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AIG]

July 26, 2023

TIMOTHY J FERRELL
246 CENTRAL HEIGHTS DR SW
CONCORD, NC 280259268

Re: TIMOTHY J FERRELL
Policy Number: 4230189798
Product Name: Select-a-Term

Dear TIMOTHY J FERRELL:

Congratulations on taking this important step toward financial protection for yourself and your loved
ones. For nearly 100 years, AlG has been a trusted insurance provider and now serves 90 million
clients in more than 100 countries. Thank you for choosing us'!

Enclosed is your new insurance policy. We recommend that you carefully review all documents and
store them in a safe place. Your policy package includes the following important information:

Policy conversion information (if applicable)

List of requirements needed to be returned to us in order to activate your policy (if applicable)
Your policy contract

Important information per your state of residence

Our privacy policy and additional information

For added convenience, we encourage you to visit www.aig.com/eservice to securely manage your
policy online. eService allows you to view policy documents, make payments, set up recurring
payments, contact customer service and more.

If you have questions after reading your policy, please contact your agent directly or the AIG Contact
Center at 1-844-452-3832 (Life Insurance) or 1-800-340-2765 (Variable Universal Life only).

Thank you again for your business. We look forward to serving you.

-) D
Tim Heslin

President, Life Insurance US

Sincerely,

Your policy is underwritten and administered by American General Life Insurance Company or The United
States Life Insurance Company in the City of New York (collectively "AlG"). AlG has engaged the services of a
third-party administrator, Accenture Insurance Services, LLC ("AlS") to provide support for certain administrative
functions on AlG’s behalf and under "AlG’s direction. This change will not affect the terms and benefits of your
policy. All contractual provisions and rights under your policy will remain the same. AlS is a Delaware company
located at 161 N. Clark Street, Chicago, IL 60601.



AIG]

The following item(s) require your immediate attention. To avoid policy cancellation, please respond
by September 24, 2023.

Your policy details:

Policy Number: 4230189798

Owner: TIMOTHY J FERRELL
Insured: TIMOTHY J FERRELL
Policy Effective Date:  July 26, 2023

Billing Frequency: Monthly

Billing Type: Bank Draft

Mode Premium: $66.22

To complete the delivery of your policy, the following items MUST be submitted:

Signatures Required:
Bank Draft Auth

Initial Payment:
Monthly premium in the amount of $66.22 will be drafted for each outstanding premium at
the time delivery requirements are received. These premiums can be drafted once a new
bank draft authorization is received.

Total Modal Premium Due: $66.22
Cash Received: $0.00
Balance Due: $66.22

NOTE: Any changes made to the above listed requirements are subject to policy reissue.

Please respond by September 24, 2023 using the submission instructions on the next page.

Agent: 3UC03
Agency:  3UCO03



REQUIREMENT SUBMISSION INFORMATION

Please return delivery requirements in the envelope provided or refer to your agent website for
the most accurate overnight delivery information. You may also fax requirements without
money to the numbers below.

Delivery Requirements Fax Lines  1-877-713-6354
1-877-713-6355

Helpful hints:
e |f you fax - don't mail, and if you mail - don't fax.
o Clearly write the policy number(s) on the first page of all correspondence.
e Be sure payment form is signed by account holder or cardholder.

¢ Need more time to deliver your policy? Additional money may be due.



Your Insurance Policy Contract

Policies issued by American General Life Insurance Company (AGL) except in New York, where issued
by The United States Life Insurance Company in the City of New York (US Life). Issuing companies AGL
and US Life are responsible for financial obligations of insurance products and are members of

American International Group, Inc. (AIG).



AMERICAN GENERAL LIFE

Insurance Company
A Stock Company

Home Office:
Houston, Texas TIMOTHY J FERRELL
POLICY NUMBER: 4230189798
2727-A Allen Parkway
Houston, Texas 77019

(713) 522-1111

WE WILL PAY THE DEATH BENEFIT to the Beneficiary if the Insured dies while this policy is in force.
Payment will be made after We receive Due Proof of Death of the Insured, and will be subject to the terms
of this policy.

The consideration for this policy is the application and payment of the first premium. The first premium
must be paid on or before delivery of this policy.

This is an INDETERMINATE PREMIUM TERM LIFE INSURANCE POLICY WITH A CHANGE IN THE FACE
AMOUNT AFTER THE LEVEL PREMIUM PERIOD. A Death Benefit is payable upon the Insured's death
while this policy is in force prior to the Termination Date of the Last Renewal Term Period. Premium
payments are payable for the term period shown on the Policy Schedule. This policy is ANNUALLY
RENEWABLE, CONVERTIBLE and contains RE-ENTRY OPTION. NONPARTICIPATING - THIS POLICY
WILL NOT PAY DIVIDENDS.

NOTICE OF RIGHT TO EXAMINE POLICY

You may return this policy within ten* days after delivery if You are not satisfied with it for any reason. This
policy may be returned to Us or to the agent through whom it was purchased. Upon surrender of this
policy within the ten* day period, it will be void from the beginning, and We will refund any premium paid.

* If the application for this policy indicates a replacement, the number of days is thirty days or longer if
required by the applicable law in the state where this policy is issued for delivery.

SIGNED AT THE HOME OFFICE ON THE DATE OF ISSUE.

Secretary President

INDETERMINATE PREMIUM TERM LIFE INSURANCE POLICY
CHANGE IN FACE AMOUNT AFTER LEVEL PREMIUM PERIOD
ANNUALLY RENEWABLE AND CONVERTIBLE
20 YEAR LEVEL PREMIUM PERIOD
NONPARTICIPATING
READ YOUR POLICY CAREFULLY

ICC21-19311 Rev0321
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DEFINITIONS

Company Reference. The words "We", "Our", "Us",
or "Company" mean American General Life
Insurance Company.

"You", "Your." The words "You" or "Your" mean the
Owner of this policy.

Home Office. Our office at 2727-A Allen Parkway,
Houston, Texas 77019; Mailing Address P.O. Box
1931, Houston, Texas 77210-1931.

Written, In Writing. A written request or notice in
acceptable form and content, which is signed and
dated, and received at Our Administrative Center.

Premium Class. The risk classification assigned to
the Insured under this policy. The Premium Class
is shown on the Policy Schedule.

Administrative Center. The term “Administrative
Center” means Our service center to which You
should direct all requests, instructions and other
communications.  Our Administrative Center is
located at 2727-A Allen Parkway, Houston, Texas
77019.

Age. The word “Age” means the Insured’s age
nearest birthday as of the Date of Issue.

Attained Age. The term “Attained Age” means the
Insured’s Age plus the number of years and
completed months from the Date of Issue.

Initial Face Amount. The term “Initial Face Amount”
means the Face Amount of this policy on the Date
of Issue.

Level Premium Period. The term “Level Premium
Period” means the period of time during which
premiums cannot change. The Level Premium
Period is shown on the Policy Schedule.

Renewal Term Period. The term “Renewal Term
Period” means each one-year period after the
Level Premium Period for which this policy may be
renewed but premiums can change.

NOTICE
This Policy Is A Legal Contract Between
The Policy Owner And The Company.

ICC21-19311 Rev0321
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POLICY SCHEDULE

Insured: TIMOTHY J FERRELL Policy Number: 4230189798

Insurance Age: 56 Date of Issue: July 26, 2023

Sex: Male Initial Face Amount:  $250,000.00

This Is A Sex Distinct Policy Premium Class: Preferred Plus Non-Tobacco

SCHEDULE OF BENEFITS AND PREMIUMS

Benefits Benefit Amounts Annual Premium Level Premium Period
Life Insurance: $250,000.00 $783.70* 20 Years*
Terminal lliness Accelerated Death Benefit Rider

Providing For Payment Of Accelerated Benefits None

Terminal lliness Percentage: 50.00%
Maximum Benefit Amount: $125,000.00
Maximum Administrative Fee: $500.00

Total Initial Annual Premium: $783.70

*For Level Premium Period. The Annual Premium shown above includes a policy fee of $64.00.
July 26, 2043 is the Termination Date of the Level Premium Period. For future term periods, see the Table
of Premiums and Face Amounts.

After the Level Premium Period, this policy may be renewed for Renewal Term Periods of one-year.
July 26, 2062 is the Termination Date of the Last Renewal Term Period referred to in the Renewal Option
provision.

On the twentieth policy anniversary and any later policy anniversary, We have the right to change the
premium of this policy. See Right to Change Premium provision.

The Face Amount of this policy on each policy year is shown in the Table of Premiums and Face Amounts.

Premiums payable other than annually are equal to a percentage of the Annual Premium and include
additional premium charges. These percentages are shown in the Table of Premiums and Face Amounts.
The initial Premium Payment Interval is Monthly. The first Monthly premium is $66.22.

North Carolina Insurance Department Telephone: (855) 408-1212

This Is A North Carolina Policy
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Policy Schedule Continued — Policy Number 4230189798

Re-Entry Option. This policy may be exchanged for a new policy as specified in the Re-Entry Option
provision. This option is available only on the twentieth policy anniversary, provided that a renewable
level term policy is made available by Us at the Attained Age of the Insured at re-entry.

Conversion Option. This policy may be converted to a new policy as specified in the Conversion Option
provision. Conversions are allowed prior to the Conversion Expiry Date. The Conversion Expiry Date is
July 26, 2037. The Minimum Face Amount required for this policy after conversion is $100,000.00.

Payment Options Guaranteed Interest Rate: 0.15% Annual Effective
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TABLE OF PREMIUMS AND FACE AMOUNTS

Maximum* Maximum*

Policy Annual Life Face Policy Annual Life Face

Year Insurance Premium Amount Year Insurance Premium Amount
1 $783.70 $250,000.00 21 $1,371.55 $12,500.00
2 $783.70 $250,000.00 22 $1,371.55 $12,500.00
3 $783.70 $250,000.00 23 $1,371.55 $12,500.00
4 $783.70 $250,000.00 24 $1,754.22 $12,500.00
5 $783.70 $250,000.00 25 $1,992.73 $12,500.00
6 $783.70 $250,000.00 26 $2,266.26 $12,500.00
7 $783.70 $250,000.00 27 $2,575.90 $12,500.00
8 $783.70 $250,000.00 28 $2,938.08 $12,500.00
9 $783.70 $250,000.00 29 $3,360.86 $12,500.00
10 $783.70 $250,000.00 30 $3,855.34 $12,500.00
11 $783.70 $250,000.00 31 $4,431.62 $12,500.00
12 $783.70 $250,000.00 32 $5,098.38 $12,500.00
13 $783.70 $250,000.00 33 $5,859.33 $12,500.00
14 $783.70 $250,000.00 34 $6,692.34 $12,500.00
15 $783.70 $250,000.00 35 $7,588.64 $12,500.00
16 $783.70 $250,000.00 36 $8,540.40 $12,500.00
17 $783.70 $250,000.00 37 $9,505.37 $12,500.00
18 $783.70 $250,000.00 38 $10,474.56 $12,500.00
19 $783.70 $250,000.00 39 $11,400.50 $12,500.00
20 $783.70 $250,000.00

*See Right To Change Premium provision.

Premiums payable other than annually are computed by multiplying the applicable Annual Premium by the
Premium Percentages shown below.

Premium Payment Interval Premium Percentage
Semi-annual: 52.00%
Quarterly: 26.50%

Monthly (Pre-authorized checking): 8.45%
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Contract. Your policy is a legal contract that You
have entered into with Us. You have paid the first
premium and have submitted an application, a
copy of which is attached. In return, We promise to
provide the insurance coverage described in this

policy.
The entire contract consists of:
1. This policy; and

2. The attached riders, if any, that add benefits to
this policy; and

3. The attached endorsements, if any; and

4. The attached copy of Your application, and
any attached amendments or attached
supplemental applications.

Date of Issue. The Date of Issue of this policy is
the date on which the first premium is due. The
Date of Issue is also the date from which all policy
years and anniversaries are determined.

Owner. The Owner is as stated in the application
unless later changed. During the Insured’s
lifetime, the Owner may exercise every right this
policy confers or We allow (subject to the rights of
any assignee of record or irrevocable beneficiary).
You may have multiple Owners of this policy. In
that case, the authorizations of all Owners are
required in Writing for all policy changes. The
Owner may be the same as the Insured but does
not have to be. If an Owner dies while this policy is
in force and the Insured is living, ownership rights
pass to the successor Owner documented in Our
records, if any; otherwise ownership rights pass to
the estate of the Owner.

PREMIUM PAYMENTS

Premium Payment. The first premium is due on the
Date of Issue. Subsequent premiums for each
Renewal Term Period are due on the first day of
each Premium Payment Interval shown on the
Policy Schedule. Each premium must be paid on
or before its due date.

You may change the Premium Payment Interval for
this policy, subject to Our rules at the time of
change.

Where to Pay. You may make Your payments to
Us at Our Administrative Center or to an agent
authorized by Us to receive such payment. All
premium checks must be made payable to the
Company. A receipt signed by an officer of the
Company will be furnished upon request.

Annual Life Insurance Premium. The Maximum
Annual Life Insurance Premium is shown in the
Table of Premiums and Face Amounts. We may
charge an annual premium lower than the
Maximum Annual Life Insurance Premium. No
annual premium charge can be higher than the
Maximum Annual Life Insurance Premium.

ICC21-19311 Rev0321

Right To Change Premium. We reserve the right to
change the premium for this policy on the policy
anniversary shown on the Policy Schedule and on
any later policy anniversary, subject to the
following terms:

1. The Annual Premium will not exceed the
applicable Maximum Annual Life Insurance
Premium shown in the Table of Premiums and
Face Amounts.

2. Any change in premium for this policy will
apply to all Insureds with the same policy
benefits and provisions and with the same
Date of Issue, Age at issue, Sex (if this policy
was issued on a Sex Distinct basis) and
Premium Class. We will not change the
premium because of a change in an Insured's
health, occupation or avocation.

3. Any change in premium for this policy will take
effect only after 30 days prior notice has been
given to the Owner of this policy.

4. Any change in premium for this policy will be
based upon factors and considerations
including, but not limited to, Our future
expectations as to mortality, persistency,
expenses, reinsurance costs, and any local,
state and federal taxes. We will not change
the premium in order to recoup any prior
losses.



PREMIUM PAYMENTS (Cont'd)

5. Any change in premium for this policy will be
determined in accordance with procedures
and standards on file with the Interstate
Insurance Product Regulation Commission.

This provision does not apply to any rider attached
to this policy.

Grace Period. The Grace Period is the 31-day
period that follows the due date of any premium
other than the first premium.

Any payments sent by U.S. mail must be
postmarked within the Grace Period in order to
keep Your policy in force. If the amount of
premium required to keep Your policy in force is
not paid by the end of the Grace Period, this policy
will terminate.

CHANGE IN FACE AMOUNT

The Face Amount of this Policy will change after
the Level Premium Period. The Face Amount of

this Policy on each policy year is shown in the
Table of Premiums and Face Amounts.

DEATH BENEFIT

If the Insured dies before this policy's Termination
Date shown on the Policy Schedule and while this
policy is in force, We will pay the Death Benefit to
the Beneficiary after We receive Due Proof of
Death and proper written claim showing proof of
the claimant’s interest in the Death Benefit.

The Death Benefit will be equal to:

1. The Face Amount of the policy in the current
policy year plus;

2. Any insurance on the Insured's life that is
payable under any attached riders; less

3. Any premium amount due if the Insured’s
death occurs during the Grace Period; plus

4. Any part of a premium paid for coverage
beyond the policy month in which the Insured
dies; plus

5. Any interest as described in the Interest
Payable on Death Benefit provision.

BENEFICIARY AND PROCEEDS

Beneficiary. The Beneficiary as named in the
application, or later changed by You, will receive
the proceeds upon the death of the Insured.
Unless You have stated otherwise, proceeds will
be paid as follows:
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1. If any Beneficiary dies while the Insured is
living, that Beneficiary's interest will pass to
any other Beneficiaries of the Insured We
determine are entitled to payment; or

2. |If there is no Beneficiary upon the death of the

Insured (and there is no provision to the
contrary), proceeds will be paid in one lump
sum to the Owner, if living; otherwise
proceeds will be paid to the Owner’s estate.



BENEFICIARY AND PROCEEDS (Cont'd)

Common Disaster. If We cannot determine
whether a Beneficiary or the Insured died first in a
common disaster, We will assume that the
Beneficiary died first. Proceeds will be paid on this
basis unless We receive Your Written request prior
to the death of the Insured that provides otherwise.

