodies and if your test results
are positive, the company will nofify the physician designated below to whom you have
authorized disclosure and with whom you may discuss the resulis. Posifive HIV anfibody test
results will odversely affect your insurance application.

DISCLOSURE OF TEST RESULTS
Al test results will be treated confidentially. Test results will be reporfed to the company. The
resulfs may be reported to ING ffiliates, reinsurers, or contractors in connection with insurance
you have or have applied for. In addifion, if our HIV anfibody test is positive, a generic code
signifying @ nonspecific blood abnormality will be reported to the Medical Information Burequ
(MIB, Inc.) as described in the nofice given you ot the time of applicafion.  The fact that the
test has been done and the results of the test will not be otherwise disclosed except as may be
required by low or os authorized by you.
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CONFIDENTIALITY OF TEST RESULTS
Like all medical information, HIV test results are confidential. An insurer, insurance agent, or
insurance support organization is required fo maintain the confidentiality of HIV fest results.
However, certain disclosures of your test results may occur, including those authorized by consent
forms that you may have signed as port of your overall application.

NOTIFICATION OF TEST RESULT

If your fest resulfs are negafive, no routine notification will be sent to you. If your test results
are reported by the laboratory to the Insurer as being positive, you are enfitled fo that
information if you so desire. Because a trained person should deliver that information so that
you can understand dearly what the fest resulis means, you are asked to list your private
physician so that the Insurer can have him or her fell you the test results and explin its
meaning.

Name of physician for reporting a possible positive test result:

Address:

Phone:

If you do not wish to know the results of the test, inifial here: . In the event the fest is
positive and you are denied coverage because of that fact and you request the reason for the
deniol, the Insurer will require you to name o physicion at that fime in order to receive the
information.
If you want to know the results of the test but do not t present have a private physician, inifial
here: . The result will be sent to you at the address provided by registered mail with
delivery resricted to you only.

CONSENT
I have read and | understand this Notice and Consent for AIDS-Related Blood Testing. | voluntarily
consent to the withdrawal of blood from me, the testing of that blood, and the disclosure of the
test results as described above. | have read the information on this form about what a fest
result means and understand that | should contact a local AIDS service group or my private
physician for further information and counseling if the test result is positive.
 understand that | have the right fo request and receive a copy of this authorization. A
photocopy of this form will be as valid as the originel. This authorization expires thirty months
from the date it is signed.

Signature of Proposed Insured or Parent/Guardian

Date Signed

Name of Proposed Insured (Print)

Address

City, State, Zip

ORIGINAL TO COMPANY
COPY TO PROPOSED INSURED



AGENT'S REPORT

To be completed by the Agent. For questions about this application or requirements, contact the underwriting department.

Agent Name (Please Print.) Agent D # % Split General Agent # General Agent Name

Each licensed agent will share equally unless otherwise indicated.

A. COMPLIANCE INFORMATION

1. Did you obtain the Proposed Insured's Medical Declarations in person and record them in the presence of the Proposed Insured?

(If “NO", explain Why and arrange TOF M EXAIM.) ... ... .viouaeie e areereese et abe sttt et [1Yes []No
2. Have you delivered the Consumer Privacy Notice to the Proposed Insured(s) or Proposed OWNer? ..............cooocmmiirnninnniinins [ Yes [] No
3. Did you meet personally with the Proposed Owner and review their government issued ID? (If “No”, explain in Section D.) ...........c........ [] Yes ] No
4. If premium was accepted, was the Conditional Receipt completed and delivered to the Proposed Insured or Proposed Owner? ......... ] Yes [] No
5. All sales materials used during the sale process were approved by the Company. The following are the approved sales materials used in my sales

presentation:

. Copies of all sales materials were left with the applicant no later than the time of application. (Electronically presented sales materials will be provided to the
policyowner no later than at the time of the policy delivery.) The Company requires that all replacement sales are made in accordance with the Company’s corporate
policy. If this particular sale is NOT in accordance with the Company's corporate replacement policy, please check here [ ] and attach an explanation.

