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*** This form must be completed on all cases. Additional forms 
  may be required, depending on the case. Please see the form 
  for instructions.
NOTE: For our Income Replacement Term product, please complete form 

WC-U-413 (Supplemental Application). 

WEBSITE INSTRUCTIONS 

1. Log onto www.westcoastlife.com
2. Click on Agent Center
3. Enter your agent number as your user ID, then hit the tab key (note:  if your 

agent number consists of more than one letter and four numbers, drop the final number)
4. Enter your zipcode as your password (note:  your zipcode of record may be your 

BGA’s zipcode or your home zipcode – wherever your commissions are mailed.)
5. Click on Download Forms and Software
6. Select Application Packets
7. Highlight your state and product of choice 
8. Click Execute
9. To print, click on packet in number column to open document.  Print. 
10. To save to your desktop, right click on packet in number column and select 

“save target as” from drop-down menu.  Rename and save file as desired.  
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IMPORTANT NOTICES

MUST BE GIVEN TO THE PROPOSED INSURED 

PRE-NOTICE MEDICAL INFORMATION BUREAU, INC.
Information regarding your insurability will be treated as confidential. The West Coast Life Insurance Company or its reinsurers may, 
however, make a brief report thereon to the MIB, Inc., formerly known as Medical Information Bureau, a not-for-profit membership
organization of insurance companies, which operates an information exchange on behalf of its members.  If you apply to another MIB
member company for life or health insurance coverage, or a claim for benefits is submitted to such a company, MIB, upon request,
will supply such company with the information about you in its file. 

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file.  Please contact MIB at 866-692-6901
(TTY 866-346-3642).  If you question the accuracy of information in MIB’s file, you may contact MIB and seek a correction in 
accordance with the procedures set forth in the Federal Fair Credit Reporting Act.  The address of MIB’s information office is 50
Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734 

The West Coast Life Insurance Company, or its reinsurers, may also release information from its file to other insurance companies to 
whom  you may apply for life or health insurance, or to whom a claim for benefits may be submitted.  Information for consumers 
about MIB may be obtained on its website at www.mib.com. 

INSURANCE INFORMATION PRACTICES AND INVESTIGATIVE CONSUMER REPORTS NOTICE.
Thank you for your application. To assure that each insured’s premium and coverage is properly related to the probability of loss,
we must underwrite your application.  

To help the government fight the funding of terrorism and money laundering activities, Federal law requires all financial institutions
to obtain, verify and record information of its customers.  We may ask for information or identifying documents that will allow us to 
verify the identity of our customers. 

Any person who knowingly with intent to defraud any insurance company or other person, files an application for insurance or 
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning
any fact material thereto commits a fraudulent insurance act, which may be a crime and may subject such person to criminal and 
civil penalties according to state law. 

To underwrite your application, we need to obtain information about you. Some of that information will come from you and  
some will come from other sources. 

As part of this process, an investigative consumer report may be prepared whereby information is obtained through personal 
interviews with your neighbors, friends, or others with whom you are acquainted. This report includes information as to your  
character, general reputation, personal characteristics and mode of living. This information may be retained by the insurance
support organization and disclosed to other persons. 

If an investigative consumer report is requested in connection with your application, you have the right to elect to be interviewed.  
You also have the right to access and to correct any information collected except information which is related to a claim or civil or 
criminal proceeding. The information collected by us may in certain circumstances be disclosed to third parties without your  
specific authorization. 

It is also possible that we may call you to verify information or to ask additional questions important to the underwriting of your
application.  After this telephone interview is completed, a copy of it will be sent to you so you can verify its accuracy. 

If you wish to have a more detailed explanation of our information practices, please submit a written inquiry to: Chief Underwriter,
Underwriting Department, West Coast Life Insurance Company,  P.O. Box 193892, San Francisco, CA 94119-3892.

PRODUCER COMPENSATION DISCLOSURE
Agents/Producers receive compensation from an insurer or third party, which may differ depending upon the product of insurer.  
Additional compensation may be received by the Agent/Producer based on other factors including premium volume placed with 
the company and loss or claim experience. 
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343 Sansome Street, San Francisco, CA 94104 
PO Box 193892, San Francisco, CA  94119-3892 

1-800-366-9378

Conditional Receipt Agreement *
This agreement provides only a limited amount of insurance, for a limited period of time, and then only if all the terms and conditions of this 
Agreement are met.  No Agent of the Company can alter or waive any of the provisions of this Agreement.  No insurance is provided under 
the terms of this document in the event of death of the Insured by suicide.  In the event of suicide, the Company’s sole liability will be the 
return of any money received.   

