ACCIDENT ONLY

AMERICAN FIDELITY ASSURANCE COMPANY

APPLICATION 2000 N Classen Blvd Oklahoma City, Oklahoma 73106
PROPOSED INSURED INFORMATION
Last Name {maiden name) First Name Full Middle Name Suffix
Age Date of Birth Gender Soc Sec Number Requested Eff Date Date of Employment
Mo/ Day/Yr MO FO Mo/Day/Yr Mo/ Day/Yr
Residence Address (Number and Street) Work Phone # Home Phone # Country of Citizenship
( ) C )
City State Zip E-mail Address
Mailing Address (if differant than Residence
umber and Street City State Zip
Employer MCP # Salary $ SIC Code Rating Class
Annual L1 Monthly L
Do you now have ar have you ever had any other coverage with us? Yes[] No XA

Is the insurance applied for intended to replace or change any coverage you now have with us or anather company?

Yes[] No

If YES, give company name(s) and policy

Is the insurance applied for to be in addition to any other Accident Only coverage with us or any other company?
Yes [] No E A person may be covered by only one Accident Only policy.

PLANS: Accident Benefits Accident Disability Income Rider
(Spouse’s IVIontth Benefit is 1/2 of the Prlmary Insured’s)
[ Individual [ single Parent Family | [] Individual O Individual and Spouse
[ Individual & Spouse [] Family [0 24 Hour [0 Non Occupational
[ 24 Hour [ Non Occupational Off the job Monthly Benefit: [ $500 [] $1000 [] $1500[]

On the job Monthly Benefit: []50% [] 100%

Base Policy Elimination Period: Oo Oz 14 days

0 Basic O Upgrade - Benefit Benefit Period: Os 12 [0 24 months

O Enhanced Enhancement Rider

O Enhanced Plus

BASE RIDER

PREMIUM: $  PREMIUM:_$ RIDER PREMIUM: %
Total Modal Premium $ Premium Frequency: Billing Method:
MCH # ] Monthly ] Semi-Annual ] Direct Bill
Distribution ID Code [ quarterly ] Annual B Bank
Payor ] Sk|p Mode (descrb ) T List Bill

SPOUSE INFOR INFORI‘J!ATION, If To Be Covered
Spouse's First Name Full Middle Nam Last Name Country of Citizenship

Soc Sec Number

Date of Birth (Mo/Day/Yr)

—r e n oy
| FilrL lAaAKY
ME_ 8 awradAawn oA EEwWE

o8}

Is the Beneficidry the same ds the spouse listed above?  Yes

First Name Full Middle Name Last Name Relationship to Insured Country of C|t|zensh|p
Contingent Beneficiary:

First Name Full Middle Name Last Name Relationship to Insured Country of Citizenship
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WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the
proceeds of an insurance policy containing any false, incomplete or misleading information or knowingly presents false
information in an application may be guilty of insurance fraud.

COLORADO - WARNING: Itis unlawful to knowingly provide false, incomplete, or misleading facts or information to an
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include
imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance company
who knowingly provides false, incomplete, or misleading facts or information to a policy holder or claimant for the
purposes of defrauding or attempting to defraud the policy holder or claimant with regard to a settlement or award payable
from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory
Agencies.

DISTRICT OF COLUMBIA - WARNING: It is a crime to provide false or misleading information to an insurer for the
purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer
may deny benefits if false information materially related to a claim was provided by the applicant.

NEW MEXICO - WARNING: Any person who knowingly, presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil
fines and criminal penalties.

OHIO - WARNING: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

TENNESSEE - WARNING: It is a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purposes of defrauding the company. Penalties include imprisonment, fines and denial of coverage.

WASHINGTON - WARNING: It is a crime to knowingly provide false, incomplete, or misleading information to an
insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of
insurance benefits.

| have received and reviewed a copy of consumer brochure # SB

WAIVER: | understand that no benefits will be paid for any loss that occurs while participating in: any sport for
pay or profit; any contest of speed in a power driven vehicle for pay or profit; parachuting; bungee jumping;
rappelling; mountain climbing or hang gliding. The statements and answers in this application are true and
complete, to the best of my knowledge. The policy will be issued when the application is approved and we
receive payment of the first premium. | have received the Outline of Coverage. | understand that the policy becomes
effective on the Effective Date shown in the Policy Schedule. It is not necessarily the date the application is signed. |
understand that benefits will only be paid for a Covered Accident that occurs on or after the Effective Date. No person to
be covered by this policy is covered by Medicaid or any other similar program.

Agent # Date Signed Signed At

LICENSED AGENT'S SIGNATURE (where required by law) APPLICANT'S SIGNATURE

Fax Number: 281.391.1530

Email: sportaccident@katyinsurance.com
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Fax Number:  281.391.1530

Email:  sportaccident@katyinsurance.com


