Proot of Death

AE G Ciaimant’'s Statement

L3

Q American General Life Insurance Company, P.0O. Box 305800, Nashville, TN 37230-5800
] The United States Life Insurance Company in the City of NY

A meaeher of American frtérnational Group, Inc. (MG}

Gvernight: ATTN: Life Claims, #2, American General Center, Nashville TN 27250-0002

Ta Be Complated By Each Beneficiary {please print) Claim Number
POLICY NUMBER/GROUF NUMBER & CEATIFICATE NUMBER (If muitipie policiuz, pleass Hist all)
DECEASED FULL NAME {inelygte riddbe mamel DECEASED S0CIAL SECURMTY MUMBER TATE DF BIRTH
CAUSE OF DEATH DATE OF DEATH List giner hyphengtions, nickaames, aliages and/or maiden names usad by deceased in the past.
CLAIMANT S NAME . OATE GF BIRTH SOCIAL SECURITY # OR TIN
ADIRESE Civy STATE ZIP RELATIONSHIP T4 DECEARED
EMAIL ?‘\DDHESS TELEFHONE NO. ALT D,
: { } { )
Have you dssigned any of the proceeds of this pelicy to 8 Funeral Home? Dyves Lling 1Eyus, whi have the proceeds baen assigned to? o

{11 assigned, we must have the assnmant papars 1o progess the elain, please provide o copy ofthe Funeral Home Fszignment.)

LIST BALH ASSIGNEE WITH CONTACT NUMBER

| have read and } understand the important Fraud Dizclosure information located on page 8 of this form. New York: Any person wha knowingly.
and with intent to defraud any insurance company or other person files an appiication tor insuranoe of statement of claim containing any
materially false information, or conceals for the purpose of misleading, information concerning any fact matgrial thergto, commits a fraudulent
insurance act, which is 2 crime, and shall also be subject to a civil penalty not t exceed five thousand dollars and the stated value of the claim
for aagh uch violation, !

AUTHURIZATION REGARDING t“Insured”)

I the Ulatmant/ Legal Reprecentative of the insure duthorize each inguranct company listed obove and Americen General Life Companies LLE (an atfiliats services company) {eoliectivey,
the "Company™) and their authorized rapregentatives ingluding thel emplayees and agems, to provido information to, and, to receive infarmation from, MIB Inc., which operates an
inforfantion oxchange that assists insuranae companles with Benelit adeinistration, ¢laims. and fraud prevention and detaction activities. Tha authorization wilt be vabid for the duratian of
the claim or 24 manths, whichevar ie lenger. | undeestand thal € may revoie 1 by giving written notice to tha Company, but sry actian taken by the Company before receipt of seh natice will
be vaiic, | acknowladge that | am entitied Lo obtait & ¢epy of the authorization and a copy will be as valid 2z tha original.

PLEAGE
SIGH HERE

Signature of Claimant/Legol Represenzative of the nsured Frinted Mame Date

Cerfification of Trustee(s) complete this section oaly if Benehoiary s the Trust
Wamu of Trust:
Tas 10 of Tt J—

The undersigned hereby certify a& follgws:

L Thatthey are Trugteas under s Trust Agreementdmted o —— Ameandad:
2. Thatthey are the Trustees designated as bengticiary ander the 2bove nurmbered policylins);

3. Thatsaid Trust Agreement is in full force and eifect and that by is Lerms they are empowered Lo receive payment of the procesds of the above polisylies),

4, That, i applicable, said Trust/Plan te presently fully guelifind having mearthe reqiretnants of Seclion 40i{a) of the lntermal Revenus Code,

it i3 understand and agreed by the undersigned that payment of such proceeds to the Trustaes shall discharge the Company feom any snd all bability therelfore and that the Company shall
vy ng cosponsihifity for the canying out ofthe Trust Agresment. .
The piural g2 usad hgrein ahall inchud the singular wherever applicahic,