Received:  Check in the amount of $_________________ for an amount equal to the premium due on the policy applied for, as conditional
payment of the first premiums for an insurance policy on the life of Proposed Insured(s) .

An application for life insurance on each person proposed for insurance is being made today to West Coast Life Insurance Company.   
This conditional payment is received under and is subject to the exact conditions set out below, all of which are a part of this Agreement. 

ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO WEST COAST LIFE INSURANCE COMPANY.  DO NOT MAKE CHECKS PAYABLE TO THE 
AGENT OR LEAVE THE PAYEE BLANK.  CASH AND MONEY ORDERS WILL NOT BE ACCEPTED. 

NOTE:  Premium may not be collected where the face amount applied for on this application plus any other in force life insurance
and accidental death benefits, including those applied for, with this Company on this Insured exceeds $1,000,000 net amount at risk
or on Proposed Insureds under 15 days of age or over age 65. 

CONDITIONS UNDER WHICH INSURANCE MAY BECOME EFFECTIVE PRIOR TO POLICY DELIVERY 
Unless each and every condition below has been fulfilled exactly, no insurance will become effective prior to policy delivery to the Owner: 
(A) on the Effective Date the Proposed Insured(s) is (are) insurable exactly as applied for under the Company’s printed underwriting

rules for the plan, amount and premium rate class applied for; 
(B) that the amount paid with the application and shown above is equal to the first full modal premium for the premium rate class

applied for; 
(C) the Proposed Insured(s) has/have completed all examinations and/or tests requested by the Company; and 
(D) As of the effective date, the state of health and all factors affecting the insurability of each person proposed for insurance must

be as stated in the application. 

EFFECTIVE DATE OF COVERAGE 
If the above conditions are met, Insurance provided under this Agreement shall take effect on the latest of: 
(A) the date of the application; 
(B) the date requested in the application; or 
(C) the date of the last of any medical examinations or tests required under the rules and practices of the Company. 

AMOUNT OF COVERAGE 
The total amount of insurance which may become effective prior to delivery of the policy to the Owner shall not exceed the amount of
initial premium plus $1,000,000. This amount includes other life insurance and accidental death benefits then in force or applied for with  
this Company. 

TERMINATION AND REFUND OF PREMIUM 
There shall be no insurance coverage under this Agreement and this Agreement shall be void if: 
(A)  premium payment is not honored by the drawee bank upon presentation; 
(B) the application to which this Agreement was attached is not approved as applied for by the Company within ninety 

business days from its date. 
The Company’s only liability in such event(s) will be to return any money received. 
NOTICE TO APPLICANT:  You should retain a copy of this Agreement.  The Original will be retained by West Coast Life.   

Date: _______________________________________ Agent: ___________________________________________________ 

Date: _______________________________________ Applicant/Owner: ___________________________________________ 

Home Office Copy
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343 Sansome Street, San Francisco, CA 94104 
PO Box 193892, San Francisco, CA  94119-3892 

1-800-366-9378

Conditional Receipt Agreement *
This agreement provides only a limited amount of insurance, for a limited period of time, and then only if all the terms and conditions of this 
Agreement are met.  No Agent of the Company can alter or waive any of the provisions of this Agreement.  No insurance is provided under 
the terms of this document in the event of death of the Insured by suicide.  In the event of suicide, the Company’s sole liability will be the 
return of any money received.   

Received:  Check in the amount of $_________________ for an amount equal to the premium due on the policy applied for, as conditional
payment of the first premiums for an insurance policy on the life of Proposed Insured(s) .

An application for life insurance on each person proposed for insurance is being made today to West Coast Life Insurance Company.   
This conditional payment is received under and is subject to the exact conditions set out below, all of which are a part of this Agreement. 

ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO WEST COAST LIFE INSURANCE COMPANY.  DO NOT MAKE CHECKS PAYABLE TO THE 
AGENT OR LEAVE THE PAYEE BLANK.  CASH AND MONEY ORDERS WILL NOT BE ACCEPTED. 

NOTE:  Premium may not be collected where the face amount applied for on this application plus any other in force life insurance
and accidental death benefits, including those applied for, with this Company on this Insured exceeds $1,000,000 net amount at risk
or on Proposed Insureds under 15 days of age or over age 65. 

CONDITIONS UNDER WHICH INSURANCE MAY BECOME EFFECTIVE PRIOR TO POLICY DELIVERY 
Unless each and every condition below has been fulfilled exactly, no insurance will become effective prior to policy delivery to the Owner: 
(A) on the Effective Date the Proposed Insured(s) is (are) insurable exactly as applied for under the Company’s printed underwriting

rules for the plan, amount and premium rate class applied for; 
(B) that the amount paid with the application and shown above is equal to the first full modal premium for the premium rate class

applied for; 
(C) the Proposed Insured(s) has/have completed all examinations and/or tests requested by the Company; and 
(D) As of the effective date, the state of health and all factors affecting the insurability of each person proposed for insurance must

be as stated in the application. 