. Will there be a rebate of any kind, such as a rebate of premium, to the Proposed Insured or Proposed OWRer? ..............ccoovvveiveerinnnns []Yes [] No

. Have there been any discussions in which the Proposed Owner has been solicited to directly or indirectly sell, assign, settle or otherwise transfer the
proposed policy (or the rights to its death benefit), or an ownership or beneficial interest in an entity that will own the proposed policy, to a life
settlement cOMPany OF OthEr ThIrd PAMY?.......vveemrevercercercesreseresssesrmsessrssessasssssses s besssss b ss s s s s AR s san bbb 10 ] Yes [] No
If "Yes", please provide details.

AN

00~

9. Will the proposed policy on the life of the Proposed Insured(s) replace a policy that has been sold, assigned, or settled to or with a settlement or viatical
company or any other PErSON OF ENTIEYT .....c.ooiiriiiiiit ittt e e ] Yes [] No
If "Yes", please provide details.

10.Will the premiums, now or in the future, be financed? ..o [] Yes [] No

If "Yes", and the proposed policy is or will be financed with a loan from a lender identified in the Company's "Hybrid Premium Financing
Guidelines, * identify the lender below. Otherwise, identify the lender and describe the interest rate, term of the loan and required amount and
type of collateral.
If “No, * please identify the source of funds for initial and subsequent premiums, and describe any transactions of which you are aware that the Proposed
Owner andfor Proposed Insured(s) engaged in, or will engage in, to generate such funds (e.g., the sale, assignment or mortgage of property). Flease
also describe the relationship of the source to the Proposed Owner and/or Proposed Insured(s).

B. PROPOSED INSURED/OWNER INFORMATION

1. How long have you known the Proposed Insured? 2. Are you related? [ ] Yes ] No How?
3. How much insurance does the Proposed Insured's spouse own payable to the Proposed Insured or other dependents? §
4. If this application Is for a juvenile, please indicate the amount of life insurance in force on each parent or sibling.

Father $ Mother $ Sibling $
5. Please check the Underwriting requirements ordered: ["] Blood Profile/HOS [] Inspection Report [} MD Exam
(7] Treadmill EKG  [JEKG  [] Paramedical Exam  Paramed Company

—
C. REMARKS (Use this area to request alternates/optionals, including the selection of alternative commission structures, where available.)

D. ACKNOWLEDGEMENT AND SIGNATURE

By signing below, | acknowledge my receipt and acceptance of the terms of the current ING Life Companies General Agent or Producer Agreement
(" Agreement"), whichever is applicable, including but not limited to any compensation schedules. | agree to be bound by the terms and conditions of that
Agreement, unless | am an employee/registered representative of a Broker/Dealer and do not hold an Agreement such that this language is inapplicable.

| understand that | may receive an additional copy of my Agreement and/or current compensation schedule, from the Company, by contacting Distributor
Services at 877-882-5050.

Agent Signature(s) Date
Contact for Requirements Agent SSN
Agent Phone Fax Email
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TEMPORARY INSURANCE RECEIPT

[T ReliaStar Life Insurance Company, Minneapolis, MN
[J Security Life of Denver Insurance Company, Denver, CO

ING.

Your future. Made easier.”M

Premium has been received from in the amount of $
modal premium for an insurance policy applied for on the life (lives) of (Proposed Insured/
Proposed Other Insured), for whom an application (the “Application”) dated has been made to ReliaStar Life
Insurance Company or Security Life of Denver Insurance Company (the “Company”). This Temporary Insurance Receipt does not
provide any coverage except as provided herein. If any of the below representations is answered YES or LEFT BLANK
by the Proposed Insured(s), the agent is not authorized to accept a premium, and there will be NO COVERAGE. There
also will be no coverage under this receipt if Section 1035 exchange paperwork is received without premium payment.
Premium may be paid by check or authorized withdrawal. Make all checks payable to the Company, not the agent.