Signad this day of - a0

Iividal Trusts lsh

|

{Siyanture) {Frintad Mame) (Zignature) tFrinted Narna)
R

[Teustee Signaturg) {Printed Name)

Corporate Trustee:

{Mame of Corparate Tragies)

By: i
{QiTeer's Signatura) {Printed Name) {Titla)
(Al ce-ﬁrustees Mgt sion.}

SO || ] p—



~~~~~~~ Payment of Policy Proceeds --—-—-

If yalir insurange benefit is $50,000 or mare, you may elect to have the proceeds paid through a free, interest-bearing account called the Instant
Accass Acoount, (This option is not available for residents of Alaska, Arkansas, Gonnecticut, Indiana, Kansas, Kentueky, Louisiana, Maryland,
New Jersey, Rhode Island and New York.) .

= . Thisis & draft account whereby yau may draw down the insurance proceeds and interest by drafting drafts which are payabie through Tha

© Bank of New York Melion,

= ‘A personal draft book will be mailed to you onite your ¢laim bas been approved. You may access your account by writing a draft for 5250.00 or
_mare, 1 yau wish, you can write a single draftfor the entire ampunt, including interest, to close your aceount. Your drafis are payable through

+"The Bank of New York Mellon. The delivery of your draft hook eonstitutes payment of your full benefit amount.

*  There are no menthly service charges, per-draft charges or draft Tees, Fees will be charged for the following special services: any draft
presented for payment againgt insufficient funds, any stop payment order, and any drati or statement copies. The charging hank reserves the
rightta change its Tees 2t any fime,

= Showld your Instant Access Acceunt balance drop belaw $10,000, the account will be automatically closed and a draft for the balznce malled
o you, with ageried interest on the 10th day of the following menth.

+ Youwilf receive @ Quarterly statement, showing all transaciions, interest cradited and the applicable rate{s) of interest for the period.

*  Your Instant Aceess Account earns intergst at a periodie interest rate determined by the company which is sat after monitoring current short
term rates ang other prevailing rates available in the marketplace,

*  The interest rote is subject to perindic review and may be adjusted by the company. There iz not @ mirimum interest rate cradited 1o the
account.

+  Interestis compounded daily and graditad to your actount manthly, interest may he taxable; please consult with yaur tax advisor regnrdmg
taxable intarast ameunts,

«  To obtain the current interest rate for your account, please review your Quarterly statement or call 1-588-562-9155 {M-F) 8:00AM %o 7:00PM

‘;Eﬂstcm Time, ‘

+ . Bothyour principal and any interest yeu earn are guaranteed by American Genersal Lifg Insuranca Company {American General Life),

* 'The Instant Access Account is notinsured by the Federal Deposit lsurance Corporation (FQIC). Its funds are guaranteed by the State Guaranty
‘Associations. Please contactthe Natipnal Drganization of Life and Health Insurance Guaranty Associations (www,nothga,comiio learn more

“about coverage of your agoount,
+  Accountbalances are the liability of American General Life, and Amarican General Life reserves the right to reduce account balances for agy
. payment made in error. ‘

*  Seulament options undsr any paficy Tor which benefits are paid under a instant Access Account are preserved until the entire fistant Access
Acgount ig withdrawn or the balance drops below $16,000.06. :

+ faninitia life insurance benefit is lass than $50,000, American Genersl Life will send you a check for the total benefit amount,

*  Anyvalue remaining in your Instant Access Account may be transferrad to the apprapriate state authority as unclaimed property if no activity
aeeurs in the account within the tme period spacified by applicable state law,

i yml have questions regarding the Instant Access Account, please cali 1-888-562-9158 {M-F) 8AM to 7.00PM Eastern Time or write to lnstant
Access Account, B0, Box 534075, Pittsburgh PA 15253-40285,

Select one of the following choices;
Proceeds left on deposit - the death benefit is left on deposit with us earning interest at a rate we determing. The funds are 1rrcssubla
