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Life insurance is the cornerstone when planning
for your financial needs. If you are looking for
affordable permanent protection with strong
cash value accumulation potential, for financial
needs or cash flow at a later date, you are not
alone.  In today’s environment many consumers
are looking for the safety of insurance protec-
tion with the comfort of knowing they can have
liquidity in the event of an unexpected need or
simply to supplement their retirement years.
The NWL Lifetime Returns Select® offers protec-
tion with selection to meet the needs you may
face in the future.  You no longer have to be
faced with the difficult choice of purchasing the
security and protection of a fixed universal life
product, which may offer low interest rates, or
choosing the growth potential of a variable
product but then having to live with the 
inherent volatility. 

NWL Lifetime Returns Select® is a flexible 
premium universal life insurance policy that
combines the features of traditional fixed life
insurance with the potential to have credited
interest linked in part to the S&P 500®
Composite Stock Index, which excludes 
dividends.  You have the choice of four interest
options that give you the advantage of selecting
one or any combination of all four interest
options.  Plus, the choice of Single Pay, 5 Pay, 
or 10 Pay Premium Payment Periods.

A life insurance policy that will provide protec-
tion and offers selection to fit your lifestyle!

No one knows what the future will bring, and
NWL Lifetime Returns Select® will give you the
protection to meet unexpected demands and the
peace of mind of an opportunity of continued
liquidity.  You will have the opportunity to accu-
mulate an Account Balance, where the credited
interest is linked in part to the S&P 500® Index
(excluding dividends), and to experience what
many of us are looking for as we plan for our
financial future: the possibility of benefiting
from some market increases, without being fully
subjected to the risks of market decreases.  
You have only your lifetime to make this 
happen, and you should not have the worry 
of risking it all.

Sooner or later everyone reaches that time in life
when working 24/7 is no longer an option.
What are Your Goals? Whether it is a cabin in
the woods, a summer home, world travel, or just
a worry-free comfortable life, you will need 
continued access to funds to fulfill your dreams.
But, at the same time you must remember that
you are not indestructible and will want to 
provide the security of a tax-free death benefit
for your  family if something should happen to
YOU.  If affordable protection with strong cash
value accumulation potential, and the flexibility
to accommodate changing financial circum-
stances is What You Want, then NWL Lifetime
Returns Select® is What You Need!
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per 1,000 of Face Amount that varies by sex,
issue age, and underwriting class, and is a guar-
anteed rate applicable for all policy years.  There
is a monthly account balance charge not to
exceed 0.083% of the Account Balance, applica-
ble for all policy years.  And there is a monthly
expense charge that is guaranteed to never be
more than $7.00.  All applicable rates and
charges are stated in the policy. 

With a Lifetime Death Benefit Guarantee, your
coverage will not lapse if the No Lapse Premium
Guarantee (NLPG) is in effect and the policy
does not have a loan greater than the cash value.
The No Lapse Premium Guarantee is in effect if
total premiums paid are equal to or exceed the
sum of the Minimum Monthly Continuation
Premium during the No Lapse Payment Period

(1, 5, or 10 years).  If the NLPG
is not in effect at the end of the
No Lapse Payment Period, the
owner will have 60 days to 
satisfy the NLPG.  After that
time, the NLPG is either in
effect or has terminated and
may not be changed.  Any time
that NLPG is not in effect and
the cash value is insufficient to
pay monthly deduction, the
policy will enter the grace 
period and will lapse if the
requested premium is not paid.

Interest Options

You currently have the choice of four interest
options for Account Balance fund allocation:
three index interest options and a fixed interest
option.  As a unique feature, the four interest
options are available simultaneously. And, since
no one knows for sure what tomorrow will
bring, on four (4) specific dates during each 
calendar year, NWL Lifetime Returns Select®

gives you the flexibility to adjust your interest 
strategy.

The four specific Index Dates per calendar year
are January 10th, April 10th, July 10th and
October 10th.  At the time your policy is issued
you have the choice of allocating a percentage of
the available Account Balance to one or any
combination of all four interest options.  The
available Account Balance is the prior month

Overview

Let’s take a look at the unique features of the
NWL Lifetime Returns Select® that can provide
the liquidity you may need later and the 
protection you need now.

If you are age 45–85, (Single Pay and Five Pay) or
45-80 (Ten Pay), NWL Lifetime Returns Select®

allows three premium payment options sufficient
to pay for the amount of coverage (Face
Amount) selected by you, with the minimum
amount being $25,000.  Face Amount changes
are not allowed after the policy is issued.  The
Face Amount may be reduced but only due to a
Partial Surrender or payment of a Benefit
Advance from the Accelerated Benefit Rider.

Your policy will provide a
Death Benefit equal to the
greater of the Face Amount, or
the Account Balance with a 
percentage adjustment based 
on your age as of the last Policy
Anniversary.  The Death Benefit
may be extended beyond 
age 121.

The Account Balance in your
policy is the accumulation of
premium paid less expense
charges, partial surrenders and
partial surrender charges, and
the monthly cost of insurance, cost of any riders,
plus credited interest.  Interest is credited monthly
on the portion of the Account Balance that is not
indexed. Interest is credited annually on the 
portion of the Account Balance that is indexed.
Your Account Balance will never be reduced due
to poor market performance alone.

You have the option to select a Premium
Payment Period of a Single Pay, 5 Pay, or 10 Pay
at the time you apply for your policy.  The
Premium Payment Period selected may not be
changed after the policy is issued.

In order to maintain the benefits of your policy,
there is a percentage of premium charge on all
premiums paid that is guaranteed to never be
more than 8.0%.  The Net Premium is the pre-
mium payment less the percentage of premium
charge.  There is a monthly administrative rate
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Account Balance plus any net premiums since
the prior month plus currently payable index
interest less any partial surrenders and surrender
charges since the prior month less all allocated
amounts for the prior 3 Index Dates and less
Yearly Charges.  The Yearly Charges are the
deductions for the next 12 months that may not
be indexed and will earn fixed interest as part of
the Account Balance.  The Allocation
Percentages must be in whole numbers and
must total to 100%.  The first Index Date of
your policy is the Index Date immediately 
following the issue date.   

On each Index Date after that you will be able to
specify the percentage of the available Account
Balance to allocate to available index options
and fixed interest.  In addition, you will be able
to request transfers from the fixed interest
amount to the index amounts.  The Index
Anniversary is 12 months from each Index Date.
The crediting of Index Interest to the Account
Balance occurs on each corresponding Index
Anniversary. 

The annual interest rate on the portion of the
Account Balance that is not indexed is guaran-
teed to be never less than 2.00% compounded
annually.  Even though there is no annual 
guaranteed interest rate on the portion of the
Account Balance that is indexed, there is a
Minimum Guaranteed Account Balance.  The
Minimum Guaranteed Account Balance is a 
calculation like the Account Balance calculation
using an annual rate interest of 2.00%.

NOTES: Any portion of the Account Balance
that is not indexed, including new premiums
received prior to the next Index Date, will be
credited the current fixed interest rate up to the
Index Date.  Index interest credit options may
not be available for future index periods.

Terms You Should Know

Participation Rate – The participation rate 
determines how much of the gain, if any, experi-
enced by the monthly average index formula will
be credited.

Cap Rate – The cap rate is stated as a percentage
and is the maximum positive change in the S&P
500® Index that will be used in the Monthly and

Annual Point to Point formulas that calculate
the interest rate used at the end of the 1 year
indexing period.

Fixed Interest Rate – The fixed interest rate is a
declared rate set by the company, and is guaran-
teed to never be less than the guaranteed annual
interest rate of 2.00% compounded annually. 

Index Interest Earnings – Regardless of the
index interest option, this is the earnings credit-
ed based on increases or decreases in value of a
specific equity index.

Index Interest Credit Options

As mentioned previously, in addition to the
option of the  Account Balance earning a fixed
interest rate, you will have an opportunity to
choose an option to earn interest based on the
indexes offered.  The portion of the available
Account Balance that is allocated to an index
option (A, D, or J) will occur on each Index
Date.  Any crediting of interest from each index
option will occur on the Index Anniversary.  
The crediting rates for each index option are
described below.  The credited rate will never
be less than zero.

For Index Option A (the monthly average), the
crediting rate on an Index Anniversary is the
average of the 12 monthly index values, minus
the Index Value at the start of the period, divided
by the Index Value at the start of the period, and
then multiplied by the Participation Rate.

For Index Option D (the monthly point to
point), the crediting rate on an Index
Anniversary is the sum of the 12 Monthly Index
Change Rates.  The Monthly Index Change
Rates are based on the change in the index 
values from one month to the next, subject to
the Monthly Cap Rate, for the 12 month index
period.

For Index Option J (the annual point to point),
the crediting rate on an Index Anniversary is the
difference between Index Value on the Index
Anniversary and the Index Value on the Index
Date, divided by the Index Value on the Index
Date, not to exceed the Annual Cap Rate for that
Index Date.



Monthly Average
Option A
Guaranteed Minimum Participation
Rate:  25%

When the stock market is classified as
less “volatile” the Monthly Average may
be your most likely choice. 

A period of time with “moderate ups
and downs” or “steady increases” in the
market are indications of a less
“volatile” market. 

Monthly Point to Point
Option D 
Guaranteed Monthly 
Minimum Cap:  1.00%

Annual Point to Point
Option J  
Guaranteed Minimum 
Annual Cap:  4.00%

When the Stock Market is classified as very “volatile” the Monthly Cap or Annual
Cap strategy may be your most likely choice. 

“Large ups and downs” or “wide swings” in increases and decreases in the market
are indications of a very “volatile” market. 
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The index interest options that are currently available 
in the NWL Lifetime Returns Select® are as follows:

Three Excellent Strategies
Linked in Part to 

The  S & P 500® Index

The index interest under Option A, Option D, and Option J will never be negative.

Liquidity

Policy Surrender* – Should you choose to 
surrender your NWL Lifetime Returns Select®

policy, the Cash Value is available to you on any
Monthly Anniversary upon written request.  
The Cash Value is the greater of the Account
Balance or the Minimum Guaranteed Account
Balance, less surrender charges and outstanding
loans and loan interest, if any.  The surrender
charges vary by sex, smoking class, issue age, and
policy year.

Surrender charges are per $1,000 of Face
Amount for all pay plans and apply for the
number of policy years listed below depending
on the issue age:

              Issue Ages                  Policy Years
                45 – 70                          1 – 14
                71 – 80                          1 – 12
                81 – 85                          1 – 11

Partial Surrender* – Partial surrenders are also
available; however, the Account Balance and Face
Amount will be reduced, and it may be necessary
to reduce a previously allocated Index Amount.
A partial surrender charge (if applicable) will be
deducted from the partial surrender.  The mini-

mum partial surrender is $200 and will be 
limited to one per Policy Year as long as the 
Face Amount does not fall below the minimum
amount.

