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51 Madison Avenue, New York, NY 10010
Please completethisform online, print and mail to:
Forrest T. Jones & Company, Inc., PO Box 418131, Kansas City, MO 64141-9131

| enclose my check for $ for [] quarterly [] semiannual [_] annual contribution.

(Make check payable to Forrest T. Jones & Company, Inc.)

Name Social Security No.

Address (Street) Telephone No.

City Country State ZIP

|:| Married |:| Single  Number of children at home

| am now a member of

1. INnsurRANCE REQUESTED (Refer toinformationfor digibility, amountsof insurance and coverage destription.) Please notethet receipt of acod erated degth
benfitsmay affect digibility for public asssance programs. (Residents of MA are not eligible for Accelerated Death Benefit.)
a  For Membersnot currently insured:
| request group term insurancein theinitial coverage amount of:

for Myself $ for my Spouse $ for my eligible Child(ren)
b.  For Memberscurrently insured:
| wish toincrease coverage amounts of insurance as follows. from $ to for Myself
from $ to for my Spouse
from $ to for my Child(ren)
| wish to add dependent coverage asfollows: for my Spouse, in theinitial amount of $

for my Child(ren), in theinitial amount of $

2. a RESIDENTSoFNY: | have read the Important Replacement Information that accompanied this application.
Isthe insurance applied for intended to replace, in whole or in part, any existing insurance or annuity? DY& |:| No
b. RESDENTSOFALL OTHER STATES:
Isthe insurance applied for intended to replace, discontinue or change an existing policy? DY& |:|No

3. M EMBER/SPOUSE BENEFICIARY DESIGNATION

| hereby make the following beneficiary designation (insert name, relationship, Social Security No., address) with respect to al the insurance
on my life, and if | am aready covered under the Group Life Insurance Plan, | hereby revoke any prior beneficiary designation. The
beneficiary for dependent child coverage shall be the insured member as provided in the group policy.

Member’s Beneficiary
(To be completed by Member) Name Relationship Social Security No.

Spouse’ s Beneficiary
(To be completed by Spouse) Name Relationship Socia Security No.

4, STATEMENT OF HEALTH
Name of Proposed Insureds Age Sex Birth Date Height Weight Birthplace

Myself
Spouse
Child
Child

Child
(If more than three children, attach a separate sheet.)

a Areyou now disabled or eligible for any disability benefits, workers' compensation benefits or waiver of

premium for life or Nealth INSUFANCE?.............cccii s [JYes [JNo
b. Isany person proposed for insurance now ill, taking any prescribed medication or receiving or
contemplating any medical attention or SUrgical trEIMENT? ............o..eevereeeeereessssesesessessssesssssessssesesesesssssesens [Iyes [INo

¢. During the past ten years has any person proposed for insurance ever had: heart trouble, elevated blood
pressure, gynecological or genitourinary disorders, ulcers, cancer, diabetes, mentd or nervous disorder or
psychotherapeutic treatment, tuberculosis, liver disorder (including hepatitis), asthma or emphysema,
enlarged lymph nodes or immunodeficiency disorder, albumin, blood or sugar in urine, back trouble/

disorder, unexplained weight 10ss, or any other ilIness, diSease Or INJUIY? ......c.covoveeeieerenenenenenenesesese s [JYes []No
d. During the past five years has any person proposed for insurance been counseled, treated or hospitalized
fOF the USE OF AICONO0I OF AIUGS? .....voveeeeeeeeeeeseeeeeeeseeesseeesseeseessseeeesssessseesssee s sses s s seessses s ssee s e [Jyes [INo

e. During the past five years has any person proposed for insurance had any illness, disease or injury,
consulted any physician, chiropractor, medical care practitioner other than for aroutine physical

examination or checkup, or been confined or treated in any hospital, rest home or similar ingtitution? ......... [Jyes [ INo
f.  If consultation with aphysician was for aroutine or annual examination or checkup, were there any

SYMPtomS O AAVErSE fINAINGS? .......ccviiieiecieiesicie ettt bbb bbbt es st b s nns [JYes [JNo
g. Inthe past 24 months have you or any person proposed for insurance used tobacco or nicotine in any

form, including nicotine patches and nicotine chewing gum? ...........ccce..... Member Yes No Spouse []Yes |:| No
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Please complete the second page.



IF ANY QUESTIONSIN ITEMS4A THROUGH 4G ARE ANSWERED “ YES” GIVE FULL DETAILSBELOW. Please provide specific information. Avoid the
use of terms such as “etc.,” “various’ and “miscellaneous’. If you need more space, attach a separate sheet.

