
NOTICE TO PRODUCER

The Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone: (800) 694-7254 www.sbli.com

A-91C (02-09)

Please complete the application properly and ensure that you have satisfied all of our requirements. Please follow these instructions carefully.
All forms must be completed in full and must be legible. We sincerely appreciate your business.

DO

 Give the Notice to Proposed Insured and/or Owner before completing the application.

 Print in black ink.

 Obtain all necessary signatures.

 Ask all questions and fully and accurately record all answers given – the application will be a part of any policy issued.

 Promptly schedule any required exams.

 Obtain proper identification and sufficient information about the customer and source of funds to ensure that you have verified the
customer’s identity and money laundering is not involved in the transaction.

 Have the Applicant initial any and all changes. In addition, the Proposed Insured must initial all changes to questions involving insurability.

 If you accept payment with the application:

 Complete the Conditional Receipt Agreement (CRA) if applicable.

 For payment by check obtain a currently dated check made payable to: The Savings Bank Life Insurance Company of Massachusetts.
For Automatic Payment Plan (APP) cases, two (2) months premium must be collected in order to give a CRA. The completed APP
Form and voided check should accompany the application.

 For payment by credit card complete the Authorization for Payment of Initial Premium by Credit Card Form.

 Explain the terms and conditions of the CRA to the Owner and the Proposed Insured and have them sign it.

 Complete and sign the Agent/Broker section on the CRA.

 Give the Owner the COPY of the CRA. Keep the ORIGINAL with the application.

 Promptly send the payment and the Application – Part I, including the ORIGINAL CRA to The Company.

DO NOT

 DO NOT use pencil or correction fluid.

 DO NOT attempt to waive any of our requirements or any information that we request; you do not have the authority to make or modify the
contract.

 DO NOT promise or imply that we will provide insurance.

 DO NOT accept payment in the form of cash/currency or Traveler’s Check.

 DO NOT accept a check made payable to you or with the payee left blank.

 DO NOT accept payment if the Proposed Insured’s age nearest birthday exceeds 70 years or is under 15 days.

 DO NOT offer the CRA if the Proposed Insured is not a Standard class or better.
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NOTICE TO PROPOSED INSURED AND OWNER
(This must be given to the Proposed Insured and Owner)

The Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone: (800) 694-7254 www.sbli.com
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Thank you for considering The Savings Bank Life Insurance Company of Massachusetts (SBLI), (referred to herein as “The Company”, “We”, “Us”
or “Our”) for your life insurance needs. We greatly appreciate your efforts to complete each part of the application truthfully and accurately. The
producer should be able to answer any questions you may have. This producer is not authorized to make or modify contracts or to waive any
requirements or any information that We may request. This Notice tells you what to expect after completing the Application–Part I and provides
other important information required by state laws and regulations.

UNDERWRITING
Once We receive your application, We will begin an evaluation process called underwriting to determine whether you are eligible for insurance
and, if so, the rate you should pay for insurance. We may seek information from other sources to help Us in our evaluation. During
underwriting, We may find that We are unable to give you the insurance you have applied for or that We are able to give it to you only on a
modified basis or at a rate greater than Our lowest rate. For example, if you have ever used any kind of tobacco or any other nicotine product,
you may not be eligible for Our lowest rate.

Your application will be Our primary source of information; therefore, it must be true, complete, and accurate. You must inform Us of a change
to any answer in any part of your application before accepting delivery of a policy; in fact, you agree to do so when you sign your application.

CONTESTABILITY
We strongly urge you to review the completed application closely for accuracy. A claim may be denied or your coverage may be contested by
a lawsuit if the application is incomplete or if it contains fraudulent statements or material misrepresentations. If the lawsuit is successful, the
policy will be void and coverage will be lost. Any policy that is delivered to you will indicate when and under what circumstances it may be
contested. Please be aware that if the application contains fraudulent or deceptive statements or conceals material facts, and you submitted it
with the intent to defraud or to facilitate fraud against Us, you may also be guilty of insurance fraud, which is a crime.

REPLACEMENT OF EXISTING COVERAGE
If you intend to replace existing coverage, tell the producer of your intention and answer “yes” to the replacement question in the application;
state law may require the producer to give you the information that will help you compare the policy you are applying for with the policy you
intend to replace. If you are undecided about keeping existing coverage, indicating an intention to replace existing coverage may help you get
the information you need to make a decision. If you do replace existing coverage, the new policy may contain new suicide and contestable
periods. The following could be considered replacement: you stop paying premiums on an existing policy or surrender an existing policy before
or shortly after applying to Us or you borrow from an existing policy to pay premiums for the insurance for which you are applying. State law
may define replacement to include other situations. Ask the producer if you are unsure.

INSURANCE INFORMATION PRACTICES
We will rely primarily on information provided by you. We may supplement that information with information from other sources such as
medical professionals who have treated you. In some cases, We may ask a consumer reporting agency to collect information and submit an
investigative consumer report to Us as explained in this Notice under The Fair Credit Reporting Act. You may request to be interviewed in
connection with the preparation of this report.

You have the right to be told about, and to see and copy if you wish, items of personal information about you that appear in Our files, including
information contained in investigative consumer reports. You also have the right to seek correction of information you believe to be inaccurate.
We will send you a more detailed explanation of Our information practices if you send Us a written request. You may send your request to: The
Savings Bank Life Insurance Company of Massachusetts, P.O. Box 4046, Woburn, MA 01888.

In certain limited situations, We are allowed by law to disclose necessary items of personal information to third parties without your specific
authorization.

THE FAIR CREDIT REPORTING ACT
As part of Our underwriting, we may ask that an investigative consumer report be prepared. An independent source known as a consumer
reporting agency will prepare the report. The report will typically include information as to your character, general reputation, mode of living,
and personal characteristics. The agency will conduct personal interviews with your family, friends, neighbors, business associates, financial
sources, or others with whom you are acquainted in order to get this information. If you write to Us within a reasonable time after you receive
this Notice, We will tell you whether or not a report was requested. If a report was requested, We will tell you the name, address, and
telephone number of the agency to whom the request was made. Upon request, the agency will furnish information as to the nature and scope
of its investigation. If you will like to inspect and to receive a copy of the report, you may do so by contacting the agency directly.
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MEDICAL INFORMATION BUREAU DISCLOSURE
Information regarding your insurability will be treated as confidential. Savings Bank Life Insurance Company of Massachusetts 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 the information in MIB’s file, you my 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, Suite 400, Braintree,
MA 02184-8734.

Savings Bank Life Insurance Company of Massachusetts, or its reinsurers, may also release information from its file to other insurance
companies to whom you may apply for life 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.

USA PATRIOT ACT
To help the government fight the funding for terrorism and money laundering activities, federal law requires all financial institutions to obtain,
verify, and record information that identifies each person who opens an account. What this means for you: When you apply for an insurance
policy or annuity contract, We will ask for your name, address, date of birth, and other information that will allow Us to identify you. We may
also ask to see your driver’s license or other identifying documents.