Free Partial Surrender Option* – A 10% Free
Partial Surrender, processed without a surrender
charge, may be made each Policy Year after the
first.  The 10% Free Partial Surrender will not
incur a partial surrender charge and the surrender
charges will not be reduced.  Any full surrender or
partial surrender amount in excess of the Free
Partial Surrender amount will be subject to a 
surrender charge.  Free Partial Surrenders will 
not be accumulated.

Policy Loans* – You may obtain a Loan using
the Cash Value as the Loan security.  The initial
Loan Interest Rate for the first Policy Year will be
specified in the policy.  You are able to borrow
from your NWL Lifetime Returns Select® policy
using a variable loan rate tied to Moody’s
Corporate Bond Yield and calculated once each
year.  On traditional, fixed rate life insurance,
there is a Net-Cost loan because the loan interest
rate charged is usually greater than the crediting
rate.  With NWL Lifetime Returns Select®, it is
possible to have a Net-Gain loan if the crediting

*See the policy for complete information; certain limitations and exclusions may apply.  Please consult with your tax advisor as
these transactions may be taxable.



rate is greater than the Loan Interest Rate
charged.  Variable loans have a Net-Cost or 
Net-Gain that is ultimately based on the 
difference between the interest credited to the
policy and the Loan Interest charged.  

A Loan will not have an effect on the crediting
rate (either fixed or indexed) applicable to the
Account Balance.  Note: Loans may be repaid in
amounts of $50 or more.

Optional Benefits and Riders

In addition to the basic protection provided by
NWL Lifetime Returns Select®, there are addi-
tional benefits and riders that may be added to
enhance your life plan for an additional charge.

Living Benefit Rider (Accelerated Benefits
Rider) Form 01-3071-96*
The Living Benefit Rider will automatically 
be added to the NWL Lifetime Returns Select®

policy if approved in the state of solicitation.
There is no additional cost of insurance charge
for the Living Benefit Rider.

This rider provides an advance of the Death
Benefit to the policy owner if the Insured is 
terminally ill, subject to the terms of the rider.
The maximum benefit will be the lesser of
$250,000 or 75% of the Death Benefit minus 
any outstanding policy loans and unpaid loan
interest. A one-time claims processing fee of
$300 may apply.

Accelerated Death Benefit Rider for Terminal
Illness Form ICC14 01-3162-14*
The Accelerated Death Benefit Rider for
Terminal Illness will automatically be added to
the NWL Lifetime Returns Select® policy if
approved in the state of solicitation.  There is no
additional cost of insurance charge for this rider.

This rider provides an advance of the Death
Benefit to the policy owner if the Insured is 
terminally ill, subject to the terms of the rider.
The maximum benefit will be lesser of $250,000
or 75% of the Death Benefit minus any out-
standing policy loans and unpaid loan interest,
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or $500,000 less the total of all elected benefit
amounts under the policy.  A one-time claims
processing fee of $300 may apply.

Accelerated Benefit Rider Form 01-3113-04*
Available for an additional premium if the
Single Pay Premium Payment Period is selected,
this rider provides an advance of the Face
Amount to the policy owner when the Insured
needs Qualified Care Services or is Terminally
Ill, subject to the terms of the rider.  This rider is
not available after issue.  If the Accelerated
Benefit Rider is elected, the Living Benefit Rider
will not be necessary.  Maximum ABR Benefit
for Qualified Care Services is 24% of Face
Amount annually (2% paid monthly, not to
exceed $10,000 per month), and for Terminal
Illness, the lesser of $250,000 or 75% of Face
Amount less loans and unpaid loan interest.

Accelerated Death Benefit Rider for Chronic
Illness Form ICC14 01-3161-14*
Available for an additional premium if the
Single Pay Premium Payment Period is selected,
this rider provides an advance of the Death
Benefit to the policy owner when the Insured
has been certified by a physician to have had a
Chronic Illness that has lasted at least 90 
consecutive days.  Maximum benefit is lesser 
of either 24% of the Death Benefit per year or
$120,000, or the lesser of 2% of Death Benefit
per month or $10,000.

Paid Up Rider Form ICC15 01-3129-15 and 
01-3129-07*
The Paid Up Rider will automatically be added
to the NWL Lifetime Returns Select® policy if
approved in the state of solicitation.  There is no
additional cost of insurance charge for the Paid
Up Rider.

This rider will prevent the policy from lapsing
due to the Loan Balance exceeding the Account
Balance by providing a Paid Up Face Amount of
life insurance if the (1) Loan Balance is at least
91.5% of the Account Balance; (2) the policy has
been in force for a minimum of 15 years; and
(3) the Insured’s attained age is at least 75 when
the first two criteria are met.

*See endorsements or riders for complete information; certain limitations and exclusions may apply.  These riders may vary by state
and are not available in all states.
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When this rider is exercised, there will be a One
Time Charge equal to the One Time Charge 
percentage of 8.00% multiplied by the Account
Balance.  The One Time Charge will be deducted
from the Account Balance before calculating the
Paid Up Face Amount.

Return of Premium Rider 
(Form ICC15 01-3141-15)
The Return of Premium Rider will automatically
be added to the NWL Lifetime Returns Select®

policy if the Single Premium Payment Period is
selected and if the rider is approved in the state of
solicitation.  There is no additional cost of insur-
ance charge for the Return of Premium Rider.
This rider modifies the Surrender provision of the
policy, using a minimum value of the Return of
Premium Value (the required single premium),
subject to adjustments for disbursements from the
policy as described below.

The Surrender and Death Benefit provisions of
the policy are replaced with the following: 

Surrender Value: The amount payable upon
surrender is the greater of (1) the Cash Value on
the date of Surrender, or (2) the current Return
of Premium Value, which is the Return of
Premium Value shown on Page 3 of the policy,
minus any partial surrenders, and minus any
proportional Return of Premium reductions due
to other rider benefit payments less any out-
standing Loans and Loan Interest. 

Death Benefit: The Death Benefit provisions
will also include a minimum Death Benefit

equal to the current Return of Premium Value
times the Death Benefit Percent as required
under the Internal Revenue Code for the Cash
Value Accumulation Test.

Termination: This rider will terminate on the
earlier of (1) the date of the Insured’s death; or
(2) the date the policy terminates; or (3) the
date we receive written request from the policy
owner to cancel the rider.

Tax Advantages – The cash value in your NWL
Lifetime Returns Select® policy, accumulates
income tax deferred.  Subject to certain condi-
tions, withdrawals and loans may be taken on
the policy without incurring income taxes as
long as the policy remains in force and results in
a life insurance death benefit if the Premium
Payment Period is 10 Pay.  Single and 5 Pay
Premium Payment Period policies will be
Modified Endowment Contracts.

NWL® and its agents do not provide legal or 
tax advice, so please consult your tax or legal
advisor.

Annual Report – An Annual Report will be sent
to you at least once a year without charge.  
This report will show the current amount of
insurance, Account Balance, Cash Value, and
Loan Balance of the policy.  It will also show the
premiums paid, partial surrenders, and the
charges made on the policy since the last report.

NWL Lifetime Returns Select® is underwritten
by National Western Life Insurance Company®,
Austin, Texas and issued under Policy Form 
ICC15 01-1143-15   and state variations thereof.

Protection



ASK YOUR AGENT FOR A POLICY ILLUSTRATION

NWL Lifetime Returns Select® is not available 
in all states.  Certain other limitations and 
exclusions may apply.

Standard and Poor’s®

The S&P 500® Composite Stock Price Index (S&P
500® Index) is a market valued-weighted index of
500 common stocks traded on every major U.S.
Stock Exchange.  These 500 companies tend to
be leading companies from leading industries.
Often used as a benchmark for economic
growth, the S&P 500® is compiled daily 
by Standard & Poor’s®, a division of the 
McGraw-Hill Companies.

“Standard & Poor’s®”, “S&P®”, “S&P 500®”,
“Standard & Poor’s 500®”, and “500” are trade-
marks of The McGraw-Hill Companies, Inc. and
have been licensed for use by National Western
Life Insurance Company®.

NWL Lifetime Returns Select® is not sponsored,
endorsed, sold, or promoted by Standard &
Poor’s®, and Standard & Poor’s® makes no 
representation regarding the advisability of 
purchasing this product.

Limitations and Exclusions — Subject
to State Variations

Suicide: Within two years after the Policy Date,
if the death of the Insured is a result of suicide,
while sane or insane, nothing will be paid under
the policy except to return premiums, less any
loans, loan interest, and partial surrenders.

Incontestability: After this policy has been in
force during the lifetime of the Insured for two
years from the Policy Date, we will not contest it
with respect to statements made in the initial
application, any subsequent applications, and
amendments for any reason except for rider 
provisions relating to disability benefits or 
additional benefits in the event of accidental

death.  With respect to statements made in any
application, change or addition in coverage will
be incontestable after the increase has been in
force during the lifetime of the Insured for two
years after the effective date of the increase.
With respect to statements made in the 
application for policy reinstatement will be
incontestable after it has been in force during
the lifetime of the Insured for two years after the
effective date of reinstatement, except for fraud.

Delayed Payment of Cash Surrender or Policy
Loan: The Company has the right to delay the
payment of any cash surrender or the payment
of a loan (unless the loan will be used to pay
premiums) for a period of up to six months.

Misstatement of Age or Sex: If the age or sex 
of the Insured has been misstated, the benefit
payable will be adjusted to that which would 
be purchased by the most recent monthly 
deductions at the correct age or sex.

About The Company

National Western Life Insurance Company® is a
Colorado corporation with executive offices in
Austin, Texas. The Company offers a full line of
life insurance and annuity products through
independent agency offices in 49 states and the
District of Columbia. Visit our website
www.nationalwesternlife.com for all current
financial information.

Since its start in 1956, National Western has
emphasized financial strength for the protection
of its policyholders.  As a legal reserve insurance
company, National Western must set aside a
portion of its assets equal to reserves required
by law.  Annually, a financial statement is filed
with each state's insurance department.  These
departments have authority to verify that the
appropriate reserves are maintained.

PO Box 209080, Austin, TX 78720-9080 
10801 N Mopac Expy Bldg 3, Austin, TX 78759-5415 

www.nationalwesternlife.com | www.mynwl.com | 512-836-1010 | 800-922-9422

Guarantees are based on the claims-paying ability of National Western Life.
Not a Deposit of a bank - Not Bank Guaranteed - Not FDIC/NCUA Insured - Not Insured By Any Federal Government Agency



 TRUST INFORMATION FORM 
 

 
In order to clarify the request for the ownership and/or beneficiary of an annuity or life insurance contract to be a trust, 
please provide the following information.  All questions must be answered fully.  Attach additional sheets as needed. 

