
Will this insurance replace any existing Life Insurance?:      Yes      No

Please check amount applied for:	        Plan A ($25,000)       Plan B ($50,000)       Plan C ($75,000)       Plan D ($100,000)

Payment: 	 Annually	  Semi-Annually	  Quarterly	  Monthly (EFT payments only)	  Monthly (Repetitive Credit Card payments only)

Proposed Insured: 	 Social Security Number:

Home Address:                                              

Alternate Address:
  Billing     Mailing    Both (If other than Home Address):                                              

Birthdate:		 /	 /	    Birthplace: 	                                                                                          		

Sex:   M     F       Height: 		      Weight: 	 lbs.    Occupation: 	

Marital Status:     Married     Single     Widowed     Divorced       Telephone Number:   (	       )

Name of Primary Beneficiary: 						       Social Security Number:

Address:

Relationship: 

Name of Contingent Beneficiary:						      Social Security Number:

Address:

Relationship: 

First                                           Middle                                          Last

  Street	                                                      City	                                         State	                         Zip Code

       Street	                                                           City	                                     State                         Zip Code   

	 YES	  NO
1.	 Have you ever smoked or used tobacco?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                   
	 a. If yes, date last smoked/used?
	 b. How much did/do you smoke/use per day?

2. 	 a.  Have you ever had a request for life insurance declined, postponed, rated, or restricted in any way?. . . . . . . . . . . . . . . . . . . . . . . . . . .                                  
	 b.  Do you have any other applications for life insurance pending? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                               
	 c.	 Have you engaged in or made plans to scuba dive or participate in any other sports or hobbies? . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    
	 d.	 Within the past ten years have you used amphetamines, narcotics, barbiturates, hallucinogens,
		  or marijuana, or received treatment or been advised to receive treatment for drug or alcohol use?. . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    

3. 	 Have you ever had or been treated for or had indication of:
	 a.  Cancer, stroke, heart attack, or heart disease?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                            
	 b.  Diabetes, glandular or thyroid disorder, enlarged lymph nodes, epilepsy, or any mental, nervous, or neurological disorder?. . . . . . . . .                
	 c.  Chest pain, angina, high blood pressure, heart murmur or other circulatory or blood disorder? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                      
	 d.  Kidney, urinary or reproductive disorder, or AIDS/AIDS Related Complex, venereal disease or other immune disorder?. . . . . . . . . . . .                   
	 e.	 Liver or gastro-intestinal disorder, hepatitis or hepatitis carrier state?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                           
	 f. 	 Asthma, emphysema, COPD, or other respiratory disorder?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                  
	 g.	 Any disease or disorder not previously mentioned?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                         

4.	 Are you currently taking any prescription drugs or required to see a doctor on a regular basis?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                         

5. 	 Within the last two years have you been in a clinic, hospital, or medical facility for observation or treatment?. . . . . . . . . . . . . . . . . . . . . . .                              

6.	 Have you been absent from work within the last six months for more than 5 consecutive days because of illness or injury? . . . . . . . . . . .                  

7.	 Within the past ten years have you consulted a physician for any reason? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                         

HEALTH STATEMENT

FOR HOME OFFICE USE ONLY

(Continued on next page.)

Agent No.	 Date Rec’d	 Check No.	 Amt. Rec’d w/App. $

Underwriter	 Date Approved	 Effective Date

Policy Number

Application for 5-Year Renewable Term Life Insurance with Accelerated Benefits
to Nationwide Life Insurance Company

Underwritten by Nationwide  
Life Insurance Company
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  Street	                                                  City	                                         State	                  Zip Code

  Street	                                                  City	                                         State	                  Zip Code



It is agreed and understood that:

(a)	 the information set forth in this application is correctly recorded, complete and true to the best of my knowledge and belief, and that it forms the 
basis of my insurance request;

(b)	 my coverage will not become effective until the first day of the month following or coinciding with the date approved by the Company;

(c)	 the policy together with this application will completely describe the benefits and conditions of the insurance agreement;

(d)	 no Agent has authority on behalf of the Company to make or modify any application or to make any promise or representation;

(e)	 the policy is incontestable after two years.

Any person who submits an application or a claim containing a false or deceptive statement, and does so with intent to defraud or knowing that he or 
she is facilitating a fraud against an insurer, is guilty of insurance fraud.