PREMIUM PAYMENTS ON TERM AND WHOLE LIFE
For premiums not paid on an annual basis at the beginning of a policy year, We adjust the annual premium by a modal factor to compensate for
the lost investment earnings, additional administrative costs, and expected early lapses. These modal factors and associated APRs are
available and will be provided. Please ask the producer for more information.

BACKDATING DISCLOSURE
You may elect to backdate your policy, which enables you to gain benefits of a lower age for the purposes of determining the premium on your
policy. There are some inherent costs associated with your decision to backdate your policy. For each month that your policy is backdated, the
applicable premiums are accumulated and deducted from your initial premium payment. If you choose to pay your premiums by electronic
funds transfer (EFT), your account will be drafted for each month that your policy is backdated unless this amount was already included in the
initial premium payment.

PRODUCER COMPENSATION
We would like you to understand how We pay the producer. When you purchase your insurance policy from Us, We pay compensation to the
producer, who represents Us for such limited purposes as taking your application, collecting your initial premium and delivering your policy, and
to any intermediaries through which the producer works. This compensation may include commissions when the policy is purchased or
renewed, and fees for marketing and administrative services and educational opportunities. The compensation paid will vary based on the
specific circumstances of your purchase. Additionally producers and/or their intermediaries may also receive additional commissions for each
year a policy remains in force, bonuses, incentive trips or prizes associated with sales contests based on sales criteria, such as overall sales
volume of a producer or intermediary, or for the percentage of completed sales. Intermediaries may also pay compensation directly to the
producer. If the producer can sell insurance policies from other companies, these companies may pay compensation that differs from Ours.

ELECTRONIC TRANSACTIONS
We conduct business electronically and retain your documentation in electronic format. If you prefer Us to keep original copies of your
documents, please notify Us within two weeks after the submittal of your application.

ABBREVIATED NOTICE OF INFORMATION PRACTICES

 Personal information about you may be collected from other parties.
 Personal and privileged information about you may, in certain circumstances, be disclosed to third parties without your specific

Authorization.
 You have the right of access to all such personal information collected and you have the right to correct any erroneous or misleading

personal information.
 Upon written request, We will provide you with a Comprehensive Notice of Information practices.
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LIFE INSURANCE

APPLICATION

Part IThe Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone (800) 694-7254 www.sbli.com

In this application, “You” and “Your” refer to the Proposed Insured.
A. PRODUCT INFORMATION
1. Product
 Level Term:  10Yr  15Yr  20Yr

 25Yr  30Yr
Whole Life:  SL  L10  L15

 L20  L@65  SPL
 YRT
 Other__________________

2. Face Amount 3. Riders/Additional Benefits
 Term Insurance Rider

Plan_______________ $___________
 Child Insurance Rider $___________
Waiver of Premium Rider
 Other:__________________________

4. Location of Sale
(city, state)

B. PROPOSED INSURED INFORMATION
1. Full Name (First, Middle, Last. Include maiden name) 2. Sex

 M
 F

3. Date of Birth
(mm/dd/yyyy)

4.Birth State & Country 5. SSN

6. Home Address (Number, Street, City, State, Zip Code) 7. Phone and Email:
Home #: Cell#:
Work#: Email:
Preferred method of contact:

8. Driver’s License Number

State Issued:

9. Marital Status:  Married  Separated
 Divorced  Single Widowed

# of dependents: Ages:

10. U.S. Citizen?  Yes  No
(If “No”, complete the Citizen Questionnaire and
attach copy of green card or visa)

11. Occupation (include duties) 12. Employer Name and Address 13. How long employed?

14. Have you ever used tobacco or any other nicotine product or by-product of any type? Yes  No
If “Yes”; Type: How long used: Last used: (mm/yyyy)
Amount & Frequency:

15. How much life insurance does your spouse have in force with all insurers, including SBLI? $
Is your spouse also applying for insurance with SBLI?  Yes  No If “Yes”, how much? $

C. OWNER/APPLICANT INFORMATION Complete only if Owner is to be other than the Proposed Insured. If Trust, give full name of Trust and date of
Trust agreement.

1. Type:  Individual  Corporation  Trust  Sole Proprietorship  Partnership  Other (Specify):

2. Owner/Applicant/Trust Name 3. Date of Birth/Trust
( mm/dd/yyyy)

4. Relationship to You 5. SSN/TIN

6. Residence Address (Number, Street, City, State, Zip Code) 7. Email 8. Phone Numbers:

9. Billing Address (Number, Street, City, State, Zip Code) 10. State Incorporated 11. Purpose of Trust

12. Trust Contact Name 13. Type of Trust
 Revocable
 Irrevocable

14. Name of Trustee(s)/Corporate Officer

15. Does the above Trustee have sole authority to act on behalf of the Trust?  Yes  No (If “No”, list the names and addresses of all Trustees and
obtain their signatures below. Attach a separate page, if necessary.)

Trustee’s Name Address Signature
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____________________________________
Name of Proposed Insured

D. BENEFICIARY INFORMATION If percentages are not given, shares will be distributed equally. Total percentage of primary beneficiaries’ shares
must equal 100%. Total percentage of contingent beneficiaries’ shares must equal 100%. Attach separate sheet for additional beneficiaries.
1. Primary Beneficiaries

Full Name Address
Date of

Birth
SSN or TIN

Relationship
to You

%
Share

2. Contingent Beneficiaries

Full Name Address
Date of

Birth
SSN or TIN

Relationship
to You

%
Share

3. If the beneficiary is a Trust or Corporation, provide name and date created:

Name of Trust/Corporation List Trustees if applicable Date of Trust State Incorporated

E. PROPOSED INSURED INSURANCE NEEDS Complete either the Personal or Business Section. Explain “Yes” answers in the Remarks Section.
Personal Section

1. Purpose of Insurance:  Income Replacement  Debt Repayment  Estate Conservation  Other (Specify):

2. Gross Annual Income
$

3. Household Income
$

4. Net Worth
$

5. Within the last 5 years, have you filed for bankruptcy or had any judgments
or liens filed against you? Yes (Date of Discharge: )No

Business Section

6.Purpose of Insurance:  Buy-Sell  Key Employee  Secure Credit

Other (Specify):

7. Is the business a: Corporation  Partnership

 Proprietorship  Other

8.Type of Business 9. How long has the business been established?

10. Total Liabilities
$

11. Net Worth
$

12. Within the last 5 years, has the business filed for bankruptcy or had any judgments
or liens filed against it?  Yes (Date of Discharge )  No

13. Net Profit after taxes for the past two years:

Last Year: $

Previous Year: $

14. What % of the business is
owned by you?

15. Your gross annual income
with bonuses:
$

16. Amount of business insurance
in force on your life:
$

17.In the Remarks section (J):
a. If applicable, describe any insurance being applied for or in force on other key members of the business.
b. If applicable, describe why there is no insurance being applied for or in force on other key members of the business.