Proceeds. Proceeds mean the amount payable on
the Insured’s death.

The proceeds payable on the Insured’s death will
be the Death Benefit, after refunding any premium
received on or after the date of death and will be
subject to the other provisions of the Beneficiary
and Proceeds section.

All proceeds are subject to the provisions of the
Payment Options section and the other provisions
of this policy. Full payment of policy proceeds to
the person(s) designated to receive such policy
proceeds discharges Us from all claims.

Due Proof of Death. Due Proof of Death means
any written proof which includes a copy of the
death certificate or other lawful evidence providing
equivalent information.

CHANGE OF OWNERSHIP OR BENEFICIARY

You may change the Owner or the Beneficiary at
any time during the lifetime of the Insured unless
the previous designation provides otherwise.
However, an irrevocable beneficiary cannot be
changed without the written consent of such
irrevocable beneficiary. To do so, send a Written
request to Our Administrative Center. The change

will go into effect when We have received the
change. However, after the change is received, it
will be deemed effective as of the date You signed
the Written request for change, unless You specify
otherwise. The change will be subject to any
payment made or action taken by Us before We
receive the request.

PAYMENT OPTIONS

Proceeds are payable in one sum. Instead of
being paid in one sum, all or part of the proceeds
may be applied under any of the Payment Options
described below. In addition to these options,
other methods of payment may be chosen with Our
consent. The amount applied to purchase a
Payment Option will not be less than would be
provided by immediate annuity purchase rates
offered by the Company at the time the Payment
Option payments are to begin.
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The monthly payment for each $1,000 of proceeds
applied to purchase a Payment Option will be
furnished upon request.

Payment Contract. = When proceeds become
payable under a Payment Option, a Payment
Contract will be issued to each payee. The
Payment Contract will state the rights and benefits
of the payee. It will also name those who are to
receive any balance unpaid at the death of the
payee.



PAYMENT OPTIONS (Cont’d)

Election of Options. The Owner may elect or
change any Payment Option while the Insured is
living, subject to the provisions of this policy. This
election or change must be In Writing. Within 60
days after the Insured’s death, a payee entitled to
proceeds in one sum may elect to receive
proceeds under any option, subject to the
limitations stated in the “Availability of Options”
provision.

Option 1. Payments for a Specified Period: Equal
monthly payments will be made for a specified
period.

Option 2. Payments of a Specified Amount: Equal
monthly payments of a specified amount will be
made. If You select this Payment Option each
payment must be at least $60 a year for each
$1,000 of proceeds applied. Payments will
continue until the amount applied, with interest,
has been paid in full.

Option 3. Payments for Life with Period Certain:
Equal monthly payments will be made for a
specified period, and will continue after that period
for as long as the payee lives. The specified period
may be 10, 15 or 20 years. |If issued on a Sex
Distinct basis, payments are calculated based on
the Annuity 2000 Male or Female Tables adjusted
by projection scale G (adjusted by 50% of
projection scale G for females and 100% of
projection scale G for males) for 20 years. If issued
on a Unisex basis, payments are calculated based
on the Annuity 2000 Male and Female Tables
adjusted by projection scale G (adjusted by 50%
of projection scale G for females and 100% of
projection scale G for males) for 20 years, with
Unisex rates based on 40% female and 60% male.

Option 4. Proceeds Left at Interest: Proceeds may
be left on deposit for any period up to 30 years.
Interest earned on the proceeds may be:

1. Left on deposit to accumulate with interest; or
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2. Paid in installments at the rate for each $1,000
of proceeds of $10.00 annually, $4.99
semiannually, $2.49 quarterly or $0.83
monthly.

Upon the death of the payee, or at the end of the
specified period, any balance left on deposit will
be paid in a lump sum or under Options 1, 2 or 3.

Interest Rates. Proceeds held under all Payment
Options receive interest at Our current rate for
funds left on deposit, which will be no less than the
guaranteed rate. The annual effective guaranteed
rate of interest for proceeds held under all
Payment Options is shown on the Policy Schedule.
We may use a higher rate of interest. We
determine the higher rate.

Payments. The first payment under Options 1, 2
and 3 will be made when the claim for settlement
has been approved. Payments after the first will be
made according to the manner of payment
chosen. Interest under Option 4 will be credited
from the date of death and paid or added to the
proceeds as provided in the Payment Contract.

Availability of Options. If the proposed payee is
not a natural person, payment options may be
chosen only with Our consent.

If this policy is assigned, We will have the right to
pay the assignee in one sum the amount to which
the assignee is entitled. Any balance will be
applied according to the option chosen.

The amount to be applied under any one option
must be at least $2,000. The payment elected
under any one option must be at least $20. If the
total policy proceeds are less than $2,000,
payment will be made in one lump sum.

Evidence That Payee is Alive. Before making any
payment under a Payment Option, We may ask for
proof that the payee is alive. If proof is requested,
no payment will be made or considered due until
We receive proof.



PAYMENT OPTIONS (Cont’d)

Death of a Payee. If a payee dies, any unpaid
balance will be paid as stated in the Payment
Contract. If there is no surviving payee named in
the Payment Contract, We will pay the estate of the
payee:

1. Under Options 1 and 3: The value of the
remaining payments for the specified period
as of the date We receive Written notification
of death, discounted at the rate of interest
used in determining the amount of the monthly
payment.

2. Under Options 2 and 4: The balance of any
proceeds remaining unpaid with accrued
interest, if any.

Withdrawal of Proceeds Under Options 1 and 2. If
provided in the Payment Contract, a payee will
have the right to withdraw the entire unpaid
balance under Options 1 and 2. Under Option 1,
the amount will be the value of the remaining
payments for the specified period discounted at
the rate of interest used in determining monthly
income. Under Option 2, the amount will be the
entire unpaid balance.

Withdrawal of Proceeds Under Option 4. A payee
will have the right to withdraw proceeds left under
Option 4 subiject to the following rules:

1. The amount to be withdrawn must be $500 or
more; and

2. A partial withdrawal must leave a balance on
deposit of $1,000 or more.

Withdrawals May Be Deferred. We may defer
payment of any withdrawal for up to 6 months from
the date We receive a withdrawal request.

Assignment.
assigned.

Payment Contracts may not be

Change in Payment. The right to make any
change in Your manner of payment is available
only if the Payment Contract provides for a change
in payment.

Claims of Creditors. To the extent permitted by
law, proceeds will not be subject to any claims of a
payee or a Beneficiary's creditors.

GENERAL PROVISIONS

Changing the Terms of Your Policy. Any change in
Your policy must be approved in writing by the
President, a Vice President, an Administrative
Officer or the Secretary of the Company. No agent
has the authority to make any changes or waive
any of the terms of Your policy.

Assigning Your Policy. During the lifetime of the
Insured, unless restricted by federal tax law, You
may assign this policy as security for an obligation.
We will not be bound by an assignment unless it is
received In Writing at Our Administrative Center.
Your rights and those of any other person referred
to in this policy will be subject to the assignment.
The assignment, unless You specify otherwise, will
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take effect on the date that You signed the notice
of assignment, subject to any payments made or
actions taken by Us before We receive such
assignment. We will not be responsible for the
validity or tax consequences of any assignment.

Incontestability. We rely on the statements made
in the application for this policy and any
amendments of applications, supplemental
applications, and applications  for  any
reinstatements. These statements, in the absence
of fraud, are considered representations and not
warranties. No statement may be used in defense
of a claim under this policy unless it is in such
applications attached to this policy.



GENERAL PROVISIONS (Cont'd)

We cannot contest this policy after it has been in
force during the Insured's lifetime for two years
from the Date of Issue. If this policy is reinstated,
We cannot contest this policy during the Insured’s
lifetime after it has been in force for two years from
the date of such reinstatement.

Exceptions:

We can contest a reinstatement for a two-year
period following the date of such reinstatement
solely on the basis of the information furnished in
the application for such reinstatement.

If all or part of this policy is converted to a new
policy before the two-year contestable period has
expired, the remaining contestable period will
apply to the amount of death benefit under the new
policy attributable to the part of this policy that was
converted.

The two-year contestable limitation does not apply
to benefits provided by any disability or accidental
death benefit rider, or to the nonpayment of
premium.

Suicide Exclusion. If the Insured takes his or her
own life, while sane or insane, within two years
from the Date of Issue or the date We approve
Your reinstatement application, We will limit the
Death Benefit to the premiums paid. If all or part of
this policy is converted to a new policy, the
remaining part of the original two year suicide
exclusion on this policy will apply to the new

policy.

Age or Sex Incorrectly Stated (Age Incorrectly
Stated if Issued on a Unisex Basis). If the: (1) age
or sex of the Insured (if this policy was issued on a
Sex Distinct basis); or (2) age of the Insured (if this
policy was issued on a Unisex basis) has been
misstated to Us, We will adjust the Death Benefit
on the date of death to that which the most recent
premium paid would have purchased.
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Conformity With Interstate Insurance Product
Regulation Commission Standards. This policy
was approved under the authority of the Interstate
Insurance Product Regulation Commission and
issued under the Commission Standards. Any
provision of this policy that is in conflict with
Interstate Insurance Product Regulation
Commission Standards for this product type is
hereby amended to conform to the Interstate
Insurance  Product  Regulation  Commission
Standards for this product type as of the
provision’s effective date.

No Dividends. This policy will not pay dividends. It
will not participate in any of Our surplus or
earnings.

When This Policy Terminates. This policy will
terminate on the earliest of:

1. Any date on which You request that this policy
be terminated; or

2. The date on which the Insured dies; or
3. The date on which the Grace Period ends; or

4. The Termination Date of the Last Renewal
Term Period shown on the Policy Schedule; or

5. The date on which the current term period
terminates if this policy is not renewed for a
subsequent term period; or

6. The date on which this policy is wholly
replaced by a new policy issued by Us.

Reinstatement. "Reinstating" means placing Your
policy in force after it has terminated at the end of
the Grace Period. We will reinstate this policy if We
receive:

1. Your Written request within five years after the
end of the Grace Period and before the
Termination Date of the Last Renewal Term
Period; and



GENERAL PROVISIONS (Cont'd)

2. Evidence of insurability satisfactory to Us; and

3. Payment of the premium for the Grace Period
with interest at the rate of 6% per year
compounded annually plus the premium due
for the current policy month.

If a person other than the Insured is covered by an
attached rider, coverage will be reinstated
according to that rider.

Rights Reserved By Us. Upon notice to You, this
policy may be modified by Us, if such modification
iS necessary as required by the Internal Revenue
Code or by any other applicable law, regulation or
interpretation in order to continue treatment of this
policy as life insurance.

When required by law, We will obtain Your
approval of changes and We will obtain approval
from any appropriate regulatory authority.

Correspondence. Any request, notice or proof
shall be filed with Our Administrative Center.

Policy Settlement. In any settlement, We may
require the return of this policy.

Interest Payable on Death Benefit. Interest is paid
on the Death Benefit as follows:

1. Interest will accrue and be payable from the
date of death.

2. Interest will accrue at the rate or rates
applicable to this policy for funds left on
deposit. In determining the effective annual
rate or rates, We will use the rate in effect on
the date of death.

3. Interest will accrue at the effective annual rate
determined in item 2 above, plus additional
interest at a rate of 10% annually beginning
with the date that is 31 calendar days from the
latest of items a, b and ¢ below to the date the
claim is paid, where it is:

a. The date that Due Proof of Death is
received by the Company;

b. The date the Company receives sufficient
information to determine its liability, the
extent of the liability, and the appropriate
payee legally entitled to the proceeds;
and

c. The date that legal impediments to
payment of proceeds that depend on the
action of parties other than the Company
are resolved and sufficient evidence of
the same is provided to the Company.
Legal impediments to payment include,
but are not limited to: (1) the
establishment of guardianships and
conservatorships; (2) the appointment
and qualification of trustees, executors
and administrators; and (3) the
submission of information required to
satisfy any state and federal reporting
requirements.

RE-ENTRY OPTION

If a renewable level term policy is made available
by Us at the Attained Age of the Insured at re-
entry, then this option will be available.

This option is available only on the policy

Anniversary shown on the Policy Schedule. We
agree to exchange this policy for a new renewable

ICC21-19311 Rev0321
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level term life insurance policy on the life of the
Insured. We will require evidence of insurability
satisfactory to Us. Such evidence will be paid for
by Us and will be based on Our then current
underwriting rules.



RE-ENTRY OPTION (Cont'd)

Exchange will be subject to the following
conditions:

1. A properly completed application must be
submitted to Us within 60 days prior to the
date of exchange, along with payment of the
initial premium for the new policy.

2. This policy must be in force and all premiums
due prior to the date of exchange must be
paid. Insurance under this policy will cease
when this policy is exchanged.

3. The Age at issue for the new policy will be the
Attained Age of the Insured under this policy
on the date of exchange.

4. The new policy will be on the same plan of
insurance as this policy or, if such plan is not
available, on a plan of insurance made
available by Us that We determine to be
reasonably similar to this plan. Alternatively,
the Owner may elect any other plan, if
available, with a shorter renewable term
period then being issued on this policy form.
The Date of Issue of the new policy will be the
date of exchange. The Face Amount of the
new policy may not exceed the Initial Face

Amount of this policy and must meet or
exceed the minimum then in effect for the plan
elected.

5. Any benefits or riders in force under this policy
on the date of exchange will be included in the
new policy and will be subject to Our then
current rules and rates.

6. The new policy, excluding any accidental
death rider, will not have a suicide exclusion
provision.

7. The contestable period of the new policy will
start on the date of exchange, with respect to
the evidence of insurability used to qualify the
Insured for the new policy. However, We may
contest only the difference between the face
amount of the new policy and the face amount
that the premium for the new policy, excluding
the premium for any riders, would have
purchased on the date of exchange had this
policy remained in force.

8. The premium rates for the new policy will be
Our then current rates applicable to a new
purchase of the plan elected.

CONVERSION AND RENEWAL PROVISIONS

Conversion Option. We agree to convert all or part
of this policy to a new policy on the life of the
Insured. We will not require evidence of
insurability.

You must submit a written application and pay the
first premium for the new policy:

1. While the Insured is alive;
2. While this policy is in force; and

3. Before the Conversion Expiry Date for this
policy shown on the Policy Schedule.

You must submit this policy for cancellation.
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However, if You convert less than the Face Amount
of this policy in the current policy year, You may
continue the unconverted Face Amount under this
policy if it is at least as much as the Minimum Face
Amount shown on the Policy Schedule. The
premiums for this policy thereafter will be the same
as the premiums that would be payable if it had
been originally issued for the unconverted Face
Amount.

New Policy. You may select the plan and amount
of insurance for the new policy. The plan must be:

1. A permanent individual life insurance plan;



CONVERSION AND RENEWAL PROVISIONS (Cont'd)

2. A plan that is then regularly issued at the
Insured's Attained Age, Premium Class of the
new policy and for the amount of insurance
selected; and

3. lIssued by Us or by one of Our affiliated
companies and made available to Our
policyowners for conversion purposes.

You may elect from all policies made available by
Us for conversion purposes, whether issued by Us
or by one of Our affiliated companies, the policy to
which You wish to convert.

The amount of insurance cannot be more than the
Face Amount of this policy in the current policy
year or less than the minimum face amount for the
plan selected.

The premium for the new policy will be determined
by Our published rates, or by the published rates
of Our affiliated company if You convert to such a
company's available plan, for the Insured's
Attained Age and the Premium Class of the new

policy.

The Premium Class of the new policy will be the
same as the Premium Class of this policy. If the
plan and amount selected are not available in that
Premium Class at the Insured's Attained Age, the
Premium Class will be the Premium Class which
We, or Our affiliated company if applicable,
determine to be the most nearly comparable.

The suicide and contestable periods of the new
policy will be measured from the Date of Issue of
this policy.

The new policy will not include any riders unless

agreed to by Us or Our affiliated company, if
applicable.
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Renewal Option. If this policy is in force on the
Termination Date for the Level Premium Period,
You may renew it for a Renewal Term Period of one
year. |If this policy is in force on the termination
date for each subsequent Renewal Term Period,
You may renew it for similar successive Renewal
Term Periods of one year until the Termination Date
of the Last Renewal Term Period shown on the
Policy Schedule. Any renewal of this policy will be
effective as of the renewal date if the first renewal
premium is paid on such date or within a Grace
Period of 31 days thereafter.

The amount of the premium payable during each
Renewal Term Period is shown in the Table of
Premiums and Face Amounts.

