CONFIDENTIAL BUSINESS INSURANCE QUESTIONNAIRE

Performance Evaluation for Employer Owned Life Insurance

Section A: Policyholder

[Business Information

Name of Business Tax ID
Nature of Business Business Entity (select one): o Sole Proprietorship o S Corporation
Name of Policy Holders o C Corporation o Nonprofit o Partnership o Other:
(if different than above) Date of Incorporation

Total Number of Employees (full-time) (part-time)
Business Address Who Owns the Business?

Ownership % |Name Date of Birth

Cell Phone Owner #1:
Office Phone Owner #2:
Business Valuation Owner #3:
What is the current value of the business? Owner #4:
When was the business last appraised (year)? Owner #5:

Method of Valuation: o Stipulated by Owners o Appraisal o Formulain Agreement o Other:

Section B: Insured Employees

Please provide details on all policies owned or being paid by the policyholder (business).

Insured DOB Company Policy Number Policy Date Product Cash Value Death Benefit Premium

Section C: Notice and Consent Requirements

Based on the the list of employees above, please indicate if any of the employees have been given written notice and consented in writing to any life insurance
policies that are owned by the policyholder. If the employees have NOT been given notice, nor consented in writing to any life insurance policies owned by the
policyholder, please use the diagram below and indicate "Y" for yes if they were given notice and "N' for no if they were not given notice.

Name Yes/No Name Yes/No




Section D: Policy Objectives (continued)
Please provide details as to the purpose of each policy.

Insured

Define Purpose

Premiums

Intention of Policy After Employment

Key Person, Employee Benefit

Duration | Employer Paid

Lapse, Continue Coverage, Transfer to Employee

Additional Details:

Section E: Policy Receipt

Thank you for allowing us to access to your current life insurance policies. Please be assured we will keep your documents and the
information they contain confidential and safe.
the following life insurance policies to be utilized for review purposes only.

(Representative) acknowledges receipt of

Insured

Insurance Carrier

Policy Number

Policyowner

All information above will be held in confidence. The policy data collected may be reviewed and assessed by qualified personnel
consisting of medical, underwriting, and actuarial resources or other related employees involved in the submission, receipt or

evaluation of insurance applications or prospective applications of

dffiliated insurance companies and their reinsurers.

(Representative),

We will return your contracts and any supporting information promptly upon the completion of the Performance Evaluation process.

Insured 1

Insured 2 (if applicable)

Representative

Date Policyowner (if other than Insured) Date
Date Policyowner (if other than Insured) Date
Date




