Supplemental Application for
Chronic lliness Accelerated Death
Benefit Rider

American General Life Insurance Company, Houston, TX

This is a supplement to the application for the Life Insurance for the Primary Proposed Insured. Please complete if the Chronic lliness
Accelerated Death Benefit Rider is being elected.

(Check the box that applies)

[J New Application [ Reinstatement [] Base Policy Specified Amount Increase

1.

Primary Proposed Insured
First Name M Last Name Date of Birth

Benefits (Complete for New Application Only)
A. Maximum Monthly Benefit Percentage: [ 2% [ 4%
B. Lifetime Maximum Benefit Percentage: %

Note: If the Chronic Iliness Accelerated Death Benefit Rider is approved and added to your policy, the policy will also include, at
no additional charge, a Terminal lliness Accelerated Death Benefit Rider. The Disclosure of Accelerated Death Benefits form must
be completed for the Chronic Iliness Accelerated Death Benefit Rider, if required by the state of issue.

Health Questions — In this section, “you” refers to the Primary Proposed Insured.

A. During the last 12 months, have you:

1. Required assistance or supervision of any kind to perform an activity of daily living (ADLs) which consist of:
Mobility (including the use of a pronged cane), taking medications, dressing, eating, walking,

(oYL Ao T L (o1 =] 1 o AU [1Yes [ No
2. Used any of the following:
[ JYes [J No - catheter; [ JYes [ No - chair lift; [ ] Yes [ No - dialysis;
[]Yes [] No - motorized scooter; [ ]Yes [ No - oxygen equipment; [ ]Yes [ ] No - respirator;
[]Yes [J No - walker; (] Yes [ ] No - or wheelchair; [ Yes L] No - quad or three-pronged cane
3. Been advised to enter, reside in or require any of the following:
[]Yes [] No - nursing home []Yes [] No - assisted living facility
[]Yes [ No - long term care facility []Yes [] No - residential care facility
[]Yes [ No - adult day care [J Yes [J No - skilled nursing facility (SNF)
(] Yes [ No - required home health care [J Yes [ No - Continuing Care Retirement Community (CCRC)
B. During the last 3 years, have you:
1. USed iNSUlIN 10 treat DIADELES? .......cvveceveeceveeereecereee st sseessesssssesss s sss s s s ss s s s s s s st sssssssasssssasssssaness [JYes [JNo
2. Been diagnosed or treated by a licensed health care provider for Diabetes WITH COMPLICATIONS*
(*such as eye, Kidney, OF NEIVE AAMAYE)? .......cc.eceeveeeeeeeeeeeeneseeserssssesssessssssesnsssesssassssssssesssnsssssssnssssssssnsssssssassssnsssnnes [JYes [JNo

3. Been diagnosed or treated by a licensed health care provider for Diabetes AND:
(] Yes [[J No - Heart Disease (] Yes [[J No - Stroke (] Yes [[J No - Peripheral Vascular Disease

C. Have you EVER been diagnosed with, been treated for, tested positive for, or received medical advice from
a licensed health care provider for any of the following conditions:

T AlZNBIMEI'S QISBASE ...vvvvvvvveievvserssissssesssessssssssssss s s s s ss s s s bbb s8R0 [JYes [JNo
p B 111111 U DO DO [JYes [JNo
3. Mild Cognitive IMPAIrMENt (IMCI) .......cveeeeeeeeeeeeeeeereeeseseseeeseeessessssessssssessessssssssnsssssssnsssessssnsssnsssnessassssnsssssssssssssssnssanns [JYes [JNo
4. 0rganic Brain SYNAromE (OBS) .....ocecceeeeeeeeieeseeeseenesseesssessesssssssssssssssesssenssssssssssssssssssssssssnsssnessasssssssssssssssssssasssane [JYes [JNo
5. AMPULATION QUE T0 TISBASE w.vvvvvevceeereeeeeeeeeesseessesessssssessssssssssssssssssssssesssnssssssanssssnsssnssssssanssssssssssssnsssssssnssssssssnsssnesen [JYes [JNo
B. ALS (LOU GENIIQ'S QISBASE) cevvvevveeereeeeeercreeeeseesssesesessensssesssnssssssnssssssssssssassssnsssnsssssssnssssssssssssnssssnessssssanssssssasssssssanssans [JYes [JNo
1.

