
Express Application Pack

IMPORTANT: PLEASE READ

Prior to calling for a telephone interview, you must have several pieces of information readily available for the phone interviewer. Prior to calling for an
interview:

Call 1-866-551-1781 for an interview.  You must call to have the application completed by one of our interviewers.  Call times are 7:00 a.m. to 5:30 pm
Mountain, Monday through Friday (9:00 a.m. to 7:30 p.m. Eastern / 8:00 a.m. to 6:30 p.m. Central / 6:00 a.m. to 4:30 p.m. Pacific).  Once the interview
is complete, send or fax (1-888-352-5126) the Express Application Pack cover page and Replacement form (if required) to the Home Office.  These
forms must be received within 14 days of the application date or commission will be charged back!
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Applicant Last Name Given Name (First / Middle)

Social Security Number

- -

*1006000001*

DISCLOSURE STATEMENT REGARDING ACCELERATED DEATH BENEFITS

This policy contains an accelerated death benefit.  Upon written certification of the insured’s physician that the
life expectancy of the insured is 12 months or less, with such written certification accepted by us, we will pay a
lump sum equal to the face amount of the policy adjusted to present value, minus any indebtedness.

Upon the payment of the accelerated death benefit the policy will end.  Accelerated death benefits do not include
any accidental death benefits.  An administrative  expense of no more than $150 may be charged at the time
this benefit is requested.  You are advised to review your policy for all the specific conditions regarding the accel-
erated death benefit.

Any cash values, loan values and the death benefits of this policy will be reduced if you receive accelerated
death benefits.  The payment of accelerated death benefits may be taxable.  You should seek the advice of a
personal tax advisor to make that determination.

You will receive a benefit payment notice upon the payment of Accelerated Death Benefits.

__________________________________ ________________________________
Applicant Agent

________________________________
Agent #

DS-ADB Return to Company

USE IN FOLLOWING STATES:  AL, AZ, AR, IL, OH, OR

• Using form A-MQ-07, pre-qualify the applicant.  If the applicant does not qual-
ify for the LEGACY 1 plan, but does qualify for the LEGACY 2 or LEGACY 3
plan, be sure the applicant will accept the coverage prior to proceeding.

• Have the applicant read and sign the Health Information Authorization form
and complete a replacement form (when applicable)

• Have the applicant review The Notice of Information Practices and Privacy
Policy and Life Buyer’s Guide

The telephone interviewer will ask you for the following information:
1. Is this an Express or Regular application? - Say Express
2. The telephone number you are calling from.
3. Your name and agent number.
4. Is there a splitting agent involved?  If yes: 

a. What is the primary agent’s percentage?
b. Splitting agent’s name, agent number and percentage

5. Client information:
a. Gender
b. First, middle and last name

6. Product information:
a. Face amount
b. Plan applying for (LEGACY 1, 2 or 3)

c. For the LEGACY 1 plan, benefits applied for: Accidental Death or Nursing
Home Waiver of Premium

d. Payment plan (single, 10-pay or continuous)
e. Will the automatic premium loan be included?

7. Requested effective date
8. Where will the premiums be deducted?

a. Checking or savings account?
b. DO NOT COLLECT PREMIUM OR A VOIDED CHECK
c. Premiums will be deducted automatically for the first AND subsequent

months.
Please be sure your client has the following information readily available:

1. If this policy will replace an existing life or annuity policy (if “yes”, be sure
the applicant has signed the replacement form)

2. Bank name, routing number and account number; draft date (between the
3rd and 28th of the month)

3. Name and address for beneficiaries (Be sure the applicant knows if there
are contingent beneficiaries)

4. If the applicant is not the policy owner, the policy owner’s name and
address

5. If an alternate payor is selected, the alternate payor’s name, address and
telephone number.
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This Authorization complies with the HIPAA Privacy Rule

I authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility, or
other health care provider that has provided services, treatment or payment to me, or on my behalf, within the past 10 years
(“My Providers”), or consumer reporting agency, or the Medical Information Bureau, to disclose my entire medical record
and any other protected health information concerning me to Equitable Life & Casualty Insurance Company (“Equitable”)
and its agents, employees and representatives. This includes information on the diagnosis or treatment of Human
Immunodeficiency Virus (HIV) infection and sexually transmitted diseases. This also includes information on the diagnosis
and treatment of mental illness and the use of alcohol, drugs, and tobacco, but excludes psychotherapy notes.

By my signature below, I acknowledge that any agreements I have made to restrict my protected health information do not
apply to this Authorization and I instruct any physician, health care professional, hospital, clinic, medical facility, or other
health care provider to release and disclose my entire medical record without restriction.

My protected health information is to be disclosed under this Authorization so that Equitable may: 1) underwrite my
application for coverage, make eligibility, risk rating, policy issuance and enrollment determinations; 2) obtain reinsurance;
3) administer claims and determine or fulfill their responsibility for coverage and provision of benefits; 4) administer cover-
age; and 5) conduct other legally permissible activities that relate to any coverage I have or have applied for with Equitable.