We will automatically renew this policy on any
renewal date if premiums for this policy are being
waived for total disability. We will continue to
waive premiums during the Renewal Term Period,
subject to the terms of a waiver of premium rider.
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AMERICAN GENERAL LIFE INSURANCE COMPANY
ENDORSEMENT

Policy Number: 4230189798
This endorsement has been added to and made a part of the policy to which it is attached.
This Policy. The term "This Policy" refers to the policy to which this endorsement is attached.

Replaced Policy. The term "Replaced Policy" refers to any and all policies replaced by This
Policy.

Face Amount. The term "Face Amount" refers to the amount of insurance provided by a policy.

Financed Purchase. The term "Financed Purchase" refers to a replacement transaction which:
a) uses values from any and all existing policies to fund This Policy; b) the existing policy
continues to provide insurance coverage; and c) the Face Amount of the existing policy is
reduced as a result of this transaction.

This Policy's Suicide and Contestability provisions will allow credit for the period of time
elapsed under the Replaced Policy's Suicide and Contestability provisions. The credit will
apply to the Face Amount of the Replaced Policy.

If This Policy is funded by a Financed Purchase, This Policy's Suicide and Contestability
provisions will allow credit for the period of time elapsed under the existing policy's Suicide
and Contestability provisions. The credit will apply to the amount which equals the reduction in
Face Amount of the existing policy.

This endorsement does not apply to any Face Amount issued under This Policy which
exceeds:

1. the Face Amount of the Replaced Policy; or

2. the reduction in Face Amount of the existing policy of a Financed Purchase.

The effective date of this endorsement is the Date of Issue of This Policy.

President

AGLC 0319



AMERICAN GENERAL LIFE INSURANCE COMPANY

TERMINAL ILLNESS ACCELERATED DEATH BENEFIT RIDER

This Rider is issued as part of the Policy to which it is attached.

IF YOU RECEIVE AN ACCELERATED BENEFIT YOUR DEATH BENEFIT WILL BE REDUCED. RECEIPT OF
ACCELERATED BENEFIT PAYMENTS MAY BE TAXABLE. YOU SHOULD CONTACT YOUR PERSONAL
TAX ADVISOR FOR SPECIFIC ADVICE BEFORE EXERCISING THIS BENEFIT. PAYMENTS RECEIVED
UNDER THIS TERMINAL ILLNESS ACCELERATED DEATH BENEFIT RIDER ARE NOT PART OF A
HEALTH, LONG TERM CARE, OR NURSING HOME INSURANCE POLICY AND MAY NOT BE SUFFICIENT
TO COVER MEDICAL, NURSING HOME OR OTHER BILLS.

ALL PROVISIONS OF THE POLICY THAT DO NOT CONFLICT WITH THE RIDER APPLY TO THIS RIDER.
WHERE THERE IS ANY CONFLICT BETWEEN THE RIDER PROVISIONS AND THE POLICY PROVISIONS,
THE RIDER PROVISIONS PREVAIL.

Accelerated Benefit (AB). While the Policy to which this Rider is attached is in force, You may request an
AB if the Insured has a Terminal lliness as defined below. Only the Insured under the base Policy is
covered by this Rider. An AB is an amount paid to You, or Your estate, prior to the death of the Insured.
The AB payment may be used for any purpose. No AB will be payable on the basis of any other rider
attached to the Policy. Only one AB is payable under this Rider or any other accelerated benefit rider
attached to the Policy.

Terminal lliness. A Terminal lliness is an iliness that is expected to result in the death of the Insured in 24
months or less from the date of the request for the AB. Before any AB is paid under this Rider, We will
require You to provide proof, satisfactory to Us, of the Insured's Terminal lliness.

Physician. The term “Physician” (as defined in section 1861(r)(1) of the Social Security Act) means a
doctor of medicine or osteopathy legally authorized to practice medicine or surgery by the state in which
he or she performs such function or action. Physician does not mean:

1. You; or

2. The Insured; or

3. A person who lives with You or the Insured; or
4. A person who is an Immediate Family Member.

Immediate Family Member. The term "Immediate Family Member" means Your or the Insured's:

1. Spouse; or
Parents; or

Brother and sisters; or

A M

Children by blood, adoption or marriage.
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Terminal lliness Benefit Amount. The maximum AB amount that You may request is the lesser of A or B
where:

A equals the Specified Amount multiplied by the Terminal lliness Percentage shown on the Policy
Schedule; and

B equals the Maximum Benefit Amount shown on the Policy Schedule.
The AB amount payable is equal to:

1. The amount of the AB You requested; less
2. The sum of any outstanding loans and accrued loan interest; less

An administrative fee, not to exceed the Maximum Administrative Fee shown on the Policy
Schedule.

This amount will be paid to You in a lump sum.

Interest. After payment of the Terminal lliness Benefit, interest will accrue daily on paid out benefits at an
annual effective interest rate. Interest on the lien described in the Impact on Policy Values provision will be
payable in advance on each policy anniversary. For the portion of the lien up to and including the Cash
Value of the Policy on the date the AB is paid, the interest rate, set by Us on the date the AB is paid and
thereafter adjusted, will be no more than the policy loan interest rate stated in the Policy. We will
determine at the end of each calendar year the interest rate for the amount of the lien in excess of such
Cash Value on the date the AB is paid. Such rate will be effective on the policy anniversary occurring in
the following calendar year.

The maximum interest rate for the portion of the lien in excess of the Cash Value of the Policy on the date
the AB is paid will not exceed the greatest of:

1. The current yield on 90-day U.S. Treasury Bills; or

2.  The Moody’s Corporate Bond Yield Average — Monthly Average Corporates (hereafter referred to
as “Moody’s Bond Yield Average”) for the month of October preceding the calendar year for
which the loan interest rate is determined; or

3. The interest rate used to calculate Cash Values under the Policy during the period for which the
interest rate is being determined, plus 1%.

If the Moody’s Bond Yield Average is discontinued or if its composition or calculation is changed, or if We
are unable to secure a license to continue using it, We may substitute a comparable average or index,
subject to approval by the Interstate Insurance Product Regulation Commission (IIPRC). Before an
alternative rate is used, We will provide notification in writing to You at Your last known address and to the
assignee(s) of record, if any, at the last known address of the assignee(s). Any change in the interest rate
will be subject to the following:

1. No change in the interest rate will be made unless the difference in rates is one-half (12)
percentage point or more.

2. If the difference is one-half (12) percentage point or more and the legal maximum interest rate is
lower, We will lower the interest rate to be equal to or less than the legal maximum interest rate.
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3. If the difference is one-half (2) percentage point or more and the legal maximum interest rate is
higher, We may increase the interest rate by at least one-half (12) percentage point but not more
than the legal maximum interest rate.

We will notify the Owner of the initial interest rate. If there is a benefit that has been paid on the Policy, We
will give the Owner advance notice of any increase in the interest rate.

Impact on Policy Values. The AB plus accrued interest on the AB will be treated as a lien against the
Policy’s Death Benefit Amount. There will be no reduction or lien against any term or accidental death
benefit riders attached to the Policy. Once a lien has been established it cannot be repaid. The DEATH
BENEFIT AMOUNT WILL BE REDUCED by the amount of the AB plus accrued interest on the AB and the
sum of any other outstanding loans plus accrued loan interest made after the AB is paid.

The Cash Value available for full and partial surrenders or additional loans will be the amount by which (1)
exceeds (2) where:

(1) Isthe Cash Value less the sum of outstanding loans; and

(2) Isthe sum of the AB plus accrued interest on the AB.

The POLICY AND THIS RIDER WILL TERMINATE and NO DEATH BENEFIT WILL BE PAID if the AB plus
accrued interest on the AB and the sum of any other outstanding loans plus accrued loan interest exceed
the Death Benefit Amount of the Policy.

Effects of AB Payments. You should consider that receiving or having the contractual right to receive an
AB may affect Your eligibility for Medicaid, supplemental security income (SSl), or other government
benefits or entitlements. You are advised to contact the Medicaid Unit of Your local Department of Public
Welfare and Social Security Administration for more information. If You initiate an AB claim during the
contestability period of the Policy to which this Rider is attached, a rescission of the entire Policy may
result if any material misrepresentation of any information was made on the insurance application for the
Policy.

Prior to or concurrent with the election to accelerate the policy death benefit, You and any irrevocable
beneficiary will be given a statement demonstrating the effect of the acceleration of the payment of the
death benefit on the cash value, death benefit, premium, cost of insurance charges, and policy loans
(including Policy liens) of the particular policy to which this Rider is attached.

Not Contestable after Two Years. We will not contest payment of an AB after the Policy to which this Rider
is attached has been in force during the Insured’s lifetime for 2 years from the Date of Issue of the Policy.
If the Policy to which this Rider is attached is reinstated, this Rider will not be contested after it has been in
force during the Insured's lifetime for 2 years following the date We approve Your reinstatement
application.

Suicide Exclusion. If You exercise Your right to an AB payment and the Insured subsequently commits
suicide, while sane or insane, within 2 years from the Date of Issue or the date We approve Your
reinstatement application, the amount payable will be that described in the Suicide Exclusion provision of
the Policy less any AB and accrued interest, and may be zero.

Reinstatement. If the Policy and this Rider terminate at the same time, and the Policy is reinstated, this
Rider will also be reinstated, subject to evidence of insurability provided to Us.
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Conditions. The AB will be subject to the following conditions:

1.

Written consent by any irrevocable Beneficiary or assignee must be received by the Company
before the AB payment is made.

We reserve the right to obtain a second medical opinion from a Physician and/or additional
medical records of the Insured at Our expense. In the event of conflicting opinions, eligibility for
benefits shall be determined by a third medical opinion from a Physician who is mutually
acceptable to both the Insured and the Company.

This benefit is not intended to allow third parties to cause You to involuntarily access the policy
proceeds payable to the named Beneficiary. Therefore, the AB will not be available if You are
required to request it for any third party, including any creditor, governmental agency, trustee in
bankruptcy or any other person or as the result of a court order.

The request must be submitted to the Company. Upon receipt of the request, We will mail a
claim form to You within 15 working days. If the claim form is not sent within this 15-day period,
and You provide proof that the Insured has a Terminal lliness in a format other than Our claim
form, You will be deemed to have complied with the claim requirement.

Proof of a Terminal lliness must include, but is not limited to, a completed claim form and a
statement signed by a Physician certifying that the Insured has been diagnosed with a Terminal
lllness that will result in a life expectancy of 24 months or less. When We receive proof
acceptable to Us, We will pay the AB immediately.

If the Insured dies after a request for an AB has been submitted and before You receive the AB
payment, such request will be voided and the policy's Death Benefit will be payable, subject to all
other Policy provisions.

Termination. This Rider will terminate upon the earliest of:

1.
2.

3.

The date the Policy terminates for any reason; or

The date the AB plus accrued interest on the AB and the sum of any other outstanding loans plus
accrued loan interest exceed the Death Benefit Amount of the Policy. In this case coverage
under both the Policy and this Rider will terminate; or

Upon Your Written request that this Rider be terminated.

Termination of this Rider shall not preclude the payment of benefits if the covered loss is sustained and all
of the requirements in the Conditions provision are met while this Rider is in force.

The effective date of this Rider is the Date of Issue of the Policy.

President

© American International Group, Inc. All Rights Reserved.
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I

Individual Life Insurance Application
Single or Multiple Insured(s) - Part A

[X] American General Life Insurance Company, 2727-A Allen Parkway, Houston, TX 77019
[1The United States Life Insurance Company in the City of New Yorl, 28 Liberty Street, 45th Floor, New York, NY 10005-1400

The insurance company checked above {*Company”) is responsible for the obligation and payment of henefits under any policy that it
may issue. No other company is responsible for such obligations or payments.

1. Primary Proposed Insured

First Name TIMOTHY MI_J_ Last Namg FERRELL Gender XM LIF
SSN 224-23-3126 Birthplace* (US State, or country) _VA DOB_7/27/1967  Current Age_55
Tobacco Use Has the Primary Proposed Insured ever used any form of tobacco or nicotine products? Klyes [no

Type and Quantity Used See Addendum If yes, a current user? [lyes X no If no, date of last use 01/01/1230
Driver's License X]yes [ no License StateNORTH CAROCLINA Number 8461103

If over age of 16 and no license, please explain.

Addross 246 CENTRAL HEIGHTS DR SW City CONCORD State NC 7Ip 28025
Primary Phone 704-788-8892 Alternate Phong ————— Emai| sOnspark @gmail.com

Employer MCGEE CORPORATION Occupation OTHER (MISCELLANEOUS) pDate of Employment {mm/dd/yy) 12/01/1998
Job Duties See Addendum Average No. of hours worked per week 45
Actively at work? Xyes (D no  Able to perform all job duties? Klyes [CIno  If either is no, explain

Personal Earned Income {Annual). $ 86000 Household Income {Annual); § 110000 Net Worth § 50000

Personal Earned Income means monies received for work performed.
If Primary Proposed Insured is not self-supporting or is a child under age 18, what amount of insurance is in force and/or pending on;

Owner § Spouse § Father § Mother § Siblings $ Premium Payor $
Citizenship U.S. Citizen or Permanent Resident Card holder XIyes [lno If no, answer the following:
Country of Citizenship Date of Entry Visa Type {Copy of Visa Required)

Own property or have a mortgage in the U.S.? Llyes [Ino Plan to remain in the U.5.? [lyes [1no

2. Dther Proposed Insured
First Name MI___ Last Name Gender LJM LJF
SSN Birthplace® {US State, or country) DOB Current Age

Relationship to Primary Proposed Insured:
Tobacco Use Has the Other Proposed Insured ever used any form of tobaceco or nicotine products? [Jyes [ no

Type and Quantity Used If ves, a current user? Llyes [1no If no, date of last use

Driver's License [Jyes [1no License State Number

If over age of 16 and no license, please explain.

Address City State ZIP

Primary Phone Alternate Phone Email

Employer Occupation Date of Employment {mm/dd/yy)

Job Duties Average No. of hours worked per week
Actively at work? [lyes [Ino Able to perform all job duties? [Jyes [Ino If either is no, explain

Personal Earned Income (Annual): $ Household Income {Annual): § Net Worth §

Personal Earned Income means monies received for work performed.
If Other Proposed Insured is not self-supporting or is a child under age 18, what amount of insurance is in force and/or pending on:

Owner § Spouse § Father § Mother § Siblings $ Premium Payor §
Citizenship U.S. Citizen or Permanent Resident Card holder [yes [1no If no, answer the following:
Country of Citizenship Date of Entry Visa Type {Copy of Visa Required)

Own property or have a mortgage in the U.S.? [yes [ Ino Plan to remain inthe U.S.? [Jyes [ Ino

3. Dwner - Complete if Primary Proposed Insured is not the Owner - (if Owner is a business, charitable entity or trust, answer question 8 befovr.)

First Name MI__ Last Name Gender [JM CJF
SSN DOB Relationship to Proposed Insured
Driver's License [lyes [ no License State Number

*for identification purposes only
1CC15-108086 Page 1 of 6 Rev0422

89976344 TIMOTHY J FERRELL



DocuSign Envelope |ID: 739FBOFS-DY33-417B-A01D-71F4F8ACB5F6

U.S. Citizen [lyes [1no If no, Country of Citizenship Date of Entry

Visa Type Exp. Date
Address City State ZIP
Primary Phone Email
(if contingent Owner is required, use question 14.)
4. Reason for Insurance - {/f Business, complete Financial Questionnaire.) __Family Protection
5. Beneficiary - (If Beneficiary is a business, charitable entity or trust, answer question & below.)
DOB Phone Share| Beneficiary
No. Name mm/ddfyy SSN Number Relationship| % Type
Sharon Ferrell See Adden 245435556 9807211912 Spouse 100. .
1 246 Central Heights Dr SW J&Prlmaw
. .. sOnspark@gmail .com -
Address.c°ncord’ NC 28025 Email: L] Contingent
5 | | ‘ | | C1Primary
Address: Email: L] Contingent
3 | | ‘ | | L1 Primary
Address: Email: [1Contingent

6.

Entity Information - Complete if Owner or Beneficiary is a buisiness, charitable entity or trust If applicable, complete the Certification of Trust
{Check the applicable boxes information applies to: L] Owner and/or [ Beneficiary. If also the Premium Payor, complete section 11E)

Exact Name

Tax ID #

Address

City

State

ZIP

Current Trustee Name

Date of Trust

Corporate Officer Name

Title

Email Address of applicable Trustee or Corporate Signer
Relationship to Proposed Insured

Type of Entity (SCorp, CCorp , DBA, etc.)