F. PROPOSED INSURED PERSONAL HISTORY
1. Have you ever sold a policy or been involved in any discussions about the possible sale or assignment of this policy to a life

settlement, viatical or other secondary market Provider/Producer? (If “Yes”, provide details below)………………………………. Yes  No
2. Do you have any other applications or informal inquiries for life insurance pending with any other company, society or

association in the last 12 months? (If “Yes”, provide details below).................................................................................................. Yes  No
3. Have you ever had an application or reinstatement request for life or disability insurance refused, postponed, limited, withdrawn,

or cancelled, or have you been asked to pay a higher premium? (If “Yes”, provide details below)……………………………………. Yes  No
4. Have you, in the last 3 years, resided or traveled, or do you intend to reside or travel, outside of the United States? (If “Yes”,

complete the Foreign Travel Questionnaire)…….…………………………………………………………………………………………… Yes  No
5. In the last 3 years, has your driver’s license been suspended or revoked, or have you received any moving violations? (If “Yes”,

provide details below)………………………………………………………………………………………………………………………. Yes  No
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____________________________________
Name of Proposed Insured

6. Have you ever been convicted of reckless driving, driving to endanger or driving under the influence of drugs or alcohol? (If
“Yes”, provide details below)……..…………………..……………………………………………………………………………………….. Yes  No

7. Except for traffic violations, have you been the subject of, or been convicted of, a misdemeanor or felony? (If “Yes”, provide
details below)…………….…………………………………………………………………........................................................................ Yes  No

8. Have you in the last 3 years engaged in, or do you intend to engage in, flying a plane, racing motor boats or motor vehicles, or
participate in sky-diving or parachuting, hang-gliding, hot air ballooning, mountain, rock or ice climbing, scuba diving or other
hazardous activities? (If “Yes”, complete the appropriate Hazardous Activities and/or Aviation Questionnaire) ……………………. Yes  No

9. Are you currently or intend to become a member of the Armed Forces, including the Reserves or National Guard? (If “Yes”,
complete the Military Questionnaire)…………………………………………………………………………………………………………... Yes  No

For any “Yes” answers, record details below: Use the overflow sheet if needed.
Question # Explanation

G. PREMIUM PAYMENT INFORMATION (If “EFT” or “Credit Card”, please fill in the EFT or Credit Card form. Credit Card available only for Initial
Payment)

1.Initial Payment:

 Check  COD  Credit Card

 Electronic Fund Transfer (EFT)  Other (Specify):

2.Payment Mode:

 Annual  Semi-Annual

 Quarterly  Monthly (EFT only)

3.Send Premium Notices to:

 Insured  Owner

 Other (Specify):

4. Amount paid with Conditional Receipt Agreement (CRA):
$

5. Would you like to backdate your policy to save age? (If “Yes”, see Backdating
Disclosure section in the Notice to Proposed Insured and Owner)……… Yes  No

H. DIVIDEND OPTIONS (If this section is left blank or a selected option is not available, the default option will be Accumulate at Interest)

1. Pay in Cash (check) 2. Reduce amount due – any excess as: #4  #3  #1

3. Purchase Paid Up Life Additions 4. Accumulate at interest

I. REPLACEMENT INFORMATION Applies to both Owner and Proposed Insured.
If you intend to replace existing coverage, please tell the Producer of your intention and answer “Yes” to replacement question #2 below. State law
may require the Producer to give you information that will help you compare the policy you are applying for with the policy you intend to replace. If you
are undecided about keeping existing coverage, indicating an intention to replace existing coverage may help you get the information you need to
make a decision. If you do replace existing coverage, the new policy may contain, among other things, new suicide exclusions and contestability
periods. Ask the Producer if you are unsure.

Proposed Insured Owner
1. Do you have an existing or pending life insurance policy or annuity contract? (If “Yes”, provide details below.

Complete state required replacement form for New NAIC Model Replacement Regulation States only)
2. Do you intend to replace any existing life insurance or annuity contract? (If “Yes”, complete state required

replacement form and provide details below)
3. Are you considering using funds from an existing policy or contract to pay premiums on the policy

you are applying for? (If “Yes”, complete state required replacement form and provide details below)
4. Have you stopped making premium payments, surrendered, forfeited, assigned to the Company, or otherwise

terminated an existing policy or contract or are you considering doing so? (If “Yes”, complete state required
replacement form and provide details below)

 Yes  No  Yes  No

 Yes  No  Yes  No

 Yes  No  Yes  No

 Yes  No  Yes  No

Insurance Companies
(Do not include group policies)

Name of Insured To be replaced? Contract / Policy #
Cash Value / Amount

of Coverage
Date Issued

 Yes No $

 Yes No $

 Yes No $

J. REMARKS (Use this section for explanations and special requests. Identify applicable Question and Section numbers.)
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____________________________________
Name of Proposed Insured Social Security Number Date of Birth

K. AUTHORIZATION TO COLLECT AND DISCLOSE INFORMATION
This Authorization complies with the Health Insurance Portability and Accountability Act (“HIPAA”)

I hereby authorize all the entities listed below that have provided payments, treatments or services to me, or on my behalf, to disclose to The Savings
Bank Life Insurance Company of Massachusetts (the “Company”) and its Producers, employees and representatives, including insurance support
organizations, the following information: any and all information relating to my health and my insurance policies and claims, including, but not limited to,
information relating to any medical consultations, treatments, or surgeries; hospital confinements for physical and mental conditions; use of alcohol,
drugs, and tobacco; drug prescriptions and communicable diseases, including Human Immunodeficiency Virus (HIV) and AIDS.

I hereby authorize each of the following entities to provide the information outlined above:

 any physician or medical practitioner or health care professional;

 any hospital, laboratory, pharmacy, pharmacy benefit manager, clinic or other health care facility or provider;

 any insurance or reinsurance company;

 any consumer reporting agency or insurance support organization;

 my employer, group policy holder, or benefit plan administrator; and

 the Medical Information Bureau (MIB)

This protected health information may be disclosed pursuant to this Authorization so that the Company can use it to:

 determine my eligibility for insurance;

 underwrite my application and make risk rating, policy issuance and enrollment determinations;

 determine my eligibility for benefits under the Conditional Receipt Agreement;

 obtain reinsurance;

 if a policy is issued, administer coverage, administer claims and determine or fulfill responsibility for coverage and provision of benefits; and

 conduct other legally permissible activities that relate to any insurance coverage I have or have applied for with the Company.

 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, medical practitioner, health care provider, hospital, clinic or any other health care provider to release
and disclose my entire medical record without restriction. I understand that my health care providers can not refuse to provide treatment or
payment for health care services if I refuse to sign this Authorization.

 I further authorize the Company to release any information obtained by this Authorization to MIB, to other insurers in which I have policies or to
which I may apply or to which a claim for benefits may be submitted, to reinsurers, and to other persons or organizations performing legal or
business services in connection with my application or claim. 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 authorize the Company to release to me, or to my physician, results that I may request of any medical or laboratory tests taken in connection
with this application. In connection with a claim for benefits, this Authorization is valid no longer than the duration of the claim.