I. REPRESENTATIONS (For each Proposed Insured named above)

in payment of the first full

Has any Proposed Insured(s):

a. in the past 10 years had unintentional weight loss, or any symptoms of a disease or an impairment for which

the Proposed Insured(s) has not consulted a PhYSICIANT ... Yes No
b. ever had, or now have, any type of heart disease, stroke, or other vascular disease?............cccocoiiiiiiiiinn, Yes No
c. ever had, or now have, any type of cancer, leukemia, malignant tumor, or disorder of the brain or immune

R 1211 1 2RO OO PP PP TP PPV ISV IO PP Yes No
Q. BHAINEA BOE 707 ...ttt ettt et ee et st e b bR e ae R s bbb LR R R e Yes [_|No

1. TERMS AND CONDITIONS

Amount of Coverage: If the Proposed Insured(s) dies while this coverage
is in effect, the Company will pay to the beneficiary named in the Application
the lesser of: (a) the amount of death benefit, if any, which would be payable
under the policy and any riders if issued as applied for under the Application;
or (b) $1,000,000. This coverage is subject to any limits or exclusions which
would be part of the issued coverage. If for any reason the Company is liable
for any coverage as a result of any other pending applications or temporary
insurance receipts on the lives of Proposed Insured(s), the Company’s total
liability shall not exceed $1,000,000; and the $1,000,000 will be prorated
among the respective coverages. There is no premium waiver coverage, or
coverage for the death of any person other than the Proposed Insured(s). No
death benefit is payable for a second to die or last survivorship policy unless
both Proposed Insureds die while this coverage is in effect.

General: All the above representations are true and complete to the best
knowledge and belief of the Proposed Owner and the Proposed Insured(s).
The Proposed Owner agrees that they are to be relied on for this coverage.
No agent can waive or modify this coverage in any way. Premium(s) will
be returned if a policy is not delivered and no benefit is paid under this
coverage. If a policy is delivered, premium(s) will be applied to the first policy
premium. Premiums are billed from the policy date. If the policy date is prior
to the in force date, premiums will be due based on the policy date.

Proposed Owner Name (Please print)

Coverage begins when Part | of the Application is completed, a premium
has been accepted, and this form has been completed and signed.

Coverage ends automatically on the earliest of the following dates:

* Five days after a refund of premium is mailed to the Proposed Owner’s
address shown on the Application; or

* Five days after a notice of termination is mailed to the Proposed Owner's
address shown on the Application; or

» Coverage starts under any policy resulting from the Application; or

* A policy resulting from the Application is refused; or

» 90 days after the date this form is signed.

The Company may send a notice or return premium terminating this
coverage any time before delivery of the policy.

There is no insurance coverage if:

» There is material misrepresentation in the answers to the representations
above or to any question or statement in the Application.

» A Proposed Insured dies by suicide or intentional self-inflicted injury.
(This suicide clause does not apply in the state of Missouri.)

» The premium check or authorized withdrawal is not honored.

Date

X Proposed Owner Signature

Signed at (city/state)

Proposed Insured Name (Please print)

Date

X Proposed Insured Signature
(if other than the Proposed Owner)

Signed at (city/state)

Proposed Other Insured Name (Please print)

Date

X Proposed Other
Insured Signature

Signed at (city/state)

X Writing Agent Signature

Date

Writing Agent Name (Please print)

Agent Phone #

1st Copy to Administrative Office

2nd Copy to Owner
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TEMPORARY INSURANCE RECEIPT

[T} ReliaStar Life Insurance Company, Minneapolis, MN
{ | Security Life of Denver Insurance Company, Denver, CO

INGJ

Your future. Made easier."M

Premium has been received from in the amount of $
modal premium for an insurance policy applied for on the life {lives) of (Proposed Insured/
Proposed Other Insured), for whom an application (the “Application”) dated has been made to ReliaStar Life
Insurance Company or Security Life of Denver Insurance Company (the “Company”). This Temporary Insurance Receipt does not
provide any coverage except as provided herein. If any of the below representations is answered YES or LEFT BLANK
by the Proposed Insured(s), the agent is not authorized to accept a premium, and there will be NO COVERAGE. There
also will be no coverage under this receipt if Section 1035 exchange paperwork is received without premium payment.
Premium may be paid by check or authorized withdrawal. Make all checks payable to the Company, not the agent.