National Western Life Insurance Company (the Company) will continuously rely on information provided in 
this form.  It is the responsibility of the Trustee(s) to notify the Company immediately of any changes to the 
Trust and/or Beneficiaries designated in the Trust.   
 

 
 

Trust Information 

Formal Name of Trust __________________________________________________________________________________ 

Date Trust Executed _________________________  Trust Tax ID# _____________________________________________ 
 
Trust Type (select one)   � Revocable � Irrevocable 
 
Name of Grantor(s)/Settlor(s) _____________________________________________________________________________ 

 
Trustee Information 

Name of Trustee(s) Date of Birth Address 

____________________________  ___________________ _________________________________________________ 

____________________________  ___________________ _________________________________________________ 

____________________________  ___________________ _________________________________________________ 

Co-Trustees (if applicable) (select one)  � May act independently   � Must act together  
Do the Trustees have power, without limitation, over insurance transactions (including the purchase of a life insurance or 
annuity contract)? 

� Yes    � No If no, please explain: ______________________________________________________________________ 

Contingent Trustee(s) (if applicable) 
__________________________________________________ _______________________________________________ 

�
���������	
�����	������

���������	��
��������������������������������	���������������������������������

��������������������������������������������� ��������������������������������������������

 
By signing below, the Trustee(s) certifies that the terms of the insurance product(s) being applied for conforms to 
the income distribution requirements, if any, of the Trust.  The Company has the right to request additional 
information about the Trust if deemed necessary for reviewing or issuing a new or existing policy.  The Company 
may rely on information provided on this form and has no further obligation to investigate the terms of the Trust or 
the authority of the Trustee(s). 

_________________________________________________________ ____________________________________ 
 Trustee Signature Date 

_________________________________________________________ ____________________________________ 
 Co-Trustee Signature Date 

_________________________________________________________ ____________________________________ 
 Co-Trustee Signature Date 

  
DM-1094.Rev.6.11 

NWL® Policy/Contract # ______________________   (if policy is new, leave blank) 





These sample application questions can be used to assist agents with field underwriting prior to completing the full application
process.

PLEASE ANSWER “YES” or “NO”
“Yes” answers to the following questions are not eligible for ESP underwriting.

If your client can answer “No” to all of the following questions, they may be eligible for rules based underwriting through ESP.

For qualified candidates, please call ESP at 1-888-367-9008 to complete the phone interview once the application and authoriza-
tion forms have been completed and the client has been provided with the required notices and state fraud statement.

1.   Have you ever been diagnosed by a member of the medical profession or tested positive for Human 
Immunodeficiency Virus (AIDS virus) or Acquired Immune Deficiency Syndrome (AIDS)? ............................r Yes  r No

2.   Do you have any impairment, whether physical or mental, for which you need or receive assistance or 
supervision in performing normal activities of daily living such as bathing, dressing, eating, toileting,
transferring or taking medications? ................................................................................................................r Yes  r No

3.   Do you use any medical appliance such as oxygen, respirator, or dialysis machine, or have a defibrillator
implanted? ......................................................................................................................................................r Yes  r No

4.   Have you had or been advised by a member of the medical profession to have, an organ transplant, or 
have you been medically diagnosed as having a terminal illness or life expectancy of 12 months or less?........r Yes  r No

5.   Are you currently hospitalized, confined to a bed or nursing facility, residing in an assisted living facility 
or receiving hospice care? ..............................................................................................................................r Yes  r No

6.   Have you ever been diagnosed, treated, tested positive for, or been given medical advice by a member of the
medical profession for a disease or disorder such as:

      a. Congestive heart failure, cardiomyopathy, cirrhosis of the liver, liver failure, kidney (renal) failure,
end stage kidney disease, chronic kidney disease or renal insufficiency?..................................................r Yes  r No

      b. Alzheimer’s disease, dementia, memory loss, mental incapacity, schizophrenia, manic depression,
          bipolar disorder, brain disease, Lou Gehrig’s disease (ALS), Huntington’s disease, muscular
          dystrophy, cystic fibrosis, multiple sclerosis or multiple myeloma? ............................................................r Yes  r No
7.   Have you:
      a. Been diagnosed, treated, tested positive for, or been given medical advice by a member of the

medical profession for diabetes prior to age 20? ......................................................................................r Yes  r No
      b. Taken insulin prior to age 40? ....................................................................................................................r Yes  r No
      c.  Been diagnosed or treated by a member of the medical profession for insulin shock or diabetic coma?........r Yes  r No
      d. Been hospitalized two or more times for any diabetic complications within the last 2 years? ....................r Yes  r No
8.   Within the past 3 years have you been diagnosed by a member of the medical profession with leukemia,

lymphoma, melanoma or any internal cancer, or received chemotherapy, radiation or had surgery for
any cancer (other than basal or squamous cell cancer of the skin)? ..............................................................r Yes  r No

9.   Been diagnosed by a member of the medical profession as having more than one occurrence or any
metastasis of any cancer in your lifetime (excluding basal or squamous cell skin cancer), or an
amputation caused by cancer or any other disease, or are you currently being treated by a member of
the medical profession for cancer or recurrence of cancer? ..........................................................................r Yes  r No

10. Within the past 2 years have you:
      a. Been diagnosed or treated by a member of the medical profession for, been hospitalized for, taken

or been prescribed medication for: Chronic Obstructive Pulmonary or Lung disease  (COPD/COLD),
emphysema, chronic bronchitis, respiratory failure, chronic hepatitis, liver disease, angina, stroke,
transient ischemic attack (TIA), Hodgkin’s disease, cerebral palsy, Parkinson’s disease, grand mal
epilepsy, systemic lupus (SLE) disease, or do you have paralysis of 2 or more extremities? ....................r Yes  r No

PRESCREEN QUESTIONS
NWL Lifetime Returns Select® & NWL® Lifetime Returns Solutions
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      b. Been diagnosed or treated by a member of the medical profession for, or been hospitalized for:
          Heart disease, heart attack, uncontrolled high blood pressure, heart or circulatory surgery, including
          coronary artery bypass, angioplasty, cardiac or vascular stent placement, pacemaker or pacemaker
          replacement, heart valve replacement, abdominal aortic aneurysm, or any procedure to improve the
          circulation to the heart, brain or extremities? ..............................................................................................r Yes  r No
      c.  Been confined three or more times to a hospital, nursing facility, convalescent care facility, assisted

living facility, or mental care facility?............................................................................................................r Yes  r No
      d. Been declined for life, health or long term care insurance? ........................................................................r Yes  r No
11. Within the past 5 years have you:
      a. Been convicted of a felony or are you currently on parole or on probation? ..............................................r Yes  r No
      b. Been treated, diagnosed, or been advised to have treatment by a medical professional for alcohol
          abuse or drug abuse, or attempted suicide? ..............................................................................................r Yes  r No
12. Within the last 3 years have you been convicted of operating a vehicle while intoxicated, impaired or

under the influence or for reckless driving? ....................................................................................................r Yes  r No

Questions may vary by state.  Must be US citizen or legal permanent resident to qualify.

*For agent use only*  The reference guide is intended exclusively for the use by agents and brokers and may not be left with a consumer
or distributed to the public.  Products not available in all states.

www.nationalwesternlife.com



aPPlication for indiVidual life inSurance
850 East Anderson Lane • Austin, Texas 78752-1602

__________________________________________ ____________________ ______ ______________________________
Name of Proposed Insured (First, Middle, Last) Date of Birth (mm/dd/yyyy) Age Place of Birth (State and Country)

r Male   r Female        Marital Status  r Married   r Single   r Widowed   r Divorced        r Tobacco Use   r Tobacco Free

__________________________________ ______________________________ ________________ __________________
Home Address (number and street) City State Zip

Best time and place to call
____________________________ ____________________________ ____________________ r Home______ rAM rPM
Social Security Number or Tax ID Drivers License Number and State Home Phone Number r Work ______ rAM rPM

Citizenship r U.S. Citizen  r Foreign National Email  _____________________________________

If Non US Citizen: Type of Visa__________________ Exp date ____________ Country of Citizenship____________________

__________________________________ __________________________________________ ________________________
Current Employer Occupation and Duties Work Phone Number

__________________________________ ______________________________ ________________ __________________
Employer Address (number and street) City State Zip

i. Primary inSured (Please Print clearly using Black ink)

Single Premium $ __________________

Modal Premium: r 5 pay  $ ___________  to be paid:  r Annual     r Semi-annual     r Quarterly     r Monthly
r 10 pay

Method: r Direct Billing     r Bank Draft     r Other ______________________________

Amount collected with application: $ __________________________

Source of Premium:  r Salary     r Savings     r Investments     r 1035 Exchange     r Loan (premium financing)

r Other (specify) __________________________________________________________________________

iii. PremiumS

____________________________________________ ________________________ __________________________________
Owner / Applicant / Trust Name Date of Birth (mm/dd/yyyy) SSN / TIN

Phone Number ______________________________ Relationship to Proposed Insured ______________________________

__________________________________ ______________________________ ________________ __________________
Address (number and street) City State Zip Code

If the owner is a trust, please submit the Trust Information Form.

iV. ownerShiP information (complete only if owner is other than the Proposed insured)

Plan of insurance (Name of Product) ______________________________________ face amount  $ ____________________

riders: r accelerated Benefit rider (not available in all states)      r return of Premium rider (not available in all states)

riders are only available for single-premium

ii. coVerage aPPlied for

Primary Beneficiaries

full name SSn relationship % Share

1.________________________________________________________________________________________________________

2.________________________________________________________________________________________________________

3.________________________________________________________________________________________________________

contingent Beneficiaries

full name SSn relationship % Share

1.________________________________________________________________________________________________________

2.________________________________________________________________________________________________________

3.________________________________________________________________________________________________________

V. Beneficiary information (If percentages are not given, the shares will be divided equally)
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Proposed insured ______________________________________

1.Does the Proposed Insured have any existing life insurance or annuity policies with this company or any other
company?  (If yes provide details in #4)............................................................................................................................r Yes  r No

2. Is this policy intended to replace any existing life insurance or annuity with this company or any other? ......................r Yes  r No
(If yes, please submit appropriate state replacement forms and provide company name and details in #4)

3. Is the Proposed Owner or Proposed Insured considering using funds from an existing policy or contract to pay
premiums on the Policy being applied for? (If Yes, complete the appropriate state replacement forms and provide
company name and details in #4)......................................................................................................................................r Yes  r No