 I also understand that failure to sign this Authorization statement, or subsequent revocation of this Authorization by me, may impair the ability of
the Company to process my application or evaluate claims, and may be a basis for denying an application or claim for benefits.

 By signing below I agree to the terms of this Authorization and acknowledge that I have read and understand it.

I may revoke this Authorization in writing at any time, except to the extent that action has been taken in reliance of this Authorization or to the extent
the Company has a legal right to contest a claim under an insurance policy or to contest the policy itself, by sending a written request to: The Savings
Bank Life Insurance Company, P.O. Box 4048, Woburn, MA 01888. I understand that any information that is disclosed prior pursuant to this
Authorization may be re-disclosed and no longer covered by federal rules governing privacy and confidentiality of health information.

This Authorization shall remain in force for 24 months following the date of my signature below or for the duration of any claim for benefits. A copy of
this Authorization is as valid as the original. I understand that if I refuse to sign this Authorization to release my complete medical information, the
Company 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 have received a copy of this Authorization.

Date: _______________ Signature of Proposed Insured (Parent, Guardian, Other*): X____________________________________________

*If the insured is under the age of 18, signature of Parent  Guardian  Other: ____________________________________________
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____________________________________
Name of Proposed Insured

L. FRAUD WARNINGS

Not applicable in the state of Nevada.

M. REPRESENTATIONS

I, the Owner and the Proposed Insured signing below, agree that I have read the statements contained in the application or they have been read to
me. I understand that the application includes the Application – Parts I and II and all supplemental forms or amendments the Company specifically
designates as parts of the application by attaching copies of them to any policy delivered to the Owner.

I acknowledge that my answers to the above questions may result in higher premium rates or a denial in coverage.

I understand and agree that no Producer is authorized to (a) accept risks or pass upon insurability; (b) make or modify contracts; (c) waive the
Company’s rights or requirements; or (d) waive any information the Company requests.

I represent: (1) that the statements and answers I provided within the entire application are true, complete, and correct to the best of my knowledge
and belief; (2) that the Company, believing the statements and answers to be true, complete, and correct, shall rely and act on them (3) the insurance
being applied for is suitable for the Owner’s insurance needs.

Under penalty of perjury, I certify that : a) the number shown is my correct taxpayer identification number and b) I am not subject to backup withholding
because 1) I am exempt from backup withholding, or 2) I have not been notified by the Internal Revenue Service that I am subject to backup
withholding as a result of a failure to report all interest or dividends, or 3) the IRS has notified me that I am no longer subject to backup withholding.
The IRS does not require your consent to any provision of this document other than certification required to avoid backup withholding.

CROSS OUT ALL OF SUBPART “b)” IN THE PRECEDING PARAGRAPH IF YOU ARE SUBJECT TO BACKUP WITHHOLDING.
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____________________________________
Name of Proposed Insured

I acknowledge that I have received a copy or I have been read a copy of the Notice to Proposed Insured and Owner.

I agree that:
(a) I will notify the Company if any statement or answer given in the entire application changes prior to policy delivery; and
(b) except as provided in the Conditional Receipt Agreement (CRA), I understand and agree that even if I paid a premium, no insurance will
be in effect under this application, or under any new policy or any rider(s) issued by the Company, unless the following three conditions are
all met:

(1) the policy has been delivered and accepted;
(2) the full first modal premium for the delivered policy has been paid in full; and
(3) there has been no change in the health of the Proposed Insured that would change the answers to any questions in the

application, or any amendments thereto, before conditions (1) and (2) above have occurred.

I understand and agree that if all three conditions are not met:
- no insurance coverage will become effective; and
- the Company’s liability will be limited to a refund of any premiums paid, regardless of whether loss occurs before premiums are refunded.

Signature of Proposed Insured

X

Date Signature of Owner/Applicant (if not Proposed Insured)

X

Date

Signature of Producer

X

Date Signature of Producer

X

Date

Producer Name Printed Producer Name Printed

License # Producer # License # Producer #

Rate applied for:

The Company reserves the right to make administrative changes to the application. No administrative changes will be ascribed to the applicant.

N. PRODUCER INFORMATION and PRODUCER CERTIFICATION

1. Does the Applicant have existing life insurance policies or annuity contracts?  Yes (Submit the state applicable replacement form) No
2. Do you have any knowledge or reason to believe that a replacement of an existing life insurance policy or annuity contract is involved in this
transaction or that any funds from an existing policy or contract will be used to pay premiums on this applied for policy?  Yes  No
3. Do you have any knowledge or reason to believe that the proposed Owner or Applicant intends to change ownership of the policy now or in the future
to an unrelated party such as a trust, viatical, life settlement company, bank and/or lending or investment company?  Yes  No
4. Do you have any knowledge or reason to believe that all or any part of the initial or future premium payments for this applied for policy may be directly
or indirectly financed by an unrelated third party or be part of any loan arrangement?  Yes  No
5. Do you have any knowledge or reason to believe that the proposed Owner, Applicant or Insured has been offered any financial incentives as an
inducement to apply for this proposed policy?  Yes  No
6. Have you received relevant anti-money laundering training within the last 24 months that was offered by the company, another life insurance company
or a competent third party (e.g., LIMRA)?  Yes  No
7. Do you acknowledge that you are in compliance with your requirements as stated in the company’s Producer’s Guide to Anti-Money Laundering (AML)
and are unaware of any AML Red Flags as described in your AML training?  Yes  No
I certify that the responses herein are, to the best of my knowledge, information and belief complete and accurate.
I certify that this policy has not been solicited, directly or indirectly for the benefit of an investor, stranger or unrelated third party.
I certify that I am duly licensed in the state in which this application was signed.
I have given the Proposed Insured the appropriate disclosure documents and have complied with state and federal statutes and regulations.
I have reviewed the purchase of the life insurance policy as to suitability.

X____________________________________________________ ________________________________________________ __________________
(Producer's Signature) ( Producer's Printed Name) (Date)

Lead #: Underwriting Stamp
Source:
Rate Code:
Process Date:
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SUPPLEMENT TO

LIFE INSURANCE APPLICATION

Part IThe Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone (800) 694-7254 www.sbli.com

Name of Proposed Insured Date of Birth Social Security Number Date of Application

Additional Details (Use this space for explanations to any answers provided in application Part 1, or for any special requests. Identify applicable
Question and Section numbers.)

To the best of my knowledge and belief, I hereby represent that the above answers and statements are complete, correct and true. I agree that SBLI,
believing them to be complete, correct and true, shall rely and act on them. I agree that they shall be a part of my application for insurance or policy
change request.

