


Height & Weight Chart
The maximum weight is a major co-mortality factor.  The minimum weight is a major co-mortality 
factor as well – underweight may be due to a recent illness or modified diet. Serious causes may exist, 
especially in the elderly, when low BMI appears to be a marker of disease.  Underweight is less com-
mon than obesity, however it still gives rise to significant mortality.

If an applicant exceeds maximum weight – it is a decline.  
If applicant goes below the minimum weight – it is a decline.

Height Minimum 
weight

Maximum 
weight

Unisex      Unisex
4’8 74 185
4’9 76 192
4’10 79 199
4’11 82 206
5’0 84 213
5’1 87 220
5’2 90 228
5’3 93 235
5’4 96 243
5’5 99 250
5’6 102 258
5’7 105 266
5’8 109 274
5’9                112 282
5’10           115 291
5’11            118 299
6’0              122 308
6’1                125 316
6’2              129 325
6’3              132 334
6’4              136 343
6’5              139 352
6’6             143 361
6’7             146 371
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9. Health Questions: If the Proposed Insured answers “YES” to any question in this section or does not meet the height and 
weight requirements for the product, they are not eligible for coverage. 

1.  Height____________________________  Weight ________________________

2. Do you need assistance with the normal activities of daily living (eating, bathing, dressing, taking medications, 
etc.), or are you currently hospitalized, confi ned to a bed or nursing facility, or receiving hospice care?

3. Within the past 12 months have you 
a. Been medically diagnosed with internal cancer, leukemia, lymphoma, or melanoma or have had more than one 

occurrence of any cancer in your life time (excluding basal or Squamous cell skin cancer), had a recurrence of any 
cancer, or currently being treated for cancer or had an amputation caused by any disease or cancer?

b. Been medically diagnosed, treated, or taken medication for stroke or transient ischemic attack (TIA/mini-stroke)?

4. Within the past 24 months have you
a. Been medically diagnosed, treated or taken medication for cirrhosis, liver disease, angina, chronic obstructive 

pulmonary or lung disease (COPD/COLD), emphysema, chronic bronchitis, required oxygen to assist in breathing, 
or uncontrolled high blood pressure?

b. Been medically diagnosed as having, been treated for or hospitalized for heart disease, Hodgkin’s Disease, heart 
attack, heart or circulatory vascular surgery (including coronary artery bypass, pacemaker or replacement pacemaker, 
heart valve replacement, abdominal aortic aneurysm, but excluding angioplasty or stent placement) cardiomyopathy, 
or any procedure to improve circulation to the heart or brain?

5. Within the past 36 months have you 
a. been convicted of a felony or are you currently incarcerated or on probation, been diagnosed or treated by a licensed 

member of the medical profession for alcohol or any drugs of abuse, attempted suicide, or been convicted of operating 
a vehicle while intoxicated or impaired?

6. Have you ever
a. Been medically treated for insulin shock, diabetic coma, or have you taken insulin injections or by other methods 

prior to age 40?
b. Tested positive to exposure to the HIV infection or been diagnosed as having ARC or AIDS caused by the HIV infection 

or other sickness or condition derived from such infection?
c. Had, or been medically advised by a member of the medical profession to have, an organ transplant, or been diagnosed 

as having a terminal medical condition that is expected to result in death within the next 12 months.
d. Been medically diagnosed, treated, or taken medication for chronic kidney disease (including dialysis), kidney or 

liver failure, congestive heart failure, Alzheimer’s, dementia, Lou Gehrig’s disease (ALS), schizophrenia, bipolar 
disorder, or mental incapacity?