through o tnstant Access Account, s described above.
i Lump sum payment - the death benefitis paid in 2 single lump sum settlement check,
[::l Payments for a specific period - you will receive equal monthly payments far s spacific period you select, The number of payments you
Ca wish to receive is: {in manths)
m Fayments for a specific amount - you will receive equal monthly payments of an amount you selected until the death benefit, and any
‘-‘ Pooacoryed terest, Is paid in full. The emtount of each payment you wish to receive is; §
E Payments for life - you will receive equal monthly payments for your life. Upan your death, payments will cease.
1) Payments for fife with a quaranteed period - you will recelve equal monthly payments far at least the guaranteed pariod and paymemn
"~ will continue beyond that period until your death,*
'“‘Any amount remaining upan your death would be paid according to the beneficiary designation estabilshed for the payments.

i you,':do not select ong of the options abave for payment, any proceeds payable will be paid by compagy check,
Mote: The signature on this Claimant's Statement will be used as your signature card Tor the Instant Actess Account, if selected.

Rates

Signature




Federal & State Withholding {(must be complated):

bcome Tax Withholding: The distribution(st you recelve from the lnsurer may be subject 1o federal income tax withholding unless you are eligible to
glectout of withholding and elect natto have witkholding apply, (However, we must have your carrect US Taxpayer Identification Number (TIN) an page
2in ordér for you to elect into or out of withholding.) Withkolding wili only zpply to the taxable portion of your distribution. Yaur withholding election will
remain in etfect untif you revoke it. Unless you elect otherwise above, we will withhold 10% of the taxable amount of vour dlqtrlbutlon

States WIth g stata income tax either require mandatary withhelding or allow voluntary withholding. i your state requires mandatory WIthholdmg wie wil
withhold the mandatory amount without regard to your election abova. Should you elect state incomatax withhalding and fail to provide a specific ddllar
or percentage amount and your state of domicils does not provide a default state withholding amount, we will withhotd far state incame tax purposes 5%
of the taxable partion of yeur distribution for state income tax. Should your state of demicile require a specific statg withholding farm, your stste incame
tax withholding election will not be taken into acecunt {and we will withhold based on the state mandatory withhelding rate or our defaul statz income
tax Withhﬂ!ding) untit the required farm is received at our Customer Service Senter.

Withhélding Election: f you are eligible to elect gut of and slect not to have federal or state income tax withheld, please be advised that you may
b liable to pay the federal o stats income tax on your distribution as deemed appropriate by the Internal Revenus Service or stste taxing authority,
regardiass of your election. You may also be subjact to tax penalties if your payments of estimated rax and withhiolding, i any, are not adequate.

Notice t non- -regident aligns and for payments made autside the U.8.: A payment o a non-resident Df the US or mada 1o an addrass utside the United
States may be subject to federal income tax withholding at a rate of 30% of the taxable pertion of the distribution. The payee may submit a completed
IRS Form W-BBEN {or If applicatle, s Form W-8BEN-E) and elact reduced withholding if the payment is gligible for reduced withholding.

: Federal Withholding Flection State Withholding Elestion
O DD NOT withneld any federal income taxes unless mandated by (1 o NoT withhotd any stale income taxes unless mandated by law.
law, C100 withhold  state  income taxgs in  the  amount  of
L1D0 withhold federal income taxes in the amount of kS or % {eannot be tess than any mandatory
3 or % (zannot be less than sny mandatory withholding)
withhalding),

S

The Cmﬁpany will provide you and the lintgras! Revenue Service with an infarmational tax furm after the close of the calendar year,