1. Product - Signed iilustration/Quotation is required for all UL & VUL products.

Plan Name {Complete appropriate supplemental application if applicable. For Index UL, complete the Index UL Supplemental Application.)
Select—a—-Term

Term Duration**__20 Premium Class Quoted Preferred Plus

Amount Applied For: Base Coverage $_ 250000 Supplemental Coverage®* $§
Death Benefit Compliance Test Used**: [ ] Guideline Premium [] Cash Value Accumulation | Automatic Premium Loan**; [Jyes [1no

8. Death Benefit Options - (Fer UL & VUL onfy) U Llevel LIncreasing

9. Riders/Benefits - Refer to Rider Reference Page for riders and benefits available per product.

[]4Year Term LI DI Rider 2 |Monthly Benefit $ U Surrender Value
[120-Year Benefit Rider 1Dl Rider 5 [0cc Class Enhancement Term $
[] Accidental Death & Dismemberment Applies to Primary[_] and/or Spouse[ ] [X] Terminal lliness
] Accidental Death Benefit $ L] Enhanced Surrender Value L1 Waiver of Monthly Deduction
(] Additional Insurance Option $ [J Lapse Protection Benefit Rider 1 Waiver of Monthly
L] Additional Insured $ [ Level Term $ Guarantee Premium
(] Child Rider! $§ [ Lifestyle Income3 1 Waiver of Premium
LINo current children Withdrawal Benefit Basis % L1 Waiver of Specified

[1Chronic lliness Rider {AAS)2 (] Monthly Guarantee Premium Premium $
L] Defined Accelerated Benefit [ Select Income L1 Other
1 Primary Proposed Insured Monthly Benefit Amount $ Amount/Unit(s}

[15% [110% [ Other
L] Additional Proposed Insured
[15% [C110% [ Other
[] Disability Income
Monthly Benefit §
Occ Class

Benefit Duration
L1 Single Premium

Whole Life $
[ ] Spouse Level Term $
L] Spouse/Other Insured $

1 - Complete Child Rider Supplement

2 - Complete Chronic lliness Supplement

3 - Chronic lliness Rider {AAS) required with
Lifestyle Income when AAS is approved.
This requirement varies by product.
Complete Chronic lliness Supplement,
if applicable.

**Complete only if applicable
1CC15-108086
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10. A. Information for an Additional Policy - /f more than one policy being applied for at this time please complete the section below.
Individual to be insured is the [] Primary Proposed Insured or [ Other Proposed Insured listed on this application.
Plan Name Term Duration** Premium Class Quoted

Amount Applied For: Base Coverage $ Supplemental Coverage®* §
Death Benefit Compliance Test Used**: [ ] Guideline Premium [] Cash Value Accumulation | Automatic Premium Loan**; [Jyes [1no

Death Benefit Options (For UL & VUL onfy) [level [lncreasing
Riders/Benefits

U Accidental Death Benefit $ [J Terminal Iliness [ Other Rider/Benefit #2 $
[J Child Rider! 8 L] Waiver of Monthly Deduction Amount/Units
[ 1No current children L] Waiver of Monthly 1 - Complete Child Rider Supplement
. . 3 Guarantee Premium 2 - Complete Chronic lliness Supplement
I Chronic lliness Rider (AAS) . . 3 - Chronic lliness Rider {AAS} required with
O Lifestyle Income? [ Waiver of Premium Lifestyle Income when AAS is approved.
Withdrawal Benefit Basis % (] Other Rider/Benefit #1 $ This requirement varies by product.
Amount/Units Complete Chronic lliness Supplement,
if applicable.

If beneficiary is to be other than as listed in question 5, please complete the following:

DOB Phone Share| Beneficiary
No. Name mm/ddfyy SSN Number Relationship | % Type
. L1 Primary
Address: Email: [1Contingent
9 | | ‘ | | [IPrimary
Address: Email: [1Contingent
5 | | ‘ | | L1 Primary
Address: Email: [1Contingent

10. B. Information for an Additional Policy - if more than one policy being applied for at this time please complete the section helow.
Individual to be insured is the [] Primary Proposed Insured or [ Other Proposed Insured listed on this application.
Plan Name Term Duration** ____ Premium Class Quoted
Amount Applied For: Base Coverage $ Supplemental Coverage** §
Death Benefit Compliance Test Used**: []Guideline Premium [ Cash Value Accumulation | Automatic Premium Loan**; [yes [1no
Death Benefit Options (For UL & VUL onfy) [level [lncreasing

Riders/Benefits

U Accidental Death Benefit $ LI Terminal lliness L1 Other Rider/Benefit #2 $
LI Child Rider! § LI Waiver of Monthly Deduction Amount/Units
LINo current children L] Waiver of Monthly 1 - Complete Child Rider Supplement
. . 2 Guarantee Premium 2 - Complete Chronic lliness Supplement
[ Chronic lliness Rider {AAS) ) . 3 - Chronic lliness Rider {(AAS) required with
[ Lifestyle Income? I Waiver of Premium Lifestyle Income when AAS is approved.
Withdrawal Benefit Basis % [ Other Rider/Benefit #1 $ This requirement varies by product.
- . Complete Chronic lliness Supplement,
Amount/Units . ;
if applicable.
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If beneficiary is to be other than as listed in question 5, please complete the following:

DOB Phone Share| Beneficiary
No. Name mm/ddfyy SSN Number Relationship| % Type
: L1 Primary
Address: Email: []Contingent
5 | | ‘ | | L1 Primary
Address: Email: (1 Contingent
5 | | ‘ | | L1 Primary
Address: Email: (] Contingent
11. Premium Payment X Modal § 66-22 [Single $ (] Additional/Lump Sum $

A. Frequency of modal premium: 1 Annual

C. Amount submitted with application §

1 Semi-annual

B. Method: [ Direct Billing [X Bank Draft (Complete Bank Draft Authorization) [ List Bill: Number
[] Credit Card - Initial Premium Only (Complete Credit Card Authorization} ] Other {Please explain)

[ Quarterly [X Monthly {Bank Draft only)

=]

. Special Dating {not applicable for VUL products): Save Age

[lyes X no

E. Premium Payor (Complete if Payor is ather than Owner or if Owner is Trustee.)

First Name Ml LastName Gender LJM LI F
SSN or Tax ID # Relationship to Primary Proposed Insured

Driver's License [Jyes [Ino License State Number DOB

U.S. Citizen Uyes Llno If no, Country of Citizenship Date of Entry Visa Type Exp. Date
Address City State ZIP

If Payor is different from the Insured or the Owner and Bank Draft or Credit Card is not the chosen form of payment, also

complete the Payor Authorization Form.

12. Existing Coverage and Replacements

“Replace” means that the life insurance policy heing applied for may replace, change or use monetary value from an existing or
pending life insurance policy or annuity contract. If the transaction is a replacement, also complete the replacement-related form

for the state where the application is signed.

A. Do any of the Proposed Insureds have any existing annuity, life insurance, or disability insurance
or have any application pending for such coverage with this Company or any other company?......................ccoo oot X yes Llno
B. If question 12A is answered "yes”, please provide the following information:

Year of Coverage Benefit Type Coverage Being 1035
No. Policy Number Issue {see below) | Period (if DI} | (see below) Replaced? Exchange?
YM00013270 2003-01-0 Life See Adden XY CIN LY UIN

1 | Company Name: AMERICAN GENERAL LIFE INS CO

Amount of Coverage § _ 1000000

Proposed Insured Name; TIMOTHY J FERRELL

Oy ON | DY ON

2 | Company Name:

Amount of Coverage $

Proposed Insured Name:

Oy ON | OY ON

3 | Company Name:

Amount of Coverage $

Proposed Insured Name:

Oy ON | Oy DN

4 | company Name:

Amount of Coverage $

Proposed Insured Name:

Coverage: Li=Life, H=Health, A=Annuity, LT=LTC, DI= Disability Income

Type: i=individual, b=business, g=group, p=pending

ICC15-108086
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13. Background Information - Provide details specified for all “Yes” answers or complete applicable questionnaires.

Primary Other
Proposed Proposed
Insured Insured
A. Do any of the Proposed Insureds intend to travel or reside outside of the United States or Canada
within the next two years? (If yes, list countryfies), city(ies), date, length of stay(s), and purpose
or complete the Foreign Travel and Residence Questionnaire) ................c.cccoeeiii... Olyes (Xno |Hyes Chno
Proposed Insured Name: Details:
B. Inthe past five years, have any of the Proposed Insureds flown as a pilot, student pilot or crew
member of any aircraft, or have any intention to do so in the next two years? (f yes, complete
the Aviation QUeSHIONNAITE) . ... . .. ... Olyes DXno |Hyes Chno
C. Inthe past five years, have any of the Proposed Insureds engaged in motor sports events or
racing {auto, truck, motorcycle, boat, etc.); rock or mountain climbing; skin or scuba diving;
aeronautics {hang-gliding, sky diving, parachuting, ultra light, soaring, ballooning,} or have
any intention to do so in the next two years? (/f yes, complete the Avoeation Questionnaire) . ... |Lyes [(Xno [yes [Llno
D. Have any of the Proposed Insureds ever had an application for insurance modified, rated,
declined, postponed or withdrawn? (/f yes, list type of coverage, date and reason) ............. Ulyes [Xno |Uyes Lino
Proposed Insured Name: Details:
E. Have any of the Proposed Insureds ever filed for bankruptcy, or have the intention to seek
bankruptcy protection within the next 12 months? (/f filed, list chapter filed, date, reason,
and discharge date) .. .. ... Cyes [Xno |[Clyes [no
Proposed Insured Name: Details:
F. Inthe pastfive years, have any of the Proposed Insureds pled guilty or heen convicted of
any driving violations to include driving under the influence of alcohol or drugs? (/f yes,
list date, state, license £ and specific violation}) ... .. . . . . . ... . ... . Lyes [(Xno |Uyes [no
Proposed Insured Name: Details:
G. Have any of the Proposed Insureds ever been convicted of, or currently charged with,
a felony or misdemeanor? (If yes, list date, county, state, charge, current status and if
currently incarcerated or on parole or probation.) ... ... . . Ulyes ¥no |[yes [no
Proposed Insured Name: Details:
H. Are any of the Proposed Insureds an active duty service member of the U.S. Armed Forces?
(If yes, provide Pay Grade, Rank and any known foreign assignments, and complete any
required Military Salas DUSCIOSUIE) ... ... . e e Uyes dno | Dyes [no
Proposed Insured Name: Details:
l. Isthere an intention that any party, other than the listed Owner or Beneficiary, will obtain
any right, title, or interest in any policy issued on the life of any of the Proposed Insureds
as a result of this application? ... .. i it e Ulyes ¥no |Lyes Lino
J. Doesthe Owner or any of the Proposed Insureds intend to finance any of the premium
required to pay for this policy through a financing or loan agreement? ........................ [yes [4no |[yes [no
K. Isthe Owner, any of the Proposed Insureds, or any person or entity, being paid {cash, services,
etc.) as an incentive to enter into this transaction? (If yes, describe the incentive) ............. Lyes Xno [[yes [Llno
Proposed Insured Name: Details:

14. The space below may also be used to elaborate on answers to any questions on this application.

89976344 TIMOTHY J FERRELL
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. Agreement, Authorization to Qbtain and Disclose Information and Signatures

|, the Primary Proposed Insured {and any Owner or Other Proposed Insured signing below) acknowledge that | have read the
statements contained in this application and any attachments or they have been read to me. My answers to the questions in this
application are true and complete to the best of my knowledge and belief. | understand that this application: {1) consists of Part A, Part
B, and if applicable, related attachments including certain guestionnaire(s), _suEpIemen_t(s) and addendum(s); and {2) is the basis for any
policy and any rider{s} issued. | understand that no information about me will be considered to have been given to the Company by me
unless it is stated in the application. | a?_ree to notify the Company of any changes in the statements or answers given in the application
between the time of application and delivery of any policy. | understand that any misrepresentation contained in this application and
relied on by the Company may be used to reduce or deny a claim or void the policy if: (1) such misrepresentation materially affects the
acceptance of the risk; and {2) the policy is within its contestable period.

Except as may be provided in any Limited Temporary Life Insurance Agreement {"LTLIA"), | understand and agree that, even if | paid a
premium, no insurance will be in effect under this application or under any new policy or any rider{s} that may be issued b¥ the Company
unless or until all three of the following conditions are met; (1} the policy has been delivered and accepted; {2} the full first modal
premium for the issued policy has been paid; and {3) there has been no change in the health of any Proposed Insured{s) that would change
the answer to any question in the application before items {1} and {2} in this paragraph have occurred. | understand and agree that, if
all three conditions above are not met: (1) no insurance will be in effect; and PZ) the Company’s liability will be limited to a refund of any
premiums paid, regardless of whether loss occurs before premiums are refunded.

If | have received and accepted the LTLIA, | understand and agree that such insurance is available only on the life of the Primary
Proposed Insured under the life Eolicy {and the Other Proposed Insured under a Loint and survivorship life policy, if applicable) and only
if the conditions set forth in the LTLIA are met. | understand and agree that such temporary insurance is not available as to any riders
or any accident and/or health insurance.

| understand and agree that no agent is authorized to accept risks or pass upon insurability, make or modify contracts, or waive any
of the Company's rights or requirements.

| have received a copy of or have been read the Notices to the Proposed Insured(s).

| authorize any medical professional, any hospital, clinic or other health care facility; any pharmacy benefit manager or prescription
database; any insurance or reinsurance company; any consumer reporting agency or insurance support organization; my _emflloyer; the
Medical nformation Bureau {MIB); or any other person or organization that has any records or knowledge of me or my physical or mental
health or insurability, or that of any minor child for whom application for insurance is being made, to disclose and give to the Company, its
legal representatives, its affiliated service companies, and its affiliated insurers all information they have pertaining to: medical
consultations; treatments; surgeries; hospital confinements for physical and/or mental conditions; use of drugs or alcohol; drug
prescriptions; or any other information concerning me, or any minor child for whom application for_insurance is being made. Other
information may include, but is not limited to, items such as: personal finances including credit as permitted, habits; hazardous avocations;
motor vehicle records from the Department of Motor Vehicles; court records; or foreign travel, etc.

| understand that the information obtained will be used by the Company to determine: {1) eligibility for insurance; {2} eligibility for benefits under
an existing policx; and (3} verification of answers and statements on this anIication_. | further authorize the Company to conduct a media or
electronic search on me. Any information gathered during the evaluation of my apgllcatmn may be disclosed to: other insurers to whom | may
apply for coverage; reinsurers; the MIB; other persons or organizations performing business or legal services in connection with m¥] application
or claim; me; any physician designated by me; or any person or entity required to receive such information by law or as | may further consent.

|, as well as any person authorized to act on my behalf, may, upon written request, obtain a copy of this consent. | understand this
consent may be revoked at any time by sendinga written re%uest to the Company, Attn: Underwriting Department at P.0. Box 1931,
Houston, TX 77251-1831. This consent will be valid for 24 months from the date of this application or for such other period permitted by
applicable_state law where the policy is issued. | agree that a copy of this consent will be as valid as the original. | authorize the
Company, its affiliated insurers, and its affiliated service companies to ohtain aninvestigative consumer report on me. | understand that
| may: (IY request to be interviewed for the repart; and {2) upon written request, receive a copy of such report.

[] Check if you wish to be interviewed.

IRS Certification: Under penalties of perjury, | certify that: 1. The number shown on this form is my correct taxpayer identification number
{or | am waiting for a number to be issued to me), and 2. | am not subljectto backup withholding because: {(a) | am exempt from backup
withholding (enter exempt anee_ code*, if applicable: }, OR (b} I have not been notified by the Internal Revenue Service (IRS} that
[ am subject to backup withholding as a result of a failure to report all interest or dividends, or {c] the IRS has notified me that| am no
longer subject to backup withholding, and 3. | am a U.S. citizen or other U.S. person®, and 4. The FATCA codels) entered on this form {if
an% indicating that | am exempt from FATCA reporting is correct {enter exemption from FATCA reporting code, if applicable: .
**Certification instructions. You must cross out item 2 above if you have heen notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For contributions to an individual retirement
arrangement {IRA) and, eneraIIGy, payments other than interest and dividen s,\XIou are not required to sign the certification, but you must
G\I}OVI e your correct TIN. *See General Instructions provided on the IRS Form W-9 available from IRS.gov. ** If you can complete a Form
-9 and you are a U.S. citizen or U.S. resident alien, FATCA reporting may not apply to you. Please consult your own tax advisors.