EFFECTIVE DATE OF COVERAGE 
If the above conditions are met, Insurance provided under this Agreement shall take effect on the latest of: 
(A) the date of the application; 
(B) the date requested in the application; or 
(C) the date of the last of any medical examinations or tests required under the rules and practices of the Company.

AMOUNT OF COVERAGE 
The total amount of insurance which may become effective prior to delivery of the policy to the Owner shall not exceed the amount of
initial premium plus $1,000,000. This amount includes other life insurance and accidental death benefits then in force or applied for with  
this Company. 

TERMINATION AND REFUND OF PREMIUM 
There shall be no insurance coverage under this Agreement and this Agreement shall be void if: 
(A)  premium payment is not honored by the drawee bank upon presentation; 
(B) the application to which this Agreement was attached is not approved as applied for by the Company within ninety 

business days from its date. 
The Company’s only liability in such event(s) will be to return any money received. 
NOTICE TO APPLICANT:  You should retain a copy of this Agreement.  The Original will be retained by West Coast Life.   

Date: _______________________________________ Agent: ___________________________________________________ 

Date: _______________________________________ Applicant/Owner: ___________________________________________ 

Applicant Copy
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P.O. Box 193892, San Francisco, CA 94119-3892 
1-800-366-9378 / (415) 591-8200 

NOTICE AND CONSENT FOR AIDS-RELATED BLOOD TESTING 

To evaluate your insurability, the insurer named above has requested that you provide a sample of your blood for 
testing and analysis to determine the presence of human immunodeficiency virus (HIV) antibodies and other tests 
which may include tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, immune disorders 
or the presence of medications, drugs, nicotine and their metabolites.  By signing and dating this form you agree that 
these tests may be done and that underwriting decisions will be based on the test results.  Regarding the HIV test, a 
series of three tests will be performed by a licensed laboratory through a medically accepted procedure. 

Pre Testing Considerations 
Many public health organizations have recommended that before taking an AIDS-related blood test a person seek 
counseling to become informed concerning the implications of such a test.  You may wish to consider counseling, at 
your expense, prior to being tested. 

Meaning of Positive Test Result 
The test is not a test for AIDS.  It is a test for antibodies to the HIV virus, the causative agent for AIDS, and shows 
whether you have been exposed to the virus.  A positive test result does not mean that you have AIDS but that you are 
at significantly increased risk of developing problems with your immune system.  The test for HIV antibodies is very 
sensitive.  Errors are rare, but they do occur.  Your private physician, a public health clinic, or an AIDS information 
organization in your city might provide you with further information on the medical implications of a positive test. 

Positive HIV antibody test results will adversely affect your application for insurance.  This means that your application 
may be declined, that an increased premium may be charged, or that other policy changes may be necessary. 

Confidentiality of Test Results 
All of the test results are required to be treated confidentially.  They will be reported by the laboratory to the Insurer.  
The test results may be disclosed as required by law or may be disclosed to employees of the Insurer who have 
responsibility to make underwriting decisions on behalf of the Insurer or to outside legal counsel who needs such 
information to effectively represent the Insurer in regard to your application.  The results may be disclosed to a 
reinsurer, if the reinsurer is involved in the underwriting process.  The test may be released to an insurance medical 
information exchange under procedures that are designed to assure confidentiality, including the use of general codes 
that also cover results of tests for other disease or conditions not related to AIDS, or for the preparation of statistical 
reports that do not disclose the identity of any particular person. 

Notification of Test Result 
If your HIV test result is negative, no routine notification will be sent to you.  Because a trained person should deliver 
information regarding a positive test result so that you can understand clearly what the test result means, you are 
asked to list your private physician so that the Insurer can have him or her tell you its meaning. 

Name of physician for reporting a possible positive test result:      

Address:             

If you do not wish to know the results of the test, initial here:  In the event the test is positive and you are 
denied coverage because of that fact and you request the reason for the denial, the insurer may require you to name a 
physician at that time in order to receive the information. 
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If you want to know the results of the test but do not at present have a private physician, initial here:     The 
results will be sent to you at the address provided by registered mail with delivery restricted to you only.  If you desire the
results to be mailed to some Person other than yourself who is not a physician, print that person’s name and address 
here:

                 .

The results will be sent to that person by registered mail with restricted delivery. 