	           	                    

Family Member               Condition                      Age at Onset         Age if Living        Age at Death        Cause of Death 

	 YES	 NO

10. 	 Are you now insured under another Nationwide Life policy or Health certificate? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                
	 If yes, Policy/Certificate #:
11. 	 Have any of your natural parents, brothers or sisters, either living or dead ever suffered from any of the following conditions: 
	 diabetes, cancer, high blood pressure, stroke, heart disease, kidney disease, multiple sclerosis, polycystic kidney disease, 
	 Huntington’s disease, or other inherited disease? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                        

	 If yes, complete the chart below.

AUTHORIZATION TO OBTAIN INFORMATION

I AUTHORIZE any physician, medical practitioner, hospital, clinic, other medically related facility, insurance or reinsuring company, the Medical 
Information Bureau Inc., consumer reporting agency or employer, having information available as to the diagnosis, treatment and prognosis with 
respect to any physical or mental condition and/or treatment or any other non-medical information of me to give to NATIONWIDE LIFE INSURANCE 
COMPANY or its legal representative any and all such information.

I UNDERSTAND the information obtained by use of the Authorization will be used by NATIONWIDE LIFE INSURANCE COMPANY to determine 
eligibility for benefits.  Any information obtained will not be released by NATIONWIDE LIFE INSURANCE COMPANY to any person or organization 
EXCEPT to reinsuring companies, the Medical Information Bureau Inc., or other persons or organizations performing business or legal services in 
connection with my application, or as may be otherwise lawfully required or as I may further authorize.

I AGREE that a photographic copy of this Authorization shall be valid as the original.

	 YES	  NO

8.	 Have you had an electrocardiogram or other diagnostic tests completed in the past ten years?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                         
9.	 Have you ever been advised by a member of the medical profession to have any diagnostic tests  
	 or procedures which have not been completed as of yet? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                      

“Yes” answers to any of the above questions (1-9) require a complete explanation. Please give the number/letter of the question, reason and date, along 
with the full name and complete address of each physician and hospital involved. (Use additional paper if more space is needed.)

(HEALTH STATEMENT Continued from page 1.)

Question     Reason	                                                                          Date          Names & Addresses of Physicians/Hospitals

 Proposed Insured

  City                                          State

THIS AUTHORIZATION IS VALID

For the purpose of collecting information in connection with an 
application for an insurance policy, a reinstatement or a request for 
change in policy benefits for a period of thirty months from the date the 
Authorization is signed.

Signed this 	  day of		  20	

Signed at 			    

Signed	           	                         

AGENT CERTIFICATION

I certify: (1) that the applicant has answered “No” to the question 
regarding replacement of insurance; and (2) that I have found, to the best 
of my knowledge and belief, the answer given regarding replacement of 
insurance is true.

 Proposed Insured

Agent Name

Agent Phone #

Agent Fax #

Agent Signature	  No.		

RGA (if Applicable)		  Date	          /	         /

Signed

Please Print

Date
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The initial premium payment may be charged to your credit card.

	 Monthly by EFT (Please complete EFT Authorization  
	 form below.) 

	 Monthly by Repetitive Credit Card (Fill out credit card  
	 information at right.)

Monthly Repetitive Credit Card Authorization - By signing 
below, I request and authorize NHP to charge my card for 
monthly recurring premiums on each due date. The amount 
may change as outlined in my Policy. This authorization is 
to remain in effect until revoked by me by providing NHP a 
30-day written notice. I agree that NHP shall be fully protected 
in honoring such card payments. I further agree if any such 
payment is dishonored, whether with or without cause and 
whether intentionally or inadvertently, NHP shall be under no 
liability whatsoever, including any fees imposed by my bank, 
should my card be rejected even though such dishonor results 
in forfeiture of coverage.

 	 Quarterly

 	 Semi-annually

	 Annually

   PRINT NAME	 DATE

  Authorized Signature (As it appears on the credit card.)
   SIGNATURE	 DATE

x

x

Cardholder’s Name (As it appears on the credit card.)

Cardholder’s Billing Address
ADDRESS

CITY	 STATE	 ZIP

Credit Card:	  VISA	  MasterCard

Card No.

V-Code 

 
Expiration Date:

(Last 3 numbers located on the backside of your 
card in the signature panel.)

Please charge the total quarterly, semi-annual, annual  
premium to my credit card.

Please charge only one month’s premium to my credit card  
and bill me the difference for the quarterly, semi-annual or  
annual premium mode I selected.