The Internal Revenue Service does not require your consent to any provision of this document other than the certifications required
to avoid backup withholding.

Owner Signature Agent{s} Signature(s)
] | certify that the information supplied has been truthfully and
v ¢ DacuSigned by: accurately recorded on the Part A application.
)J ﬁWTM{ ?fﬁﬂtgu, Wr?t?ng Agent Name (please print} JOHN PAOLETTI
- CADELI3TCUAT 8448, Writing Agent# 3UC03

Owner Title Writing Agent Signature X _Tes\A PasleaMe

. i _Corporate Officer or Trustee) . Other Proposed Insured Signature
r Owner signed at {city, state)  North Carolina

% Owner signed on {date} 7/10/2023

Primary Proposed Insured Signature (if other than Owner) X
(If under age 16 and coverage exceeds $150,000,
@ signature of both parents required)
X

{if under age 186, signature of parent or guardian)

89976344 TIMOTHY J FERRELL
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Underwriting Authorization Form

X1 American General Life Insurance Company, 2727-A Allen Parkway, Houston, TX 77019
[ The United States Life Insurance Company in the City of New York, 28 Liberty Street, 45th Floor, New York, NY 10005-1400

The insurance company checked above {"Company”) is responsible for the obligation and payment of benefits under any policy that it
may issue. No other company is responsible for such obligations or payments.

The purpose of this form is to obtain consent and authorization from the Propased Insured to allow the Company to begin underwriting
the application for life insurance.

Product Name Select—a-Term Face Amount 250000

Proposed Insured

First Name TIMOTHY MIZ__ Last Name FERRELL Sex at Birth MX FO
SSN224-23-3126 Birthplace* (US State, or country) V& DOB 7/27/1267

Driver's License yes® nolJ License State North Carolina Number 8461103

If over age of 16 and no license, please explain.

Address 246 CENTRAL HEIGHTS DR SW City CONCORD State NC 7|p 28025

Home Phone: 704-788-8892 O Primary contact number [ Text me here
Mobile Phone; $80-721-1912

O Primary contact number [ Text me here

Work Phone; — — —— [ Primary contact number [ Text me here
Email Address sOnspark@gmail .com

Agent Name (Please Print) JOHN PAOLETTI

|, the Proposed Insured, intend to apply for individual life insurance coverage offered by the Company checked above. For this reason,
| immediately authorize any medical professional; any hospital, or clinic or health care facility; any pharmacy benefit manager or
prescription database; any insurance or reinsurance company, any consumer reporting agency or insurance support organization; my
employer; the Medical Information Bureau {MIB); or any other person or organization that has any records or knowledge of me or my
physical or mental health or insurability, or that of any minor child for whom application for insurance is being made, to disclose and
give to the Company, its legal representatives, its affiliated service companies, and its affiliated insurers all information in whatever
form, including electronic records they have pertaining to; medical consultations; treatments; surgeries; hospital confinements for
physical and/or mental conditions; use of drugs or alcohol; drug prescriptions; or any other information concerning me, or any minor
child for whom application for insurance is being made. Other information may include, but is not limited to, items such as: personal
finances including credit as permitted; habits; hazardous avocations; motor vehicle records from the Department of Motor Vehicles;
court records; or foreign travel, etc. | understand this authorization may be revoked at any time, except to the extent action has been
taken by the Company in reliance on this authorization, by sending a written request to the Company, Attn: Underwriting Department at
P.0. Box 1931, Houston, TX 77251-1937.

| understand that the information obtained will be used by the Company to determine: {1} eligibility for insurance; {2} eligibility for
benefits under an existing policy; and {3) verification of answers and statements on this authorization. | further authorize the Company
to conduct a media or electronic search on me. Any information gathered during the evaluation of my application may be disclosed
to: other insurers to whom | may apply for coverage; reinsurers; the MIB; other persons or organizations performing business or legal
services in connection with my application or claim; me; any physician designated by me; or any person or entity required to receive
such information by law or as | may further consent.

|, as well as any person authorized to act on my hehalf, may, upon request, ohtain a copy of this consent. | understand this consent
may be revoked at any time by sending a written reguest to the Company, Attn: Underwriting Department at P.0. Box 1931, Houston, TX
77251-1931. This consent will be valid for the earlier of: {i) the date |, or any person authorized to act on my behalf, revoke or withdraw
such authorization or consent; or {ii) 24 months from the date this form is signed or for the time limit, if any, permitted by applicable law
in the state where the policy is delivered or issued for delivery.

* For identification purposes only

[CC12200073 Page 1 0f 2 REWU4Z
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All statements and answers in this Underwriting Autharization Form are true to the best of my knowledge and helief. | understand that
any misrepresentation contained in this agreement and relied on by the Company may be used to reduce or deny a claim or void the
policy if: {1} such misrepresentation materially affects the acceptance of the risk; and {2) the policy is within its contestable period.

| agree that this Underwriting Authorization Form will become a part of my application for insurance.

Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to
penalties under state law.

| consent to receive phone calls and text messages from the Company and/or a Third Party Administrator on behalf of Company,
regarding products and services, at the phone number{s) abovs, including my mobile phone number if provided. | understand these calls
and texts may be generated using an automated technology. | understand that consent is not required to make a purchase. Standard
messaging and data rates apply for text messages.

| agree that a copy of the consent and electronic agreement will be as valid as the ariginal.

Owner's Signature Proposed Insured Signature {if other than Owner}):
X X Voice signed by Timothy J Ferrell
. {if under age 186, signature of parent or guardian)
Date signed:
Date signed: 07/10/2023 6:48:00 PM
1GC19-200073 Page 2 of2 REV04Z2
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EXAMINATION
Physical Measurements

1. Proposed Insured

A
First Name MI Last Name
B. Build: Measured Height {in shoes 1in heel or less) ft in Measured Weight {c/othed) lbs
1) Did you measure the Propased INSUred's Reighl........coo et L Y0S [ ND
2) Did you weigh Proposed Insured? ... .looyes | no
3) If unable to obtain measured he|ght or welght please prowde reason
C. Blood Pressure and Pulse
Blood Pressure: Three readings required, spaced at least five minutes apart.
Pulse: Only required once if heart rate between 50-100 bpm, otherwise obtain three measurements,
Select cuff size: [ Standard BP cuff [ Large BP cuff
1st Reading 2nd Reading 3rd Reading
Systolic BP
Diastolic BP
Pulse Rate
Irregularities Per Min.
D. Have any of the following been completed in conjunction with this exam? | I1Bloocd | ‘Urine  |EKG
E. Examiner observations and remarks
1} Is appearance unhealthy or older than Stated AgeT .. ..o e srens s | YBS [ NO
2) Are there any obvious physical abnormalities?................. vl yes | no
3} Did anyone assist the Proposed Insured in answermg any questlons'? et aneaen ..Cyes [Cno
4) Does Proposed Insured use any device to aid in locomotion (e.g. cane, Walker whee chalr)'? ol Jyes | no
5} Does Proposed Insured use any other assistive device not previously disclosed {e.g. oxygen, prosthetlc ||mb) .LCvyes Cno
6) Does Proposed Insured seem confused, disoriented or otherwise impaired? ..o Y88 N0
7) Does Proposed Insured have any speech difficulties or use a voice prosthesis?........... e —yes Lno
8) Was this appointment conducted in a language other than English? {if yes, indicate Ianguage and who
provided interpretation or translation services}... e OO PUUROTRORN BN 12-T: S B o
9) Do you have any pertinent information or observatmn not prevmusly dlsclosed’? OO 7 -t N 1 s
Details
F. Are you related to the Proposed Insured by blood or marriage or do you have a business or
professional relationship with the Proposed Insured? (If yes, 8xXpl@in ..o eccsesessssssnsarens [ yes | 'no
| Report By Examining Medical Doctor
Instructions to doctor:
To be completed in private by doctor only. Examination of heart and lungs must be with stethoscope against bare skin.
1) Heart
a. Isthere any cyanosis, edema, or evidence of peripheral vascular disease, arteriosclerosis or other
cardiovascular disorder? ... ..l yes | ‘no
b. Is heart enlarged? {If yes, describe [Cyes [no
¢. ls murmur present? (If yes, COmplete QUESHTONM ] ... crrrcovrreerssc e iese s snrass s sssrssmessssssonsssnsaseses | ‘yes | no
d. Murmuris:

Your impression

" |Constant Transmitted to whera?

_linconstant Localized att [1Apex _IBase [ Elsewhere
" | Systolic (Give details)

_IDiastolic  Murmur grade: {(Please cirele)  1/6  2/6 36 46 5/6 6/6
After valsalva, murmur is;
[ Unchanged [1Decreased _lIncreased _JAbsent

ICC15 108088 “||||||”|I|||“|I||| I|H||I|" H"llll
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Report by Examining Medical Doctor {centinued)
2) Has this examination revealed any abnormality of the following: (Provide details tc yes answers belfow)
a} Eyes, ears, nose, mouth and throat? {if vision or hearing is markedly impaired, indicate degree and correction)...Jyes _Ino
Details

b} Endoerine system (incfuding thyroit)? ... L YBS 1 N0
Details

¢} Nervous system fincluding reflexes, gait, ParalySiS/? ... L YES I NN0
Details

G RESDIFALONY SYSEMT oot e s e e s et srenesns s sneneeces | YES 11O
Details

€} ADAOMEN (ICIIOING SCEISIT oo eeees e |1 Y88 1 NO
Details

) GENITO-UMNATY SYSIBM 7. oot cttes sttt ssen st ss s essassn s ans s ermesasnssns e ennnnnene | VWS 1O
Details

o) Skin fincfuding scars), lymph nodes, Bood vESSEIST .. i | Y88 N0
Details

h} Musculoskeletal system (including spine, joints, amputations, deformities)? ... [ yes. “Ino
Details

Signature I
Paramedical Examiner/Medical Doctor Signature
| certify that this exam was conducted the day of .20 at “Jam [Clpm
Location of Exam Paramed: Use company stamp below.

Examiner Address

Examiner Phone #

Examiner Name

Examiner Signature |X
{Agent should inform Paramedical Examiner/Medical Doctor of proper lecation fo send form upon completion)

ICC15 108088 Exam page 2
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Life Insurance Application
AI G Part B (Medical History)
Policy # (if knowvn): 4230189798

American General Life Insurance Company, 2727-A Allen Parkway, Houston, TX 77019
L The United States Life Insurance Company in the City of New York, 175 Water St, New York, NY 10038

A member of American International Group, inc. (AlG)

In this form, the "Company" refers to the insurance company whose name is checked above. The Company shown above is solely responsible
forthe obligation and payment of benefits underany policy that it mayissue. No other Company is responsible for such obligations or payments.

Proposed Insured

(Complete separate Part B for each Proposed Insured.)
TIMOTHY J FERRELL 07/27/1967 224-23-3126
First Name M| Last Name Date of Birth Social Security #

| Medical History
finstructions: Please answer ALL medical history questions. Do not leave any questions blank.)
1. Physician Information

Name, address and phone number of the Proposed Insured’s personal physician(s). (/f no personal physician, provide name,
address and phone number of last doctor consulted or medical facility visited or io which f'm’rn'.'tted.}D

Name BRIAN CAIN Phone 704 316-4950

Address  MoVANT HEALTH LAKESIDE PRIMARY CARE SPESDWAY, 7752 CATEWAY LANE N Clty, State CONCORD NC ZIP 28027

Date of last office visit, reason, findings and treatment REASON: ANNUAL (YEARLY. ROUTINE) EXAM,
CHECKUP, PHYSICAL, EMPLOYMENT PHYSICAL, DOT PHYSICAL, SCHOOL/SPORTS PHYSICAL -

2. Pending Medical Appointments
Does the Proposed Insured have a medical appointment scheduled within the next three months? ..o, [lyes XIno
{if vas, provide date, name, address and phone number of physician, and reason for visit.)

3. Build
A. Admitted Height and Weight 5 ft 10 in 180 Ibs
{Examiners: Also record measured height and weight on Exam page 1.)
B. Birth Weight {if Proposed Insured is less than 1 year old) Ibs 0z
C. Has the Proposed Insured had any weight change in excess of 10 [bs in the past year?.............coovvicvinincn, [lyes [XIno
If yes, complete the following: Loss Ibs Gain Ibs  Reason®
*If weight change was due to pregnancy, provide due/delivery date and pre-pregnancy weight
Due/Delivery Date Pre-Pregnancy Weight Ibs
4. Family History
A. Complete the information in the grid below.

Age if Age at History of heart disease treated or History of cancer treated or
Living Death Cause of Death diagnosed by a member of the diagnosed by a member of
medical profession {Coronary the medical profession?
Artery Disease or Heart Attack)?
Father 76 (] no [] yes Age of Onset no[ ] yes Age of Onset
Details Type
Mother /1 no [] yes Age of Onset no[] yes Age of Onset
Details Type
Siblings [ no [ yes Age of Onset [ nod yes Age of Onset
Details Type




B. Other than as stated in 4A, has any immediate family member of the Proposed Insured {parents, siblings or children),
been diagnosed with heart disease prior to age 50, Amyotrophic Lateral Sclerosis (ALS), polycystic kidney disease,

porphyria, cardiomyopathy, sickle cell anemia, Huntington’s disease, aneurysm, or CANCEIT ... vcvievne e sviecniene e Clyes Xno
fFlease provide details including type, age of onset, and relationship(s} to Proposed Insured.}
Details:
C. Isthere a family history {parents and siblings only) of mental illness, suicide, or substance abuse, any of which
was diagnosed or treated by a member of the medical profession......... i e Llyes Xno
fFPlease provide details including diagnesis and relationshipfs) te Proposed Insured.)
Details:
5. Personal Health History
A. Has the Proposed Insured ever heen diagnosed as having, been treated for, or consulted a member of the
medical profession faor:
LI LT LT aTeLC=E=1 = o U R [lyes [XIno
Date of diagnosis most recent level treatment
2) RGN BIOOM PIESSUIE? ....o. oottt et ettt tsne sttt s e st s 24t s tse e bt st e e sts s s et s ses st et et et ens e [lyes [XIno
Date of diagnosis most recent reading treatment
I Yo =] (= OO TR [lyes no
Date of diagnosis most recent HgbAlc treatment
B. Has the Proposed Insured ever been diagnosed as having, been treated for, or consulted a member of the
medical profession for:
1) coronary artery disease, heart attack, chest pain, shortness of breath, irreqular heartbeat, heart murmur,
or other disorder or disease 0f the REAIT? ... e e e s e Clyes XIno
2) blood clot, clotting disorder, aneurysm, stroke, transient ischemic attack {TIA), peripheral vascular
disease, or other disease, disorder or blockage of the arteries or VEINS? .. s Clyes Xno
3) cancer, leukemia, lymphoma, tumors or growths, masses, cysts or other similar abnormalities?.............ccccoeeeve... Clyes no
4) pituitary, thyroid, adrenal, or disease or disorder of any other glands? ... e Clyes XIno
5) anemia, hemopbhilia, sickle cell anemia, or other disease or disorder of the blood, lymphatic system
OF ITHITILINE SYSTEM? 1ottt ittt st st s bbb e bt 4 bbb+ 414 bbb bs b2 bt bbb s bbb bbb bbb bbb et Clyes X no
6) colitis, Crohn's disease, hepatitis, colon polyps, or any disorder of the throat, esophagus,
gall bladder, stomach, liver, PANGCraas Or INEESTINET oo Llyes X no
7) disorder of the kidneys, bladder, prostate or reproductive organs or protein or blood in the urine?. ... Jyes [Xlno
8) asthma, chronic bronchitis, emphysema, chronic obstructive pulmonary disease (COPD), cystic fibrosis,
sleep apnea or other breathing or UNg diSOrder? ... e e Llyes no
9) seizures, cerebral palsy, Down syndrome, autism spectrum disorder, Parkinson’s disease, multiple sclerosis,
severe headaches, disorder or injury of the brain, spinal cord or nervous system? ... [lyes no
10) attention deficit hyperactivity disorder {ADHD), memory loss, dementia or Alzheimer's disease? .........ccc..c........ Llyes no
11) anxiety, eating disorder, depression, suicide attempt, bipolar disease, post-traumatic stress disorder
{PTSD), hallucinations, psychosis, schizophrenia, or other psychiatric conditions?..........cccccoooo v Llyes [XIno
12) arthritis, muscle disorders, Amyotrophic Lateral Sclerosis {ALS), fibromyalgia, muscular dystrophy,
chronic pain, connective tissue disease, autoimmune disease or other bone or joint disorders? ... Clyes Xno
13) glaucoma, macular degeneration, optic neuritis or any disorder of the eyes, ears or skin?............cccccoooee e Xlyes [Ino
fFor any yes answers, provide details such as: date of diagnosis, date of last treatment; name, address, and
phone number of doctor; tests performed; test results; medications, hospitalization, ER visit, recommended
treatment or any other pertinent details.)
Details (CETAILS ARE PRINTED CN THE ADDITIONAL DETAILS SUPPLEMENT)
Rev0516



C. Other than previously stated, has the Proposed Insured taken any medications, had treatment or therapy
or been under medical observation within the past 12 Months? ... Cyes no

fif yes, provide details such as: date of diagnosis; name, address, and phone number of doctor; tests
performed; test results; medications or recommended treatment.)