Consent
I have read and I understand this Notice and Consent for AIDS-related Blood Testing.  I voluntarily consent to the 
withdrawal of blood from me, the testing of that blood, and the disclosure of the test results as described above.  I 
have read the information on this form about what a test result means and understand that I should contact a local 
AIDS service group or my private physician for further information and counseling if the test result is positive. 

I understand that I have the right to request and receive a copy of this authorization.  A photocopy of this form will be 
as valid as the original.  This authorization is valid for six (6) months from the date signed. 

Signature of Proposed Insured    Social Security No. and/or  Date 
       Drivers License No. and State 

Witness           Date 
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P.O. Box 193892, San Francisco, CA 94119-3892 
1-800-366-9378 / (415) 591-8200 

NOTICE AND CONSENT FOR AIDS-RELATED BLOOD TESTING 

To evaluate your insurability, the insurer named above has requested that you provide a sample of your blood for 
testing and analysis to determine the presence of human immunodeficiency virus (HIV) antibodies and other tests 
which may include tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, immune disorders 
or the presence of medications, drugs, nicotine and their metabolites.  By signing and dating this form you agree that 
these tests may be done and that underwriting decisions will be based on the test results.  Regarding the HIV test, a 
series of three tests will be performed by a licensed laboratory through a medically accepted procedure. 

Pre Testing Considerations 
Many public health organizations have recommended that before taking an AIDS-related blood test a person seek 
counseling to become informed concerning the implications of such a test.  You may wish to consider counseling, at 
your expense, prior to being tested. 

Meaning of Positive Test Result 
The test is not a test for AIDS.  It is a test for antibodies to the HIV virus, the causative agent for AIDS, and shows 
whether you have been exposed to the virus.  A positive test result does not mean that you have AIDS but that you are 
at significantly increased risk of developing problems with your immune system.  The test for HIV antibodies is very 
sensitive.  Errors are rare, but they do occur.  Your private physician, a public health clinic, or an AIDS information 
organization in your city might provide you with further information on the medical implications of a positive test. 

Positive HIV antibody test results will adversely affect your application for insurance.  This means that your application 
may be declined, that an increased premium may be charged, or that other policy changes may be necessary. 

Confidentiality of Test Results 
All of the test results are required to be treated confidentially.  They will be reported by the laboratory to the Insurer.  
The test results may be disclosed as required by law or may be disclosed to employees of the Insurer who have 
responsibility to make underwriting decisions on behalf of the Insurer or to outside legal counsel who needs such 
information to effectively represent the Insurer in regard to your application.  The results may be disclosed to a 
reinsurer, if the reinsurer is involved in the underwriting process.  The test may be released to an insurance medical 
information exchange under procedures that are designed to assure confidentiality, including the use of general codes 
that also cover results of tests for other disease or conditions not related to AIDS, or for the preparation of statistical 
reports that do not disclose the identity of any particular person. 

Notification of Test Result 
If your HIV test result is negative, no routine notification will be sent to you.  Because a trained person should deliver 
information regarding a positive test result so that you can understand clearly what the test result means, you are 
asked to list your private physician so that the Insurer can have him or her tell you its meaning. 

Name of physician for reporting a possible positive test result:      

Address:             

If you do not wish to know the results of the test, initial here:  In the event the test is positive and you are 
denied coverage because of that fact and you request the reason for the denial, the insurer may require you to name a 
physician at that time in order to receive the information. 
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If you want to know the results of the test but do not at present have a private physician, initial here:     The 
results will be sent to you at the address provided by registered mail with delivery restricted to you only.  If you desire the
results to be mailed to some Person other than yourself who is not a physician, print that person’s name and address 
here:

                 .

The results will be sent to that person by registered mail with restricted delivery. 

Consent
I have read and I understand this Notice and Consent for AIDS-related Blood Testing.  I voluntarily consent to the 
withdrawal of blood from me, the testing of that blood, and the disclosure of the test results as described above.  I 
have read the information on this form about what a test result means and understand that I should contact a local 
AIDS service group or my private physician for further information and counseling if the test result is positive. 

I understand that I have the right to request and receive a copy of this authorization.  A photocopy of this form will be 
as valid as the original.  This authorization is valid for six (6) months from the date signed. 

Signature of Proposed Insured    Social Security No. and/or  Date 
       Drivers License No. and State 

Witness           Date 



Electronic Policy Delivery Election Form

WCL.2962 10/07 06/08

West Coast Life now offers you the option of receiving your policy in an electronic PDF format instead of
paper. The PDF of your policy will be stored on our secure Online Customer Service website which is available 
24 hours a day. The Policy Summary Sheet includes an outline of your policy benefits. We recommend that you 
print and store the Policy Summary Sheet with your financial records. 