Signature of Proposed Insured Date Signature of Owner/Applicant (if not Proposed Insured) Date

Signature of Producer Date Signature of Producer Date

Producer Name Printed Producer Name Printed



Application Supplement
The Savings Bank Life Insurance Company of Massachusetts

To be completed with all applications in excess of $1,000,000 (applied for plus in force)
 Name of Insured (Please Print) Application Number Application Dated

A. Other Life Insurance:
1. How much insurance is currently in force on the life of the proposed Insured?

   Personal   Business Describe the purpose of the business insurance
Life $ ________ $ ________ ______________________________________
Accidental Death $ ________ $ ________ ______________________________________
Approximate premium $ ________ $ ________ ______________________________________

2. Did you, within the last ninety days, or do you intend to, within the next 90 days, apply to other compa-
nies for life insurance coverage?  No  Yes If “Yes”, Complete the following:

Company applied to Amount of Insurance Purpose of Insurance
_____________________________ $_______________ ______________________________________
_____________________________ $_______________ ______________________________________
_____________________________ $_______________ ______________________________________

3. Will any insurance listed in #2 above be purchased in addition to the SBLI coverage applied for?
 No  Yes   If “Yes”, provide details: ___________________________________________________

___________________________________________________

B. Personal Annual EARNED Income statement:
The information provided is for calendar year ended December (insert year): ____________
and is (check one):  Actual   Estimated

1. Income from Employment by others:
Salary $ _________+ Bonuses $ _________+ Commissions $ ________+ Other* $ ________ = Total $ _________
*Describe “Other”: ___________________________________________________________________________

2. Income from Self Employment:
Gross Income $ _________ - Business expenses $ _________ = Adjusted Gross Income $ _________
+ Other* Income $ _________ = Total Net Earnings $ _________
*Describe “Other”: ___________________________________________________________________________

3. Spouse’s Earned Income: $ _________________________

C. Other Income:
Total other income (dividends, interest, etc.) for the calendar year: $ ______________________

D. Financial History:
1. Have you filed for any bankruptcies in the past 14 years, or are you contemplating bankruptcy?

 No  Yes If “Yes”, provide details (voluntary or involuntary, whether all obligations have
been satisfied and discharged, and date(s) discharged, etc.):

__________________________________________________________________________________________

2. Are there any suits or judgements pending against you at this time?
 No  Yes   If “Yes”, provide details: ___________________________________________________

___________________________________________________

E. Net Worth:
1. Assets (Value of Savings, Stocks, Real Estate, Personal Property, etc.) $ __________________
2. Liabilities (Value of Mortgages, Other Loans, Other Debt, etc.) -  __________________
3. Net Worth (Item 1 minus Item 2) = __________________

- Continued on Reverse Side -

AM-26  (5-99)



F. Purpose of Coverage:
  Personal (If personal, check all that apply)    Family Protection     Estate Conservation    Other*

*Describe “Other”: ___________________________________________________________________________
  Business  (If business, check all that apply)

  Key Man (are any other Key Men similarly insured?   Yes     No (Explain below)
  Buy-Sell (are other co-owners similarly insured?   Yes     No (Explain Below)
  Creditor - Please enter amount of loan: $ __________________

Name and address of lender: ____________________________________________
____________________________________________
____________________________________________

Does lender require life insurance?  Yes     No (Explain Below)
  Other: (Explain Below)

Explanation of “No” and “Other” answers: ___________________________________________________
___________________________________________________
___________________________________________________

G. Business Insurance Applicants only:
(If “Personal” only is checked in section F above, skip this section and go to signature area below)
1. Type of Business:  Sole Proprietorship

 Partnership
 Corporation (State of incorporation: ____________________ )

2. Complete the following for each Partner, Owner, or Corporate Officer or Key Person:
Name Position/Title % of Ownership Amount of Insurance Payable to Business

In Force Applied for
____________________ ___________ ______________ _________________ ___________________
____________________ ___________ ______________ _________________ ___________________
____________________ ___________ ______________ _________________ ___________________
____________________ ___________ ______________ _________________ ___________________

3. If no business associates (listed in # 2 above), other than the proposed Insured named at the top of this
form are to be insured, please explain: ___________________________________________________

___________________________________________________
___________________________________________________

H.Business Finances (Attach a copy of profits & loss statement and balance sheets for last 3 years, if available)

Year Assets Liabilities Net Worth Gross Sales Net Profits
_____ ____________ ___________ ______________ _________________ ___________________
_____ ____________ ___________ ______________ _________________ ___________________
_____ ____________ ___________ ______________ _________________ ___________________

Is there a Written Buy/Sell Agreement?     No  Yes (Submit a copy)

Has business ever been reorganized because of financial difficulties?  No  Yes (Explain)
________________________________________________________________________________________

I. Signature:

The above financial disclosures are made for the purpose of establishing insurability in connection with
an application for life insurance submitted to The Savings Bank Life Insurance Company of
Massachusetts on my life.  They are furnished as a true and accurate statement of my financial
condition as of this date.

Date: _______________   Signature of Proposed Insured: ____________________________________________

AM-26  (5-99)



PRODUCER REPORT FORM

The Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone: (800) 694-7254 www.sbli.com

A-91B (02/09)

A. PRODUCER INFORMATION
1. Full Name (First, Middle, Last.) 2. SSN/TIN 3. Producer Company #

4. Phone #:
Fax #:
Email:

5. Managing Agency/Brokerage Name:

Phone #: Fax#: Email:
B. COMPLIANCE INFORMATION

1. Have you delivered the Notice (A-91D) to the Proposed Insured and Owner?......................................................................………. Yes  No
2. Did you meet personally with the Proposed Insured and Owner and confirm their identification? (If No, explain below).. ............... Yes  No
3. If you accepted payment with this application, a Conditional Receipt Agreement (CRA) is required. Was a CRA given? …………. Yes  No
4. To your knowledge, does the Owner intend to change ownership of the policy after issuance (i.e. to a trust, viatical or

life insurance company or another person? …………………………………………………………………………………… …………. Yes  No
5. Will any portion of the premiums for this policy be financed? ……………….…………………………………………………………….. Yes  No
6. Does the Proposed Insured have any existing life insurance or annuity? …………………………………………………………… …  Yes  No
7. Is this Insurance applied for intended to replace, end or change any existing life insurance or annuity?……………………………  Yes  No

If you answered ”Yes” to questions 5, 6 or 7 (above), replacement forms may be required by state law. Please include copies of any required
forms with the application. If existing insurance may be replaced, ended or changed, attach a full explanation to the application and explain to
the Owner and Proposed Insured that new suicide and contestable periods apply.

C. PROPOSED INSURED / OWNER INFORMATION

1. How well and how long have you known the Proposed Insured? ________________________________________________________________
2. Are you related?  Yes  No If Yes, How?_______________________________________________________________________________
3. If Proposed Insured is a minor, the amount of insurance on the parents are: Father ______________________Mother______________________

Siblings name(s) and coverage amount(s) _________________________________________________________________________________
4. If parents and siblings do not have coverage, please explain. __________________________________________________________________

D. REMARKS

E. LICENSED PRODUCERS TO RECEIVE COMMISSION: Please complete for each Agent to receive commission. Total commission shares to equal
100%. Each Agent will share equally unless otherwise indicated.

