
Individual Single Premium Life Insurance Application

Maximum amount:  $24,999 for issue ages 0-59
   $9,999 for issue ages 60-85

1 Proposed Insured - Current SonS of norway MeMber?    yeS       no

                                                                                                                                                                                           

______________________________________   ___________________   _______________________   ______________________   _______________

naMe                                         birth Date                    State of birth                      Marital StatuS                    Sex        

______________________________________   _____________________________   __________________________   __________________________                                           

SoCial SeCurity no.                                      Driver’S liCenSe no. & State            hoMe Phone no.                      work Phone no.

____________________________________________________________________________________________________________________________

hoMe aDDreSS (Street aDDreSS, City, State, ZiP)

_______________________________   _____________________________  ____________________________________________________________

height                                             weight    oCCuPation

2 Applicant/Owner - if other than the ProPoSeD inSureD (owner MuSt Sign Page 3) 
 Current SonS of norway MeMber?    yeS       no

_______________________________________________   ______________________________________________   ____________________________
naMe          relationShiP to ProPoSeD inSureD                                   SoCial SeCurity no. 
____________________________________________________________________________________________________________________________
hoMe aDDreSS (Street aDDreSS, City, State, ZiP)
_______________________________   _____________________________
hoMe Phone no.                              work Phone no.                   All notices And reports will be sent to the owner unless otherwise specified

3 Insurance Applied For 
aMount

$
PreMiuM

$
DueS w/ aPPliCation

$
PreMiuM w/ aPPliCation

$

unDerwriting ClaSS:   StD non-tobaCCo  tobaCCo   Juvenile (age 0-17) 
 

 iS the ProPoSeD inSureD Currently uSing or haS uSeD in the PaSt 12 MonthS any forM of tobaCCo or niCotine SubStitute?      yeS       no

DiviDenD oPtion:    CaSh    PaiD-uP aDDition  aCCuMulate at intereSt

4 Life Insurance in Force: if none, So State. (If insured is under age 16, include amounts currently in force on owner.) 
               Use number 6 if additional space is needed.

CoMPany PoliCy nuMber rePlaCe or Change Coverage aMount

Regarding all Persons Proposed for Insurance:

(a)	 Is	the	certificate	applied	for	to	replace	or	change	any	existing	insurance	or	annuities	with	this	or	any	other	company?								 	
	 (If	“Yes”,	indicate	in	the	above	chart	which	policy	and	complete	all	state	required	forms)............................................				  yeS       no

(b)	 Does	any	person	proposed	for	insurance	have	an	application	pending	with	another	company?	
	 (If	“Yes”,	give	Person,	Company	and	Amount	in	#6	below.).....................................................................................				  yeS       no
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5  To Be Completed by Proposed Insured. to the beSt of your knowleDge anD belief:
                                                                                                                                                                             
1. In the last 5 years have you been treated, examined or advised by a member of the medical profession for any of the following: 
              
	 a)	 cancer	or	any	cancer-related	disease	or	tumor?.................................................................................................					  yeS       no

	 b)	 atrial	fibrillation,	cardiac	pacemaker,	heart	attack,	heart	valve	impairment/replacement,	bypass	surgery,	
	 	 congestive	heart	failure,	stroke?	......................................................................................................................					  yeS       no

	
	 c)	 cirrhosis,	hepatitis	(chronic	or	type	B	or	C),	chronic	disease	of	the	liver	or	kidneys?...............................................					  yeS       no

	
	 d)	 alcohol	abuse	and/or	addiction,	drug	abuse	and/or	addiction?..........................................................................					  yeS       no

	 e)	 Alzheimer’s	disease,	Down’s	syndrome,	psychotic	disorders,	chronic	obstructive	pulmonary	disease,	
	 	 organ	transplant?............................................................................................................................................					  yeS       no

2. In the last 5 years have you been diagnosed or treated by a member of the medical profession for AIDS  
 (Acquired Immune Deficiency Syndrome) or ARC (Aids Related Complex)?........................................................				  yeS       no

3. In the last 5 years have you been treated, examined or advised by a member of the medical profession  
 to obtain specified medical care which has yet to be completed, such as any hospitalization, surgery  
 or diagnostic test, except those tests related to the Human Immunodeficiency Virus?........................................				  yeS       no