Stroke



8. Cerebral VasCUIAr ACCIAENT (CVA) ..o ettt et e tesee et e st sasees s sesessssessseasassesassnesssesasssseassnsasessasessnsanen [ JYes [JNo

9. TranSieNt ISCREMIC ATLBCK (TIA) ceeeeeeeeeeeeeeeeeeeee e ettt et s et esee et e seesaseesesesessseessseasassenesssesssssasssseassnsasessaeassnsaren [ JYes [JNo
10. Organ Transplant (other than corneal) .... (JYes [JNo
11, VIUHIPIE SCIBIOSIS ovvvoveeeececveeveverees et s s es s s ssss s s s sasssasssesssnsaas [JYes [JNo
12, HUNINGION'S CROTBA cooceeveeeeeeete s s s s ns s saas s ssnssas (JYes [JNo
13, MIUSCUIAT DYSITOPNY oot s s ns s saas s sanssnsaas (JYes [JNo
T4, MYASTNENIA GIAVIS ..ooeeocveceeveceeeeseeseseve s ss s e s s bbb s s es s s sses s sns s sass e sasssnssas (JYes [JNo
15. Macular Degeneration..... (JYes [JNo
TB. BINANESS ..ottt bbbttt s e sesssnssa (JYes [JNo
17, OPUC NBUIEIS covveeeeceeceeeee ettt et s s bbb s s s s es s aes s sns s saes s sanssnsaas [JYes [JNo
18. OStEOPOrOSIS WIth fTACIUIES ....ooovveveeeeeeeeeceetceeeee et sasssnsaas (JYes [JNo
19, PArKiNSON'S QISEBASE ...vvcevevceeeeeceeeeeseeseeseese e ss s et s s s es s ass s ss s sase s sasssnssas (JYes [JNo
20. POSt-P0lio PAralytic SYNAIOME .........oeeeeeeeceeevceveveeveeveete et sns e ssnsaes [JYes [JNo
21, POIYMYOSITIS .ovveveeeeeeevceereeee ettt s st s s st s e sass s ns e ssnsaes (JYes [JNo
Yo 1= €T =T 11T VOO (JYes [JNo
23, IVIBIMOIY [0SS..u.ueeeeeeeceecveeeeeeeeeee et sses s s s st s st s bbb s st s e sass s s sns e ssnsaes (JYes [JNo
24. Unplanned weight loss greater than 15 pounds within the 1ast 2 Years .......cccceevveerveevveresrseseee s (JYes [JNo
25. Arthritis with narcotic pain medication within the past 12 MONthS ........cccvvveerveveeeresee s (JYes [JNo

D. Do you have a parent or sibling diagnosed or treated by a licensed health care provider for
Huntington’s chorea or Polycystic Kidney DISBASET? ........cccceeveerreririeisiesisiseessstsssssssssssssssssssssssssssssssssssssssssssnssssssssssnsans [JYes [JNo

If any question in 3. A-D was answered yes, the rider is not available for the Primary Proposed Insured and this supplemental
application should not be completed or submitted.

E. Inthe last5 years, have you been diagnosed with, treated for, tested positive for, or received medical
advice from a licensed health care provider for any of the following conditions:

LI Lo T A T=T 01 Yo o OO [(JYes [JNo
2. IVIUHIDIE FAIIS oottt bbb s s s s s s sssssanssnssnsanes [JYes [JNo
3. INJUIY QUB 0 @ TAIl oottt s s ssns s sasssanssnssnsanes [JYes [JNo
04 1 =T A - Y OO [(JYes [JNo
LT o TN 30 | - Y= S0 [JYes [JNo
B. LOSS OF SITENGEN oottt s s s s ssassanssnssansannes [(JYes [JNo
7. Tremors.... [JYes [JNo
e D141 1= 1SR [JYes [JNo

4. Lifestyle / Supplemental Information — In this section, “you” refers to the Primary Proposed Insured.

A. Do you have a handicap sticker, handicap placard, or handicap license plate? (Give reason below) .........c.ccccvvveenee [JYes [JNo