	 For NHP Life Plus Term Life Policy with Accelerated Benefits - Policy Number: 	

I authorize Nationwide Health Plans to send checks or electronic fund transfer (EFT) notices to my bank or other financial institution each 
month and charge them against my account.  I understand these account charges will pay premiums for the Term Life with Accelerated 
Benefits policy, NHP Life Plus, being applied for, if the policy is issued.  Insurance will become effective only upon approval by Nationwide 
and only upon the effective date of the policy following that approval and acceptance.

I agree that:  (a) each such charge shall constitute notice of premiums becoming due the first day of the following month for each charge; 
and (b) this payment method may be terminated by you or me on 30 days’ written notice in either case, or immediately by you if a charge 
is not honored for any reason.

My preferred draft day of the month is:      1st      15th (Premium drafted 2 weeks prior to due date.)        

I agree that:  (a) my financial institution’s rights with respect to each charge shall be the same as if it were personally signed by me; and  
(b) if any such charge is not honored, whether with or without cause and whether intentionally or inadvertently, my financial institution 
shall be under no liability whatsoever even though such dishonor results in the forfeiture of insurance.

	   __________________________________________
	     Depositor’s Name (Please print.)

____________	 X__________________________________________ 	 X__________________________________________
Date	     Signature of Depositor (as shown on record for the account 	                              Other Signature (if joint account)
	     to which this authorization applies)

PLEASE ATTACH VOIDED CHECK HERE

(Do not use deposit slip)

Authorization for Monthly Electronic Funds Transfer (EFT) Premium Payment

Premium Payment Modes Credit Card Information

Credit Card Payment for Initial Premium

GPH 11570 [8/06A]	 Page 3



This Page left intentionally blank.

GPH 11570 [8/06A]	 Page 4



NOTICE OF INSURANCE INFORMATION PRACTICES

To provide insurance coverage, we need to obtain health information about you and any other persons proposed for insurance. Some of 
that information will come from you and some will come from other sources. That information and any subsequent information collected 
by us may in certain circumstances be disclosed to third parties without your specific authorization.

In certain circumstances, Nationwide Life Insurance Company or its reinsurer(s) may also release information in its file to other life 
insurance companies to whom you may apply for life or health insurance, or to whom a claim for benefits may be submitted.

NOTICE TO APPLICANT OF PERSONAL INFORMATION PRACTICES

Personal non-health information may be collected from persons other than you or other individuals proposed for coverage. Any informa-
tion which we may have or may obtain about you or any other individuals proposed for coverage will be treated as confidential. How-
ever, personal or privileged information collected by us or our agents may, in certain circumstances, be disclosed to third parties like the 
California Department of Insurance or our affiliates for claims handling, servicing, underwriting or insurance marketing.

You have the right to see any personal information collected by us and can request correction of any inaccuracies. If you would like a 
description of our information practices and your rights regarding information we collect, please write us at the following address:  Na-
tionwide Health Plans, Attention: Health Customer Services Division, HS-10, 1651 Exposition Blvd., Sacramento, CA 95815.

FAIR CREDIT REPORTING NOTICE

If we use an independent reporting agency for a report, you have the right to be personally interviewed by them. If you wish to be inter-
viewed, please tell us how the agency can contact you and every effort will be made to interview you. Even if you are not interviewed, 
you have the further right to request that the reporting agency provide you with a copy of the report it makes. Write us at the address 
shown below and we’ll give you the name and address of any agency we have used to prepare a report on you so that you can contact 
them directly to find out more about that report.

If you want a more detailed explanation of our information practices or a copy of our Nationwide Health Information Privacy Practices 
Notice, please write to us at: Nationwide Health Plans, Att: HS-60, 1651 Exposition Boulevard, Sacramento, CA 95815

MEDICAL INFORMATION BUREAU DISCLOSURE NOTICE

Information regarding your insurability will be treated as confidential. Nationwide Life Insurance Company or its reinsurer(s) may, how-
ever, make a brief report thereon to the Medical Information Bureau, a nonprofit membership organization of life insurance companies, 
which operates an information exchange on behalf of its 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 its file.

Upon receipt of a request from you, the Bureau will arrange disclosure of any information it may have in your file. If you question the ac-
curacy of information in the Bureau’s file, you may contact the Bureau and seek a correction in accordance with the procedure set forth 
in the 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

Nationwide Health Plans - Underwritten By Nationwide Life Insurance Company

Please detach this Page and retain for your records.
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Underwritten By Nationwide Life Insurance Company

1651 Exposition Boulevard 
Sacramento, CA 95815

www.nationwidehealthplans.com

Nationwide Life Insurance Company