Full Name SSN or TIN Email % Split Company Number

F. ACKNOWLEDGEMENT

I represent to the best of my knowledge and belief: (1) the insurance being applied for is suitable for the Owner’s insurance needs and financial
objectives; (2) the information provided in this report and by the Owner and the Proposed Insured in the application is complete, accurate, and correctly
recorded; and (3) there is nothing adversely affecting the insurability of the Proposed Insured other than as indicated in the application. I also represent
that I gave all required form(s) on or before the date of the application was taken.

____________________________________________________ ___________________________________________________
Signature of Producer Date: Signature of Second Producer (if applicable) Date:

____________________________________________________ ___________________________________________________
Print Name of Producer Print Name of Second Producer (if applicable)



The Savings Bank Life Insurance
Company of Massachusetts

One Linscott Road, Woburn MA 01801
Telephone (800) 694-7254 ~ www.sbli.com

A-57.5 (02/2008)

Consent to Blood (and Other Body Fluids)
Testing Disclosure Authorization

I give my consent to the above named insurer, its employees, contractors, affiliated companies and reinsurers, to conduct
the following:

1. Blood (and/or other body fluids) test for antibodies to the AIDS virus (HIV); if I reside in a state which permits insurers
to conduct this test; and

2. Such other or additional tests which the company may lawfully order. My consent to this testing is freely given,
based on the following understandings:

(1) The purpose of the test(s) is to determine whether I am insurable for life insurance.

(2) I know I have the absolute right to refuse to take the test(s). I know I can exercise this right by telling the examiner I do not want to
have my blood (and/or other body fluids) tested and by refusing to give sample(s). I know that if I do not take the test(s), my application
to the company for life insurance will be declined.

(3) The test(s) for the antibodies to the AIDS virus (HIV) will be conducted following approved test protocols.

(4) If state law permits, I will be notified of positive HIV test results. Otherwise, I will be asked to designate, in writing, the name and
address of the physician to whom I want the test results sent. I understand that in some states positive results may only be disclosed to
the physician I designate to receive the results.

I further understand that test results will not be released or disclosed to any party (other than the company and related parties identified

above, to whom I hereby authorize disclosure) unless:

(a) I expressly authorize their release in writing; or
(b) A public health reporting law requires disclosure; or
(c) A court order requires disclosure.

I understand that disclosures under 4(b) and 4(c) may be made without my consent.

(5) I understand that the company may report to the Medical Information Bureau (MIB) any abnormal blood (and/or other body fluids) test,
but the company will not disclose the type of blood (and/or other body fluids) test which was abnormal. I acknowledge receipt
of the company's Notice Regarding the MIB, Inc.

I know that I have the right to get a copy of this form. I agree that the authorization to disclose information set forth
above shall be valid for 24 months from the date shown below.

I HAVE READ AND UNDERSTAND THIS CONSENT TO TESTING AND DISCLOSURE AUTHORIZATION.

______________________________________________________ _________________________________________________ ______________
Print Name of Proposed Insured Signature of Proposed Insured or Parent/Guardian Date Signed

Street Address _______________________________________________________________________________________________

City ________________________________________________ State_______________ Zip Code __________________________

________________________________________________________ ___________________________________________________
Print Name of Examiner Signature of Examiner



The Savings Bank Life Insurance
Company of Massachusetts

One Linscott Road, Woburn MA 01801
Telephone (800) 694-7254 ~ www.sbli.com

A-52.10 (01/2009)

IMPORTANT NOTICE REGARDING THE
REPLACEMENT OF YOUR POLICY OF LIFE INSURANCE

You have been offered a policy to replace all or part of your existing policy of life insurance.

Before you replace your existing policy, you should consider whether you could suffer a
FINANCIAL LOSS under the new policy because of your AGE or the condition of your
HEALTH. You should also consider whether you will pay more for premiums because of
your age or health.

You WILL incur additional costs to acquire the new policy, including the payment of
commissions to the agent advocating the replacement of your existing policy.

To make an informed decision about the replacement of your policy, you should discuss the
provisions of your existing policy with your agent or the company which issued it to
determine whether your policy can be changed to meet your present needs.

Your new policy provides 30 days for you to decide whether you wish to keep it.

The agent who is offering to replace your existing policy is required to obtain your signature
on this notice. Also, he will be notifying your existing insurance company that you are
considering the replacement of your policy.

Information on Life Insurance Policy(ies) to be Replaced

INSURER NAME POLICY # INSURED

I have read this notice and received a copy of it for my records.

________________________________________ _________________________________ ___________
(Applicant’s Signature) (Print Applicant’s Name) (Date)

________________________________________ _________________________________ ___________
(Agent’s Signature) (Print Agent’s Name) (Date)

(Original - Home Office, 2nd Copy - Applicant, 3rd Copy - Producer)



AUTHORIZATION FOR PAYMENT OF
INITIAL PREMIUM BY CREDIT CARD

The Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone: (800) 694-7254 www.sbli.com

AM-25B (05-08)

 Complete, sign, date and return this form to The Savings Bank Life Insurance Company of Massachusetts, (referred to herein as “The Company”,
“We”, “Us” or “Our”) with your application materials.

 Indicate the amount of the Initial Premium. It must equal the first modal premium or first two months of premium if paying monthly.

APPLICATION INFORMATION
1. Proposed Insured Name (First, Middle, Last): 2. Amount of Initial Premium:

CREDIT / DEBIT CARD (VISA OR MASTERCARD ONLY)
1. Type of Credit Card:

 Visa  MasterCard

2. Name of Card Holder as shown on the Card: 3. Expiration
Date: (MM/YY)

4. Card Number:

---
5. Billing Address of Card Holder (Street, City, State, Zip Code):

AUTHORIZATION

I authorize The Company to collect the Initial Premium stated above by the Payment Method I have selected. I understand and agree that this
Authorization is subject to the following conditions:

 Signing this Authorization does not mean that insurance is effective. Insurance is effective only as stated in (1) the application for insurance; or
(2) the Conditional Receipt Agreement (CRA) if one is properly issued in connection with the application.

 This authorization does not modify any terms or conditions of the policy.

 This transaction is subject to the acceptance by, and the terms and conditions of, the credit card company indicated above.

 The Company will initiate payment of the Initial Premium upon issuance of the policy subject to the terms and conditions of any applicable CRA
and or delivery requirements.

 If a policy is issued, it may be issued at a premium rate different from the rate for which you applied. If this situation occurs, The Company will
adjust the payment amount to reflect the appropriate modal premium charge.

 If the Payment Method selected is not honored for any reason upon presentation, this Authorization will not be effective as a premium payment;
no insurance will be effective, and The Company will make no further attempts to use this Authorization to obtain payment of premium.

 This Authorization may be revoked by me upon written notice at any time prior to its use by The Company to obtain payment of the Initial
Premium.