B. In the last 24 months, have you had to limit or been advised by a licensed health care provider to limit,
reduce, discontinue or restrict any activities or hobbies? (If yes, give reason below)........c.ccvveveverieescneiseisesescnsineens [JYes [ No

C. Inthe past 24 months, have you required assistance with any Instrumental Activities of Daily Living (IADL’s)
which consist of: shopping, arranging transportation, housekeeping, cooking, laundry, meal preparation,
managing finances, managing medications, using the telephone or used a straight cane?
(If V@S, GIVE TRASON DBIOW) ..ottt s ss s s s s ses s s sans s sas s s sansanssassnsan [JYes [JNo

D. Within the past b years, have you received any:
[ Yes [J No - long term care benefits [J Yes [J No - disability income benefits
(] Yes [ ] No - Social Security Disability Income Benefits
(If yes, please provide details in Section 5, Remarks.)

E. Within the past 5 years, have you been declined for: Long term care insurance; Long term care insurance
rider or Accelerated Death Benefit Rider attached to a life insurance policy or an annuity contract?
(If yes, please provide the name of the company, date and the reason, if known, in Section 5, Remarks.) .................. [JYes [JNo

||||I| ||||H|I| ||‘ |‘|| o
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5. Remarks

6. Replacement Question

You are applying for a life insurance policy with an accelerated death benefit rider. By applying for this policy,

do you intend to replace any Long term care (LTC) insurance policy; Long term care insurance rider or

Accelerated Death Benefit Insurance Rider attached to a life insurance policy or an annuity contract

TRAL IS CUITEIEIY N TOTCE? ovrvveeeeeeeeeeceveeseee et svse s sesen s ss s s s s s s s s s s s s s s s e ssnesanessanesanssssnesaasssanssanssansseas (JYes [JNo

I, the Primary Proposed Insured signing below, agree that | have read the statements contained in this application supplement and that
all statements and answers given in this application supplement are true and complete to the best of my knowledge and belief. |
understand that any misrepresentation contained in this application and relied on by the Company may be used to reduce or deny a
claim or void the policy if: (1) such misrepresentation materially affects the acceptance of the risk; and (2) the policy is within the
contestable period.

| understand that benefits under the Chronic Iliness and Terminal Iliness riders are provided through an accelerated death benefit
option, and that if | exercise the accelerated benefit option, any beneficiary | designate will receive a reduced death benefit.

| acknowledge, that | have read the Important Notice and have received a copy of the notice.

IMPORTANT NOTICE TO APPLICANT/BUYER REGARDING ACCELERATED DEATH BENEFITS

The benefits provided by this accelerated death benefit are not intended to provide, and will never provide, long-term care insurance,
nursing home insurance, or home care insurance. If you are interested in long-term care or nursing home or home care insurance, you
should consult with an insurance agent licensed to sell that insurance, inquire with the insurance company offering the accelerated
death benefits, or visit the California Department of Insurance Internet Web site [www.insurance.ca.go\)) section regarding long-term
care insurance.

If you choose to accelerate a portion of your death benefit, doing so will reduce the amount that your beneficiary will receive upon
your death.

Receipt of accelerated death benefits may be taxable. Prior to electing to buy the accelerated death benefit, you should seek assistance
from a qualified tax adviser.

Receipt of accelerated death benefits may affect eligibility for public assistance programs, such as Medi-Cal or Medicaid. Prior to
electing to buy the accelerated death benefit, you should consult with the appropriate social services agency concerning how receipt
of accelerated death benefits may affect that eligibility.

The accelerated death benefit rider for which you are applying contains a Waiver of Monthly Deduction provision that provides for

waiver of the monthly deductions and the continuation guarantee account's monthly deductions, if any, under the applied-for policy
under certain conditions described in the rider.

Caution: If your answers on this application are misstated or untrue, the insurer may have the right to deny benefits or rescind your
accelerated death benefit coverage.

X
Signature of Primary Proposed Insured Date
Writing Agent Name:
Last First
Writing Agent Number: Agency Number:
X
Signature of Licensed Writing Agent Date

‘ |||‘| |‘|| o
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