For a period of 120 days from the date of this Authorization I authorize my Equitable Agent to receive certain protected
health information about me that is related to an adverse underwriting decision or counteroffer for alternative coverage
made during the underwriting of my application.

This Authorization shall remain in force for 30 months following the date of my signature below, and a copy of this
Authorization is as valid as the original. I understand that I have the right to revoke this Authorization in writing, at any time,
by sending a written request for revocation to:  Equitable at 3 Triad Center, Salt Lake City, Utah 84180, Attention:

Privacy Officer. I understand that a revocation is not effective to the extent that any of My Providers has relied on this
Authorization or to the extent that Equitable has a legal right to contest a claim under an insurance policy or to contest the
policy itself. I understand that any information that is disclosed pursuant to this Authorization may be redisclosed and no
longer covered by federal rules governing privacy and confidentiality of health information.

I understand that My Providers may not refuse to provide treatment or payment for health care services if I refuse to sign
this Authorization. I further understand that if I refuse to sign this Authorization to release my complete medical record,
Equitable may not be able to process my application, or if coverage has been issued may not be able to make any benefit
payments. I acknowledge that I will receive a copy of this authorization..

____________________________________________ ______________________________________________
Name of Applicant (please print) Signature of Applicant or Personal Representative

____________________________________________ ______________________________________________
Date of Birth Date

________________________________________________________________________________________________
Description of Personal Representative’s Authority or Relationship to Applicant (if applicable)

HHA (04) (Return to Company)

Health Information Authorization

*2020000901*
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IMPORTANT NOTICE:  REPLACEMENT OF LIFE INSURANCE OR ANNUITIES

Equitable Life & Casualty Insurance Company
3 Triad Center, Salt Lake City, UT 84180-1200

REPLACING YOUR LIFE INSURANCE POLICY?

Are you thinking about buying a new policy and discontinuing or changing an existing policy? 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 policy and
the proposed policy.

Make sure you understand the facts. Georgia law gives you the right to obtain a policy summary statement from your exist-
ing insurer at any time. Ask the company or agent that sold you your existing policy to give you information about it.

The reverse side contains a check list of some of the items you should consider in making your decision. TAKE TIME TO
READ IT.

Do not let one agent or insurer prevent you from obtaining information from another agent or insurer which may be to your
advantage.

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

� If you wish a policy summary statement from your existing insurer, or insurers, check this box.

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

INSURER NAME CONTRACT OR INSURED OR REPLACED (R) OR
POLICY NUMBER ANNUITANT FINANCING (F)

1.

2.

3.

________________________________ ______________________________________ ____________
Applicant’s Signature Applicant’s Printed Name Date

Applicant’s Address Agent Address, Telephone No. and License Number
________________________________ ______________________________________
________________________________ ______________________________________
________________________________ ______________________________________

________________________________ ______________________________________ ____________
Agent’s Signature Agent’s Printed Name Date

*1004000201*
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IMPORTANT NOTICE:  REPLACEMENT OF LIFE INSURANCE OR ANNUITIES (continued)

*104000202*(Return to Company)

ITEMS TO CONSIDER

1. If the policy coverages are basically similar, premiums for a new policy may be higher because rates increase as
your age increases.

2. Cash values and dividends, if any, may grow slower under a new policy initially because of the initial costs of issu-
ing a policy.

3. Your present insurance company may be able to make a change on terms which may be more favorable than if you
replace existing insurance with new insurance.

4. If you borrow against an existing policy to pay premiums on a new policy, death benefits payable under your exist-
ing policy will be reduced by the amount of any unpaid loan, including unpaid interest.

5. Current interest rates are not guaranteed. Guaranteed interest rates are usually considerably lower than current
rates. What rates are guaranteed?

6. Are premiums guaranteed or subject to change--up or down?

7. Participating policies pay dividends that may materially reduce the cost of insurance over the life of the contract.
Dividends, however, are not guaranteed.

8. CAUTION, you are urged not to take action to terminate, assign, or alter your existing life insurance coverage until
after you have been issued the new policy, examined it and have found it to be acceptable to you.

and

REMEMBER, you have thirty (30) days following receipt of this individual life insurance policy to examine its contents. If you
are not satisfied with it for any reason, you have the right to return it to the insurer at its home or branch office or to the agent
through whom it was purchased, for a full refund of premium.
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Leave with Applicant
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IMPORTANT NOTICE:  REPLACEMENT OF LIFE INSURANCE OR ANNUITIES

Equitable Life & Casualty Insurance Company
3 Triad Center, Salt Lake City, UT 84180-1200

REPLACING YOUR LIFE INSURANCE POLICY?

Are you thinking about buying a new policy and discontinuing or changing an existing policy? 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 policy and
the proposed policy.

Make sure you understand the facts. Georgia law gives you the right to obtain a policy summary statement from your exist-
ing insurer at any time. Ask the company or agent that sold you your existing policy to give you information about it.

The reverse side contains a check list of some of the items you should consider in making your decision. TAKE TIME TO
READ IT.