How Electronic Policy Delivery works:

advance to ensure that it meets your needs.

personal User ID and Password.

(We recommend keeping it with 
other financial planning documents such as your Last Will and Testament.)

West Coast Life Online Customer Service website at any time to review your stored policy.

To select Electronic Policy Delivery:

Yes – I would like my policy delivered electronically.

Email Address for Customer (Proposed insured, owner and payor must be the same person)

                  Customer Signature                                        Date Signed

Page 16 of 21



P.O. Box 193892, San Francisco, CA 94119-3892
343 Sansome Street, San Francisco, CA 94104

1-800-366-9378

NOTICE REGARDING REPLACEMENT
REPLACING YOUR LIFE INSURANCE POLICY OR ANNUITY

Are you thinking about buying a new life insurance policy or annuity and discontinuing or changing an existing one?  
If you are, your decision could be a good one — or a mistake. You will not know for sure unless you make a careful
comparison of your existing benefits and the proposed benefits.

Make sure you understand the facts. You should ask the company or agent that sold you your existing policy to give you
information about it.

Hear both sides before you decide. This way you can be sure you are making a decision that is in your best interest.

We are required by law to notify your existing company that you may be replacing their policy.

Policy # Being Replaced Company Policy Type

Date Print Agent’s Name

Applicant’s Signature Agent’s Signature

ATTENTION CONSUMER. THIS NOTICE IS REQUIRED BY THE INSURANCE COMMISSIONER.
PLEASE READ IT CAREFULLY BEFORE SIGNING.

       Home Office CopyReplacement Form – California (8/92) Page 17 of 21



P.O. Box 193892, San Francisco, CA 94119-3892
343 Sansome Street, San Francisco, CA 94104

1-800-366-9378

NOTICE REGARDING REPLACEMENT
REPLACING YOUR LIFE INSURANCE POLICY OR ANNUITY

Are you thinking about buying a new life insurance policy or annuity and discontinuing or changing an existing one?  
If you are, your decision could be a good one — or a mistake. You will not know for sure unless you make a careful
comparison of your existing benefits and the proposed benefits.

Make sure you understand the facts. You should ask the company or agent that sold you your existing policy to give you
information about it.

Hear both sides before you decide. This way you can be sure you are making a decision that is in your best interest.

We are required by law to notify your existing company that you may be replacing their policy.

Policy # Being Replaced Company Policy Type

Date Print Agent’s Name

Applicant’s Signature Agent’s Signature

ATTENTION CONSUMER. THIS NOTICE IS REQUIRED BY THE INSURANCE COMMISSIONER.
PLEASE READ IT CAREFULLY BEFORE SIGNING.

       Applicant CopyReplacement Form – California (8/92) Page 18 of 21
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Print Name of Proposed Insured(s): _________________________________________________________________

(1)
future premiums be borrowed, loaned or otherwise financed?       Yes      No

(2)

application?       Yes      No

(3)       Yes      No

(4)

F-WCL-408 (6/08)

Supplement to Life Insurance Application

or interest in any policy issued on the life of the Proposed Insured(s) as a result of this

Is a trust to be an Owner of any policy issued as a result of this application?

The statements and answers to the questions listed below shall become a part of the attached application; shall
be subject to the terms of the attached application; and shall become a part of any policy based on this application.

Application Supplement - Part I

If yes, complete the "Trust Certification"  (Application Supplement - Part III). 

For any policy to be issued as a result of this application, will any portion of the initial or

If yes, complete the "Statement of Owner Intent"  (Application Supplement - Part II) and the

If yes, complete the "Statement of Owner Intent"  (Application Supplement - Part II).

"Premium Financing Disclosure and Acknowledgement" form.

Is there any intention that any party other than the Owner(s) will obtain any right, title

If the issue age of any Proposed Insured is 65 or older AND the total coverage currently applied
for across all Protective companies is $1,000,000 or more, complete the "Statement of Owner
Intent" (Application Supplement - Part II). 

Page 21 of 21



1)  There is any intention that any party other than the Owner(s) will obtain any right, title or interest
     in any policy issued on the life of the Proposed Insured(s) as a result of the life application; or
2)  The application is for a non-variable permanent plan of insurance AND the issue age of any
     Proposed Insured is 65 or older AND the total coverage currently applied for across all Protective
     companies is $1,000,000 or more; or 
3)  Any Proposed Insured or Owner has indicated that any portion of the initial or future premiums will
     be borrowed, loaned or otherwise financed; or
4)  Upon the request of the underwriter.

