
 
Application for Senior 
Life Insurance 

- CONTINENTAL GENERAL INSURANCE COMPANY - 
6201 Johnson Drive – P. O. Box 29136 – Mission, KS  66201-9136 

 

 
 
 

 

1.  Name of Proposed Insured (Print) Sex Birthdate Age Social Security No. 

Last                                       First                         Initial 
 

 Mo. Day Year Nearest Birthday    

Street Address  
 

City State Zip Birth Place State Telephone No. 

2.  Death Benefit 
 
  $ 

3.  Premium 
 
  $  

Premium Payable:  
□ Annual          □ Semi-Annual    
□ Quarterly         □ Monthly Bank Draft (BOM) 

4.  Primary Beneficiary              Relationship 
 

Contingent Beneficiary             Relationship 

Social Security No. 5.  Owner, if other than the Proposed Insured    Name                   Relationship 
 
  Address 

   

6.  Will the proposed insurance replace any existing policy or annuity?   □ Yes  □ No 
 If yes: Insurance Company Name and Address 

 

7.  Telephone Verification of Your Application 
  To assure that we have all the information needed to process your application you will be contacted by telephone shortly after your agent 
  submits your application.  We will ask you a number of questions to be sure that all information on your application is complete and correct. 

  Please indicate the best day/time to call you:  
 
  Telephone Number:  

8. Tobacco Question.  Have you used tobacco in any form within the last 2 years?    □ Yes  □ No 

Medical Questions.  If the answer to any of the following questions is Yes, the Proposed Insured will not be eligible for 
coverage: 

Yes No 

9. Have you ever received medical advice, treatment, been advised to have treatment or surgery, or taken medication for 
 Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC), or have you tested positive for the Human 
 Immunodeficiecy Virus? ................................................................................................................................................................  □ □ 

10. Have you ever been diagnosed with or treated for a terminal illness? .........................................................................................  □ □ 
11. Have you been hospitalized within the last 30 days or been hospitalized two or more times in the last two years or been 
 confined to a nursing facility in the last two years? .......................................................................................................................  □ □ 
12. Do you have now, or within the past 2 years, have you received medical advice, treatment, been advised to have treatment 
 or surgery, or taken  medication for:   

a) Heart Attack, Heart or Heart Valve Surgery, Angina, Cardiomyopathy, Congestive Heart Failure, Cardiac Pacemaker 
 or Defibrillating Device? ..........................................................................................................................................................  □ □ 
b)  Stroke, Transient Ischemic Attack (TIA), Cerebrovascular Blockage or Insufficiency, Vascular Aneurysm, or high blood 

 pressure not under adequate control? ....................................................................................................................................  □ □ 
c) Internal Cancer, Melanoma, Leukemia, Hodgkin’s Disease or Lymphoma? ..........................................................................  □ □ 
d) Chronic Lung Disease, Emphysema, Chronic Obstructive Pulmonary Disease (COPD), or any Chronic Pulmonary 

  Disease requiring the use of oxygen? ....................................................................................................................................  □ □ 
 e) Chronic Kidney Disease, Renal Failure, Renal Insufficiency, Chronic Liver Disease, Hepatitis, Cirrhosis, Disease of the 
  Pancreas, or Organ Transplant? ............................................................................................................................................  □ □ 
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 Yes No 
 f) Diabetes associated with Retinopathy, Neuropathy, or Amputation, or Insulin Dependent Diabetes? ..................................  □ □ 
 g) Parkinson’s Disease, Paralysis, Myasthenia Gravis, Multiple Sclerosis, Lupus or Connective Tissue Disorder, Muscular  
  Dystrophy, Huntington’s Disease, or Amyotrophic Lateral Sclerosis (ALS) or Lou Gehrig’s Disease? ..................................  □ □ 
 h) Dementia, Senile Dementia, Alzheimer’s Disease, Psychosis, Organic Brain Disorder, Epilepsy, or Mental or Nervous 
  Disorder? ................................................................................................................................................................................  □ □ 
 i) Excessive use of Alcohol, Alcoholism, Drug Abuse, or Drug or Narcotic Addiction? .............................................................  □ □ 

13. Have you ever been advised by a medical professional to have tests, surgery, treatment, or further medical evaluation 
 that have not been performed, or do you have any medical test results pending? ......................................................................  □ □ 
14. Do you use a medical appliance such as a wheelchair, walker or hospital bed, or do you need assistance or supervision by 
 another individual with dressing, eating, personal hygiene (bathing or toilet), walking, or transferring to or from a bed or 
 chair? ............................................................................................................................................................................................  □ □ 
15. Within the last 90 days have you had undiagnosed chest pain, paralysis, fainting, bleeding moles, coughed or vomited 
 blood,  or passed blood through the bowels? ...............................................................................................................................  □ □ 
16. Within the past 3 years have you had any application for life, accident or sickness insurance declined or postponed for 
  any reason? .................................................................................................................................................................................  □ □ 
 

I hereby apply to Continental General Insurance Company, Mission, Kansas, for insurance to be issued upon the truth and completeness of the 
answers to the above questions to the best of my knowledge, and agree that: (1) No agent has the authority to waive the answer to any question in 
the application; (2) no insurance will be effective until the Premium for the Mode selected has been paid in full and the policy delivered; and (3) the 
policy effective date will be the date this application is received by the company at the above address. 