e

DWNER 3 TAX CERTIFICATION (Substitute Form W-8) - To he completed only by U.S, persans {including U.S. citizens and resident aligns), 1f not ]
U.S. person. you are required to submit the applicable IRS Form W.g series (BEN, BEN-E, ECI, EXP ar ),

Uﬂd'?- penalties of perjury, | certify that the taxpayer identification number listad on this form is my correct SSN and § am 2 U.S. Citizen or other
U3, person (including resident aliens), [ further certify that | am exempt from backup withhotding and/or the Forcign Account Tax Compliance Act
{"FA"I"CA "} reporting unless | check the applicable boglag) helow:

o - [ Thave been notified by the Internal Revenue Service that | am subject to backup withholding due to the failure to repaft
all interest or dividends, The Company is required to withhold income tax on any payments, which include interest and
dividends when the owner is subject to backup withholding,

L 1am subject to the reporting requirements of the FATCA,

Ple,a‘s‘.e consult your tax advisor with any guestions you may have regarding this certification.

The Internal Revenue Service does not reguire your consent to any provision of this document other than the centifications required to avoid badkup
withholiing,

Datg

Claimant {Beneficiary Signature

SO 11T s



I Yau Are Claiming Any Accidental Death Benefits
Please complete this section: {laclude copies af available newspaper clippings and/or police report giving circumstances)
Typo of Accident:

Date: Location:

Details: - e

investigating Officer/Agency:
Name;
Address,

Phone Number: ____

if Manner Of Death Was Homicide ‘
Motive? ArrestMade?  [Yes [iNg
Suspects? (Glva names)
Trig pending?  [VYes [ Ino ‘
Witné;sas? {Give names, addresses, phone numbers)

lavestigating Officer/Rgency;

N ami'a::
Addrass:
Phone Number,

H Palicy Has Been It Foree For Less Than Twa Years, please complete this section;

F'Iaas_e provide a stalement of medical histery for the decsased, Include Name, Addrass, Phone Number and year of treatment for all Doctors,
Hospitsls, and Clinics that had treatad the deceased in the last 10 vears. Also, inchude the name of the Pharmacy and Group msurance Sarrigt if
additionsl space is needed please include & separate page if necessary.

The ﬂbmpanv Wil Order These Rerords,

Health or Member iD No.: Irsurad:
Carrier: Pharmacy:
Ad;‘ilress: ' . Address: -

Pho‘r{é Number;

Phane Number:

Doctdr/Hospital;

Addraas:

Roctor/Hospital:
Address;

F‘hm‘{;'é Number:

Year of Treatment:

Phone Number

Year of Treatment:

Poctor/Hospital:
Address:

Doctor/Bospital;

Address:

Phone Number:

Yaar of Treatment:
Year of Treatment: '

Phone Number:

Year of Treatment:

Year of Treatment

Paga Gof9
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HIPAA Authorization - Life Claims

L

AlG

HEA;LTH INSURANCE PORTABILITY AND ACCOUNTARBILITY ACT (“HIPAA")
Authorization to Obtain and Disclose Information

A mambar of Amaricarn Interaalionst Group, inc, (A(G]

_ [/
Namie of Insured (Please Print} - Date of Birth
I, the Insured above or the Personal Representative acting on hehalf of the Insured, hereby
authorize ali of the people and organizations listed below to give American General Life Insurance
Company {“AGL"), The United States Life Insurance Company in the City of New York (“US Life”),
and.any affiliated services company (AGL, US Life and affiliated services companies collectively
“the Companies”), and their authorized representatives, including agents and insurance support
orgamzatmns(collectlvely, the "Recipient”), the following information:

. anyand allinformation relating to the Insured’s health {except psychotherapy notes} and the
- Insured’s 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 drugs or alcohol; drug prescriptions, and communicable dlseases
- including HIV or AIDS; and

+ . Information about me, including my name, address, telephone number, gender and date of
~ birth. |
I he'r,'éby authorize each of the following entities to provide the information outlined ahove to:
. any physician, nurse or medical practitioner or practitioner group;,