Do not let one agent or insurer prevent you from obtaining information from another agent or insurer which may be to your
advantage.

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

� If you wish a policy summary statement from your existing insurer, or insurers, check this box.

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

INSURER NAME CONTRACT OR INSURED OR REPLACED (R) OR
POLICY NUMBER ANNUITANT FINANCING (F)

1.

2.

3.

________________________________ ______________________________________ ____________
Applicant’s Signature Applicant’s Printed Name Date

Applicant’s Address Agent Address, Telephone No. and License Number
________________________________ ______________________________________
________________________________ ______________________________________
________________________________ ______________________________________

________________________________ ______________________________________ ____________
Agent’s Signature Agent’s Printed Name Date
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ITEMS TO CONSIDER

1. If the policy coverages are basically similar, premiums for a new policy may be higher because rates increase as
your age increases.

2. Cash values and dividends, if any, may grow slower under a new policy initially because of the initial costs of issu-
ing a policy.

3. Your present insurance company may be able to make a change on terms which may be more favorable than if you
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4. If you borrow against an existing policy to pay premiums on a new policy, death benefits payable under your exist-
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IMPORTANT NOTICE:  REPLACEMENT OF LIFE INSURANCE OR ANNUITIES



With your application for insurance we receive personal information about you. You also authorized us to collect your health
information. We keep and protect all such information as confidential and do not disclose it to any other persons, entities or
organizations unless authorized by you in writing or as allowed or required by law.

Information We Collect And Receive

Personal information we receive about you comes directly from you, such as your name, address, birth date, Social Security
number, telephone number, or e-mail address. Health (medical) information about you comes from you and your health care
providers (doctors, clinics, hospitals, laboratories, etc.) based on your written Authorization. We may also review information
about you on file with 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. 

What We Do With This Information

Your personal information is entered in our system to identify you as our customer. Other uses of your personal and health
information include underwriting your application for insurance and assisting you in a claim for benefits.  Your Equitable agent,
as our business associate, may have access to your health information during the underwriting process, as authorized by
you, and access to your personal information for assistance with your insurance needs.  

Under our established procedures, if upon the consideration of your medical information we determine you do not meet our
underwriting guidelines for the issuance of a policy, the medical reason(s) for a declination of coverage may be disclosed to
the person or entity (usually your doctor) who maintains your medical information. Your doctor can then discuss with you,
through a private consultation, the medical reason(s) for our decision.

How We Protect This Information

Our employees and agents are required to keep your personal and health information confidential. Our intention is to request
or access only the minimum amount of information necessary. We maintain all your personal or health information in a
secured database, with security and procedural measures in place, in compliance with federal law, to safeguard your pro-
tected information and alert us if and when unauthorized access is attempted. 

We do not disclose your personal or health information with any nonaffiliated third party (person, entity or organization) with-
out your written permission, unless allowed or required by law. Under no circumstances will any information be disclosed to
any nonaffiliated party for marketing purposes, such as telemarketing, direct mail or electronic mail marketing.

How You Can Access This Information

Write to us and request copies of the personal information we have about you in our records. You can also find out who we
have disclosed this information to and for what reason. If you believe any personal or health information we have about you
is incomplete, inaccurate or incorrect, you have the right to request that we correct or delete it. If your request concerns health
information we received from a doctor, hospital or other medical provider, we will refer you to that person or entity. You may,
in a private consultation with them, have the necessary corrections made to your health information and sent to us. 

The MIB Inc.

Information regarding your insurability will be treated as confidential. Equitable Life & Casualty Insurance Company, or its
reinsurers may, however, make a brief report thereon to MIB, a not-for-profit membership organization of insurance compa-
nies, 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 in its file.

Upon receipt of a request from you MIB will arrange disclosure of any information it may have in your file. Please contact MIB,
toll free, at 1-866-692-6901 (TTY 1-866-346-3642). 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, MA 02184-8734.

Equitable Life & Casualty Insurance Company, or its reinsurers, may also release information in 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.  

If you have any questions about this Notice, we can be contacted at:

Equitable Life & Casualty Insurance Company

3 Triad Center, Salt Lake City, UT  84180-1200 

ATTN: Privacy Officer 

Telephone (toll free): 1-800-352-5150

NOTICE OF OUR INFORMATION PRACTICES AND PRIVACY POLICY

Leave with Applicant
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Receipt

Receipt

Received from ______________________________________________________________
the sum of $_______________ for ___________________ months premium, with this applica-
tion.  If for any reason the application is not approved and the policy is not issued, this premium
is to be refunded.  No liability is created or assumed by the Company, except for refund of this
premium, until the policy applied for has been issued.

Dated ___________________, 20 ________

________________________________________________
Agent’s Signature 

Equitable Life & Casualty Insurance Company, 3 Triad Center, Salt Lake City, UT 84180-1200

Please Note: All premium checks must be made payable to Equitable Life & Casualty Insurance
Company.  Do not make checks payable to the insurance agent or leave the payee line blank.


