The Prudential Insurance Dealer Life Coverage Request Form

cOmpany of America After completing the Form on this page and the reverse side, please detach
751 Broad Street. Newark. NJ 07102 and return to Gilsbar Insurance Services, PO. Box 998, Covington, LA 70434. Do not

include payment now. You will be billed on a monthly basis when notified of your
coverage effective date. Please note: National Automobile Dealers Association
(NADA) membership is required for this insurance coverage. If you have any
questions, please call NADA Insurance at 1-888-461-6232.

IIN'SURIAINCLE| Group Contract No. 34371

Member Information (Please print in black ink)

First Name Ml Last Name

Street Apt. Ci State

ZIP Code Date of Birth (mm/dd/yyyy Height Weight Gender Stock Owned
_ |:| ft. in. lbs. [ ]Male [ ]Female %

Social Security Number Daytime Telephone Number Evening Telephone Number

Dealership Name Dealership Address Dealer Account ##

E-Mail NADA Member #

Member Life Coverage Amounts—Choose the coverage amount for which you are applying.

NADA Life Insurance Coverage Amount Requested (please check one}

[1$2,000000 []$1,000000 [ ]$500000 [ ]$100,000
[]$1,500000 []$750000  [1$300000 [ ]$50,000
(] Other Coverage Amount (in $50,000 increments up to a maximum of $2,000,000: $

Are you now actively at work Full-time? [ ]Yes [ _]No (At least 20 hours per week or 1000 hours per year is required for coverage).

Beneficiary Information— Beneficiary information listed here, or attached will replace what is currently on file.

Full Name of Beneficiary Social Security No. Relationship Share

%
Address
U Please check here if additional beneficiary designation is attached. Total (Must equal 100%) 100%

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 any
false, incomplete or misleading information is guilty of a felony of the third degree.

| acknowledge that | have read and understood the Fraud Warnings appearing on another part of this Request Form.

In order to be eligible to maintain the insurance indicated above, | acknowledge: (a) that | am a member of the National Automobile Dealers Association; (b) that | must
continue such membership to keep this insurance in force; (c) that | must be actively at work on a full-time basis on the effective date of coverage; (d) | hereby request
participation in the NADA Insurance Trust and agree to be bound by its terms; and (e) | will remit required contributions for such insurance when due. By providing my
e-mail address, | hereby agree to receive e-mails relating to the medical underwriting process as well as other information pertaining to my membership.

X

Signature of Member Date

The Member Life Insurance is issued by The Prudential Insurance Company of America, 751 Broad Street, Newark, NJ 07102, 1-800-562-9874, a New Jersey Company. Contract
Series 83500. Please refer to the Booklet Certificate for all plan details including any exclusions, limitations and restrictions which may apply. If there is a discrepancy between
this document and the certificate of Insurance issued by Prudential, the terms of the Certificate of Insurance will govern. Contract provisions may vary by state.

GL.2007.096 Ed. 01/2008
NADA 51825 web




@ ) NATIONAL AUTOMOBILE DEALERS
&% Prudential INSURANCE TRUST

Short Form Health Statement Questionnaire (Piease print in black ink) Group Contract No. 34371

Member's First Name MI Last Name

Member Social Security Number

Applicant's First Name MI Last Name

T S A e s O O ) A
Street Apt.

(S S A S A I I A

City State ZIP Code

(T ) S A e e O O O A

Date of Birth Social Security Number

(N S e I A N ) A I

Gender: 4 Male O Female Height: ___ft. in. Weight:______Ibs.

Please answer these questions by checking “Yes” or “No”.

YesQ NoQ Do you currently have any disorder, condition (including pregnancy), disease, or defect or are you currently taking
medication prescribed or provided by a medical or other practitioner for any disorder, condition (including pregnancy),
disease, or defect other than a cold, cough, flu, or allergies?

Yesd NoQ During the last five years, have you been in a hospital, sanitarium, or other institution for observation, rest, diagnosis,
or treatment?

Yesd NoQd During the last five years, have you had life, disability, or health insurance declined, postponed, changed, rated-up,
cancelled, or withdrawn?

YesQ NoQ Within the last five years, have you been diagnosed with, or treated by a member of the medical profession for,
Acquired Immune Deficiency Syndrome (AIDS) or AIDS-Related Complex (ARC), or have you been treated for or had
any trouble with any of the following: heart, chest pain, high blood pressure, cancer or tumors, diabetes, lungs,
kidneys, liver?

Prudential reserves the right to request additional health information on the basis of responses given to the above questions.

| declare that, to the best of my knowledge and belief, the statements made on this application are complete and true. | certify that |
have read, or had read to me, the completed application, and | realize that any false statement or misrepresentation in this application
may result in loss of coverage under the plan. | agree that the coverage applied for is subject to the terms of the plan and shall become
effective on the date or dates established by the plan, provided the evidence of good health is satisfactory.

X

Applicant’s Signature (unless a minor) Date

X

If applicant is a minor, Signature of Parent, Guardian, Date
or Person Liable for Support of Applicant

Prudential Financial is a service mark of The Prudential Insurance Company of America, Newark, NJ, and affiliates. Prudential is domiciled in the State of New Jersey.
(GL.98.698-VA Ed. 8/2006



Important Notice: For residents of all states except Florida, New Jersey, New York, Pennsylvania, Utah, Vermont, Virginia and Washington:
Warning: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company or other 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 or 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. 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 fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.
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 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 a statement of claim for payment of a loss or benefit may have violated state law, is 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. 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.

Please keep this notice for your records.

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 your estate. The beneficiary
named herein will be the beneficiary for your total amount of insurance coverage issued pursuant to the Plan of Insurance of the National Automobile Dealers
Insurance Trust.

ACCELERATED DEATH BENEFITS: RECEIPT OF ACCELERATED DEATH BENEFITS MAY AFFECT ELIGIBILITY FOR PUBLIC ASSISTANCE
PROGRAMS AND MAY BE TAXABLE. THERE IS NO ADMINISTRATIVE FEE TO ACCELERATE DEATH BENEFITS. THE ACCELERATED
AMOUNT IS DISCOUNTED.

Prudential Financial is a service mark of The Prudential Insurance Company of America, Newark, NJ, and affiliates. Prudential is domiciled in the State of New Jersey.
(GL.98.698-VA Ed. 8/2006 NADA 51825 web