 I understand and agree that The Company shall incur no liability if the credit card company dishonors any amount charged under this
Authorization and may terminate this Authorization immediately if any charges are not paid.

 I agree to hold The Company harmless against any liability pursuant to this Authorization.

 This Authorization pertains to payment of the Initial Premium only. No further premiums will be collected under this Authorization.

 Any refund of premium will be credited to my account.

SIGNATURE

____________________________________________________________
Signature of Card Holder

__________________________
Date



AUTOMATIC PAYMENT PLAN (APP)
AUTHORIZATION

The Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone: (800) 694-7254 www.sbli.com

AM-25A.1 Page 1 of 2

Our Company’s Automatic Payment Plan (APP) is a convenient way to pay life insurance premiums. The Savings Bank Life Insurance Company of
Massachusetts (referred to herein as “The Company”, “We”, “Us”, or “Our”) will collect the life insurance premiums from your bank account via an
Electronic Funds Transfer (EFT) – you do not need to write checks or mail in any payments. Premium withdrawals will appear on your bank statement,
and your statements will be your receipts for payment of your premium.

 Complete, sign, date and return this form to Us with your application materials including a voided check.
 Please keep a copy of this form for your records.

APPLICATION INFORMATION
1. Proposed Insured Name (First, Middle, Last)

PREMIUM PAYMENT
For most products, payment frequency other than annual includes an additional cost. In those cases, the year’s total premiums will be higher than
if you paid one annual premium. The Company will withdraw the scheduled premium amount based on the payment frequency you have selected.
If you choose the monthly payment frequency, you need to authorize two months of premium payment. This amount will be drafted only for the
initial premium payment.

1. Payment frequency:

 Annual  Semi-Annual  Quarterly  Monthly

2. Payment Amount Authorized:
$

ACCOUNT INFORMATION

1. Initial Payment made via EFT:  Yes  No
If you do not check the initial payment selection, you must submit another form of payment to cover the initial premium payment, and The Company
will use this electronic funds transfer for subsequent premium payments only.

2. Account Owner Name (if different from Proposed Insured – see “A” below) 3. Account Owner Street Address (see “A” below)

4. Account Owner City, State, ZIP (see “A” below) 5. Financial Institution Name (see “B” below)

6. Bank Routing Number (see “C” below) 7. Account Number (see “D” below)

Type of Account:  Checking  Savings

Below is an example of a personal check. A business check may be different. The circled letters show you where to find the information required to
process your electronic funds transfer.

PLEASE ATTACH YOUR CHECK HERE →

John Doe
123 Main Street
Any Town, State 00000

Date
________________

Pay to the
Order of_____________________________________________$

Bank Name

_____________For__________________________

213424214 1234321421

A

B

C D
(05-08)

________________
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ACKNOWLEDGEMENT
By signing below, I (the Policyowner) understand and accept these terms and conditions (if applicable):

 Signing the Automatic Payment Plan Authorization does not mean that insurance is effective. The insurance is effective only as stated in
the Application for Life Insurance or in the Conditional Receipt Agreement (CRA) if one is properly issued in connection with the
application.

 This authorization will not affect the terms of the policy, other than mode of payment, and that if premiums are not paid within the
applicable grace period, the policy will terminate, subject to any applicable non forfeiture provision.

 The Company will not provide coverage if the financial institution does not honor the withdrawal, even if The Company receives all other
requirements.

 The debit appearing on my bank statement shall constitute my receipt of payment, but no payment is deemed made until The Company
receives actual payment.

 I agree to indemnify and hold The Company harmless from any loss, claim, or liability of any kind of reason for dishonor of any debit.

 The Company will initiate payment of the first premium only after it issues the policy. For monthly payments the initial draft includes at
least the first two months of premium.

 The Company may issue the policy at a premium rate different from the rate for which I applied. In that case, The Company will give me
advance notice of the new premium amount before The Company withdraws premiums. After the first withdrawal, The Company will
withdraw premiums on the day of the month that corresponds to the policy issue date. (Refer to your policy to determine the policy issue
date.)

 Coverage is effective under the CRA only if the initial premium amount withdrawn is sufficient to cover the required premium payment. (A
minimum of two premium payments must be withdrawn if the premium payment frequency is monthly).

●   If coverage ends as described in the CRA, The Company will issue a refund for any over payments 

Additional Terms of this Agreement - A rejection of a debt entry because of insufficient funds in the account to pay the premium then due in
full, plus any loan interest* on the premium due date will result in the termination of this agreement without the requirement of a notification to
Policyowner or Accountholder. The Policyowner will be required to pay the amounts then due and all future premiums in cash. Upon such
termination and provided that payments have not stopped for any reason, premiums will then be due on the most frequent basis allowed under
The Policy. The Policyowner may choose any frequency allowed, but payments once a month will not be allowed. A partial premium may be
due for the time from the then current paid-to-date to the start of the next regular premium period. We will initiate a debit entry 3 times before
such termination is enacted. Once a payment is drawn from your account we cannot stop the draft or return the funds to your account. If the
requested date of the draft falls on a weekend or holiday, payment will be drawn on the preceding business day. We will require notification
from the Policyowner not less than 10 days prior to the draft date when requesting the stop of a draft occurring.

* Loan Interest
Unless otherwise requested, any loan interest due will be drafted annually from your account. To request to be billed directly for any loan
Interest, please indicate so by checking the box below.

□ I hereby request to have any loan interest due annually billed to me directly and not drafted from my account. I understand by electing this
option, I am responsible for loan interest which is billed to me.

AUTHORIZATION
By signing below, I (the bank account owner) understand and accept these terms and conditions:

 The Company is authorized to withdraw funds periodically from my account to pay my insurance premiums, and to continue to
initiate such debits in the event of a conversion, renewal, or other change to any such policy.

 If my financial institution does not honor a withdrawal request, The Company will NOT consider my premium paid.

 This Authorization may be terminated immediately by The Company if any debit is not honored by the financial institution
named for any reason, otherwise upon 30 days of written notice to the Policyowner.

 If you want to cancel or change this authorization, you must contact The Company at least ten business days before a
scheduled withdrawal.

SIGNATURES

____________________________________________________________ ______________________
Signature of premium payor (bank account owner) Date:

_ __________________________________________________________ ______________________
Signature of Policyowner (If different from premium payor) Date:



A-90 Page 1 of 2 (03-08)

CONDITIONAL

RECEIPT

AGREEMENT
The Savings Bank Life Insurance Company of Massachusetts
P.O. Box 4048, Woburn, MA 01888
Telephone (800) 694-7254 www.sbli.com
(Referred to herein as “The Company”, “We”, “Us’, or “Our”)

____________________________________
Name of Proposed Insured

A. NOTICE TO PROPOSED INSURED AND OWNER
No insurance coverage will become effective before delivery of the policy applied for unless and until all of the conditions of this Agreement are met. If
any conditions are not met, the Producer is not authorized to accept a premium and there will be NO COVERAGE. No Producer has the authority to
alter or waive the terms or conditions of this Agreement. This Agreement shall be void if altered or modified.