I. REPRESENTATIONS (For each Proposed Insured named above)

in payment of the first full

Has any Proposed Insured(s):

a. in the past 10 years had unintentional weight loss, or any symptoms of a disease or an impairment for which

the Proposed Insured(s) has not consulted @ PhYSICIBNT .......ooiioiiii e
. ever had, or now have, any type of heart disease, stroke, or other vascular disease?...........ccccceevivviriiiniirniinnnn

o

¢. ever had, or now have, any type of cancer, leukemia, malignant tumor, or disorder of the brain or immune

SYSEEIMI? ettt
d. attained age 707 .. i e

Il. TERMS AND CONDITIONS

Amount of Coverage: If the Proposed Insured(s) dies while this coverage
is in effect, the Company will pay to the beneficiary named in the Application
the lesser of: (a) the amount of death benefit, if any, which would be payable
under the policy and any riders if issued as applied for under the Application;
or (b} $1,000,000. This coverage is subject to any limits or exclusions which
would be part of the issued coverage. If for any reason the Company is liable
for any coverage as a result of any other pending applications or temporary
insurance receipts on the lives of Proposed Insured(s), the Company’s total
liability shall not exceed $1,000,000; and the $1,000,000 will be prorated
among the respective coverages. There is no premium waiver coverage, or
coverage for the death of any person other than the Proposed Insured(s). No
death benefit is payable for a second to die or last survivorship policy unless
both Proposed Insureds die while this coverage is in effect.

General: All the above representations are true and complete to the best
knowledge and belief of the Proposed Owner and the Proposed Insured(s).
The Proposed Owner agrees that they are to be relied on for this coverage.
No agent can waive or modify this coverage in any way. Premium(s) will
be returned if a policy is not delivered and no benefit is paid under this
coverage. If a policy is delivered, premium(s) will be applied to the first policy
premium. Premiums are billed from the policy date. If the policy date is prior
10 the in force date, premiums will be due based on the policy date.

Yes No
Yes No
............................................................................ Yes No
............................................................................ Yes No

Coverage begins when Part | of the Application is completed, a premium
has been accepted, and this form has been completed and signed.

Coverage ends automatically on the earliest of the following dates:

o Five days after a refund of premium is mailed to the Propcsed Owner’s
address shown on the Application; or

» Five days after a notice of termination is mailed to the Proposed Owner's
address shown on the Application; or

e Coverage starts under any policy resulting from the Application; or

* A policy resulting from the Application is refused; or

e 90 days after the date this form is signed.

The Company may send a notice or return premium terminating this
coverage any time before delivery of the policy.

There is no insurance coverage if:

* There is material misrepresentation in the answers to the representations
above or to any question or statement in the Application.

* A Proposed Insured dies by suicide or intentional self-inflicted injury.
(This suicide clause does not apply in the state of Missouri.)

# The premium check or authorized withdrawal is not honored.

Proposed Owner Name (Please print)

Date

X Proposed Owner Signature

Signed at (city/state)

Proposed Insured Name (Please print)

Date

X Proposed Insured Signature
(if other than the Proposed Owner)

Signed at (city/state)

Proposed Other Insured Name (Please print)

Date

X Proposed Other
Insured Signature

Signed at (city/state)

X Writing Agent Signature

Date

Writing Agent Name (Please print)

Agent Phone #

1st Copy to Administrative Office

2nd Copy to Owner
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NEW BUSINESS TRANSMITTAL CHECKLIST

A. UNDERWRITING INFORMATION

Type of application submitted: [ ] Formal Application ] Informal/Trial Application [ Express Application

Application submitted to: [J ReliaStar Life Insurance Company: P.O. Box 5075, Minot, ND 58702-5065

[ Security Life of Denver Insurance Company: P.O. Box 5065, Minot, ND 58702-5065

Prior to submission, case discussed with:

Product Face Amount $

B. APPLICANT INFORMATION

Date Name of Applicant Policy #, if applicable
C. AGENT INFORMATION
Agent Name

Please indicate all Agent numbers associated with the following underwriting company and product line:

ReliaStar Life Insurance Company (Fixed Products)

ReliaStar Life Insurance Company (Variable Products)

Security Life of Denver Insurance Company (Fixed Products)

Security Life of Denver Insurance Company (Variable Products)

New Business Contact Person Phone Number

Fax Number Email Address

Policy Delivery Address

D. GENERAL AGENT INFORMATION
General Agent Name

Please indicate all General Agent numbers associated with the following underwriting company and product line:

ReliaStar Life Insurance Company (Fixed Products)

ReliaStar Life Insurance Company (Variable Products)

Security Life of Denver Insurance Company (Fixed Products)

Security Life of Denver Insurance Company (Variable Products)

New Business Contact Person Phone Number

Fax Number Email Address

E. VERIFICATION

The application for life insurance must be completed and accompanied by alf required state-specific forms. Please refer to the ING

website www.ingvfc.com for the correct form numbers.