4.Company Policy Number Type of Coverage Amt of Coverage To be Replaced 1035 Exchange

____________________________ ______________ ________________ ____________ r Yes  r No r Yes  r No

____________________________ ______________ ________________ ____________ r Yes  r No r Yes  r No

____________________________ ______________ ________________ ____________ r Yes  r No r Yes  r No

____________________________ ______________ ________________ ____________ r Yes  r No r Yes  r No

Vi. other coVerage and rePlacement

ICC14 01-9063-14 Page 2

What is your height? _____________ ft ___________ in        What is your weight? ________________Lbs

Vii. height and weight

1. Have you ever been diagnosed by a member of the medical profession or tested positive for Human 
Immunodeficiency Virus (AIDS virus) or Acquired Immune Deficiency Syndrome (AIDS)? ........................................ r Yes  r No

2. Do you have any impairment, whether physical or mental, for which you need or receive assistance or supervision
in performing normal activities of daily living such as bathing, dressing, eating, toileting, transferring or taking
medications? ................................................................................................................................................................ r Yes  r No

3. Do you use any medical appliance such as oxygen, respirator, or dialysis machine, or have a defibrillator implanted? .. r Yes  r No

4. Have you had or been advised by a member of the medical profession to have, an organ transplant, or have you
been medically diagnosed as having a terminal illness or life expectancy of 12 months or less? .............................. r Yes  r No

5. Are you currently hospitalized, confined to a bed or nursing facility, residing in an assisted living facility or
receiving hospice care?................................................................................................................................................ r Yes  r No

6. Have you ever been diagnosed, treated, tested positive for, or been given medical advice by a member of the
medical profession for a disease or disorder such as:

a. Congestive heart failure, cardiomyopathy, cirrhosis of the liver, liver failure, kidney (renal) failure, end stage
kidney disease, chronic kidney disease or renal insufficiency? .............................................................................. r Yes  r No

b. Alzheimer’s disease, dementia, memory loss, mental incapacity, schizophrenia, manic depression, bipolar
disorder, brain disease, Lou Gehrig’s disease (ALS), Huntington’s disease, muscular dystrophy, cystic fibrosis,
multiple sclerosis or multiple myeloma? .................................................................................................................. r Yes  r No

7. Have you:

a. Been diagnosed, treated, tested positive for, or been given medical advice by a member of the medical
profession for diabetes prior to age 20? ................................................................................................................ r Yes  r No

b. Taken insulin prior to age 40? .................................................................................................................................. r Yes  r No

c. Been diagnosed or treated by a member of the medical profession for insulin shock or diabetic coma? .............. r Yes  r No

d. Been hospitalized two or more times for any diabetic complications within the last 2 years? ................................ r Yes  r No

8. Within the past 3 years have you been diagnosed by a member of the medical profession with leukemia,
lymphoma, melanoma or any internal cancer, or received chemotherapy, radiation or had surgery for any cancer
(other than basal or squamous cell cancer of the skin)? ............................................................................................ r Yes  r No

9. Been diagnosed by a member of the medical profession as having more than one occurrence or any metastasis of 
any cancer in your lifetime (excluding basal or squamous cell skin cancer), or an amputation caused by cancer or 
any other disease, or are you currently being treated by a member of the medical profession for cancer or 
recurrence of cancer? .................................................................................................................................................. r Yes  r No

Viii. medical hiStory QueStionS (If any question in Section VIII is answered yes, no coverage can be issued.)



10. Within the past 2 years have you:

a. Been diagnosed or treated by a member of the medical profession for, been hospitalized for, taken or been
prescribed medication for: Chronic Obstructive Pulmonary or Lung disease  (COPD/COLD), emphysema, chronic 
bronchitis, respiratory failure, chronic hepatitis, liver disease, angina, stroke, transient ischemic attack (TIA),
Hodgkin’s disease, cerebral palsy, Parkinson’s disease, grand mal epilepsy, systemic lupus (SLE) disease, or
do you have paralysis of 2 or more extremities?........................................................................................................r Yes  r No

b. Been diagnosed or treated by a member of the medical profession for, or been hospitalized for: Heart disease, 
heart attack, uncontrolled high blood pressure, heart or circulatory surgery, including coronary artery bypass,
angioplasty, cardiac or vascular stent placement, pacemaker or pacemaker replacement, heart valve replacement,
abdominal aortic aneurysm, or any procedure to improve the circulation to the heart, brain or extremities?............r Yes  r No

c. Been confined three or more times to a hospital, nursing facility, convalescent care facility, assisted living
facility, or mental care facility? ....................................................................................................................................r Yes  r No

d. Been declined for life, health or long term care insurance? ......................................................................................r Yes  r No

11. Within the past 5 years have you:

a. Been convicted of a felony or are you currently on parole or on probation?..............................................................r Yes  r No

b. Been treated, diagnosed, or been advised to have treatment by a medical professional for alcohol abuse or 
drug abuse, or attempted suicide? ............................................................................................................................r Yes  r No

12. Within the last 3 years have you been convicted of operating a vehicle while intoxicated, impaired or under the
influence or for reckless driving? ....................................................................................................................................r Yes  r No

Viii. medical hiStory QueStionS continued (If any question in Section VIII is answered yes, no coverage can be issued.)

Proposed insured ______________________________________
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13. Are you taking any medication for any impairment or disease listed in section VIII? ....................................................r Yes  r No

14. In the last 12 months, have you used any tobacco or nicotine products, such as cigarettes, pipes or cigars, snuff, 
chewing tobacco, or a nicotine delivery device such as a patch, gum or lozenge? ......................................................r Yes  r No

15. Have you applied for life insurance with any other insurance companies in the last 2 years? ......................................r Yes  r No

16. Do you believe that this life insurance policy is appropriate for your financial situation based on your income,
net worth, available funds and retirement considerations? ............................................................................................r Yes  r No

Details to yes answers in Section IX ________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

17. Physician’s Name, Address, and Phone Number________________________________________________________________

iX. additional information



Each of the undersigned: Declares that all answers in this application are true and complete to the best of their knowledge and belief,
and understands that: (a) all statements and answers in this application will be relied upon by the Company to determine insurability and
to issue the policy; (b) no information will be considered given to the Company unless it is stated in the application; (c) the agent does
not have the Company’s authorization to accept risk, pass on insurability, or make, void, waive, or change any conditions or provisions
in the application, policy or receipt, as applicable; and (d) a material misrepresentation may void the policy during the contestable peri-
od. This policy will take effect when: (1) the application is approved at National Western’s Office in Austin, Texas; (2) National Western
delivers the policy; (3) the initial premium has been paid; and (4) each of the prior three conditions is satisfied while the proposed insureds
are alive and their health and insurability are as described herein. 

Proposed Insured: I am not currently taking, or under the influence of, any medications or drugs that would affect my ability to fully under-
stand and to fully and accurately complete this application.  I authorize any licensed physician, medical practitioner, hospital, other health
care provider, insurance company or MIB, or other organization or person to give any information about me or my mental or physical
health to the Company and/or its authorized agents to determine my eligibility for life insurance coverage. The Company may disclose
such information to its reinsurers and MIB.  National Western or its reinsurers may also release such information to other life or health
insurance companies to whom an application for insurance or to whom a claim for benefits is submitted.  This authorization also applies
to any member of my family proposed for coverage in the application and is valid for 2 years after the date shown below. A photocopy of
this form is as valid as the original. I may have a copy of this form upon request.

Each of the undersigned acknowledges receipt of the Notice under the Fair Credit Reporting Act (Consumer Report Notice), MIB
Disclosure Notice, and Notice of Information Practices (if applicable).

FRAUD WARNING:  ANY PERSON WHO KNOWINGLY PRESENTS A FALSE STATEMENT IN AN APPLICATION FOR INSURANCE
MAY BE GUILTY OF A CRIMINAL OFFENSE AND SUBJECT TO PENALTIES UNDER STATE LAW.

Signed at ________________________________________________________ Date __________________________________
City and State

____________________________________________________ __________________________________________________
Signature of Proposed Insured (parent if age 17 or less) Signature of Owner if other than Proposed Insured

(If a Trust, signature of trustee)
(If business or corporation, officer, other than Proposed insured, 
and Title)

____________________________________________________ __________________________________________________
Agent Name (please print) License No. Signature of Agent
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1. How long have you known the Proposed Insured? ______ Are you related?  r Yes  r No  If yes, How? __________________

2. Did you personally see the Proposed Insured(s) and complete the application in his and/or her presence? ................r Yes  r No

If No, please explain: ______________________________________________________________________________________

3. Are you aware of any information about any of the Proposed Insured(s) that might affect his/her insurability? ............r Yes  r No

If Yes, give details:________________________________________________________________________________________

4. Will the policy applied for replace or change any existing life insurance or annuity?......................................................r Yes  r No

5. Do you have any knowledge or reason to believe:

a. that the Proposed Insured or Owner is considering assigning or transferring any rights or interest in this policy to
an unrelated third party such as a Life Settlement company, Viatical, Investor, trust, bank, lending institution or
other third party? ..........................................................................................................................................................r Yes  r No

b. that any of the initial or future premiums will be borrowed, loaned or otherwise financed? ........................................r Yes  r No

c. that the Proposed Insured or Owner has taken or been offered any incentive, financial or other, or been offered free 
insurance as an inducement to purchase this policy? ................................................................................................r Yes  r No

uSa Patriot act notice

1. The USA PATRIOT Act requires that we establish an Anti-Money Laundering (AML) Compliance Program, and as part of our
Program, National Western Life Insurance Company® requires that its agents/brokers/consultants verify the identity of the proposed
owner(s) of our contracts and collect documents and/or information sufficient to provide such verification.  Please refer to your com-
pany-specific AML training materials for more detailed information.

Owner/Trustee Verification - In order to satisfy such obligations, we require that you review and verify a current driver’s license or
government-issued photo ID for the proposed Owner/Trustee associated with the contract.

2. Do you certify that you personally met with the proposed Owner/Trustee and reviewed his or her identification document  
(driver’s license or government-issued photo ID) and that to the best of your knowledge, it accurately reflects the identity  
of the proposed Owner/Trustee? .................................................................................................................................... r Yes r No

If no, please explain _______________________________________________________________________________________

_______________________________________________________________________________________________________

I certify that: 
a. the insurance being applied for is suitable for the Proposed Insured’s needs and financial objectives 
b. the consumer notices were delivered to the Proposed Insured or Owner;
c. all questions on the application were asked of each Proposed Insured, and the answers were recorded as given, prior to the 

application being signed;
d. the temporary insurance agreement was explained fully and (if applicable), the receipt was given.
e. the answers given in this application and Agent’s Report are complete and accurate to the best of my knowledge and belief
f. the Proposed Insured and Owner appeared to me to be lucid and to fully understand all of the questions on this application.