 YES NO
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 � �
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 � �
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 � �

 
 � �
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8. Payment Options
Initial Payment Method:
� PAC (Pre-Authorized Check) � Check* (Payable to AML)  
� Credit Card (Initial payment only) � VISA � MasterCard

Account Number ______________________________________________  Expiration Date ____________________

Cardholder’s Printed Name ______________________________ Cardholder’s Signature  _________________________

Premium Amount $ ____________________________________
Subsequent Premium Payment Frequency and Method of Payment:
 Billing Frequency Payment Method
 � Monthly  PAC (Pre-Authorized Check) (Must choose PAC if Initial Payment Method above is PAC) 

 � Quarterly 
 � Semi-Annual Check *(Payable to AML)
 � Annual
If you selected PAC (Pre-Authorized Check), indicate subsequent premium withdrawal date ____________________________
 � Checking  � Savings

Name of Financial Institution  ____________________________________________________________________________

Routing Number _____________________________________  Account Number  ____________________________  

Account Holder’s Printed Name ________________________  Signature of Account Holder ___________________

*When you provide a check as payment, you authorize us either to use information from your check to make a one-time electronic 
fund transfer from your account or to process the payment as a check transaction. When we use information from your check to 
make an electronic fund transfer, funds may be withdrawn from your account as soon as the same day you make your payment, 
and may not receive your check back from your fi nancial institution.  For inquiries please call 1-800-585-8385, press zero.

(Initials of the Applicant: ________________ )





Additional Note:
Please leave the last page of the application titled “Notice to Applicant” with the customer.

(4. a.) COPD/COLD: (Chronic obstructive lung disease or pulmonary disease), this health condition includes chronic 
bronchitis, emphysema, pulmonary fibrosis, pulmonary granulomatosis, pulmonary edema, active tuberculosis, 
pneumoconiosis (black lung, farmer’s lung, asbestosis, silicosis), bronchietasis, pulmonary sarcoidosis, histoplasmosis, 
and cryptococcosis.  

Asthma by itself is not considered COPD/COLD and is an acceptable risk factor.

(4. b.) NEW Heart Disease or Disorder: The following are considered diseases or disorders of the heart occurring /
discovered within the last 24 months.  Heart attack, heart blocks, PVD (peripheral vascular disease), valvular surgery, 
(angioplasty and stent placement are excluded from question 4b only), pacemaker, cerebral vascular disease, arrhythmias, 
carditis, abnormal resting and exercise EKG’s, cardiac ischemia, enlarged heart, angina, coronary artery aneurysm, 
coronary artery bypass grafting, heart replacement, murmurs of any kind, cardiomyopathy, coronary artery disease of any 
type.  Issues such as a heart attack five years ago without any further episodes continue to be underwriting acceptable. 

Prescription drug use for maintenance of health conditions originally diagnosed over 24 months ago, does not apply to 
question 4b.  

Prescription drug use for maintenance of health conditions originally diagnosed over 12 months ago, does not apply to 
question 3a.

Uncontrolled Blood Pressure: If the applicant feels blood pressure is uncontrolled, they should answer the question 
“Yes.”  If confident that it is controlled they should respond “No.”  The applicant can determine whether their blood 
pressure condition is controlled by what their doctor has told them.  If they are taking their medication and if the average 
reading does not exceed 140/90 they can consider their blood pressure under control.
 
Treatment: Treatment is defined as receipt of medical services, surgery, or therapeutic care due to disease or injury; this 
does not include routine checkups.  

Payment Options Section:

Do not accept cash•	
Indicate billing frequency: (Monthly, Quarterly, Semi-Annual, and Annual)•	
Indicate PAC date (if selected) •	

-A void check or savings withdraw slip is not required
		  -Can’t choose the 29th, 30th, or 31st 
		  -Left blank - default to 30 days on monthly

-PAC date must be set by the 28th of next month if on a monthly schedule 
If credit card, ensure credit card information is complete•	

- Cardholder’s signature could be different from proposed insured or owner
-VISA & MasterCard (Initial Payment Only)
-Single pay or initial premium payment only

Indicate Banking information•	
-Indicate bank name 
-Indicate checking or savings
-Complete the routing and account numbers
-Have the account holder sign

Premium Note:
The Premium Amount represents the amount of initial payment and the amount of each subsequent 
payment.  For example, if an Annual Billing Frequency is selected for subsequent premiums, the initial 
payment will be the annual premium amount.  