 
  If yes, list condition or illness:  ____________________________________________________________________  

6  Details to sections 4 and 5. (An additional sheet of paper may be attached, if necessary.)
          

PerSon QueStion Date of event DetailS

7  Beneficiary

PriMary benefiCiary: relationShiP:

Contingent benefiCiary: relationShiP:

 

 Declarations By ProPoseD insureD

 i rePreSent that all StateMentS anD anSwerS MaDe in all PartS of thiS aPPliCation are full, CoMPlete anD true to the beSt of My 
 knowleDge anD belief. 
 it is agreeD that:

  1. all SuCh StateMentS anD anSwerS Shall be the baSiS for anD a Part of any CertifiCate iSSueD.

  2. no rePreSentative or MeDiCal exaMiner Can aCCePt riSkS, Make or Change ContraCtS, or waive SonS of norway’S rightS or reQuireMentS.

  3. no inSuranCe Shall take effeCt unleSS the ProPoSeD inSureD iS alive anD in the SaMe ConDition of health aS DeSCribeD in thiS aPPliCation  
   when the CertifiCate iS DelivereD to the owner anD the full PreMiuM iS reCeiveD in SonS of norway heaDQuarterS.
  
  4. aCCePtanCe of a CertifiCate by the owner Shall ConStitute ratifiCation of any ChangeS MaDe by SonS of norway. in thoSe JuriSDiCtionS  
   where it iS reQuireD, ChangeS in Plan of inSuranCe, aMount, age at iSSue, ClaSSifiCation of riSk or benefitS will be MaDe only with the  
   owner’S written ConSent.
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 authorization to oBtain information

 i authoriZe any PhySiCian, MeDiCal PraCtitioner, hoSPital, CliniC, other MeDiCal or MeDiCally relateD faCility, inSuranCe CoMPany, eMPloyer, 
 ConSuMer rePorting agenCy, anD the MeDiCal inforMation bureau, inC. to give to SonS of norway or itS reinSurerS, any anD all inforMation  
 available regarDing the DiagnoSiS, treatMent anD PrognoSiS of any PhySiCal or Mental ConDition about Me. thiS authoriZation Shall extenD to any  
 SuCh inforMation relating to any ChilDren to be inSureD unDer thiS aPPliCation.

 i unDerStanD the inforMation obtaineD by uSe of the authoriZation will be uSeD by SonS of norway to DeterMine eligibility for inSuranCe  
 anD/or eligibility for benefitS unDer an exiSting CertifiCate. any inforMation obtaineD will not be releaSeD by SonS of norway to any PerSon or  
 organiZation exCePt to reinSuranCe CoMPanieS, MeDiCal inforMation bureau, inC., (Mib) or other PerSonS or organiZationS PerforMing  
 buSineSS or legal ServiCeS in ConneCtion with My aPPliCation or ClaiM. i know that i May reQueSt a CoPy of the authoriZation. i agree that a  
 PhotoCoPy of the authoriZation Shall be aS valiD aS the original. i agree thiS authoriZation Shall be valiD for two yearS froM the Date Shown  
 below. 

 

 x_______________________________________________________________   ___________________________________________
 Signature of ProPoSeD inSureD (if age 16 or over)                                                                        Date SigneD

 x_______________________________________________________________   ___________________________________________
 Signature of aPPliCant/owner (if other than ProPoSeD inSureD)                                                                        Date SigneD

 i Certify that i aSkeD eaCh QueStion on the aPPliCation aS PrinteD, reCorDeD the anSwerS exaCtly aS given, anD witneSSeD the Signing of the 
 aPPliCation. alSo, i Certify that the inSuranCe aPPliCation iS not intenDeD to rePlaCe or Change any inSuranCe exCePt aS inDiCateD.

 x__________________________________________   __________________________   ____________________________________
 witneSSeD by finanCial benefitS CounSelor                                                fbC nuMber                                          Date SigneD

 ___________________________________________    __________________________   
 City anD State where SigneD                                                               fbC liCenSe #                                     
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AUTHORIZATION TO OBTAIN AND DISCLOSE HEALTH INFORMATION
• THIS FORM COMPLIES WITH THE HIPAA PRIVACY RULE. •