Date ________________ Agent Signature __________________________ Print Agent Name __________________________

licensed agent(s) to receive commissions (please print)

name of agent agent no. Percent agent agent

of commission Phone # email address

1. ____________________________ ______________ ______________ __________________ ______________________

2. ____________________________ ______________ ______________ __________________ ______________________

3. ____________________________ ______________ ______________ __________________ ______________________

agent rePort

Proposed insured ______________________________________
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temPorary inSurance agreement & receiPt*

This agreement shall be void if altered or modified.   •   Premium checks must be made payable to National Western Life.
Proposed Insured _________________________________   Amount Paid $ _____________  Application Date_______________
Subject to all terms and conditions of the insurance policy applied for in this application, this Temporary Insurance Agreement &
Receipt (TIA) provides Temporary Insurance in the amount of the lesser of:  (a) the amount of insurance applied for; or (b) $50,000
on each proposed insured; or (c) $250,000 in the aggregate for all insureds listed on the application.  This Temporary Insurance
will take effect on the effective date and end as defined below.
I have read this Temporary Insurance Agreement & Receipt and it has been explained to me by the agent.  I understand and agree
to all conditions and limitations.   Proposed owner’s signature ____________________________________Date ____________

I explained and witnessed the signing of this Agreement.
ICC14 01-9063-14 Receipt             Agent’s signature ___________________________________________Date ____________

Temporary Insurance will take effect on the date that the following four requirements are met:  (1) the application is fully complet-
ed, including any amendments required by National Western; (2) the initial premium has been paid; and (3) all medical exams or
tests required by National Western are completed; and (4) as of the date of this Agreement, the proposed insured must be insur-
able at standard rates for the type and amount of insurance applied for.  

Temporary Insurance will end on the earliest of the following dates:  (1) the date insurance begins under the policy applied for; (2)
the date this application is cancelled or declined; or (3) 60 days have passed since the date of this application.

*Leave receipt with applicant if money is collected.  If no funds are collected indicate none and submit this page along with 
application.
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detach and leaVe with aPPlicant

(do not Send to national weStern)

Date_____________________
NOTICE UNDER THE FAIR CREDIT REPORTING ACT. This is to inform you that, as part of our procedure for processing your
application for insurance, an investigative consumer report may be prepared whereby information is obtained through personal
interviews with your neighbors, friends, or others with whom you are acquainted. This inquiry includes information as to your char-
acter, general reputation, personal characteristics and mode of living. None of the information described in this paragraph will be
used to establish, or aid in establishing, the proposed insured’s sexual orientation. You have the right to make a written request
within a reasonable period of time to receive additional, detailed information about the nature and scope of this investigation. 

MIB DISCLOSURE NOTICE. Information regarding your insurability will be treated as confidential; however, we or our reinsurers
may make a brief report thereon to MIB, a not-for-profit membership 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 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 information in MIB’s file, you may contact MIB and seek a correction in accor-
dance with the procedures set forth in the federal Fair Credit Reporting Act. The address of MIB’s information office is 50 Braintree
Hill Park, Suite 400, Braintree, Massachusetts 02184-8734. We or our reinsurers may also release information to other life or health
insurance companies to whom you may (1) apply for life or health insurance, or (2) submit a claim for benefits.  Information for con-
sumers about MIB may be obtained on its website at www.mib.com.

NOTICE OF INFORMATION PRACTICES. Residents of Arizona, California, Connecticut, Georgia, Illinois, Maine, Massachusetts,
Minnesota, Montana, New Mexico, Nevada, New Jersey, North Carolina, Ohio, Oregon and Virginia must be given and sign an
Authorization to Obtain and Disclose Information and Notice of Information Practices [SU-6412(current version)].  New Mexico res-
idents are to use SU-6412-NM(current version).
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Proposed Insured ________________________________________________ Date of Birth  ________________  
 
 
Select the interest credit options and Allocation Percentages (whole numbers only) for the first Index 
Date. 
 
First Index Date 
 Index Interest Credit Option A  _______ % 

 Fixed Interest Amount  _______ % 
 Index Interest Credit Option D  _______ % 

 Index Interest Credit Option J  _______ % 
                                          Total      100      % 
 
 
 
 
 
 
 
 
 
 
 
Dated at _____________________________ this __________ day of ________________________, 20 _____ . 
 
 
Signature of Owner/Applicant  ____________________________________________ Date  _______________  
 
 
Agent Signature as Witness  ______________________________________________ Date ________________  
 
  

EQUITY INDEX LIFE  
APPLICATION SUPPLEMENT 
For use with Application for Individual Life Insurance 
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This form can be used to initiate an exchange of policies (full or partial) pursuant to Internal Revenue Code Section 1035 ("1035 Exchange"). 
The form may also be used to conduct Qualified Transfers and Direct Rollovers. Please refer to the application and any other state required 
forms for specific disclosures and information. Please consult with the distributing company for any specific form requirements for the 
transaction being initiated. Once complete, please sign and date this form and return to your agent. Some transactions may require a 
medallion signature or signature of other third parties.  

PLEASE COMPLETE ONLY ONE FORM FOR EACH DISTRIBUTING COMPANY AND POLICY OR CONTRACT 

SECTION 1: NWL INFORMATION     
           Existing Policy/Contract Number _______________________ (if no number provided, funds will be applied to a new account.) 

Owner Information Annuitant or Proposed Insured 

1) Owner Name:  _________________________________  2) Annuitant/Proposed Insured Name:  ________________________  

     1a) SSN/Tax ID:  _________________________________      2a) SSN/Tax ID:  ______________________________  

3) Joint Owner Name:  _________________________________  4) Joint/Co-Annuitant or 

     3a) SSN/Tax ID:  _________________________________      Proposed Insured Name:  ______________________________  

      4a) SSN/Tax ID:  ______________________________  

SECTION 2: DISTRIBUTING COMPANY 
Note: This form may not be accepted by a 401k or other employer-sponsored retirement plans. The applicant may need to complete a phone 
liquidation/transfer or other plan-specific paperwork. 

_________________________________________ _________________________________________ __________________________ 
5) Policy/Contract Owner(s) Name(s)  6) Distributing Company Name      7) Distributing Company  
                  Policy/Contract Number 

______________________________________________________ ______________________   ___________________   ___________ 
8) Distributing Company Overnight Address    9) City                    10) State   11) Zip 
    (P.O. Box addresses are not accepted) 

______________________________________________________ _______________________________________________________ 
12) Distributing Company Phone Number    13) Distributing Company Fax Number 

SECTION 3: EXISTING ACCOUNT INFORMATION 

14) Account Type: 

� Annuity (Attach account statement within last 12 months)  � Brokerage Account Number(s) ___________________________ 

� Life Policy (Attach account statement within last 12 months)       (If not a full liquidation, specify accounts to be liquidated) 

� Mutual Funds/Stocks/Bonds      � Money Market 

� Certificate of Deposit (CD)*      � Other (Specify) _______________________________________ 

*The CD maturity date must occur within 60 days of transfer. To specify liquidation date, please refer to section 5. Liquidations prior to 
maturity may incur a penalty. 

SECTION 4: TRANSACTION INSTRUCTION  PLEASE complete only ONE of the following sections: Qualified Funds Transfer or  
             Rollover (15), Non-Qualified 1035 Exchange (16), or Non-Qualified Transfer (17) 

15) Qualified Funds Transfer or Rollover 

15a) � Full Transfer or Rollover, or                      Partial Transfer or Rollover:   
                                  � Penalty Free Withdrawal, or  � Transfer Amount: $_____________ or _______% 

15b) Existing Qualified Funds Transfer or Rollover FROM: 15c) Existing Qualified Funds Transfer or Rollover TO: 

� Traditional IRA � Inherited/Beneficiary IRA � Traditional IRA � Inherited/Beneficiary IRA 

� Roth IRA � Other (Specify)____________ � Roth IRA     (please attach death certificate) 

� SEP IRA � Employer-Sponsored Plan* � SEP IRA � Other (Specify) ______________                

 *Employer-Sponsored Retirement Plans Only 

� 401(k)    � 401(a)    � 403(b)/TSA/457 

Qualifying Event 

� Age 59½    � Separated from 
 service (Date ____/____/____) 

� Other: ___________________________________    

15d) If Owner is age 70½ or older, please mark one: 

� Send policyholder the RMD amount for the current tax year prior to processing this transaction. 

� Policyholder will (or already has) satisfied current year RMD. 

AUTHORIZATION TO 

TRANSFER/EXCHANGE FUNDS 
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16) Non-Qualified 1035 Exchange  (life insurance policy or annuity contract) Please check only ONE. 
� Full Exchange, or          Partial Exchange (check only one below) 

                � Penalty Free Exchange, or  � Exchange Amount:  

             $_____________ or _________% 

AUTHORIZATION TO PERFORM 1035 EXCHANGE – By signing below, Owner assigns and transfers to NWL all rights, title, interest, options, 
and privileges to the life insurance policy, annuity contract, or part of the annuity contract or life policy identified in Section 2, as specified by 
this form. The Owner represents that he/she is executing this assignment solely to effect a 1035 Exchange, and acknowledges that NWL 
intends to surrender the policy or contract for its cash value—or, if this is a partial surrender, then for the portion assigned—subject to the 
contract’s terms and conditions. By signing below, the Owner directs that the distributing company send the proceeds directly to National 
Western, and that National Western use the surrendered proceeds as purchase payment for a contract or policy issued by National Western. 
The Owner acknowledges that fees and charges may apply as a result of this surrender.    

17) Non-Qualified Transfer (NOT for 1035 Exchange) Please check only ONE. 
� Full Non-Qualified Transfer (NOT for 1035 Exchange)  � Partial Non-Qualified Transfer (NOT for 1035 Exchange) 

      $__________ or _________% 

AUTHORIZATION TO LIQUIDATE AND TRANSFER – By signing below, Owner directs that the Distributing Company liquidate and transfer 
the full value or the partial value of the Distributing Company account identified in Section 2. The Owner further directs National Western apply 
all such funds received to an annuity or life contract issued to Owner. The Owner further acknowledges and accepts responsibility for any 
charges or fees that may be imposed as a result of this liquidation.  

FEDERAL INCOME TAX WITHOLDING – Notwithstanding the election made below, the Owner acknowledges that National Western assumes 
no responsibility for the tax treatment of this transaction, and that fees or charges may apply if the account is surrendered before the maturity 
date. In the event the payments of estimated tax payment and withholding, if any, are not adequate, any resulting tax penalties are the 
responsibility of the Owner. If no selection is made, NWL assumes no withholdings are required. 