Health Question Section
Health Questions

Do not interpret questions•	
Applicant should answer questions •	
Policies are contestable for 24 months•	

Signature Section
INCLUDE:

□	 Signed at City, State	 □	Proposed Insured and Date
□	 Replacement Question, “Yes/ No”	 □	Applicant/ Owner and Date
□	 Witness or Licensed Agent and Date

Agent’s Statement Section
INCLUDE:

□	 Licensed Agent’s Signature	 □	 Name of Agency Office
□	 Agent’s State License ID Number	 □	 Expiration Date
□	 Agent’s Printed Name	 □	 Agent Number
□	 Agent Telephone Number

9. Health Questions: If the Proposed Insured answers “YES” to any question in this section or does not meet the height and 
weight requirements for the product, they are not eligible for coverage. 

1.  Height ___________________________             Weight ________________________

2. Do you need assistance with the normal activities of daily living (eating, bathing, dressing, taking medications, 
etc.), or are you currently hospitalized, confi ned to a bed or nursing facility, or receiving hospice care?

3. Within the past 12 months have you 
a. Been diagnosed with internal cancer, leukemia, lymphoma, or melanoma or have had more than one occurrence 

of any cancer in your life time (excluding basal or Squamous cell skin cancer), had a recurrence of any cancer, or 
currently being treated for cancer or had an amputation caused by any disease or cancer?

b. Been medically diagnosed, treated, or taken medication for stroke or transient ischemic attack (TIA/mini-stroke)?

4. Within the past 24 months have you
a. Been medically diagnosed, treated or taken medication for cirrhosis, liver disease, angina, chronic obstructive 

pulmonary or lung disease (COPD/COLD), emphysema, chronic bronchitis, required oxygen to assist in breathing, 
or uncontrolled high blood pressure?

b. Been diagnosed as having, been treated for or hospitalized for heart disease, Hodgkin’s Disease, heart attack, 
heart or circulatory vascular surgery (including coronary artery bypass, pacemaker or replacement pacemaker, 
heart valve replacement, abdominal aortic aneurysm, but excluding angioplasty or stent placement) cardiomyopathy, 
or any procedure to improve circulation to the heart or brain?

5. Within the past 36 months have you 
a. been convicted of a felony or are you currently incarcerated or on probation, been treated for or been advised 

to have treatment for alcohol or any drugs of abuse, attempted suicide, or been convicted of operating a vehicle 
while intoxicated or impaired?

6. Have you ever
a. Been treated for insulin shock, diabetic coma, or have you taken insulin injections or by other methods prior to 

age 40?
b. Been medically treated or diagnosed by a medical professional as having Acquired Immune Defi ciency Syndrome 

(AIDS), AIDS related complex (ARC), or any immune defi ciency related disorder or tested positive for the human 
immunodefi ciency virus (HIV)?

c. Had, or been medically advised to have, an organ transplant, or been diagnosed as having a terminal medical condition 
that is expected to result in death within the next 12 months.

d. Been medically diagnosed, treated, or taken medication for chronic kidney disease (including dialysis), kidney or 
liver failure, congestive heart failure, Alzheimer’s, dementia, Lou Gehrig’s disease (ALS), schizophrenia, bipolar 
disorder, or mental incapacity? 

 YES NO
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8. Payment Options
Initial Payment Method:
Ç PAC (Pre-Authorized Check) Ç Check* (Payable to AML)
Ç Credit Card (Initial payment only) Ç VISA Ç MasterCard
Account Number ______________________________________________  Expiration Date ____________________
Cardholder’s Printed Name ______________________________ Cardholder’s Signature  _________________________
Premium Amount $ ____________________________________
Subsequent Premium Payment Frequency and Method of Payment:

Billing Frequency Payment Method
 Ç Monthly  PAC (Pre-Authorized Check) (Must choose PAC if Initial Payment Method above is PAC) 

 Ç Quarterly
 Ç Semi-Annual Check *(Payable to AML)
 Ç Annual
If you selected PAC (Pre-Authorized Check), indicate subsequent premium withdrawal date ____________________________
Ç Checking  Ç Savings

Name of Financial Institution  ____________________________________________________________________________
Routing Number _____________________________________  Account Number  ____________________________  
Account Holder’s Printed Name ________________________  Signature of Account Holder ___________________

*When you provide a check as payment, you authorize us either to use information from your check to make a one-time electronic 
fund transfer from your account or to process the payment as a check transaction. When we use information from your check to 
make an electronic fund transfer, funds may be withdrawn from your account as soon as the same day you make your payment, 
and may not receive your check back from your fi nancial institution.  For inquiries please call 1-800-585-8385, press zero.