Details

D. Within the past 5 years, has the Proposed Insured used alcoholic beverages? ... Llyes Xno
If yes, Average number of drinks per week Maximum number of drinks per day
Type {Beer, Wine, Liquor) Date of last use

E. Has the Proposed Insured ever:

1) used cocaine, heroin, methamphetamine, halluginogens, stimulants or any other hahit-forming drug
except as prescribed by a medical professional? ... ——————— Llyes Xno

2) used marijuana (prescribed or otherwise) in any FOrM? ... e e et e Llyes no
3) used a controlled substance or prescription drug in a manner other than prescribed by a physician?................ [lyes [Xlno

4) sought or received medical advice, counseling or treatment by a medical professional to discontinue or
reduce the use of alcohol or drugs, including prescribed controlled substances? ... [lyes [XIno

If answered “Yes” to E1 through E4, please provide details below.

Type of drug(s) and/or alcohol Date last used
Frequencyof use:  [IDaily [Weekly []Monthly Amount typically used:
Name(s) of doctor/facility Phone
Address City, State ZIP
Treatment Dates
Support group(s)
Was treatment or support group attendance court ordered?..........co e [lyes [no
Details of any drug or alcohol related arrests

F. Has the Proposed Insured ever tested positive for the Human Immunodeficiency Virus {HIV) or been diagnosed
or treated by a member of the medical profession for Acquired Immune Deficiency Syndrome {AIDS)? ... Clyes XIno

fif yes, provide details such as: date of diagnosis; name, address, and phone number of doctor.)

Details

G. Other than previously stated, in the past 5 years, has the Proposed Insured:
1) been hospitalized, consulted a member of the medical profession or had any illness, injury or surgery?.............. Clyes no

2) been advised by a member of the medical profession concerning any abnormal diagnostic test results,
been advised to see a specialist, or been advised to have any diagnostic test, hospitalization, surgery,
or treatment that was NOT completed {except for those tests related to the Human Immunodeficiency

Virus), or does the proposed insured have any test results pending? ... Llyes Xno
3) undergone any self-administered laboratory test prescribed by a member of the medical profession other
than those for pregnancy or Human Immunodeficiency Virus (HIVI? ..o Llyes Xno

4) made a claim for or received benefits, compensation, payment or pension for any injury, sickness,
disability, or IMPAIrEA CONAIHIONT .....ov.. e ettt sttt at e st e e et et e e sas s en sttt st een [lyes [XIno
fFor any yes answers, provide details such as: date of diagnosis; name, address, and phone number of doctor;
tests performed, test results; medications, hospitalization, ER visit, recommended treatment or any other
pertinent details.)

Details




H. Has the Proposed Insured had any emergency room, emergency clinic, walk-in ¢linic, or free clinic visits
QUPING TNE PAST B YBAIE? ...ttt e et et bt b1 b ab 44t 54 b e be s 1t 4 41 b1 4 st 111 et ettt Clyes no

fif yes, provide details such as: reason for visit; date; name, address, and phone number of facility; resolution
of condition; or any other pertinent details.)

Details

. Hasthe Proposed Insured ever been advised to or chosen to enter a nursing home, hospice,
0F ASSISTEH [IVING FACHTEY? coovrvie et st bbbt et bbb bs bbb e s b b e bs bbbt s s b st bbbt Llyes Xno

fif ves, provide details such as: reason for visii; date; name, address, and phone number of faciity; resolution
of condition; or any other pertinent details.)

Details

J. Within the last 2 years has the Proposed Insured:

1) been diagnosed or treated by a member of the medical profession for fainting, stumbling or falling while
walking, problems with balance, deterioration in vision or hearing, or shortness of breath?...........cccoo i [lyes [Xno

2) received home health care services, physical therapy or rehabilitation therapy?.........c.cccoooeee oo [lyes [XlIno
3) required the use of a cane, walker, wheelchair, other assistive device, or resided in an assisted living facility?.... [ 1yes [XIno

4) required assistance or supervision with or had any limitations in performing any of the following daily
activities: bathing, bladder and/or bowel control, eating, dressing, toileting or transferring {moving

into or out of @ bed, chair OF WHEBIGRAINIT ..o ettt st et e ettt s se e [lyes [xlIno
5) required assistance with routine activities such as: using the phone, taking medications, paying hills,
shopping, driving a car, traveling outside of the home or preparing MealsS? .. Llyes Xno

fFor any yes answers, provide details such as: date of diagnosis; name, address, and phone number of doctor;
tests performed, test results; medications, hospitalization, ER visit recommended treatment or any other
pertinent details.)

Details

K. Within the last b years has the Proposed Insured been treated for or been diagnosed by a member of the
medical profession for any other medical, physical, or psychological condition NOT disclosed above? .................... Llyes no

fif ves, list condition and detaifs such as: date of lirst occurrence; symploms; and how treated.)
Details




Agreement and Signatures

|, the Proposed Insured signing below, acknowledge that | have read the statements contained in this application and any attachments
or they have been read to me. My answers to the questions in this application are true and complete to the hest of my knowledge and
belief. | understand that this application: {1) consists of Part A, Part B, and if applicable, related attachments including certain
questionnaire(s), supplement{s) and addendum{s); and {2} is the basis for any policy and any rider{s) issued. | understand that no
information about me will be considered to have been given to the Company by me unless it is stated in the application. | agree to notify
the Company of any changes in the statements or answers given in the application between the time of application and delivery of any
policy. | understand that any misrepresentation contained in this application and relied on by the Company may be used to reduce or
deny a claim or void the policy if: (1) such misrepresentation materially affects the acceptance of the risk; and {2} the policy is within its
contestable period.

Fraud

Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to
penalties under state law.

SIGNATURE OF PROPOSED INSURED

Signed at {city, state) Concord, NC On (date) 7110/2023

Velce eSigrel Iy Timelly Fenel e 7/10/202% ak 718 B

X

{If under age 18, signature of parent or guardian}

SIGNATURE(S) OF INTERVIEWER(S} — TO BE SIGNED BY ALL INTERVIEWERS, AS APPLICABLE
| certify that the information supplied by the Proposed Insured has been truthfully and accurately recorded on the Part B application.
If Agent recorded information

Writing Agent Name (Please print) Writing Agent # Date

X

Writing Agent Sighature
If Tele-interviewer recorded information

ExamOne 7/11/2023
Name (Flease print) Company Date
If Paramedical Examiner/Medical Doctor recorded information
Examiner Address Paramed: Use company stamp below.

Examiner Phone #

Examiner Name

X Date
Examiner Signature




Policy # (if known): 4230189798

Addendum to Application
AlG

American General Life Insurance Company, 2727-A Allen Parkway, Houston, TX 77019
[ 1 The United States Life Insurance Company in the City of New York, 175 Water St, New York, NY 10038

A member of American International Group, Inc. (AIG)

In this form, the "Company" refers to the insurance company whose name is checked above. The Company shown above is solely responsible
forthe obligation and payment of benefits underany policy that it may issue. No other Company s responsible for such obligations or payments.

This addendum is part of the application to which it is attached. Addendum to (Part A, Part B, etc.): See Section(s) Below

Primary Proposed Insured

First Name T!MOTHY MIJ  LastName FERRELL SSN  224-23-3126

fUse the space below to provide explanations to any application questions or details to any “yes” answers where the space provided
on the application is insufficient or to provide any additional required application information. Provide an appropriate reference to the
specitic questions for which answers and details are included below.)

5.b. 13. CONDITION: EYES; DOCTOR(S): LARK, CABARRUS EYE CENTER, CONCORD, NG, USA; WHAT 1S
THE NAME/DIAGNOSIS FOR YOUR DISEASE/DISORDER?: OTHER; PROVIDE ALL DETAILS SUCH AS
DATE OF DIAGNOSIS, DATE OF LAST TREATMENT, TESTS PERFORMED, TEST RESULTS,
MEDICATIONS, HOSPITALIZATION, ER VISIT, RECOMMENDED TREATMENT OR ANY OTHER
PERTINENT DETAILS.: BILATERAL SUBLUXATED LENSES- WAS DIAGNOSED AROUND 4 OR 5 (WAS
BORN WITH IT), HAD A VISUAL EXAM WHERE DOCTOR COULD SEE CONDITION, NO MEDICATIONS,
HAD SURGERY TGO CORRECT THE CONDITION, NO OTHER PERTINENT DETAILS

Primary Proposed Insured (PPI) Signature Owner Signature

Veice eSigrad Iy Timelly Farel e 740/7023 2k 718 B

X X

PPI signed on {date) 7/10/2023 {If other than Primary Proposed Insured)
Other Proposed Insured {OPI) Signature Owner signed on {date)

X

0PI signed on {date)




DecuSign Envelope |D: 739FBOF9-DY33-417B-A01D-71F4F8ACEEFE 4230189798

Addendum to Application
Policy # (if known): 4230189798

X American General Life Insurance Company, 2727-A Allen Parkway, Houston, TX 77019
[ The United States Life Insurance Company in the City of New York, 25 Liberty Street, 45th Floor, New York, NY 10005-1400

In this form, the "Company” refers to the insurance company whose name is checked above. The Company shown above is solely responsible
for the obligation and payment of benefits under any policy that it may issue. No other Company is responsible for such obligations or payments.

This addendum is part of the application to which it is attached. Addendum to (Part A, Part B, etc.): AG-1CC-Part A - Long App - Pgl-2

Primary Proposed Insured

First Name TIMOTHY mi I Last Name FERRELL SSN  224-23-3126

fUse the space below to provide explanations to any application guestions or details to any “yes” answers where the space provided
on the application is insufficient or to provide any additional required application information. Provide an appropriate reference to the
specific questions far which answers and details are included below.)

AG -1CC - Part A - Long App - Pgl-2
1 Birth Country: United States of America
1 Type Used CIGARETTE
1 Cig Usage LESS THAN | PACK PER DAY
1 Add Tobaccol NO
1 Other Occupation SYSTEMS ENGINEER
1 Job Duties MANAGES IT INFRASTRUCTURE FOR THE COMPANY AND WRITES SOFTWARE
5 PBene DOB1 1967-05-30
AG -1CC - Part A - Long App - Pg3-4
12B Typel Individual
AG - ICC - Underwriting Authorization Form
BirthCountry United States of America
AG - NC - Replacement - NAIC - Pgl-2
Companyl AMERICAN GENERAL LIFE INS CO
AMERICAN GENERAL LIFE INS CO

Primary Proposed Insured (PP} Signature Owner Signature
==+ DocuSigned hy:
D ) Ty feree) ) ¢
PPI sigr,‘lug;}:;ﬂ(ﬁ;}:) 7/10/2023 {if other than Primary Proposed Insured)
Other Proposed Insured {OPI) Signature Owner signed on (date)
X

0PI signed on {date)

L
89976344

Moenday, July 10, 2023




AMERICAN GENERAL LIFE

Insurance Company
A Stock Company

This is an INDETERMINATE PREMIUM TERM LIFE INSURANCE POLICY WITH A CHANGE IN THE FACE
AMOUNT AFTER THE LEVEL PREMIUM PERIOD. A Death Benefit is payable upon the Insured's death while
this policy is in force prior to the Termination Date of the Last Renewal Term Period. Premium payments are
payable for the term period shown on the Policy Schedule. This policy is ANNUALLY RENEWABLE,

CONVERTIBLE and contains RE-ENTRY OPTION. NONPARTICIPATING - THIS POLICY WILL NOT PAY
DIVIDENDS.

For Information, Service or to make a Complaint

Contact Your Servicing Agent, or Our Policyowner Service Department

P.O. Box 9000
Amarillo, Texas 79105-9000
1-844-452-3832

© American International Group, Inc. All Rights Reserved.
ICC21-19311 Rev0321



Prepared On: July 26, 2023

STATEMENT OF POLICY COST AND BENEFIT INFORMATION
Indeterminate Premium Term Life Insurance
20 Year Level Premium Period
Change in Face Amount After Level Premium Period
Annually Renewable After Level Premium Period

American General Life Insurance Company JOHN PAOLETTI
2727-A Allen Parkway 36 MAYFLOWER DR
Houston, Texas 77019-2191 ASHEVILLE, NC 28804

If you have any questions, please contact your agent or financial professional. If no agent is involved
with this Statement of Policy Cost and Benefit Information, you may direct your written inquiry to our
Administrative Center at 2727-A Allen Parkway, Houston, TX 77019-2191 or you may call 844-452-3832.

Policy Number: 4230189798 Insured: TIMOTHY J FERRELL Age 56/Male
Maximum Annual Life Insurance Premium
(Annual Life Insurance Premium Shall Not Guaranteed Amount
Policy Year Exceed Premiums Shown Below) Payable at Death
1 $783.70 $250,000.00
2 $783.70 $250,000.00
3 $783.70 $250,000.00
4 $783.70 $250,000.00
5 $783.70 $250,000.00
6 $783.70 $250,000.00
7 $783.70 $250,000.00
8 $783.70 $250,000.00
9 $783.70 $250,000.00
10 $783.70 $250,000.00
11 $783.70 $250,000.00
12 $783.70 $250,000.00
13 $783.70 $250,000.00
14 $783.70 $250,000.00
15 $783.70 $250,000.00
16 $783.70 $250,000.00
17 $783.70 $250,000.00
18 $783.70 $250,000.00
19 $783.70 $250,000.00
20 $783.70 $250,000.00
At Age 60 $783.70 $250,000.00
At Age 62 $783.70 $250,000.00
At Age 65 $783.70 $250,000.00
At Age 94 $11,400.50 $12,500.00
Cost Indexes Life Insurance Net Payment Cost Index Life Insurance Surrender Cost Index
10 Year 20 Year 10 Year 20 Year
Maximum Rates 3.13 3.13 3.13 3.13

The columns of this representation do not reflect the fact that, because of interest, a dollar in the future
has less value than a dollar today.

Important Notice - During the ten day period from the date of delivery of this policy, it may be
surrendered to the company for cancellation and a full refund of any money paid.

ICC21-19311 Rev0321 Page 1



STATEMENT OF POLICY COST AND BENEFIT INFORMATION Prepared On: July 26, 2023

American General Life Insurance Company For Additional Information
2727-A Allen Parkway About This Policy Contact:
Houston, Texas 77019 JOHN PAOLETTI

36 MAYFLOWER DR
ASHEVILLE, NC 28804

Prepared For: TIMOTHY J FERRELL
Terminal lliness Accelerated Benefit Rider

Provides for a one-time payment in advance of the death benefit under the base contract
if the Insured is terminally ill with 24 months or less to live. The amount advanced will be
carried as a lien against future contract benefits. There is no charge for the rider.
However, there is a one-time charge of up to $500.00 if you choose to activate the rider.

4230189798

ICC13-13601 Page 2



Additional Important Information
Regarding Your Policy

Policies issued by American General Life Insurance Company (AGL) except in New York, where issued
by The United States Life Insurance Company in the City of New York (US Life). Issuing companies AGL
and US Life are responsible for financial obligations of insurance products and are members of

American International Group, Inc. (AIG).



@ Bank Draft Authorization

c American General Life Insurance Company, 2727-A Allen Parkway, Houston, Texas 77019
c The United States Life Insurance Company in the City of New York, 28 Liberty Street, 45th Floor, New York, NY 10005-1400

In this form, the "Company" refers to the insurance company whose name is checked above. The Company shown
above is solely responsible for the obligation and payment of benefits under any policy that it may issue. No other
Company is responsible for such obligations or payments.