� Please withhold federal income tax from my surrender ($__________ or _________%) 

� Do not withhold federal income tax.  

SECTION 5: TIMING AND ADDITIONAL REQUESTS 
By signing below, Owner authorizes full or partial liquidation of his/her funds:  � Immediately  OR  � On a specific date _____/_____/_____    
If neither box is checked, transaction is to be processed immediately. 

Additional Requests 

 ______________________________________________________________________________________________________  

 ______________________________________________________________________________________________________  

 ______________________________________________________________________________________________________  

 ______________________________________________________________________________________________________  

SECTION 6: ACKNOWLEDGEMENTS AND SIGNATURES 
RELEASE OF INFORMATION -- In addition to the authorization and acknowledgements provided above, the undersigned grants permission to 
release all information pertaining to this requested transaction to National Western Life Insurance Company as long as the transaction is 
pending. 

LOST POLICY/CONTRACT -- If the life insurance policy or annuity contract identified in Section 2 is not attached, the undersigned certifies 
that the contract or policy has been lost or destroyed, and to the best of their knowledge, is not in anyone's possession. 
 
Dated:__________________________________________________ this  __________ of  _________________________, ______________ 
                  (City, State)                           (Day)        (Month)       (Year) 

_______________________________________________________ _______________________________________________________ 
           Owner/Applicant/Trustee Signature                Joint Owner / Applicant / Trustee Signature 

_______________________________________________________ 
 Spouse/Domestic Partner Signature  
 If you reside in one of the following states, 
 your spouse/domestic partner must also sign. 
 (AZ, CA, ID, LA, NM, TX, WA, or WI) 
 
 
 
 
 
 
 

NATIONAL WESTERN LIFE INSURANCE COMPANY® 

PO Box 209080, Austin, TX 78720-9080 | 10801 N Mopac Expy Bldg 3, Austin, TX 78759-5415 

www.nationalwesternlife.com | Phone 1-800-531-5442 • Fax 512-719-8507 

 
 
 
 

Signature Guarantee 
(if applicable. Contact 
distributing company) 



AGENT CERTIFICATION

I, the undersigned agent of National Western Life Insurance Company®, hereby certify that: (check one that applies)

❑ no illustration was used in the solicitation of the life insurance policy application which accompanies this
certification and acknowledgement.  (See A. below)

❑ an illustration was used in the solicitation of the life insurance policy application which accompanies this
certification and acknowledgement, but the policy is applied for other than as illustrated.  (See B. below)

❑ a computer illustration was displayed on screen, but no printed illustration was provided in the solicitation of the
life insurance policy application which accompanies this certification and acknowledgement.  (See C. below)  
The following information is required if this box is checked:

Generic Policy Name __________________________________________
Age _________  Sex  ❑ M  ❑ F    Underwriting Class _______________

Riders Illustrated ___________________________________________________

Guaranteed Interest Rate Used ________________%

Non-Guaranteed Interest Rate Used ____________%

Number of Policy Years Illustrated _______________

Initial Death Benefit __________________________

Premium Amount Illustrated ____________________

Assumed Number of Years of Premiums ___________

Further, I certify that I have provided a copy of this signed form to the applicant.

Agent Name (Printed) ________________________________________ Agent Number ___________________________

Agent Signature   ___________________________________________   Date   __________________________________

APPLICANT ACKNOWLEDGEMENT

I, the undersigned applicant, hereby acknowledge that:  (check one that applies)

A. ❑ no illustration was presented or provided in the solicitation of the life insurance policy application which
accompanies this certification and acknowledgement.  I further acknowledge my understanding that an    
illustration conforming to the policy as issued will be provided no later than at the time of policy delivery.

B. ❑ an illustration was presented and a printed copy was provided, but the policy is applied for other than as     
illustrated.  I further acknowledge my understanding that an illustration conforming to the policy as issued will 
be provided no later than at the time of policy delivery.

C. ❑ a computer illustration was displayed and that no printed illustration conforming to the policy applied for was 
provided.  I further acknowledge that an illustration conforming to the policy as issued will be provided no later 
than at the time the policy is delivered.

I have received a copy of this signed form.

PLEASE READ CAREFULLY BEFORE SIGNING

Applicant Name (Printed)_______________________________________________________________________________

Applicant Signature   _____________________________________   Date   ______________________________________

LIFE ILLUSTRATIONS AGENT
CERTIFICATION & APPLICANT

ACKNOWLEDGEMENT

SA-8717.Rev.7.12 White - Attach to Application Yellow - Agent’s Copy Pink - Leave with Applicant 

NOTICE TO THE AGENT:  Only for use with Certified Plans.  Complete this form only when a correct
illustration for the policy applied for is not attached to the application.





This document must be signed by the applicant and the producer, if there is one, and a copy left with the applicant.
You are contemplating the purchase of a life insurance policy or annuity contract. In some cases this purchase may involve discontinuing
or changing an existing life insurance policy or annuity contract. If so, a replacement is occurring. Financed purchases are also
considered replacements.
A replacement occurs when a new life insurance policy or annuity contract is purchased and, in connection with the sale, you
discontinue making premium payments on the existing life insurance policy or annuity contract, or an existing life insurance policy 
or annuity contract is surrendered, forfeited, assigned to the replacing insurer, or otherwise terminated or used in a financed purchase.
A financed purchase occurs when the purchase of a new life insurance policy or annuity contract involves the use of funds obtained by
the withdrawal or surrender of or by borrowing some or all of the policy values, including accumulated dividends, of an existing life
insurance policy or annuity contract, to pay all or part of any premium or payment due on the new policy. A financed purchase is a
replacement.
You should carefully consider whether a replacement is in your best interest. You will pay acquisition costs and there may be surrender
costs deducted from your life insurance policy or annuity contract. You may be able to make changes to your existing life insurance
policy or annuity contract to meet your insurance needs at less cost. A financed purchase will reduce the value of your existing
policy and may reduce the amount paid upon the death of the insured.
We want you to understand the effects of replacements before you make your purchase decision and ask that you answer the following
questions and consider the questions at the end of this form.
1. Are you considering discontinuing making premium payments, surrendering, forfeiting, assigning to the insurer, or otherwise 
terminating your existing life insurance policy or annuity contract? ___ YES ___ NO 

2. Are you considering using funds from your existing life insurance policy or annuity contracts to pay premiums due on the new life
insurance policy or annuity contract?  ___ YES ___ NO 

If you answered “yes” to either of the above questions, list each existing policy or contract you are contemplating replacing (include
the name of the insurer, the insured, and the contract number if available) and whether each policy will be replaced or used as a source
of financing:
INSURER NAME CONTRACT OR POLICY # INSURED OR ANNUITANT REPLACED (R) OR FINANCING (F)
1.
2.
3.
Make sure you know the facts. Contact your existing company or its agent for information about the old life insurance policy or annu-
ity contract. [If you request one, an in-force illustration, policy summary or available disclosure document must be sent to you by the
existing insurer.] Ask for and retain all sales material used by the agent in the sales presentation. Be sure that you are making an
informed decision. 
The existing life insurance policy or annuity contract is being replaced because __________________________________________.
I certify that the responses herein are, to the best of my knowledge, accurate: 
The insurance producer (check one) _____ did _____ did not read aloud this notice to the applicant.
________________________________ ________________________________
________________________________ ________________________________
Applicant’s Signature and Printed Name Producer’s Signature and Printed Name
________________________________ ________________________________
Date Date 
I did not want this notice read aloud to me. ___ (Applicants must initial only if they did not want the notice read aloud.) 

NATIONAL WESTERN LIFE INSURANCE COMPANY®

850 EAST ANDERSON LANE • AUSTIN, TEXAS 78752 –1602

Original - Applicant
Copy - Company

Copy - Existing Insurer
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IMPORTANT NOTICE:  REPLACEMENT OF
LIFE INSURANCE OR ANNUITY CONTRACT



A replacement may not be in your best interest, or your decision could be a good one. You should make a careful comparison of the
costs and benefits of your existing life insurance policy or annuity contract and the proposed life insurance policy or annuity contract.
One way to do this is to ask the company or agent that sold you your existing life insurance policy or annuity contract to provide you
with information concerning your existing life insurance policy or annuity contract. This may include an illustration of how your
existing policy or contract is working now and how it would perform in the future based on certain assumptions. Illustrations should
not, however, be used as a sole basis to compare policies or contracts. You should discuss the following with your agent to determine
whether replacement or financing your purchase makes sense: 
PREMIUMS: Are they affordable? 
Could they change? 
You're older --are premiums higher for the proposed new policy? 
How long will you have to pay premiums on the new policy? On the old policy? 
POLICY VALUES: New policies usually take longer to build cash values and to pay dividends. 
Acquisition costs for the old policy may have been paid; you will incur costs for the new one. 
What surrender charges do the policies have? 
What expense and sales charges will you pay on the new policy? 
Does the new policy provide more insurance coverage? 
INSURABILITY: If your health has changed since you bought your old policy, the new one could cost you more, or you could be
turned down. 
You may need a medical exam for a new policy. 
[Claims on most new policies for up to the first two years can be denied based on inaccurate statements. Suicide limitations may begin
anew on the new coverage.] 
IF YOU ARE KEEPING THE OLD POLICY AS WELL AS THE NEW POLICY: 
How are premiums for both policies being paid? 
How will the premiums on your existing policy be affected? 
Will a loan be deducted from death benefits? 
What values from the old policy are being used to pay premiums? 
IF YOU ARE SURRENDERING AN ANNUITY OR INTEREST SENSITIVE LIFE PRODUCT: 
Will you pay surrender charges on your old contract? 
What are the interest rate guarantees for the new contract? 
Have you compared the contract charges or other policy expenses? 
OTHER ISSUES TO CONSIDER FOR ALL TRANSACTIONS: 
What are the tax consequences of buying the new policy? 
Is this a tax-free exchange? (See your tax advisor.) 
Is there a benefit from favorable "grandfathered" treatment of the old policy under the federal tax code? 
Will the existing insurer be willing to modify the old policy? 
How does the quality and financial stability of the new company compare with your existing company? 
IMPORTANT NOTICE: In the event that a replacement is involved in your purchase of a new policy or contract, you have
the right to return the new policy or contract within 30 days of the delivery of the policy or contract. You will receive a full
refund of all premiums paid provided you return the policy to us or our authorized agent before midnight of the thirtieth day
after the date you receive it. Notice given by mail and return of the policy by mail are effective on being postmarked, properly
addressed, and postage prepaid. 
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I. TO ALWAYS BE COMPLETED BY THE APPLICANT AND THE AGENT:

Does the applicant have any existing policies or contracts* (individual life insurance policies or annuity contracts in force,
including a policy under a binding or conditional receipt or a policy or contract that is within an unconditional refund period)?  

q  YES

NOTE TO AGENT:  If answer is "yes", you and the applicant must complete form SA 8934.  If a replacement is indicated on
form SA 8934, you must also complete part II and III of this form.

q  NO

______________________________________ ______________________________________
Applicant Signature Agent Signature

______________________________________ ______________________________________
Printed Name of Applicant Agent Number 

*In Alabama, the existing policies or contracts must be on the same insured or annuitant.