Include all information as to nature of

Names and addresses of illness or injury, symptoms, number of
Question Person to whom it applies physicians and hospitals (if any) attacks, duration, treatment and results.

| HEREBY REQUEST the group insurance indicated on the reverse side. | understand that insurance will become effective on the firgt of the month on
or immediady fallowing the day this request is goproved by New York Life, provided the initid contribution is paid within 31 days after such date and, on the
day coveragewould othewisetake effect, | and any goproved dependents are dive, not confined in ahospitd or other medicd indiitution, and not incgpaditated 0 as
tobeunableto paformdl normd dally ativities | undergtand that any person whoisconfined or incgpaditated will not becomeinsured urtil theday heor sheisno
longer S0 confined or incgpaditated, provided such dateiswithin three months of the dateinsurancewould have been effective and the personis ill digiblefor
insurance. | undergtand thet any dividend gpportioned to the group palicy will be paid to the Trusteefor the Trugt for Insuring Educatorsfor the benefit of theinsureds.

TO THE BEST OF MY KNOWLEDGE AND BELIEF, | an digible for inaurance and the datements | have mede are true and complete. | understand thet
New York Life may: (8) require more information and amedicd exam; and (b) invaidate coverageif it findsthat | am not digible or have not answvered any of the
above quedionstruthfully and completdy. | dedlare (certify if | ana VA resident) thet | have read (or hed read to me) this completed goplication and undergtand thet
any fdse saement or misrepresentation may result inloss of coverage under the group palicy. In order to determineinaurability, | ask New York Lifetordy ondll
datementsmade on thisform, and any supplementstoiit, and | authorize disdosure of thetypes of information detailed inthe AUTHORIZATION bdow. | haveresd
theIMPORTANT NOTICE which destribeshow New Y ork Lifeunderwritesthisregues.

Member’s Signature; Date
(Pleasesigninink)
To the best of my knowledge and belief, the statements made regarding my health are true and compl ete.

Spouse's Signature: Date

Signature of Owner: Date
(necessary only if member previously transferred ownership of his/her group term life insurance)

Form GPA-L39
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AUTHORIZATION
| authorize any physician, medicd pradtitioner, hospita, medica or mediicaly related fadility, insurance company or MIB to rdeese information to New Y ork Life
Insurance Compary, its subsidiaies or the plan adminigtrator, about the phiysicd and mentd hedlth of any persons propasad for insurance, induding significant
higory, findings diagnods and trestment. MIB and other insurance companies may d<o furnish New York Life, its subgidiaries or the plan adminigrator with
nonmedica information (such as driving records, any crimind activity or assodaion, hezardous sport or avidion activity, use of dcohadl or drugs and other
gpplications for inaurance ). New York Life and its subgdiaries may rdeese to the plan adminigrator, MIB, other inaurance companies and to others whom
authorize in writing, information covered by this AUTHORIZATION. However, this will not be done in connection with informetion reating to the Acquirec
Immune Deficiency Syndrome (AIDS) virus ThisAUTHORIZATION may beused for aperiod of 24 monthsfrom either the dete Sgned above or the effective dete
of coverage whichever islater. A photooopy of thisrequest form shdll be asvdid asthe arigind. | know thet | or my authorized agent may request acopy of this
AUTHORIZATION. Premium payment for Insurance does not meen thereis any coverage in force before the effective dete as gpecified by New York Life. For
Reddentsof AR, CO, DC, HI,KY, LA, ME,NJ,NM, OH and PA. Any person who knowingly and with intent to defraud any insurance company or other persor
files an gpplication for inqurance or datement of daim containing any materidly fase information or concedls for the purpose of mideading, informatior
concerning any fact materid thereto commitsafraudulent insurance act, whichisacrime and subjects such person to crimind and civil pendties CO Residents the
following dso gpplies Any insurance company or agent who defrauds or attempts to defraud an insured shdl be reported to the Colorado Divison of Insurance
within the Department of Regulatory Agendies DC Residents, the following dso gpplies: An insurer may deny insurance benefitsif fase information materidly
related to adam was provided by the gpplicant. For Residents of FL. Any person who knowingly and with intent to injure, defraud, or decaive any indurer filese
datement of dam or an gpplication containing any fase, incomplete, or mideeding informationisguilty of afdony of thethird degree

TheMaster Policy isHeld by the Trust for Insuring Educators
Administered by: Forrest T. Jones & Co., Inc., 3130 Broadway, Kansas City, Missouri 64111.

Print

Print on 8.5 x 14 paper

999-31640 800
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