A Member Benefit of

STATE BAR
oF WISCONSIN

Please print all answers using black ink.

Request for Accidental Death and

Dismemberment Coverage Form
Bultman Financial Services,

13625 Bishops Drive, Suite 100

Brookfield, WI 53005

Phone: 262-782-9949

Fax: 262-782-1454

Group Policy No. 51540

n Member First Name M Last Name
Information | | |:| |
Street Apt.
City State ZIP code
Date of Birth (mm/dd/yyyy) Social Security Number Daytime Telephone Number
Email Evening Telephone Number
E Spouse/ Spouse/Domestic Partner Information
Domestic First Name M Last Name
Partner and | | |:| | |
Dependent Child
Information Date of Birth (mm/dd/yyyy) Social Security Number Daytime Telephone Number

Complete if you are | | | | |
requesting coverage

for your spouse/  Evening Telephone Number

domestic partner | | _ |

or dependent child.

Dependent Child Information

Child's Name Date of Birth (mm/dd/yyyy)
| L] |
| L] |
| L] |
B Coverage Coverage Amount:
Amounts Accidental Death and Dismemberment
Choose the type D Member Only D Member/Family

of coverage and
amounts for

$

(in increments of $50,000, up to a maximum of $500,000)

which you are
applying.
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Beneficiary Full Name of Beneficiary Relationship Share
Information | | | | | %
Beneficiary Telephone Number Date of Birth (mm/dd/yyyy) Social Security Number
Address
(If more space is needed, please attach a separate sheet.) Total (Must equal 100%) 100%
E Contribution ! request the following payment basis (please check one}:

Payment Basis

|:| Annually

[ ] Semi-annually

|:| Monthly Electronic Fund Transfer (EFT)*

*If electing EFT, you must complete the Electronic Fund Transfer Authorization section below.

If you wish to use your checking account, enclose a blank voided check for that account. If you wish to use your savings

Electronic
Fund Transfer account, enclose a copy of a voided deposit slip. By my signature below | authorize the Bultman Financial Services in
Authorization  accordance with the Agreement (included on page 3 of this Form) to charge my bank account for the amount of my

insurance contribution payment until such time as | provide written notice of cancellation, or insurance is terminated.

Type of Account: |:| Checking |:| Savings

Account Owner's Name

Bank Name

Bank’s Transit Routing Number
X

Your Account Number

Signature of Account Owner

Statement of Understanding: | represent that all statements and
answers made within or attached to this Request Form are true and
complete to the best of my knowledge and belief. | understand that
coverage shall be in effect only after all of these conditions have been
met: this application has been approved by Prudential; the Contract has
been issued while all persons to be insured thereunder are alive, and;
the answers and statements in this application continue to be true and
complete until the Effective Date. | also understand that coverage will
not take effect if the facts have changed. | have also read and understand
and agree to the additional terms, conditions and requirements as stated
in the Authorization for the Release of Information and Important Notice
sections. | understand that completion of this application in no way
implies that | will be accepted for insurance coverage.

X

New York Residents: Any person who knowingly and with intent to
defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false
information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance
act, which is a crime, and shall also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the claim for each
such violation. This notice ONLY applies to accident and disability income
coverage.

Florida Residents: Any person who knowingly and with intent to
injure, defraud, or deceive any insurer files a statement of claim or an
application containing false, incomplete or misleading information is
guilty of a felony of the third degree.

[

Member Signature

Date (mm/dd/yyyy)
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For residents of all states except Alabama, Arkansas, the District of Columbia, Florida, Kentucky, Louisiana, Maine, Maryland, New
Jersey, New York, Pennsylvania, Puerto Rico, Rhode Island, Utah, Vermont, Virginia and Washington; WARNING: Any person who
knowingly and with intent to injure, defraud, or deceive any insurance company or ather person, or knowing that he is facilitating commission of
a fraud, submits incomplete, false, fraudulent, deceptive or misleading facts or information when filing an insurance application or a statement
of claim for payment of a loss or benefit commits a fraudulent insurance act, is/may be guilty of a crime and may be prosecuted and punished
under state law. Penalties may include fines, civil damages and criminal penalties, including confinement in prison. In addition, an insurer may
deny insurance benefits if false information materially related to a claim was provided by the applicant or if the applicant conceals, for the purpose
of misleading, information concerning any fact material thereto. Alabama Residents: Any person who knowingly presents a false or fraudulent
claim for payment of a loss or benefit or who knowingly presents false information in an application for insurance is guilty of a crime and may be
subject to restitution fines or confinement in prison, or any combination thereof. Arkansas, District of Columbia, Louisiana and Rhode Island
Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information
in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. Kentucky Residents: Any person who
knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any materially false
information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which
is a crime. Maine and Washington Residents: Any person who knowingly provides false, incomplete, or misleading information to an
insurance company for the purpose of defrauding the company commits a crime. Penalties include imprisonment, fines, and denial
of insurance benefits. Maryland Residents: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison. New Jersey Residents: Any person who includes any false or misleading information on an application for an insurance
policy is subject to criminal and civil penalties. Pennsylvania and Utah Residents: Any person who knowingly and with intent to defraud any
insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals
for the purpose of misleading, information concerning any material fact thereto commits a fraudulent insurance act, which is a crime and subjects
such person to criminal and civil penalties. Puerto Rico Residents: Any person who knowingly and with the intention of defrauding presents
false information in an insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any
other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each
violation by a fine of not less than five thousand dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment
for three (3) years, or both penalties. Should aggravating circumstances [be] present, the penalty thus established may be increased to a maximum
of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2) years. Vermont Residents: Any person who
knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement in an application for insurance may be
guilty of a criminal offense under state law. Virginia Residents: Any person who, with the intent to defraud or knowing that he/she is facilitating
a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement may have violated state law.

Beneficiary Designation—If you name more than one beneficiary, settlement will be made in equal shares to the designated beneficiaries
(or beneficiary) that survive you, unless otherwise provided in the designation. If no named beneficiary survives you, settlement will be made to
the first of the following: your (a) surviving spouse/domestic partner or registered domestic partner; (b) surviving child(ren) in equal shares; (c)
surviving parents in equal shares; (d) surviving siblings in equal shares; (e) estate.

Electronic Fund Transfer Authorization: Bultman Financial Services Automatic Insurance Payment Program Agreement provides for
Electronic Fund Transfer for the purpose of making your insurance payment without the use of a check. Your signed authorization is required. The
electronic debit will occur on the tenth of each month that the payment is due. If the transfer falls on a weekend or bank holiday, your checking/
savings account will be charged the next business day. The amount of the automatic debit may vary due to changes in the amounts of insurance
or a premium contribution change. You will be notified in advance of changes to the amount of your debit due to premium contribution changes.

Please keep this notice for your records.

NOTICE TO CONSUMER: THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE
FOR MAJOR MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMAL
ESSENTIAL COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. ALSO, THE
BENEFITS PROVIDED BY THIS POLICY CANNOT BE COORDINATED WITH THE BENEFITS PROVIDED BY
OTHER COVERAGE. PLEASE REVIEW THE BENEFITS PROVIDED BY THIS POLICY CAREFULLY TO AVOID A
DUPLICATION OF COVERAGE.
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