II. TO BE COMPLETED BY THE AGENT AND ACKNOWLEDGED BY THE APPLICANT WHEN A REPLACEMENT
IS INDICATED ON FORM SA 8934:

I left with the applicant originals or copies of all sales materials presented at the time of application.   If I have not already done
so, I will provide the applicant with any hard copies of electronically presented sales material before policy or contract delivery.  

List material by form number:  Copies of any illustrations used should be forwarded to the Company.  NOTE:  National Western only
allows the use of Company approved sales materials in connection with the sales of its policies.

______________________________________ ______________________________________

______________________________________ ______________________________________

______________________________________ ______________________________________
Agent Signature Applicant Acknowledgement

III. FOR AGENT USE ONLY:

The enclosed application for a life insurance policy or annuity contract involves a replacement.  I certify that this transaction
meets National Western’s position with respect to the appropriateness of replacement transactions.

______________________________________
Agent Signature 

SA-9205.Rev.7.13

White - Applicant

Copy - Company

REPLACEMENT
WORKSHEET
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Disclosure and Benefit Summary for the Accelerated Benefit Rider
Form 01-3113-04

NOTICE TO POLICYOWNER

THE ACCELERATION-OF-LIFE-INSURANCE BENEFITS OFFERED UNDER THIS RIDER MAY OR
MAY NOT QUALIFY FOR FAVORABLE TAX TREATMENT UNDER THE INTERNAL REVENUE CODE
OF 1986.  WHETHER SUCH BENEFITS QUALIFY DEPENDS ON FACTORS SUCH AS YOUR LIFE
EXPECTANCY AT THE TIME BENEFITS ARE ACCELERATED OR WHETHER YOU USE THE
BENEFITS TO PAY FOR NECESSARY LONG-TERM CARE EXPENSES, SUCH AS NURSING HOME
CARE.  IF THE ACCELERATION-OF-LIFE-INSURANCE QUALIFY FOR FAVORABLE TAX
TREATMENT, THE BENEFITS WILL BE EXCLUDABLE FROM YOUR INCOME AND NOT SUBJECT
TO FEDERAL TAXATION.  TAX LAWS RELATING TO ACCELERATION-OF-LIFE-INSURANCE
BENEFITS ARE COMPLEX.  YOU ARE ADVISED TO CONSULT WITH A QUALIFIED TAX ADVISOR
ABOUT CIRCUMSTANCES UNDER WHICH YOU COULD RECEIVE ACCELERATION-OR-LIFE-
INSURANCE BENEFITS EXCLUDABLE FROM INCOME UNDER FEDERAL LAW.

RECEIPT OF ACCELERATION-OF-LIFE-INSURANCE BENEFITS MAY AFFECT YOU, YOUR
SPOUSE OR YOUR FAMILY’S ELIGIBILITY FOR PUBLIC ASSISTANCE PROGRAMS SUCH AS
MEDICAL ASSISTANCE (MEDICAID), AID TO FAMILIES WITH DEPENDENT CHILDREN (AFDC),
SUPPLEMENTARY SOCIAL SECURITY INCOME (SSI), AND DRUG ASSISTANCE PROGRAMS.
YOU ARE ADVISED TO CONSULT WITH A QUALIFIED TAX ADVISOR AND WITH SOCIAL SERVICE
AGENCIES CONCERNING HOW RECEIPT OF SUCH PAYMENT WILL AFFECT YOU, YOUR
SPOUSE AND YOUR FAMILY’S ELIGIBILITY FOR PUBLIC ASSISTANCE.

This rider is a part of the policy to which it is attached in consideration of the application and application
supplement and the premium paid. The terms of the policy apply to this rider except as changed by the
terms of this rider. The premium is shown on Page 3 of the policy.

This rider is issued based on the responses to the questions on the application and application
supplement.  A copy of the application supplement is attached.  The application supplement is part of the
rider and the rider was issued on the basis that all the answers to all the questions and the information
shown on the application and application supplement are correct and complete.  Statements made in the
application and application supplement are representations and not warranties.  No statement will be
used by us to defend a claim or act to void your coverage evidenced by this rider, unless the statement is
in a signed application or application supplement.

DEFINITIONS

Accelerated Benefit Amount is the amount requested by the Owner for acceleration from the policy to
which this rider is attached and is described in the Benefits provision of this rider.

Activities of Daily Living mean bathing, continence, dressing, eating, toileting and transferring.
1. Bathing is washing oneself by sponge bath or in either a tub or shower, including the task of

getting into or out of the tub or shower.
2. Continence is maintaining control of bowel and bladder function; or when unable to maintain

control of bowel or bladder function, performing associated personal hygiene (including caring for
catheter or colostomy bag).

3. Dressing is putting on and taking off all items of clothing and any necessary braces, fasteners or
artificial limbs.

4. Eating is feeding oneself by getting food into the body from a receptacle, such as a plate, cup or
table, or by a feeding tube or intravenously.

5. Toileting is getting to and from the toilet, getting on and off the toilet, and performing associated
personal hygiene.

6. Transferring is sufficient mobility to move into or out of a bed, chair or wheelchair or to move from
place to place, either by walking, a wheelchair or other means.
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Assisted Living Facility is a facility that is primarily engaged in providing ongoing care and related
services to inpatients in one location and is operated pursuant to State and Federal law if it is licensed.  If
the facility is not licensed then it must meet all of the following criteria:

1. It provides 24 hour-a-day care and services sufficient to support needs resulting from Severe
Cognitive Impairment or the inability to perform Activities of Daily Living; and

2. It has a trained and ready-to-respond employee on duty at all times to provide care; and
3. It provides three meals a day and accommodates special dietary needs; and
4. It has formal arrangements with a Physician or a registered nurse (RN) or a licensed practical

nurse (LPN) to furnish medical care in case of an emergency; and
5. It has appropriate methods and procedures for handling and administering drugs and biologicals.

Home Health Agency means a business which provides home health service and is licensed by the
Texas Department of health.  If the agency is not licensed then it must meet all of the following criteria:

1. It specializes in giving nursing care, therapeutic services or assistance with the Activities of Daily
Living in the home; and

2. It maintains a complete medical record and Plan of Care for each patient; and
3. It is operating within the scope of the provider’s license or certification; and
4. It presents a charge for care or services that the Insured is legally responsible to pay; and
5. If an individual, the individual is not the Owner, the Insured or a member of the Immediate Family.

Immediate Family means spouse, parents, grandparents, siblings, children, stepchildren and grand-
children of either the Owner or the Insured.

Nursing Home Facility is a facility that is operated pursuant to State and Federal law if it is licensed.  If
the facility is not licensed then it must meet all of the following criteria:

1. It is a separate facility or a distinct part of another facility physically separated from the rest of
such facility; and

2. It provides nursing care to individuals who are not able to care for themselves and who require
confinement; and

3. Its primary function is to provide continuous 24 hour-a-day nursing care, room and board, and it
charges for these services. The care must be performed under the direction of a Physician or a
registered nurse (RN) or a licensed practical nurse (LPN).

Physician means a doctor of medicine or osteopathy legally authorized to practice medicine and surgery
by the state where they perform such function or action. The Physician cannot be a member of the
Immediate Family.

Plan of Care means a written individualized plan of Qualified Care Services that specifies the type and
frequency of all services required to maintain the Insured with the Qualified Care Services, the cost of
such services, and the service provider.

Qualified Care Services means necessary diagnostic, preventive, therapeutic, curing, treating, mitigating
or rehabilitative services provided by a facility that:

1. is licensed by the state where it is located as a Nursing Home Facility, Home Health Care
Provider, or Assisted Living Facility; and

2. is operated pursuant to state and federal law.
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Qualifying Event means that the Insured:
1. has received Qualified Care Services for a period of at least 90 consecutive days (where periods

separated by less than 30 days will be added together and considered one consecutive period)
and continues to receive Qualified Care Services:

a. due to the inability to perform, without Substantial Assistance, at least two (2) Activities of
Daily Living ; or

b. requiring Substantial Supervision to protect the Insured from threats to health and safety
due to Severe Cognitive Impairment.

Or,
2. is Terminally Ill.

Substantial Assistance means:
1. the physical assistance of another person without which the Insured would not be able to perform

an Activity of Daily Living; and
2. the presence of another person within arm’s reach of the Insured that is necessary to prevent, by

physical intervention, injury to the Insured while the Insured is performing an Activity of Daily
Living.

Severe Cognitive Impairment means the deterioration or loss of intellectual capacity requiring
Substantial Supervision for protection of self and others, as established by the clinical diagnosis of a
Physician who is authorized, in the state where the Qualified Care Services are provided, to make such a
diagnosis. Such diagnosis shall include the patient’s history and neurological, psychological and/or
psychiatric evaluations and laboratory findings.

Substantial Supervision means continual supervision, which may include cueing by verbal prompting,
gestures or other demonstrations, by another person that is necessary to protect the Insured from threats
to his or her health or safety, such as may result from wandering.

Terminally Ill means a medical condition:
1. from which the Insured is not expected to recover; and
2. from which the Insured is expected to die within twelve (12) months after the written request.

BENEFITS

We will pay the Accelerated Benefit Payment described below provided the requirements in the Eligibility
for Payment of Benefits provision of this rider are satisfied.

You may request an Accelerated Benefit Amount subject to the limitations of this rider.  The amount we
will pay is the Accelerated Benefit Payment.  The Accelerated Benefit Payment is the Accelerated Benefit
Amount less any Partial Loan Repayment, as described in the Effect of Rider on the Policy provision, less
any due and unpaid premiums or cost of insurance charges and less any claims processing fee.  The
Accelerated Benefit Amount selected by the Owner must be no less than $500 and no greater than the
Maximum Accelerated Benefit Amount.

If the Qualifying Event is due to the Insured receiving Qualified Care Services, the first Accelerated
Benefit Payment will start no earlier than ninety-one (91) days after the Qualified Care Services began.
The Maximum Accelerated Benefit Amount for Qualified Care Services is the lesser of (i) 2% of the Face
Amount per month as of the date the Eligibility for Payment of Benefits requirements are satisfied or (ii)
$10,000 per month.