1. 15 the AGENT'S REPOIT COMPIETE? .....uii ittt ittt ettt s bt et b e s st s st e ebte s es e s eas e e enatenssanteeeneeseee e [JYes [JNo
The writing agent/registered representative must be licensed and appointed in the state where the application was signed. The
writing agent/registered representative must complete and sign the Agent’s Report. The Independent General Agent (if applicable)

must also sign and include his or her Agent number(s) on the Agent’s Report.

2. Has the application been signed and dated? ........ccoiiiiici e s [Yes [INo
3. Has the Consumer Privacy Notice and State Required Notice been given to the applicant? .............oooveiiieinenn, [(JYes [JNo
4. Have all questions been fully aNSWEIEA? .........oovuiiiiiii et es et ae et eeae e eees [(JYes [JNo
5. Have all "Yes” answers been given full explanation and/or have the appropriate questionnaires been completed? .[] Yes [ |No
6. Has a signed illustration, In Lieu of lllustration or Acknowledgement and Certification of No lllustration been
SUBIMITEEA? 1.ttt etttk s s sttt h s b st s st bbb e es bbbttt [(JYes [JNo
7. Was licensing/contracting paperwork submitted simultaneously with this application? ...........cccccoeoviiiiciicen, [JYes [JNo
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F. STATE-SPECIFIC REQUIREMENTS

The following state-specific requirements are enclosed:

("] Application for Life Insurance [ Children’s Term Insurance Rider Application
[ ] Disclosure Statement(s) [[] Regulation-60 paperwork (NY ONLY)

[] Replacement Notice(s) [ Original 1035 Exchange/Service Request

[ THIV Consent [ ] Check in the amount of §

[T Comparative Information Notice (Must be included if the [7] Additional Application/Alternate Application

application is a replacement in FL or WV)
[] Out-of-State Verification (Required based on signed state/
resident state)

Product

Face Amount $

Variable Products ONLY: Has the proper Fund Allocation supplement been submitted?.........cccccooiiiniiiinceiinnn, CIYes [CINo

Please specify the status of the following items:

1. MEICA] EXBMINGTION.......cciiiiiiiiiieciee s et te et e et v bt ressresbestessaessesrae b e steasbesseeanaetaesbeansessresseeses [ ]Attached [ ]To Follow
2. Blood Profile/Home Office Specimen (HOS) .....oiv ittt []Attached [ ]To Follow
3. Electrocardiogram (EKG) e e e ettt ettt (] Attached [ }To Follow
4. Attending Physicians StAtemMeNT (APS) . ....i ittt e ] Attached [ ]To Follow
5. INSPECHION REPOTE (IR)....votteretetriieiceie et eb ettt ettt et et ] Attached []To Follow
6. Motor Vehicle REPOIT (IMVR) L.....viiiii ittt ettt et e s e ae e et ensestaesese s s b [T Attached []To Foliow
7. Electronic FUNS TraNSTEE (EFT) ...vviiiiieiicieicceee ettt sttt sa et ettt ss et baesbe s [T] Attached [ ]To Foliow
8. QUESHIONNGITES.....coe oottt ettt e ettt et et e e e et e et et e ete et et et e et et e ets s eteesee e s e e te et e e eraeesaeensens [ ] Attached []To Foliow
9. Conditional Receipt/Temporary INSUrance AGreemMENT..........cccccrrimrirriniirree st [ Attached [ ] To Foliow
10. MIB Authorization (must be signed) ......ccoovviiiiiiiiieece e s [] Attached []To Foliow

Page 2 of 2 Order # 120598  09/28/2006