How Automatic Bank Draft Works: Automatic bank draft is a debit service that offers a convenient way to pay insurance
premiums. The Company will collect the insurance premiums from your bank account electronically — you do not need to
write checks or mail in any payments. Premium withdrawals will appear on your bank statement, and your statements will
be your receipts for payment of your premium.

Policy Number, if available | Name of Insured/Applicant Policy Number, if available | Name of Insured/Applicant

PAYMENT OPTIONS: Please select ONLY one payment option:
¢ Draft Initial Premium and Draft Subsequent Premiums

Initial Premium: $ c Atlssue ¢ At Submit (Not available for all products or Employer Sponsored Plans)
¢ |Initial premium at issue will be drafted at the time each policy is placed inforce.
o Subsequent premiums will occur on the requested draft date, if one is requested, or the policy effective date,
per the requested mode, if no date is specified.
e Initial premium will be drafted at Submit for those policies that qualify for this option. Additional initial premium
due will be drafted at the time the policy is placed inforce.
o Subsequent premiums will occur on the requested draft date, if one is requested, or the policy effective date,
per the requested mode, if no date is specified.

Subsequent Premiums, if different: $

¢ Draft Only Subsequent Premiums
Check/Complete one of the following for Initial Premium payment:

o) Check submitted with application in the amount of $
C Check submitted on delivery.

DRAFT DETAILS: PI rovide the r ils.

Preferred Withdrawal Date (1st-28th) Please debit my account for all outstanding premiums due.
If a preferred withdrawal date is chosen and draft at issue is selected, we will draft subsequent premiums on this date.
Frequency: c  Monthly ¢ Quarterly c Semi-annual ¢ Annual

Financial Institution Name

Financial Institution Address City, State ZIP

Type of Account: ¢ Checking c  Savings

Routing Number (For checking account draft use routing # listed on check)
Account Number (Do NOT use credit/debit card)

Bank Account Owner(s): (For business accounts, list Business and Authorized Signer Name)

Name 1 First Name (Please Print) Last Name

Email Address 1

Date of Birth 1 (MM-DD-YYYY) SSN1/TIN 1

Name 2 First Name (Please Print) Last Name

Email Address 2

Date of Birth 2 (MM-DD-YYYY) SSN2/TIN 2

Bank Account Owner’s Address: (For business accounts, list Business Address)

Street City State ZIP

Page 1 of 2 AGLC108493-2015 Rev1019



AGREEMENT:

| (we) hereby authorize and request the Company or its representative to initiate electronic or other commercially
accepted-type debits against the indicated bank account in the depository institution named ("Depository") for the
payment of premiums and other indicated charges due on the contract(s) listed, and to continue to initiate such debits in
the event of a conversion, renewal, or other change to any such contract(s) even if such debits differ in amount from
those specified in this form. | (we) hereby agree to indemnify and hold the Company harmless from any loss, claim, or
liability of any kind by reason of dishonor of any debit or otherwise related to this authorization.

| (we) understand that this Authorization will not affect the terms of the contract(s), other than the mode of payment, and
that if premiums are not paid within the applicable grace period, the contract(s) will terminate, subject to any applicable
non-forfeiture provision. | acknowledge that notice of premiums due shall be waived and that the debit appearing on my
bank statement shall constitute my receipt of payment, but no payment is deemed made until the Company receives
actual payment in its Service Center.

| (we) authorize the Company to obtain information and/or reports from a consumer reporting agency or other
company(ies) in order to verify, validate and/or authenticate the information and answers presented on this form. Any
information gathered may be disclosed to any person or entity required to receive such information by law or as | may
further consent.

| (we) agree that this Authorization may be terminated by me or the Company at any time and for any reason by
providing thirty (30) days' written notice of such termination to the non-terminating party and may be terminated by the
Company immediately if any debit is not honored by the Depository named for any reason. This request must be dated
and all required signatures must be written in ink, using full legal names. This request must be dated and signed by the
Bank Account Owner(s) as his/her name appears on bank records for the account provided on this authorization.

Signature of Bank Account Owner Signature of Bank Account Owner, if joint account
X X
Date Date

Please attach voided check for checking account draft or deposit slip for savings account draft.

Page 2 of 2 AGLC108493-2015 Rev1019



AGLC105774 Rev 2/2022

WHAT DO AMERICAN GENERAL LIFE INSURANCE COMPANY (AGL) AND THE UNITED
STATES LIFE INSURANCE COMPANY IN THE CITY OF NEW YORK (US Life) DO WITH
YOUR PERSONAL INFORMATION?

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

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

e Social Security number and Medical Information

e Income and Credit History

e Payment History and Employment Information

When you are no longer our customer, we continue to share your information as described
in this notice.

All financial companies need to share customers' personal information to run their everyday
business. In the section below, we list the reasons financial companies can share their
customers' personal information; the reasons AGL & US Life choose to share; and whether
you can limit this sharing.

Can you limit
this sharing?

Reasons we can share your personal information Do AGL & US Life share?

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

For our marketing purposes — to offer our products
and services to you Yes No
For joint marketing with other financial companies Yes No

For our affiliates' everyday business purposes —

information about your transactions and experiences Yes No

For our affiliates' everyday business purposes — ,

information about your creditworthiness No We don't share
For our affiliates to market to you No We don’t share
For nonaffiliates to market to you No We don't share

Q ti o For AGL / US Life Insurance Customers: call 844-452-3832, go to

uestions: www.aig.com/lifeinsurance or write to us at P.O. Box 818005, Cleveland, OH 44181.
For AGL / US Life Accident & Health Customers: call 800-811-2696, go to
wﬁ;%$OMifeinsurance or write us at Customer Service, P.O. Box 818005, Cleveland,
For AGL / US Life Individual Annuities Customers: call 800-242-4079, go to

https://www.aig.com/individualfinvestments/annuities or write to us at P.O. Box 2708,
Amarillo, TX 79105-2708.

For AGL / US Life Group Annuities Customers: call 877-299-1724, email us at
immediateannuity@aig.com or write to us at Group Annuity Administration, P.O. Box 1277,
Wilmington, DE 19899-1277.

For AGL / US Life Group Benefit Business Customers: call 800-346-7692, email us at
www.aig.com/lifeinsurance or write to us at 3600 Route 66, 4th Floor, Neptune, NJ 07753.1
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Who we are

Who is providing this notice? American General Life Insurance Company and The United States Life
Insurance Company in the City of New York.

What we do

How do AGL & US Life protect To protect your personal information from unauthorized access and use,

my personal information? we use security measures that comply with federal law. These measures
include computer safeguards and secured files and buildings. We
restrict access to employees, representatives, agents, or selected third
parties who have been trained to handle nonpublic personal information.

How do AGL & US Life collect We collect your personal information, for example, when you
my personal information? e apply for insurance or pay insurance premiums
¢ file an insurance claim or give us your income information
e provide employment information
We also collect your personal information from others, such as credit
bureaus, affiliates, or other companies.

Why can't | limit all sharing? Federal law gives you the right to limit only
e sharing for affiliates' everyday business purposes—information about
your creditworthiness
o affiliates from using your information to market to you
e sharing for nonaffiliates to market to you
State laws and individual companies may give you additional rights to
limit sharing. See below for more on your rights under state law.

Affiliates Companies related by common ownership or control. They can be
financial and nonfinancial companies.
e QOur affiliates include the member companies of American
International Group, Inc., such as The Variable Annuity Life Insurance
Company.
Nonaffiliates Companies not related by common ownership or control. They can be
financial and nonfinancial companies.
e AGL and US Life do not share with nonaffiliates so they can market to
you.

Joint marketing A formal agreement between nonaffiliated financial companies that
together market financial products or services to you.
e Our joint marketing partners include companies with which we jointly
offer insurance products, such as a bank.

Other important information

For Vermont Residents only. We will not disclose information about your creditworthiness to our affiliates and will not disclose
your personal information, financial information, credit report, or health information to nonaffiliated third parties to market to you,
other than as permitted by Vermont law, unless you authorize us to make those disclosures. Additional information concerning
our privacy policies can be found using the contact information above for Questions.

For California Residents only. We will not share information we collect about you with nonaffiliated third parties, except as
permitted by California law, such as to process your transactions or to maintain your account.

For Nevada Residents only. We are providing this notice pursuant to Nevada state law. You may elect to be placed on our
internal Do Not Call list by calling the numbers referenced in the Questions section. Nevada law requires that we also provide
you with the following contact information: Bureau of Consumer Protection, Office of the Nevada Attorney General, 555 E.
Washington Street, Suite 3900, Las Vegas, NV 89101; Phone number: 702-486-3132; email: aginfo@ag.nv.gov. You may
contact our customer service department by using the contact information referenced in the Questions section.

You have the right to see and, if necessary, correct personal data. This requires a written request, both to see your personal
data and to request correction. We do not have to change our records if we do not agree with your correction, but we will place
your statement in our file. If you would like a more detailed description of our information practices and your rights, please write
to us at the addresses indicated on the first page.

“Group Benefits Business” is the marketing name of the following insurance company subsidiaries of American International
Group, Inc. (AIG): American General Life Insurance Company, and The United States Life Insurance Company in the City of
New York.


mailto:aginfo@ag.nv.gov

LIFE INSURANCE BUYER'S GUIDE

This guide can help you when you shop for life insurance. It discusses how to:
e Find a Policy That Meets Your Needs and Fits Your Budget
e Decide How Much Insurance You Need

¢ Make Informed Decisions When You Buy a Policy

Prepared by the National Association of Insurance Commissioners
The National Association of Insurance Commissioners is an association of state insurance
regulatory officials. This association helps the various Insurance Departments to coordinate
insurance laws for the benefit of all consumers.
This Guide Does Not Endorse Any Company Or Policy
Reprinted by American General Life Insurance Company

May, 2015
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Important Things to Consider

1. Review your own insurance needs and
circumstances. Choose the kind of policy
that has benefits that most closely fit your
needs. Ask an agent or company to help
you.

2. Be sure that you can handle premium
payments. Can you afford the initial
premium? If the premium increases later and

you still need insurance, can you still afford
it?

3. Don't sign an insurance application until you
review it carefully to be sure all the answers
are complete and accurate.

4. Don't buy life insurance unless you intend to
stick with your plan. It may be very costly if
you quit during the early years of the policy.

5. Don't drop one policy and buy another
without a thorough study of the new policy
and the one you have now. Replacing your
insurance may be costly.

6. Read your policy carefully. Ask your agent
or company about anything that is not clear
to you.

7. Review your life insurance program with your
agent or company every few years to keep
up with changes in your income and your
needs.

Buying Life Insurance

When you buy life insurance, you want coverage
that fits your needs.

First, decide how much you need - and for how
long - and what you can afford to pay. Keep in
mind the major reason you buy life insurance is to
cover the financial effects of unexpected or
untimely death. Life insurance can also be one of
the many ways you plan for the future.

Next, learn what kinds of policies will meet your
needs and pick the one that best suits you.

Page 2

Then, choose the combination of policy premium
and benefits that emphasizes protection in case
of early death, or benefits in case of long life, or a
combination of both.

It makes good sense to ask a life insurance agent
or company to help you. An agent can help you
review your insurance needs and give you
information about the available policies. If one
kind of policy doesn't seem to fit your needs, ask
about others.

This guide provides only basic information. You
can get more facts from a life insurance agent or
company or from your public library.

What About the Policy You Have Now?

If you are thinking about dropping a life insurance
policy, here are some things you should
consider:

e |If you decide to replace your policy, don't
cancel your old policy until you have
received the new one. You then have a
minimum period to review your new policy
and decide if it is what you wanted.

e |t may be costly to replace a policy. Much of
what you paid in the early years of the policy
you have now, paid for the company's cost of
selling and issuing the policy. You may pay
this type of cost again if you buy a new

policy.

e Ask your tax advisor if dropping your policy
could affect your income taxes.

e |f you are older or your health has changed,
premiums for the new policy will often be
higher. You will not be able to buy a new
policy if you are not insurable.

e You may have valuable rights and benefits in
the policy you now have that are not in the
new one.

e |If the policy you have now no longer meets
your needs, you may not have to replace it.
You might be able to change your policy or
add to it to get the coverage or benefits you
now want.
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e At least in the beginning, a policy may pay
no benefits for some causes of death
covered in the policy you have now.

In all cases, if you are thinking of buying a new
policy, check with the agent or company that
issued you the one you have now. When you
bought your old policy, you may have seen an
illustration of the benefits of your policy. Before
replacing your policy, ask your agent or company
for an updated illustration. Check to see how the
policy has performed and what you might expect
in the future, based on the amounts the company
IS paying now.

How Much Do You Need?
Here are some questions to ask yourself:

e How much of the family income do | provide?
If | were to die early, how would my survivors,
especially my children, get by?  Does
anyone else depend on me financially, such
as a parent, grandparent, brother or sister?

e Do | have children for whom I'd like to set
aside money to finish their education in the
event of my death?

e How will my family pay final expenses and
repay debts after my death?

e Do | have family members or organizations to
whom | would like to leave money?

o Will there be estate taxes to pay after my
death?

e How will inflation affect future needs?

As you figure out what you have to meet these
needs, count the life insurance you have now,
including any group insurance where you work or
veteran's insurance. Don't forget Social Security
and pension plan survivor's benefits. Add other
assets you have: savings, investments, real
estate and personal property. Which assets
would your family sell or cash in to pay expenses
after your death?

Page 3

What Is the Right Kind of Life Insurance?

All policies are not the same. Some give
coverage for your lifetime and others cover you
for a specific number of years. Some build up
cash values and others do not. Some policies
combine different kinds of insurance, and others
let you change from one kind of insurance to
another. Some policies may offer other benefits
while you are still living. Your choice should be
based on your needs and what you can afford.

There are two basic types of life insurance: term
insurance and cash value insurance. Term
insurance generally has lower premiums in the
early years, but does not build up cash values
that you can use in the future. You may combine
cash value life insurance with term insurance for
the period of your greatest need for life insurance
to replace income.

Term Insurance covers you for a term of one or
more years. It pays a death benefit only if you
die in that term. Term insurance generally offers
the largest insurance protection for your premium
dollar. It generally does not build up cash value.

You can renew most term insurance policies for
one or more terms even if your health has
changed. Each time you renew the policy for a
new term, premiums may be higher. Ask what
the premiums will be if you continue to renew the
policy. Also ask if you will lose the right to renew
the policy at some age. For a higher premium,
some companies will give you the right to keep
the policy in force for a guaranteed period at the
same price each year. At the end of that time
you may need to pass a physical examination to
continue coverage, and premiums may increase.

You may be able to trade many term insurance
policies for a cash value policy during a
conversion period - even if you are not in good
health. Premiums for the new policy will be
higher than you have been paying for the term
insurance.
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Cash Value Life Insurance is a type of insurance
where the premiums charged are higher at the
beginning than they would be for the same
amount of term insurance. The part of the
premium that is not used for the cost of insurance
is invested by the company and builds up a cash
value that may be used in a variety of ways. You
may borrow against a policy's cash value by
taking a policy loan. If you don't pay back the
loan and the interest on it, the amount you owe
will be subtracted from the benefits when you die,
or from the cash value if you stop paying
premiums and take out the remaining cash value.
You can also use your cash value to keep
insurance protection for a limited time or to buy a
reduced amount without having to pay more
premiums. You also can use the cash value to
increase your income in retirement or to help pay
for needs, such as a child's tuition without
canceling the policy. However, to build up this
cash value, you must pay higher premiums in the
earlier years of the policy. Cash value life
insurance may be one of several types; whole
life, universal life and variable life are all types of
cash value insurance.

Whole Life Insurance covers you for as long as
you live if your premiums are paid. You generally
pay the same amount in premiums for as long as
you live. When you first take out the policy,
premiums can be several times higher than you
would pay initially for the same amount of term
insurance. But they are smaller than the
premiums you would eventually pay if you were to
keep renewing a term policy until your later years.

Some whole life policies let you pay premiums for
a shorter period such as 20 years, or until age 65.
Premiums for these policies are higher since the
premium payments are made during a shorter
period.

Universal Life Insurance is a kind of flexible
policy that lets you vary your premium payments.
You can also adjust the face amount of your
coverage. Increases may require proof that you
qualify for the new death benefit. The premiums
you pay (less expense charges) go into a policy
account that earns interest. Charges are
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deducted from the account. If your vyearly
premium payment plus the interest your account
earns is less than the charges, your account
value will become lower. |If it keeps dropping,
eventually your coverage will end. To prevent
that, you may need to start making premium
payments, or increase your premium payments,
or lower your death benefits. Even if there is
enough in your account to pay the premiums,
continuing to pay premiums yourself means that
you build up more cash value.