If the Qualifying Event is due to the Insured being Terminally Ill, the Maximum Accelerated Benefit
Amount is a lump sum that is the lesser of (i) 75% of the Face Amount as of the date the Eligibility for
Payment of Benefits requirements are satisfied or (ii) $250,000.

Notwithstanding these limits, the total of all Accelerated Benefit Amounts determined above under this
policy cannot exceed $500,000 and the remaining Face Amount cannot be less than $12,500.
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If you change the Accelerated Benefit Amount because of a change in the Qualifying Event or because of
a change in Qualified Care Services, you must follow the procedures in Notice of Claim and Proof of Loss
provisions of this rider.

OTHER CHARGES

If the Qualifying Event is due to the Insured being Terminally Ill, we reserve the right to charge a one-time
claims processing fee of $150.00 for a lump sum Accelerated Benefit Payment.

We will charge interest on the Accelerated Benefit Amount paid in a lump sum. The interest is calculated
in arrears and accrues daily at an interest rate that is not greater than the greater of:

1. the yield on 90-day Treasury Bills as of the latest quote on such bills; or
2. the Loan Interest Rate stated on Page 3 of the policy.

The interest rate is calculated as of the date of the lump sum Accelerated Benefit Payment and is
converted to an effective annual interest rate, but will never exceed 10% per annum.
.

The interest on the lump sum Accelerated Benefit Amount will accrue from the date the lump sum is paid
until the date of death of the Insured. The accrued interest on the Accelerated Benefit Amount is a loan
and will be added to any loan balance of the policy as stated in the Death Benefit Proceeds, Surrender,
Partial Surrender, if applicable, and Loan provisions of the policy.

ELIGIBILITY FOR PAYMENT OF BENEFITS

We reserve the right to verify the diagnosis of the Insured at our expense. Final determination for the
qualification of Benefits is within our discretion.

Before the Benefits under this rider will be approved, you must satisfy the following conditions:
1. The policy and rider are in force; and
2. We receive documentation acceptable to us, as stated in the Notice of Claim and Proof of Loss

provisions, of the Qualifying Event; and
3. A written statement acceptable to us by a Physician certifying the Qualifying Event is received by

us; and
4. The written consent from any irrevocable beneficiaries and assignees is received by us.

This rider provides for the acceleration of the payment of the Face Amount of the policy. This is not meant
to cause you to involuntarily access the benefits of the policy ultimately payable to the Beneficiary.
Therefore, the Benefits of this rider will not be paid if:

1. you are required by law to use the Benefits to meet the claims of creditors, whether in bankruptcy
or otherwise; or

2. you are required by a government agency to use the Benefits in order to apply for, obtain, or
otherwise keep a government benefit or entitlement.
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EFFECT OF RIDER ON THE POLICY

After each payment of the Accelerated Benefit Amount, the policy is changed as follows:
1. The Face Amount of the policy is reduced by the Accelerated Benefit Amount (the remaining

Face Amount will be paid upon the death of the Insured according to the terms of the policy); and
2. The Account Balance, Surrender Charge, Cash Value, Return of Premium and any future

required premiums are reduced in the same proportion as the reduction in the Face Amount; and
3. Any outstanding loan is reduced in the same proportion as the reduction in the Face Amount. The

amount of reduction in the outstanding loan is the Partial Loan Repayment and is subtracted from
the Accelerated Benefit Amount.

We will send an Effect of Benefit Statement with the payment.  This Statement describes in numerical
detail the above effects of the Accelerated Benefit Amount on the policy.

TERMINATION

This rider terminates on the earliest of:
1. The date of the Insured’s death; or
2. The date the  policy matures, surrenders or terminates; or
3. The date we receive written request from you to terminate the rider.

OTHER TERMS OF THIS RIDER

Incontestability. This rider is incontestable after it has been in force during the Insured’s lifetime for two
(2) years from the Effective Date of this rider. However, if the rider has been reinstated, material
misstatements in the reinstatement application may be contested for a period of two (2) years from the
date of reinstatement.

Reinstatement. If this rider terminates due to termination of the policy, it may be reinstated under the
same conditions as the policy. This rider may not be reinstated unless the policy is in force or is being
reinstated at the same time.

The reinstated rider will provide coverage only if the Qualifying Event of the Insured occurred after the
date reinstatement is approved by us. Upon the date of reinstatement, the Insured’s rights and our rights
will be those that were in effect before the rider terminated.

Notice of Claim. Written notice of a claim must be given to us after the Insured satisfies the Eligibility for
Payment of Benefits provision of this rider. The notice should include at least:  the Insured’s name, the
policy number shown on Page 3 of the policy, and the address to which the claim form should be sent.
Notice must be sent to our Executive Office, 850 East Anderson Lane, Austin, Texas 78752-1602. When
we receive the notice of claim, we will send forms for filing Proof of Loss.  You must complete these forms
within the time shown in the rider for filing Proof of Loss.

Proof of Loss.  Proof of Loss includes properly completed forms, a written statement acceptable to us by
a Physician certifying to the Qualifying Event and any other documentation requested by us.  Proof of
Loss of the Insured’s Qualifying Event must be furnished to us before the first Accelerated Benefit
Payment is paid.  Current Proof of Loss may be requested by us for an Accelerated Benefit Payment after
the first payment, but no more than once a month.



SA-9838-TX                                                                                                                    Page 6 of 7

Example 1:
Benefit: Qualified Care Services
Without Loan
Accelerated Death Benefit:  $2,000 Monthly

                                                 Before Payment         After Payment

Face Amount $100,000 $98,000

Account Balance $15,000 $14,700

Surrender Charge $2,000 $1,960

Cash Value $13,000 $12,740

Return of Premium $50,000 $49,000

Loan Balance $0 $0

Example 2:
Benefit: Qualified Care Services
With Loan
Accelerated Death Benefit:  $2,000 Monthly

 Before Payment         After Payment

Face Amount $100,000 $98,000

Account Balance $15,000 $14,700

Surrender Charge $2,000 $1,960

Cash Value $13,000 $12,740

Return of Premium $50,000 $49,000

Loan Balance $5,000 $4,900

Payment to Owner after
Loan Payment

$1,900

Example 3:
Benefit: Terminally Ill
Without Loan
Accelerated Death Benefit:  $75,000 Lump Sum

                                                 Before Payment         After Payment

Face Amount $100,000 $25,000

Account Balance $15,000 $3,750

Surrender Charge $2,000 $500

Cash Value $13,000 $3,250

Return of Premium $50,000 $12,500

Loan Balance $0 $0

Processing Fee $300

Payment less Processing
Fee

$74,700
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Example 4:
Benefit: Terminally Ill
With Loan
Accelerated Death Benefit:  $75,000 Lump Sum

                                                 Before Payment         After Payment

Face Amount $100,000 $25,000

Account Balance $15,000 $3,750

Surrender Charge $2,000 $500

Cash Value $13,000 $3,250

Return of Premium $50,000 $12,500

Loan Balance $5,000 $1,250

Payment to Owner after
Loan Payment

$71,250

Processing Fee $300

Payment less Processing
Fee

$70,950

_____________________________________ ________________

Applicant      Date

_____________________________________ ________________

Agent                 Date





AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION 
Life Insurance Application 

This Authorization Complies with the HIPAA Privacy Rule. 
 
I understand National Western Life Insurance Company (NWL), its reinsurers, insurance support organizations, third 
party providers and their authorized representative(s) may obtain medical and other information in order to evaluate my 
application for insurance. I authorize any Medical Providers, as described below, to disclose or release Protected Health 
Information, as described below, to NWL, 850 East Anderson Lane, Austin, Texas 78752 or its authorized 
representative(s). 

• Medical Providers: All physicians, medical or dental practitioners, hospitals, clinics, pharmacies, pharmacy benefit 
managers, other medical care facilities and all other providers of medical or dental services who have provided 
treatment or other health care services to me or on my behalf. 

• Protected Health Information: Any and all records and health information within such Medical Person’s 
possession, such as medical history, entire medical records, mental, psychiatric (excluding psychotherapy notes) 
and physical condition, prescription drug records, tobacco, drug and alcohol use and any other protected health 
information concerning me. This includes information which may relate to a communicable or a sexually 
transmitted disease, including but not limited to, Hepatitis, Syphilis, Gonorrhea, the Human Immunodeficiency 
Virus (HIV), and the Acquired Immune Deficiency Syndrome (AIDS). 

In addition, I authorize the Veterans Administration, the MIB, Inc., my employer, consumer reporting agency, 
insurance company or other organization who possesses information, records or knowledge of me including 
information about drugs, alcoholism or mental illness, to furnish such information to NWL, its reinsurers and their 
authorized representative(s) upon presenting this authorization.  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 
Medical Provider to release and disclose my entire medical record without restriction. 

The purpose of the release of the above information is for NWL to: 1) underwrite my application for coverage, make 
eligibility, risk rating, policy issuance and enrollment determinations; 2) obtain reinsurance; 3) administer claims and 
determine or fulfill responsibility for coverage and provision of benefits; 4) administer coverage; and 5) conduct other 
legally permissible activities that relate to any coverage I have or have applied for with NWL. 

I authorize NWL or its reinsurers to make a brief report of my Protected Health Information to MIB, Inc. NWL or its 
reinsurers may make a brief report regarding me or my authorized dependent to other insurance companies to whom I 
have applied or may apply. 

This authorization will remain in effect from the date signed below for a period of 30 months following the date of my 
signature below regardless of my condition and whether living or deceased, and a copy of this authorization is as valid 
as the original. I understand that this authorization may be revoked at any time by sending written notice of such to 
NWL at the address above. The right to revoke this authorization is limited to the extent that NWL has taken action in 
reliance on the authorization or the law provides the Company with the right to contest a claim under the policy for 
which I have applied or to contest the policy itself. I understand that any information that is disclosed pursuant to this 
authorization may no longer be covered by federal rules governing privacy and confidentiality of health information, 
but it will not be redisclosed by the recipient except as authorized by me or as allowed by law. 

I understand that my Medical Providers may not refuse to provide treatment or payment for health care services if I 
refuse to sign this authorization. I further understand that if I refuse to sign this authorization, NWL may not issue the 
insurance coverage for which I am applying or, if coverage has been issued, may not be able to make any benefit 
payments. I understand that I or my authorized personal representative will receive a copy of this authorization upon 
request. 

I authorize NWL to obtain an investigative consumer report on me, if required. 

(  )  I elect to be interviewed if any investigative consumer report is prepared in connection with this application.  
 
 
_________________________________________________ 
Signature of Proposed Insured   
 
_________________________________________________  _________________ 
Printed Name        Date 

Original - Company 
SU-6592.Rev.7.14                                     Copy - Applicant 

® 
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