APPLICATION FOR INSURANCE
THE MOST EXCELLENT ASSEMBLY OF THE
ARTISANS ORDER OF MUTUAL PROTECTION

(A Fraternal Benefit Society)
8100 Roosevelt Blvd.
Philadelphia, PA 19152
(215) 708-1000; FAX (215) 708-1779

A. IDENTIFICATION OF PROPOSED INSURED

Part One of
Application
PLEASE PRINT

Is applicant a member of the Artisans Order of Mutual Protection? Yes ( ) No ( ).

1f not, apply for membership.

Agent
Contract #:

1a. Full Name of Proposed Insured: 1b. Social Security No:
2. Address: City: State: Zip Code:
3a. Birth date: (Month, Day, Year) b. Age: c: Birthplace: 4., () Male
( ) Female
5. Name of Employer: 6. Address:
7a. Occupation: b. How long employed, Years: Months:
B. THE INSURANCE
1. Basic Plan: 2. Amount of Insurance:
3. Riders with this Plan:
a. ( ) Accidental Death Benefit; Amount: $
b. ¢ ) Payor/Waiver of Premium;
c. ( ) Flexible Premium Annuity Rider; Initial Premium: $ Benefits Commence at Age:
d. ( ) Yearly Renewable Term Rider
e. ( ) Other: Amount: $
4, Premium to be paid: ( ) Monthly; ( ) Quarterly; ( ) Semi-Annual; ( ) Annual. 5. Automatic Premium Loan: ( ) Yes ( ) No.
6. Send correspondence to Proposed Insured's:
( ) Residence; ( ) Business; ( ) Other ; () or to Policy Owner.
7. Amount Paid with Application: $ . Dividend Options: ( ) Purchase Dividend Additions; ( ) Paid in Cash
( ) Dividend Accumulations (Must have SS#, See 1b)
9. Beneficiary. Will receive proceeds unless changed by the Owner. (List full name, relationship, and birth date.)
NAME RELATIONSHIP BIRTH DATE AMOUNT
$
$
10. Contingent Beneficiary. If any: (list full name and address.)
C. INSURABILITY

1. Has a Health Care Provider treated or diagnosed the proposed

insured for any disease or disorder of:
(If yes, circle condition and give details in No. 4.)

2. Has Proposed Insured been treated for or advised, by a
Health Care Provider, of:
(If yes, circle condition and give details in No. 4.)

a. Nervous system; epilepsy; or paralysis? Arthritis or any a. Cancer; tumor; diabetes; gout; glands;

disease of the joints; back; or spine? () Yes ( ) No. or blood disorders? () Yes ( ) No.
b. The heart or blood vessels; chest pains; high or low b. Any illness; disease; condition; or injury; or

blood pressure; rheumatic fever? () Yes ( ) No. deformity not already listed. ) Yes ( ) No.
c. Stomach; liver; intestines; gall bladder? ( ) Yes ( ) No. c. Consultaticn, treatment or been examined by a

physician or other practitioner for any

d. The kidney; urinary; bladder; prostate? ( ) Yes ( ) No. other reason? () Yes ( ) No.
e. Lungs; asthma; tuberculosis? () Yes ( ) No. d. Any current medication? () Yes ( ) No.
3. Height and weight of Proposed Insured: ft. in.; lbs.
4. Give complete details of any "YES" answers to Questions C1 and 2. Give the full name and addresses of physicians seen
or hospitals used within the last 5 years. Include dates, nature of disease, or injury and treatment.
Sa. Family Living Dead
Record Age State of Health Age at Death Cause of Death
Father
Mother
Brothers/
Sisters

5b. Have any of your parents, brothers, or sisters ever had heart disease, diabetes, or mental illness?

If yes, explain:

() Yes

( ) No.