«  any hospital, clinic, other health care facility, pharmacy, or pharmacy benefit manager;”

* anyinsurance or reinsurance company {including, but not limited to, the Recipient or any of
“ the Companies {as defined above} which may have provided the Insured with life, accident,
health, and/or disability insurance coverage, or to which the Insured may have apphed for

- iInsurance coverage, but coverage was not issued);

* ©any consumer reporting agency or insurance support erganization;
» the Insured’s employer, group policy holder, or benefit plan administrator;
e the Medical Information Bureau (MIB); and

| undérstand that the information obtained will be used by the Recipient to:

»  determine the Insured’s eligibility for benefits under and/or the contestability of an insurance
- policy, and

* detect fraud or abuse or for compliance activities, which may include disclosure to MIB
and participation in MIB's fraud prevention or fraud detection programs.

Cormpiete and return welth yowr claim, Page §of 9 ! 'Ei”!ll ‘I “llli” ”il I“ ‘!!” E‘E’ AGLETIE0A Revieg



| hereby acknowledge that the Companies are subject to certain federal privacy regulations. |
understand that information released to the Recipient will be used and disclosed as described
in the Notice of Health Information Privacy Practices, but that upon disclosurse to any person or
organization that is not a health plan or health care provider, the information may no longer be
pratected by federal privacy regulations.

| may revoke this authorization at any time, except to the extent that action has been taken.in
reliance on this authorization or other law allows the Recipientto contest a claim under the policy
or to-contest the policy itself, by sending a written request to: American General Life Insurance
Company, Attn: Life Claims Department, P.O. Box 305800, Nashville, TN 37230-5800. | understand
that my revacation of this authorization will not affect uses and disclosure of the Insured’s health
information by the Recipient for purposes of claims administration and other matters associated
with my claim for benefits under the Insured’s insurance coverage and the administration of any
such policy.

| understand that the signing of this authorization is voluntary; however, if | do not sngn the
authorization, the Companies may not be able to ohtain the information necessary to consider a
claimforben@ﬁts

This authorization will be valid for 24 months or the duration of any claim for benefits under the
insuréds insurance coverage, whichever is later. A copy of this authorization will be as valid'as
the original. | understand that I am entitled to receive, upon request, a copy of this authorization.

Printed Name of Insured or Personal Representative Policy Number/ Control Number
X

Signature of Insured or Insured’s Personal Representative Date

Printed Name of Witness Relationship

X

Witness Signature {if required) Date

Description of Authority of Personal Representative

Cmnplﬂte"‘und return with your ¢laim. Page 7 afd | ’il“iu !i ml!!” III] !H !!E“ lji. AGLOTE0A Revadig



Proot of Uﬁaih

AIG

Amemdn General Life Ensurance Cnmpany o Lo .

The United 8tates Life Insurance Company in the City of New York - w000

A mamber of American fnrﬁmaxromq!ﬁmup_ Ine, (AIG) S -'? !
“J

.__.»-"*

Service Cantar; 0. Box 305800, Naghville, TN 37230+5800 ( }( e !ﬂﬂ_ 4

USE THIS FORM OMLY WITH CLAIMS FOR NATL-JRA?; DEATH BENEFITS
OF $15,000.00 O ESS ONINCONTESTABLE POLICIES

.#J—w—‘—ﬂ;;
!

4

To be c:ornpleied by Ilcansed practicing thslc!an Caroner or/Funerdi F‘)Irwmr]

l.uw—

A]

E

/ * | cei u fythat _ - - . . Soclal Sacurity Nurmber - ,the,
! insurad/aencf:czary named in po!aw b disdon e . The date of birth;
f _____ / wi - This person diedlar I - The principal cause of

demh wag__ ' _ L o ’ |
L S ) %
E Date : : @m i .
i Physician-CéronerFuneral Dirsctor
I (Striks out titles notapplicabls)
' A
} N “Print Nams '

/ X
]- Withess Signature g
| o

Brint Witness Name State Zip Cuce

',"f
- L ‘ -

/i S Phops #_ ‘ ‘ ;\F’hcnc#

L\{-‘\{& .—E—f{ "l \it% }:}Q%’g Ggﬂsﬂ% d.‘u

—— —-«—"
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