Variable Life Insurance is a kind of insurance
where the death benefits and cash values
depend on the investment performance of one or
more separate accounts, which may be invested
in mutual funds or other investments allowed
under the policy. Be sure to get the prospectus
from the company when buying this kind of policy
and STUDY IT CAREFULLY. You will have higher
death benefits and cash value if the underlying
investments do well. Your benefits and cash
value will be lower or may disappear if the
investments you chose didn't do as well as you
expected. You may pay an extra premium for a
guaranteed death benefit.

Life Insurance lllustrations

You may be thinking of buying a policy where
cash values, death benefits, dividends or
premiums may vary based on events or situations
the company does not guarantee (such as
interest rates). If so, you may get an illustration
from the agent or company that helps explain
how the policy works. The illustration will show
how the benefits that are not guaranteed will
change as interest rates and other factors
change. The illustration will show you what the
company guarantees. It will also show you what
could happen in the future. Remember that
nobody knows what will happen in the future.
You should be ready to adjust your financial
plans if the cash value doesn't increase as
quickly as shown in the illustration. You will be
asked to sign a statement that says you
understand that some of the numbers in the
illustration are not guaranteed.
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Finding a Good Value in Life Insurance

After you have decided which kind of life
insurance is best for you, compare similar
policies from different companies to find which
one is likely to give you the best value for your
money. A simple comparison of the premiums is
not enough. There are other things to consider.
For example:

e Do premiums or benefits vary from year to
year?

e How much do the benefits build up in the
policy?

e What part of the premiums or benefits is not
guaranteed?

o What is the effect of interest on money paid
and received at different times on the policy?
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Remember that no one company offers the lowest
cost at all ages for all kinds and amounts of
insurance.  You should also consider other
factors:

e How quickly does the cash value grow?
Some policies have low cash values in the
early years that build quickly later on. Other
policies have a more level cash value build-
up. A year-by-year display of values and
benefits can be very helpful. (The agent or
company will give you a policy summary or
an illustration that will show benefits and
premiums for selected years.)

e Are there special policy features that
particularly suit your needs?

e How are non-guaranteed values calculated?
For example, interest rates are important in
determining policy returns. In  some
companies increases reflect the average
interest earnings on all of that company's
policies regardless of when issued. In
others, the return for policies issued in a
recent year, or a group of years, reflects the
interest earnings on that group of policies; in
this case, amounts paid are likely to change
more rapidly when interest rates change.
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American General Life Insurance Company

Policyowner Acknowledgement of Policy Delivery or
Producer's Certification of Mailing of Policy to the Policyowner

Policyowner: TIMOTHY J FERRELL Policy Number: 4230189798

Insured/Annuitant: TIMOTHY J FERRELL

Policyowner Acknowledgement of Policy Delivery
Execution of this receipt by the Policyowner constitutes an acknowledgement of delivery.

Policy provisions regarding the right to return the policy and receive a refund of premiums will become
effective as of the date this Policyowner Acknowledgement of Policy Delivery is signed.

Terms of this acknowledgement are subject to the provisions of the policy contract and any applicable
laws and regulations.

By signing below you attest to the following:

| was physically located in the United States of America when all solicitation activities regarding Policy No.
4230189798 occurred and when all medical examination, telephone interviews and other application-
related events, including all signatures required to complete the application for the policy occurred.

Policyowner Signature: Date:
Agent Name:
Agent Signature: Date:

Location Signed:

City State

Agent Certification of Mailing of Policy to the Policyowner

This section is not applicable for Foreign National policy contracts. The above section must be signed by
both Policy Owner and Agent for all Foreign National contracts.

Because the policy referenced above was mailed to the Policyowner, no Policyowner signature was
obtained. However, | hereby declare that the policy contract was mailed to the Policyowner on the date
entered below and that | have retained in my files evidence of the mailing.

Date Mailed to Policyholder:

Agent Name:

Agent Signature: Date:

AGLC101336 Agent Copy NC
Rev 0418



American General Life Insurance Company

Policyowner Acknowledgement of Policy Delivery or
Producer's Certification of Mailing of Policy to the Policyowner

Policyowner: TIMOTHY J FERRELL Policy Number: 4230189798

Insured/Annuitant: TIMOTHY J FERRELL

Policyowner Acknowledgement of Policy Delivery
Execution of this receipt by the Policyowner constitutes an acknowledgement of delivery.

Policy provisions regarding the right to return the policy and receive a refund of premiums will become
effective as of the date this Policyowner Acknowledgement of Policy Delivery is signed.

Terms of this acknowledgement are subject to the provisions of the policy contract and any applicable
laws and regulations.

By signing below you attest to the following:

| was physically located in the United States of America when all solicitation activities regarding Policy No.
4230189798 occurred and when all medical examination, telephone interviews and other application-
related events, including all signatures required to complete the application for the policy occurred.

Policyowner Signature: Date:
Agent Name:
Agent Signature: Date:

Location Signed:

City State

Agent Certification of Mailing of Policy to the Policyowner

This section is not applicable for Foreign National policy contracts. The above section must be signed by
both Policy Owner and Agent for all Foreign National contracts.

Because the policy referenced above was mailed to the Policyowner, no Policyowner signature was
obtained. However, | hereby declare that the policy contract was mailed to the Policyowner on the date
entered below and that | have retained in my files evidence of the mailing.

Date Mailed to Policyholder:

Agent Name:

Agent Signature: Date:

AGLC101336 Home Office Copy NC
Rev 0418



American General Life Insurance Company

Policyowner Acknowledgement of Policy Delivery or
Producer's Certification of Mailing of Policy to the Policyowner

Policyowner:  TIMOTHY J FERRELL Policy Number: 4230189798

Insured/Annuitant: TIMOTHY J FERRELL

Policyowner Acknowledgement of Policy Delivery
Execution of this receipt by the Policyowner constitutes an acknowledgement of delivery.

Policy provisions regarding the right to return the policy and receive a refund of premiums will become
effective as of the date this Policyowner Acknowledgement of Policy Delivery is signed.

Terms of this acknowledgement are subject to the provisions of the policy contract and any applicable
laws and regulations.

By signing below you attest to the following:

I was physically located in the United States of America when all solicitation activities regarding Policy No.
4230189798 occurred and when all medical examination, telephone interviews and other application-
related events, including all signatures required to complete the application for the policy occurred.

Policyowner Signature: Date:
Agent Name:
Agent Signature: Date:

Location Signed:

City State

Agent Certification of Mailing of Policy to the Policyowner

This section is not applicable for Foreign National policy contracts. The above section must be signed by
both Policy Owner and Agent for all Foreign National contracts.

Because the policy referenced above was mailed to the Policyowner, no Policyowner signature was
obtained. However, | hereby declare that the policy contract was mailed to the Policyowner on the date
entered below and that | have retained in my files evidence of the mailing.

Date Mailed to Policyholder:

Agent Name:

Agent Signature: Date:

AGLC101336 Policyowner Copy NC
Rev 0418



NOTICE CONCERNING COVERAGE
LIMITATIONS AND EXCLUSIONS UNDER THE NORTH CAROLINA
LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION ACT

Residents of this state who purchase life insurance, annuities or health insurance should know that the
insurance companies and Health Maintenance Organizations (HMOs) licensed in this state to write
these types of insurance are members of the North Carolina Life and Health Insurance Guaranty
Association. The purpose of this association is to assure that policyholders will be protected, within
limits, in the unlikely event that a member insurer or HMO becomes financially unable to meet its
obligations. If this should happen, the guaranty association will assess its other member companies for
the money to pay the claims of the insured persons who live in this state and, in some cases, to keep
coverage in force. The valuable extra protection provided by these insurers through the guaranty
association is not unlimited, however. And, as noted in the box below, this protection is not a substitute
for consumers' care in selecting companies that are well-managed and financially stable.

The North Carolina Life and Health Insurance Guaranty Association may not provide
coverage for this policy. If coverage is provided, it may be subject to substantial limitations or
exclusions, and require continued residency in North Carolina. You should not rely on
coverage by the North Carolina Life and Health Insurance Guaranty Association in selecting
an insurance company or in selecting an insurance policy.

Coverage is NOT provided for your policy or any portion of it that is not guaranteed by
the insurer or for which you have assumed the risk, such as a variable contract sold by
prospectus.

Insurance companies or their agents are required by law to give or send you this
notice. However, insurance companies and their agents are prohibited by law from using the
existence of the guaranty association to induce you to purchase any kind of insurance policy.

The North Carolina Life and Health Insurance Guaranty Association
4441 Six Forks Rd Ste 106-153
Raleigh, North Carolina 27609-5729
https://www.nclifega.org/

North Carolina Department of Insurance, Consumer Services Division
1201 Mail Service Center
Raleigh, North Carolina 27699-1201

The state law that provides for this safety-net coverage is called the North Carolina Life and Health
Insurance Guaranty Association Act. On the back of this page is a brief summary of this law's
coverages, exclusions and limits. This summary does not cover all provisions of the law; nor does it in
any way change anyone's rights or obligations under the act or the rights or obligations of the guaranty
association.
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COVERAGE

Generally, individuals will be protected by the life and health guaranty association if they live in this
state and hold a life or health insurance contract, or an annuity, or if they are insured under a group
insurance contract, issued by a member insurer or HMO. The beneficiaries, payees or assignees of
insured persons are protected as well, even if they live in another state.

EXCLUSIONS FROM COVERAGE
However, persons holding such policies are not protected by this association if:

They are eligible for protection under the laws of another state (this may occur when the
insolvent insurer was incorporated in another state whose guaranty association protects
insureds who live outside that state);

The insurer was not authorized to do business in this state;

Their policy was issued by an HMO, a fraternal benefit society, a mandatory state pooling
plan, a mutual assessment company or similar plan in which the policyholder is subject to
future assessments, or by an insurance exchange;

They acquired rights to receive payments through a structure settlement factoring transaction.

The association also does not provide coverage for:

Any policy or portion of a policy which is not guaranteed by the insurer or for which the
individual has assumed the risk, such as a variable contract sold by prospectus;

Any policy of reinsurance (unless an assumption certificate was issued);

Interest rate yields that exceed the average rate specified in the law;

Dividends;

Experience or other credits given in connection with the administration of a policy by a group
contractholder;

Employers' plans to the extent they are self-funded (that is, not insured by an insurance
company, even if an insurance company administers them);

Unallocated annuity contracts (which give rights to group contractholders, not individuals),
unless they fund a government lottery or a benefit plan of an employer, association or union,
except that unallocated annuities issued to employee benefit plans protected by the Federal
Pension Benefit Guaranty Corporation are not covered;

A policy or contract commonly known as Medicare Part C, Medicare Part D, Medicaid or any
regulations issued pursuant thereto.

LIMITS ON AMOUNT OF COVERAGE

The act also limits the amount the association is obligated to pay out as follows:

(1)

The guaranty association cannot pay out more than the insurance company would owe under
the policy or contract.

Except as provided in (3) (4) and (5) below, the guaranty association will pay a maximum of
$300,000 per individual, per insolvency, no matter how many policies or types of policies
issued by the insolvent company.

The guaranty association will pay a maximum of $500,000 with respect to a health benefit plan.
The guaranty association will pay a maximum of $1,000,000 with respect to the payee of a
structured settlement annuity.

The guaranty association will pay a maximum of $5,000,000 to any one unallocated annuity
contract holder.
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For AIG Home Office Use Only

Policies issued by American General Life Insurance Company (AGL) except in New York, where issued
by The United States Life Insurance Company in the City of New York (US Life). Issuing companies AGL
and US Life are responsible for financial obligations of insurance products and are members of

American International Group, Inc. (AIG).



AI G Bank Draft Authorization

[x] American General Life Insurance Company, 2727-A Allen Parkway, Houston, TX 77019

] The United States Life Insurance Company in the City of New York, 175 Water Street, New York, NY 10038

In this form, the “Company” refers to the insurance company whose name is checked above. The Company shown above is solely responsible
for the obligation and payment of benefits under any policy that it may issue. No other Company is responsible for such obligations or payments.

How Automatic Bank Draft Works: Automatic bank draft is a debit service that offers a convenient way to pay insurance premiums. The
Company will collect the insurance premiums from your bank account electronically — you do not need to write checks or mail in any
payments. Premium withdrawals will appear on your bank statement, and your statements will be your receipts for payment of your premium.

Policy Number, if available Name of Insured Applicant Policy Number, if available Name of Insured Applicant

4230189798 TIMOTHY FERRELL

PAYMENT OPTIONS: Please select ONLY one payment option:
[ Draft Initial Premium and Draft Subsequent Premiums

Initial Premium: $ 66.22 Xl At Issue [JAt Submit (Not available for all products or Employer Sponsored Plans)
e [Initial premium at issue will be drafted at the time each policy is placed inforce.
o Subsequent premiums will occur on the requested draft date, if one is requested, or the policy effective date, per the
requested mode, if no date is specified.
e Initial premium will be drafted at Submit for those policies that qualify for this option. Additional initial premium due will be drafted
at the time the policy is placed inforce.
o Subsequent premiums will occur on the requested draft date, if one is requested, or the policy effective date, per the
requested mode, if no date is specified.

Subsequent Premiums, if different: $

[ Draft Only Subsequent Premiums
Check/Complete one of the following for Initial Premium payment:

[J Check submitted with application in the amount of $
] Check submitted on delivery.

DRAFT DETAILS: Please provide the requested details.

Preferred Withdrawal Date (1st-28th) Please debit my account for all outstanding premiums due.
If a preferred withdrawal date is chosen and draft at issue is selected, we will draft subsequent premiums on this date.
Frequency:  [XIMonthly U] Quarterly ] Semi-annual ] Annual

Financial Institution Name Wells Fargo

Financial Institution Address City, State ZIP
Type of Account: Checking [ Savings

Routing Number _053000219 (For checking account draft use routing # listed on check)
Account Number 8357156085 (DO NOT use credit/debit card)
Bank Account Owner(s): (For business accounts, list Business and Authorized Signer Name)

Name 1 First Name (Please Print) _TIMOTHY Last Name FERRELL

Email Address 1

Date of Birth 1 (MM-DD-YYYY) __07/27/1967 SSN1/TIN 1_224233126
Name 2 First Name (Please Print) Last Name

Email Address 2

Date of Birth 2 (MM-DD-YYYY) / / SSN1/TIN 2

Bank Account Owner’s Address: (For business accounts, list Business Address)

Street 246 CENTRAL HEIGHTS DR SW City _ CONCORD State NC ZIP 28025
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AGREEMENT:

| (we) hereby authorize and request the Company or its representative to initiate electronic or other commercially accepted-type debits
against the indicated bank account in the depository institution named (“Depository”) for the payment of premiums and other indicated
charges due on the contract(s) listed, and to continue to initiate such debits in the event of a conversion, renewal, or other change to
any such contract(s) even if such debits differ in amount from those specified in this form. | (we) hereby agree to indemnify and hold the
Company harmless from any loss, claim, or liability of any kind by reason of dishonor of any debit or otherwise related to this authorization.

| (we) understand that this Authorization will not affect the terms of the contract(s), other than the mode of payment, and that if premiums
are not paid within the applicable grace period, the contract(s) will terminate, subject to any applicable non-forfeiture provision. |
acknowledge that notice of premiums due shall be waived and that the debit appearing on my bank statement shall constitute my receipt
of payment, but no payment is deemed made until the Company receives actual payment in its Service Center.

| (we) authorize the Company to obtain information and/or reports from a consumer reporting agency or other company(ies) in order to
verify, validate and/or authenticate the information and answers presented on this form. Any information gathered may be disclosed to
any person or entity required to receive such information by law or as | may further consent.

| (we) agree that this Authorization may be terminated by me or the Company at any time and for any reason by providing thirty (30) days’
written notice of such termination to the non-terminating party and may be terminated by the Company immediately if any debit is not
honored by the Depository named for any reason. This request must be dated and all required signatures must be written in ink, using
full legal names. This request must be dated and signed by the Bank Account Owner(s) as his/her name appears on bank records for the
account provided on this authorization.

** This case is on Direct Billing - you will receive a paper invoice by mail requiring return of payment by mail **
Signature of B%%A@M Signature of Bank Account Owner, if joint account

N O

X —_—

Date //26/2023 Date

Please attach voided check for checking account draft or deposit slip for savings account draft.
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