6. In the past 5 years, have you: Details of Yes Answer:
a. used alcoholic beverages? ) () Yes () No.
b. used narcotics or drugs (not prescribed by a physician)? () Yes () No.
7. In the past 10 years, have you been treated for alcoholism or any drug habit? ¢ ) Yes ( ) No. If yes, explain:
8. In the past 10 years, have you been in a hospital; clinic; sanatorium; or institution for examination; observations;
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diagnosis; operation; or treatment? ( ) Yes ( ) No.
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If yes, explain:



9a. Do you now use tobacco? ( ) Yes ( ) No. If yes, explain (type):
9b. Ever used tobacco? ( ) Yes ( ) No. If yes, explain (type, date quit):

10. Amount of life insurance in force on life of Proposed Insured: Other companies? _________ with ACMP?
Company: Year Issued: Amount:
Company: Year Issued: Amount:
Company: Year Issued: Amount :
11. Has Proposed Insured had life or health insurance rejected; rated up; postponed; modified; canceled or not renewed?
() Yes ( ) No. If yes, explain: When? What Company?
D. OTHER ITEMS

1. Has Proposed Insured ever engaged in or intend engaging in any type of flying as pilot or crew member; scuba or sky diving;
racing; or other hazardous activities? ( ) Yes ( ) No. If yes, give details:

2. Name of owner of this policy, if other than Proposed Insured? Relationship?

3. Address: City: State: 2ip:

4, Owner is: ( ) Individual; ( ) Partnership; ( ) Corporation; ( ) Trustee. Soc. Sec. # or Tax 1. D. #

5. Will insurance applied for replace or change any insurance or annuities? ( ) Yes ( ) No.

Company? Amount: $

I agree that no insurance shall take effect unless and until: (1) the first premium shall have been paid; (2) a con-
tract is delivered to the applicant during the Proposed Insured's lifetime; (3) the health of the Proposed Insured
is as described in the application; and (4) all requirements of the constitution and By-laws have been complied with.

Dated this day of . 19 at

I certify that I have truly and accurately recorded on the application the information supplied by the Proposed Insured(s).

Signature of Agent or Sponsor Proposed Insured’s Signature Medical Director Approval

Proposed Applicant's Signature (Parent or Guardian, if applicant is under age 16.)

NOTICE TO PROPOSED INSURED

1 understand that information regarding my insurability will be treated as confidential. The Artisans Order of Mutual Protection,
or its reinsurers, may, however, make a brief report thereon to the Medical Information Bureau, a non-profit membership organization
of life insurance companies which operates an information exchange in behalf of its members. Should I apply to another Bureau member
company for life or health insurance coverage, or if a claim for benefits is submitted to such a company, the Bureau, upon request,
will supply such company with the information it may have in its files.

Upon receipt of a request from me, the Bureau will arrange disclosure of any information it may have in my file. Should I have
a question regarding the accuracy of information in the Bureau's file, I may contact the Bureau and seek a correction in accordance
with the procedures set forth in the Federal Fair Credit Reporting Act. The address of the Bureau's information office is:
Post Office Box 105, Essex Station, Boston, MA 02112; telephone number: (617) 426-3660.

The Artisans Order of Mutual Protection, or its reinsurers, may also release information in its file to other life insurance
companies to whom I may apply for life or health insurance, or to whom a claim for benefits may be submitted.

I further understand that in connection with this application for insurance, an investigative consumer report may be made as to
my insurability, whereby information may be obtained through interviews with neighbors; friends; and associates; and which may
include, if applicable, information to character; general reputation; personal characteristics; and mode of living. Additional
detailed information as to the nature and scope of any investigation will be furnished upon written request.

PENNSYLVANIA FRAUD WARNING NOTICE
Any person, who knowingly and with intent to defraud any insurance company or other person, files an application for insurance
or statement of claim, 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 and subjects such person to criminal
and civil penalties.

. NEW JERSEY FRAUD WARNING NOTICE
Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal
and civil penalties.

AUTHORIZATION
.1 hereby authorize any licensed physician; medical practitioner; hospital; clinic; or other medical or medically related facility;
insurance company; the Medical Information Bureau; or other organization; institution; or person, that has any records or knowledge
of me or my health to give Artisans Order of Mutual Protection; or its reinsurers; or its authorized representatives, including
Equifax; or bearer; any such information. The Artisans Order of Mutual Protection may disclose such information to its reinsurers
or the Medical Information Bureau. This authorization is valid for 30 months after the date shown below.

A photographic copy of this authorization shall be as valid as the original.

Date . 19
Witnessed by Agent or Sponsor Signature of Proposed Insured
LA-97-PA (Parent or Guardian, if applicant is under age 16.)
FOR HOME OFFICE USE ONLY
Approved by: Date Processed:
Rejected by: Date Rejected:
Premium received with Application: $
Premium refunded: $ . Date premium returned:
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