B. PROPOSED INSURED’S REPRESENTATIONS
1. Has the Proposed Insured:
a. in the past 10 years had unintentional weight loss, or any symptoms of a disease or an impairment for which he/she has not

consulted a physician or a member of the medical profession?  Yes  No
b. in the past 5 years had, been treated for, been advised to be treated for, or now has, any type of heart disease or any other

vascular disease, cancer, leukemia, malignant tumor, any disorder of the immune system, stroke, or alcohol or drug dependence
or abuse?  Yes  No

c. in the past 90 days, been admitted to a hospital or other licensed health care facility, had surgery performed or recommended, or
been medically advised to have any diagnostic test (excluding an AIDS-related test) that was not completed?  Yes  No

d. been diagnosed as having Hepatitis C, Acquired Immunodeficiency Syndrome (AIDS) or AIDS Related Complex (ARC)?  Yes  No

2. Is the Proposed Insured less than 15 days or more than 70 years old (age nearest birthday), on the date this Agreement is signed?  Yes  No

3. Is the initial amount of life insurance coverage applied for on all applications pending with Us, including the current amount of all
existing life insurance coverage with Us, greater than $500,000?  Yes  No

C. CONDITIONS WHICH MUST BE MET BEFORE INSURANCE MAY BECOME EFFECTIVE PRIOR TO DELIVERY OF THE POLICY
1. All of the questions above are answered “NO”; and
2. An amount equal to the modal premium indicated on the application must be received by Us; the mode must be either annual, semi-annual,

quarterly or monthly (two months’ premium required); and
3. All medical examinations, tests, x-rays and electrocardiograms initially required by Our published rules with regard to age and amount requested for

the risk class and plan applied for must be completed within ninety (90) days from the date this Agreement is signed; and
4. The Proposed Insured is, on the Effective Date, a risk acceptable for insurance exactly as applied for, or better, according to Our rules and

practices, without modification of plan, premium rate or amount; and
5. On the Effective Date the state of health and all factors affecting the insurability of the Proposed Insured for coverage must be as stated in all

application documents required by Us; and;
6. Any check, authorized withdrawal, credit card payment or any form of payment must be received and honored when first presented.

D. EFFECTIVE DATE
If all of the conditions above are met, then insurance coverage, subject to all the terms and conditions of the policy applied for and as if the policy
applied for had already been issued and delivered, will become effective on the latest of: (a) the date of application; (b) the date of application – part II;
(c) the date of completion of all underwriting requirements stated in Section (C)(3), above; or (d) the special policy date requested in the application, if
any.

E. MAXIMUM AMOUNT
The maximum amount of life insurance coverage available under this Conditional Receipt Agreement shall be the lesser of: (1) the amount of
insurance applied for in the application - part 1; or (2) $500,000, minus the amount of insurance on the Proposed Insured’s life in force with Us under
any policies and Conditional Receipt Agreements, applied for or pending issue with Us, including Accidental Death Benefits; or (3) if death is due to
suicide or intentional self-inflicted injury, the amount of premium paid will be refunded and no death benefit will be paid. There is no coverage beyond
70 years old (age nearest birthday) or below age 15 days.

F. REFUND OF MONEY
We will refund your money on the earliest of the following dates: (1) If any of the conditions above are not met; or (2) A policy resulting from the
application is refused; or (3) 90 days from the date this Agreement is signed. Our liability will be limited to the return of the amount paid with this
Agreement. All returns will be made, without interest, to or for the benefit of the Owner. We may send a notice or return premium terminating this
Agreement at any time before delivery of the policy.
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____________________________________
Name of Proposed Insured

G: AGREEMENT
I agree that: (1) the limited amount of insurance that may begin prior to policy delivery will not exceed the Maximum Amount as defined above; (2) this
limited amount of insurance will not begin unless all of the CONDITIONS listed above are first met exactly; (3) this Agreement will be void if the
Agreement or application contains any material misrepresentation, or if the Proposed Insured dies by suicide or intentional self-inflicted injury; and (4)
this Agreement will automatically end on the earliest of the following dates: (a) the date the entire amount paid with this Agreement is returned, or (b)
the date a policy is delivered to the Owner; or (c) 90 days from the date this Agreement is signed. I further agree to any remaining terms, limits, and
conditions of this Agreement and the application. I understand that my payment herewith has not purchased immediate life insurance coverage.

Signature of Proposed Insured Date Signature of Owner/Applicant (if not Proposed Insured) Date

H: PRODUCER/BROKER STATEMENT

On the date below, I received the amount $___________ from _______________________________________________ in exchange for this
Agreement. This Agreement bears the same date as the application – part I. I have accurately represented the terms and conditions of this
Agreement to the Proposed Insured and Owner. I know of no reason why any person to be covered may not be eligible for insurance.

Signature of Producer Date

ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO THE COMPANY. DO NOT MAKE CHECKS PAYABLE TO THE PRODUCER. DO NOT
LEAVE THE PAYEE BLANK. CASH AND MONEY ORDERS WILL NOT BE ACCEPTED.





AM-209 (04/2009))

The Savings Bank Life Insurance
Company of Massachusetts

One Linscott Road, Woburn MA 01801
Telephone (800) 694-7254

NOTICE AND CONSENT FORM

EMPLOYER-OWNED LIFE INSURANCE

Name of Employer (hereinafter “the Company”): __________________________________

Name of Employee/Director of Company: ________________________________________

Social Security Number: ________________________________ Gender:______________

Date of Birth: ____________________ Age Nearest Birthday (Cannot Exceed 65): _____
(Month) (Day) (Year)

Home Address: ____________________________ _____________________ __________
(Street) (City or Town) (Zip Code)

Business Address: __________________________ _____________________ __________
(Street) (City or Town) (Zip Code)

Check One of the Following:

 I consent to have life insurance purchased on my life for the benefit of the Company,
and I acknowledge that the Company has an insurable interest on my life. I have been
advised that the maximum face amount of insurance to be purchased on my life at
the time of issue will be no more than $ _______________. I have received a written
explanation from the Company, understand the reason(s) for this life insurance and
agree to have insurance placed on my life. I agree that the Company will have all of
the rights of ownership, will pay all premiums, and will be the named beneficiary of the
life insurance policy. I understand and agree that my administrators, estate, heirs,
and assignees have no rights to any policy proceeds or benefits, unless specifically
agreed otherwise in a separate written agreement between the Company and me. I
further understand the Company may keep a life insurance policy, or policies, in effect
on my life after my employment (or service as Director) with the Company has ended.

 I do not consent to have life insurance placed on my life by the Company. I
understand that my declining to provide consent will not adversely affect my
employment (or my service as Director).

___________________________________ _____________________________ ___________

EMPLOYEE NAME EMPLOYEE SIGNATURE DATE


