The Life Settlement Alliance, Inc.

Settlement Application

A. PERSONAL INFORMATION (PLEASE PRINT OR TYPE)

Insured(s)

Address

City, State & Zip Phone

Birth Date Social Security Number

Marital Status: Single/Never Married Married Widowed Divorced

If divorced please attach copies of property settlement & divorce judgment.

Are you a defendant in any suits or legal actions? Yes No

Have you been declared bankrupt? Yes No

B. LIFE INSURANCE INFORMATION (Please include a full copy of the policy)

Insurance company Policy number

Policy type: UL VUL Whole Term Joint

Policy owner, if not insured State

Date of issue Policy face amount

Was this policy converted? Yes_~ No___ If yes, Conversion date Type

Please list the primary beneficiaries

C. MEDICAL INFORMATION

Brief Medical History

Please provide the name and phone number of your physician and/or hospital that we may contact to obtain
your medical records. For additional health care providers, please provide an addition sheet.

PHYSICIAN/HOSPITAL
Name Phone Number
Name Phone Number
Name Phone Number

For Agent Use: Please include the following with the application/authorization: 1) Current Inforce
lllustration to maturity (with level death benefit and minimum premiums if a UL). 2) Current APS (if not
within the last 90 days, please provide physician information in Section C. 3) Copy of Drivers license and SS#



AUTHORIZATION FOR RELEASE AND USE OF MEDICAL
AND/OR INSURANCE INFORMATION

| hereby authorize any physician, medical practitioner, hospice, hospital, clinic or other medical or
medically related facility, insurance support organization, pharmacy, governmental agency,
insurance company, group policyholder, employer, benefit plan administrator, or any other institution
or person to provide LSA and/or its authorized representatives or designees, any and all information
as to diagnosis, treatment and prognosis with respect to any physical or mental condition including
psychiatric conditions, or drug or alcohol abuse, of or relating to the Insured.

This authorization allows for the disclosure, inspection and copying of any and all records,
reports, and/or documents, including any underlying data, regarding the care and treatment
of the Insured, and any other information in your possession concerning any treatment or
hospitalization, including, but not limited to, all testing materials completed by or
administered to the Insured, along with any and all medical charts, clinical or doctors' notes,
memoranda, medical reports, X-ray reports, index cards, history notes, pictures, records and
medical bills in your possession and control.

| understand that the information authorized for release may also include insurance policy
information, including but not limited to, forms, riders and amendments concerning the
policy. | understand that funding sources and their medical underwriters and/or contingency
re-insurers will use information released or obtained pursuant to this Authorization for the
purposes of pursuing and/or completing the sale of life insurance policy(ies) on which | am
the owner or Insured, and | hereby expressly authorize such use and disclosure. | agree that
a photographic copy or facsimile of this Authorization shall be valid as the original. | agree
that this Authorization shall remain valid for the lifetime of the undersigned (or the last to
survive of the undersigned if more than one signatory), absent any provision of any
applicable state statute or regulation to the contrary, in which event it shall remain valid for
the maximum period permitted thereunder.

Signature of Insured Date Signature of Policy Owner Date
Printed Name Date Printed Name Date
Signature of Witness Date Signature of Witness Date

Printed Name Date Printed Name Date
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