     REGARDING ALL PERSONS PROPOSED FOR INSURANCE: Prop Ins 1  Prop Ins 2
     Give full details in "Remarks" for any YES answers.  Yes  No       Yes  No

      and schedules.

      received.

Page 1

If YES , please attach all supporting documentation; and (in Remarks) please describe the

3. Will any premiums for this policy be paid by any individual(s) or entity(ies) - other than the
Proposed Insured(s), employer(s) of the Proposed Insured(s), or immediate family member(s)

of the Proposed Insured(s), including each recipient's name and percentage or amount to be

      of the Proposed Insured(s) - in exchange for any portion of the policy's death benefit? …………….

F-WCL-409 (6/08)

             the financial implications of any mechanism used to execute the strategy.

financed by any individual(s) or entity(ies) other than the Proposed Insured(s) or immediate

PROPOSED INSURED 1: Name ____________________________________________________________________

PROPOSED INSURED 2: Name ____________________________________________________________________

Owner(s) / Trustee(s) 1: Name _____________________________________________________________________

Owner(s) / Trustee(s) 2: Name _____________________________________________________________________

2.   Answer this question ONLY if the answer to Question 1 is YES.

policies in a secondary market or participation of investors in policy death benefits. Accordingly, we ask
the Proposed Insured(s) and Owner(s) (if different) to answer the following questions.
This supplement must be completed and signed by the Proposed Insured(s) and the Owner(s) applying for a life
insurance policy to be issued by the Company whenever:

This supplement will be attached to and become part of the application with which it is used.

It is the policy of West Coast Life Insurance Company ("the Company") that life insurance should only be
purchased to provide protection to those with an insurable interest in the life of the insured. The
Company will not knowingly participate in life insurance sales motivated by the possible sale of

trust documents, all financing agreements or promissory notes and all related side agreements

      a.)   Is there any collateral for the loan other than the life insurance policy?......................................
             If YES , please describe the additional collateral in "Remarks".
      b.)   Is there an explicit exit strategy for repayment of the loan? …………………………………………

exit strategy, the gift, income and estate tax implications of all transactions, and

If YES , please specify (in Remarks) how death benefits will be distributed upon the death(s)

Application Supplement - Part II

Statement of Owner Intent

      family members of the Proposed Insured(s)? ………………………………………………………………
If YES , please identify all parties involved (in Remarks); and please attach copies of any

1. Will any portion of the initial or future premiums for this policy be borrowed, loaned or otherwise



Continued………….

     REGARDING ALL PERSONS PROPOSED FOR INSURANCE: Prop Ins 1  Prop Ins 2
     Give full details in "Remarks" for any YES answers.  Yes  No       Yes  No

Policy Issuing Face Date
Number Carrier Amount Issued

Prop Ins 1  Prop Ins 2
 Yes  No       Yes  No

       If YES , please provide details in Remarks.

       If YES , please provide details in Remarks.

       If YES , please provide details in Remarks.

       If YES , please provide details in Remarks.

       If YES , please provide details in Remarks.

        If YES , please attach  a copy of each valuation that has been performed.

Page 2

9. Has any Proposed Insured or Owner discussed or been assured in writing or by other means
regardless of the loan balance or the cash surrender value of this policy, the Proposed Insured(s)
or Owner(s) can fully satisfy the outstanding loan by simply transferring all or a portion of the

F-WCL-409 (6/08)

       rights in this policy to the lender or another party?............................................................................

10. In the last two years has any Proposed Insured or Owner authorized a life expectancy valuation
to be performed or has any Proposed Insured or Owner been asked to authorize a life

        expenctancy valuation in the future?....................................................................................

6. Has any Proposed Insured or Owner been solicited to sell or transfer this or any other life
       insurance policy to a life settlement company or other third party? ……………………………………

REMARKS:

7. Has any Proposed Insured or Owner been involved in any discussion about the possible sale
or transfer of this policy or the possible sale or transfer of a beneficial interest in a trust,

       or to be created to own this policy? …………………………………………………………………………
Limited Liability Company ("LLC"), Limited Liability Partnership ("LLP") or other entity created

8. Will any Proposed Insured or Owner receive a fee, cash payment, free trip, or any other
consideration from any individual, group of individuals, or entity in connection with the issuance
of this policy; or has a third party offered any Proposed Insured or Owner "free" life insurance?

or Transferred

       company) to a life settlement company or other third party? ……………………………………………
applied for) or in any other life insurance policy (currently in force or applied for with any

5. Does any Proposed Insured or Owner intend to sell or transfer any interest in this policy (being

Involved

4. Has a life insurance policy insuring the life of any Proposed Insured ever been sold or transferred

Date Sold

      to a third party? …………………………………………………………………………………………………
      If YES , please identify below:

All Parties Reason Sold
or Transferred



ADDITIONAL REMARKS:

  (Year)

Signature(s) of Proposed Insured(s):

Signature(s) of Owner(s)/Trustee(s):
(provide officer's title if policy is owned by a corporation)

(provide officer's title if policy is owned by a corporation)

Signature of Witness:

PRODUCER CERTIFICATION:

Producer Name (PRINT)

__________
Signature of Producer Date

Page 3

I (We) have read or have had read to me (us) the completed Supplement before signing below. All
statements and answers in this Supplement are correctly recorded and are full, complete and true. I (We)
understand that the information being provided in this Supplement is being relied upon in considering the
application for life insurance and is subject to the applicable Fraud Statement as provided in the
Application for Life Insurance.

Signed in ______________________________, this ____________ day of ______________________, ____________.
(State) (Month)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

By signing below, I hereby certify that to the best of my knowledge and belief, the information provided herein is
complete, accurate, and correct and that the life insurance being applied for conforms to the Company's guidelines.

__________________________________________________

__________________________________________________

__________________________________
Signed at (City, State)

F-WCL-409 (6/08)



I (We) understand and agree as follows:
1.

enter into any premium financing arrangement.
2.
3.

any specific financing arrangement or lender.
4.

5.

6.

7.

8.
any or all of the premiums related to the proposed policy.

9. In general, interest on a loan to finance the purchase of insurance is not tax deductible.

   

Producer Certification:

insurance being applied for conforms to the Company's guidelines.

Date: ______________________________________   Signed at (City, State): _________________________________________________________

Producer Name (PRINT) ______________________________________  Signature ____________________________________________________

 F-WCL-411 (9/08)

Issuance of any life insurance policy by the Company to the applicant(s) is in no way contingent upon his or her (their) receipt of financing for

Proposed Insured (PRINT) __________________________________  Signature ______________________________________  Date ___________

Proposed Insured (PRINT) __________________________________  Signature ______________________________________  Date ___________

Owner/Trustee (if different) __________________________________  Signature ______________________________________  Date ___________

related to the proposed policy, except as may be required under any properly executed collateral assignment(s).
Illustrated premium payments, policy values and death benefits are hypothetical and are not guaranteed. These hypothetical values are based
on the age, sex and risk class of the Proposed Insured(s), the death benefit option, and any riders shown. Actual credited interest rates, actual
cost of insurance rates, any policy loans or partial surrenders, and any policy or rider changes will affect actual results and may impact the
financing arrangement and duration of the policy.

Acknowledging the above, I (we) hereby release and hold the Company, and it directors, officers, employees, and representatives, harmless
from any and all claims, demands, expenses, actions, causes of action, or suits of any kind or nature, both known and unknown, arising out of,

Owner/Trustee (if different) __________________________________  Signature ______________________________________  Date ___________

related to, or in any manner connected with any premium financing entered into in connection with the proposed policy.

The applicant(s) is (are) relying solely on the advice and recommendation of his or her (their) own tax and legal advisors about whether to
enter into a premium financing arrangement, including but not limited to any advice regarding: the Federal and state income, gift, and estate tax
implications of premium financing; and premium financing involving policies classified as Modified Endowment Contracts ("MEC").
The Company is not a party to and is not bound by any of the provisions or representations relating to any premium financing arrangement

Disclosure and Acknowledgement

The Proposed Insured(s) or the Owner(s), if different, also called "the applicant(s)" herein, has (have) applied for a life insurance policy from
West Coast Life Insurance Company ("the Company"). The applicant(s) is (are) considering borrowing from a third-party lender to pay for some
or all of the premiums for the proposed policy. To clarify the roles of the parties involved, the Company is providing this Disclosure and
Acknowledgement form but notes that all the statements may not pertain to all premium financing arrangements and that it is the responsibility of the
applicant(s) to discuss the particular risks and benefits of any premium financing arrangement with his or her (their) advisors.

and provided no information to the Proposed Insured(s) and Owner(s) inconsistent with the information provided in this form, and that the life
By signing below, I hereby certify that I have presented copies of this form to the Proposed Insured(s) and Owner(s), that I have made no statements

The Company does not authorize any of its representatives to endorse or recommend premium financing; the Company does not provide
lending, tax, or legal advice; and the applicant(s) has (have) not relied on the Company or any of its representatives in deciding whether to

The applicant(s) is (are) solely responsible for the selection of the lender and the negotiation of the terms of any loan/financing agreement.
Notwithstanding its acceptance of any particular program, neither the Company nor any of its representatives express any opinion or endorse

surrendered, the Owner(s) will be taxed on any policy gain even though the policy proceeds are paid to the collateral assignee.