AUTHORIZATION 
I hereby authorize any health care provider, including any physician, practitioner, pharmacy, hospital or medically-related facility, and any insurance 
company, employer, or any other organization, institution or person that has my records or knowledge of me or my dependent(s) to disclose to 
Continental General Insurance Company (CGI), or its authorized representative, any such records or information.  Records or information may 
include medical records in their entirety, which may contain mental health records (excluding psychotherapy notes), prescription drug records, use of 
alcohol, or use of controlled or prohibited substances, driving records, financial and employment records.  Such records or information will be used 
by Company personnel to determine eligibility for insurance and/or benefits.  CGI may disclose such information to its reinsurer(s), precertification 
firm, individual benefits management firms or any other organization which performs services in connection with the insurance relationship, 
including, but not limited to, the insurance agent, or as lawfully required.  CGI reserves the right to require a medical examination or testing or both.  
There may be certain circumstances under which the information received may be disclosed to third parties who are not subject to the regulations 
under federal health privacy law.  We contractually require such persons to agree to protect the confidentiality of the information.  I understand that I 
have the right to request access to all personal information collected and, upon written request, I may ask CGI to correct, amend or delete any 
incorrect personal information.  A copy of the Company’s “Privacy Notice and Notice of Insurance Information Practices” is available upon request. 
This authorization shall be valid for a period of two (2) years from the date signed to determine eligibility for insurance.  For determination of benefits, 
the authorization shall be valid for either the term of coverage of the policy for health insurance products or for the duration of the claim for all other 
insurance products, (one [1] year in Kansas).  A photocopy of this authorization shall be as valid as the original.  I understand that I, or my 
authorized representative may receive a copy of this authorization upon request.  This authorization may be revoked at any time subject to the rights 
of anyone who acted in reliance upon the authorization prior to notice of its revocation.  This authorization may be revoked upon submission of a 
written notice to the Home Office.  If this authorization was obtained as a condition of obtaining insurance coverage, your right to revoke also is 
subject to the rights of the Company under any law granting the Company the right to contest a claim under the policy or the policy itself.  
Revocation or failure to sign the authorization may be a basis for denying an application or eligibility for benefits. 
Notice: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of 
defrauding the company.  Penalties include imprisonment, fines, and denial of insurance benefits. 
 
Dated at                                      Date:  

City                      State                     (MMDDYY) 

    
Signature of Applicant:                                                                                                                                        Date: 

      
Signature of Authorized Representative:                                         Relationship/                                              Date: 

                                                                                                 Authority to Represent 
  

Authorized Representative’s Address: 
  

Authorized Representative’s Phone Number: 
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AGENT’S STATEMENT: Is insurance being applied for intended to replace any insurance now in force?    □ Yes   □ No 
I have truly and accurately recorded in this Application, the information supplied by applicant. 
X 
Signature of Licensed Agent                       Agent # 
 
 
Agent’s Name (Please Print) 

 
INVESTIGATIVE CONSUMER REPORTS AUTHORIZATION 

    As part of our normal procedure for processing your application, an investigative consumer report may be prepared whereby information is 
obtained as to the character, general reputation, personal characteristics and mode of living of persons proposed for insurance in this application.  
Personal interviews with friends, neighbors and associates may be used to develop this report.  (In WV, no information collected concerning the 
sexual orientation of the proposed insured will be used to determine his or her eligibility for insurance.)  You may request to be interviewed in 
connection with the preparation of the report.  Upon written request, you or your representatives have a right to receive a copy of the report and 
additional information about the nature and scope of the investigation.  

 

MEDICAL INFORMATION BUREAU (MIB) AUTHORIZATION 
Information regarding your insurability will be treated as confidential.  CGI or our reinsurers may, however, make a brief report thereon to the Medical 
Information Bureau, a non-profit membership organization of life insurance companies, which operates an information exchange on behalf of its 
members. 
 
I understand that if I apply to another Bureau member company for life or health insurance coverage, or a claim for benefits is submitted to such 
member company, the Bureau, upon request, will supply such member company with the information in its file. 
 
By signing below, I authorize release of my information to MIB and MIB to any member company. 
 

    
Signature of Applicant:                                                                                                                                      Date: 

      
Signature of Authorized Representative:                                      Relationship/                                                Date: 

                                                                                              Authority to Represent 
  

Authorized Representative’s Address: 
  

Authorized Representative’s Phone Number: 
 
 
 

NOTIFICATION REGARDING THE MEDICAL INFORMATION BUREAU 
(To Be Left With The Proposed Insured) 

Information regarding your insurability will be treated as confidential.  CGI or it’s reinsurers may, however, make a brief report thereon to the Medical 
Information Bureau, a non-profit membership organization of life insurance companies, which operates an information exchange on behalf of it’s 
members.  If you apply to another Bureau member company for life or health insurance coverage, or a claim for benefits is submitted to such a 
company, the Bureau, upon request, will supply such company with the information in it’s file.  Upon a receipt of a request from you, the Bureau will 
arrange disclosure of any information it may have in your file.  If you question the accuracy of the information in the Bureau’s file, you may contact 
the Bureau and seek a correction in  accordance with the procedures set forth in the federal Fair Credit Reporting Act.  The address of the Bureau’s 
information office is P. O. Box 105, Essex Station, Boston, MA 02112, telephone number 617-426-3660.  CGI or it’s reinsurers may also release 
information in it’s file to it’s reinsurer(s) and to other life insurance companies to whom you may also apply for life or health insurance, or to whom a 
claim for benefits may be submitted. 
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