I AUTHORIZE ANY PHYSICIAN, MEDICAL PRACTITIONER, HOSPITAL, CLINIC, PHARMACY BENEFIT MANAGER, OTHER
MEDICAL OR MEDICALLY RELATED FACILITY, INSURANCE COMPANY, EMPLOYER, CONSUMER REPORTING AGENCY,
AND THE MIB TO GIVE TO SONS OF NORWAY OR ITS REINSURERS, ANY AND ALL INFORMATION AVAILABLE RE-
GARDING THE DIAGNOSIS, TREATMENT AND PROGNOSIS OF ANY PHYSICAL OR MENTAL CONDITION ABOUT ME.
THIS AUTHORIZATION SHALL EXTEND TO ANY SUCH INFORMATION RELATING TO ANY CHILDREN TO BE INSURED
UNDER THIS APPLICATION. 

I UNDERSTAND THAT MY HEALTH RECORD MAY INCLUDE INFORMATION PERTAINING TO THE TREATMENT OF
DRUGS AND ALCOHOL ABUSE, MENTAL ILLNESS, ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS), OR
HUMAN IMMUNODEFICIENCY VIRUS (HIV), SEXUALLY TRANSMITTED DISEASES OR TUBERCULOSIS.

I UNDERSTAND THE INFORMATION OBTAINED BY USE OF THIS AUTHORIZATION WILL BE USED BY SONS OF
NORWAY TO DETERMINE ELIGIBILITY FOR INSURANCE AND/OR ELIGIBILITY FOR BENEFITS UNDER AN EXISTING
CERTIFICATE. I AUTHORIZE SONS OF NORWAY OR ITS REINSURER TO MAKE A BRIEF REPORT OF MY PERSONAL
HEALTH INFORMATION TO MIB. ANY INFORMATION OBTAINED BY SONS OF NORWAY WILL NOT BE RELEASED
TO ANY PERSON OR ORGANIZATION EXCEPT TO MIB, REINSURANCE COMPANIES, OR OTHER PERSONS OR OR-
GANIZATIONS PERFORMING BUSINESS OR LEGAL SERVICES IN CONNECTION WITH MY APPLICATION OR CLAIM. I
AGREE THAT A COPY OF THE AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL. I ACKNOWLEDGE RECEIPT
OF AND UNDERSTAND THE FAIR CREDIT REPORT AND MEDICAL INFORMATION BUREAU NOTICES. I AGREE THAT
THIS AUTHORIZATION SHALL REMAIN VALID FOR TWO YEARS FROM THE DATE SHOWN BELOW. 

I UNDERSTAND THAT I HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION AT ANY TIME. I UNDERSTAND THAT MY
REVOCATION MAY BE IN WRITING AND ADDRESSED TO THE PRIVACY OFFICER AT SONS OF NORWAY, 1455
WEST LAKE STREET, MINNEAPOLIS, MN  55408. I UNDERSTAND THAT THE REVOCATION DOES NOT APPLY TO
INFORMATION THAT HAS ALREADY BEEN RELEASED IN RESPONSE TO THIS AUTHORIZATION.

I UNDERSTAND THAT ANY DISCLOSURE OF INFORMATION MAY BE SUBJECT TO RE-DISCLOSURE BY THE RECIPIENT
AND MAY NO LONGER BE PROTECTED BY FEDERAL OR STATE LAW. I UNDERSTAND THAT I NEED NOT SIGN THIS
AUTHORIZATION TO ASSURE TREATMENT. I UNDERSTAND THAT I MAY INSPECT AND/OR COPY THE INFORMATION
TO BE DISCLOSED. I UNDERSTAND THAT AUTHORIZING THIS DISCLOSURE IS VOLUNTARY AND THAT IF I HAVE
QUESTIONS ABOUT DISCLOSURE OF MY HEALTH INFORMATION, I MAY CONTACT THE PRIVACY OFFICER AT SONS
OF NORWAY AND REQUEST A COPY OF THIS AUTHORIZATION.

                                                                                                                                                                                              
SIGNATURE OF PROPOSED INSURED (IF AGE 16 OR OVER) DATE SIGNED

                                                                                                                                                                                             
SIGNATURE OF PARENT/GUARDIAN DATE SIGNED
(IF PROPOSED INSURED IS UNDER AGE 16)       

                                                                                                                                                                                             
WITNESSED BY REPRESENTATIVE CITY AND STATE WHERE SIGNED
HIPAA A15