Premium financing involves certain lending risks, including but not limited to: change in interest rates, increased premium costs, market volatility,
change in collateral valuation, margin calls, and termination, modification, or non-renewal of the loan. These risks include the risk that the
policy will not be in force at the time of the death of the Proposed Insured(s) because either the lender has foreclosed on the policy or the
amount owed to the lender exceeds the insurance proceeds, in which case additional funds may be needed to repay the loan. If the policy is

If any portion of the initial or future premiums will be borrowed, loaned or otherwise financed, this Disclosure and Acknowledgement
form must be signed by the Proposed Insured(s) and the Owner(s), if different.



and Grantor(s) to complete the following information.

 First Name      Middle Name        Last Name

 First Name      Middle Name        Last Name

Name(s) of Owner(s)/Trustee(s):

Name(s) of Grantor(s):

Name of the Trust:

Current Beneficiary(ies)
of the Trust:

Date of the Trust:   __________________________

Address of the Trust:

Situs of the Trust
(the Trust is subject to
the laws of the State of):

Describe the relationship
between the Grantor(s) and
the Trustee(s):

F-WCL-410 (6/08)

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

Page 1 of 2

               (mm/dd/yyyy)
Date the Trust was Signed:

(mm/dd/yyyy)

______________________________________________________________________

_____________________

___________________________________________________________ ("the Trust")

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

the life application. Upon the request of the Company or when any portion of the initial or future premiums will be
borrowed, loaned or otherwise financed, copies of all trust documents must also be submitted.

Proposed Insured 1: ________________________________________________________________________________

Proposed Insured 2: ________________________________________________________________________________

purchased to provide protection to those with an insurable interest in the life of the insured. The Company
will not knowingly participate in life insurance sales motivated by the possible sale of policies in a secondary
market or participation of investors in policy death benefits. Accordingly, we ask the Owner(s)/Trustee(s)

This supplement must be completed and signed whenever a trust is to be an Owner of any policy issued as a result of

Application Supplement - Part III

Trust Certification

This supplement will be attached to and become part of the application with which it is used.

It is the policy of West Coast Life Insurance Company ("the Company") that life insurance should only be



and is subject to the applicable Fraud Statement as provided in the Application for Life Insurance.

I (We) certify that:

a) The Trustee(s) is (are) allowed by the terms of the Trust to purchase life insurance and securities;
b)

withdrawals;
c)

ownership of the policy pursuant to the sale;
d)

Insured(s);
e)

the validity of the trust or to inquire into or review the provisions of the Trust;
f)
g)

successor Trustee(s) conforms to the provisions of the Trust.

Signed in _______________________, this __________ day of ____________________________, _______________.
(State)   (Month)

Signature(s) of Grantor(s):

Signature of Witness:

Producer Certification:

F-WCL-410 (6/08) Page 2 of 2

By signing below, I hereby certify that to the best of my knowledge and belief, the information provided herein is
complete, accurate, and correct and that the life insurance being applied for conforms to the Company's guidelines.

Date: ____________________________    Signed at (City, State): ____________________________________________

Producer Name (PRINT): _____________________________________________________________________________

Producer Signature:  ________________________________________________________________________________

         _________________________________________________________________

         _________________________________________________________________

         _________________________________________________________________

         _________________________________________________________________

The Company may rely on the evidence submitted for any change of the Trustee(s) and/or the appointment of any
successor Trustee(s) and is not responsible to determine that the change or the appointment of any additional or

(Year)

Signature(s) of Owner(s)/Trustee(s):      __________________________________________________________________

Insured(s) by blood or by law; (ii) have a substantial interest in the life of the Proposed Insured(s) engendered by
love and affection; or (iii) hold a lawful and substantial economic interest in the continued life of the Proposed

Neither the Company nor anyone acting as its agent is responsible to determine the authority of the Trustee(s) or

Neither the Company nor anyone acting as its agent shall be charged with knowledge of the terms of the Trust; and

information being provided in this Supplement is being relied upon in considering the application for life insurance

Beneficial interests under the Trust can and will only be established for persons who: (i) are related to the Proposed

The Trust permits the Trustee(s) to exercise all ownership rights provided by the policy that is issued by the
Company to the Trust, including but not limited to the right to surrender, pledge or encumber the policy or make

The Trustee(s) is (are) permitted to distribute the policy to any beneficiary of the Trust or to sell and transfer

I (We) have read or have had read to me (us) the completed Supplement before signing below. All statements and
answers in this Supplement are correctly recorded and are full, complete and true. I (We) understand that the
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