(Initials of the Applicant: ________________ )

See Height Chart See Weight Chart



Additional Note:
Please leave the last page of the application titled “Notice to Applicant” with the customer.

(4. a.) COPD/COLD: (Chronic obstructive lung disease or pulmonary disease), this health condition includes chronic 
bronchitis, emphysema, pulmonary fibrosis, pulmonary granulomatosis, pulmonary edema, active tuberculosis, 
pneumoconiosis (black lung, farmer’s lung, asbestosis, silicosis), bronchietasis, pulmonary sarcoidosis, histoplasmosis, 
and cryptococcosis.  

Asthma by itself is not considered COPD/COLD and is an acceptable risk factor.

(4. b.) NEW Heart Disease or Disorder: The following are considered diseases or disorders of the heart occurring /
discovered within the last 24 months.  Heart attack, heart blocks, PVD (peripheral vascular disease), valvular surgery, 
(angioplasty and stent placement are excluded from question 4b only), pacemaker, cerebral vascular disease, arrhythmias, 
carditis, abnormal resting and exercise EKG’s, cardiac ischemia, enlarged heart, angina, coronary artery aneurysm, 
coronary artery bypass grafting, heart replacement, murmurs of any kind, cardiomyopathy, coronary artery disease of any 
type.  Issues such as a heart attack five years ago without any further episodes continue to be underwriting acceptable. 

Prescription drug use for maintenance of health conditions originally diagnosed over 24 months ago, does not apply to 
question 4b.  

Prescription drug use for maintenance of health conditions originally diagnosed over 12 months ago, does not apply to 
question 3a.

Uncontrolled Blood Pressure: If the applicant feels blood pressure is uncontrolled, they should answer the question 
“Yes.”  If confident that it is controlled they should respond “No.”  The applicant can determine whether their blood 
pressure condition is controlled by what their doctor has told them.  If they are taking their medication and if the average 
reading does not exceed 140/90 they can consider their blood pressure under control.
 
Treatment: Treatment is defined as receipt of medical services, surgery, or therapeutic care due to disease or injury; this 
does not include routine checkups.  

Payment Options Section:

Do not accept cash•	
Indicate billing frequency: (Monthly, Quarterly, Semi-Annual, and Annual)•	
Indicate PAC date (if selected) •	

-A void check or savings withdraw slip is not required
		  -Can’t choose the 29th, 30th, or 31st 
		  -Left blank - default to 30 days on monthly

-PAC date must be set by the 28th of next month if on a monthly schedule 
If credit card, ensure credit card information is complete•	

- Cardholder’s signature could be different from proposed insured or owner
-VISA & MasterCard (Initial Payment Only)
-Single pay or initial premium payment only

Indicate Banking information•	
-Indicate bank name 
-Indicate checking or savings
-Complete the routing and account numbers
-Have the account holder sign

Premium Note:
The Premium Amount represents the amount of initial payment and the amount of each subsequent 
payment.  For example, if an Annual Billing Frequency is selected for subsequent premiums, the initial 
payment will be the annual premium amount.  

Health Question Section
Health Questions

Do not interpret questions•	
Applicant should answer questions •	
Policies are contestable for 24 months•	

Signature Section
INCLUDE:

□	 Signed at City, State	 □	Proposed Insured and Date
□	 Replacement Question, “Yes/ No”	 □	Applicant/ Owner and Date
□	 Witness or Licensed Agent and Date

Agent’s Statement Section
INCLUDE:

□	 Licensed Agent’s Signature	 □	 Name of Agency Office
□	 Agent’s State License ID Number	 □	 Expiration Date
□	 Agent’s Printed Name	 □	 Agent Number
□	 Agent Telephone Number

9. Health Questions: If the Proposed Insured answers “YES” to any question in this section or does not meet the height and 
weight requirements for the product, they are not eligible for coverage. 

1.  Height ___________________________             Weight ________________________

2. Do you need assistance with the normal activities of daily living (eating, bathing, dressing, taking medications, 
etc.), or are you currently hospitalized, confi ned to a bed or nursing facility, or receiving hospice care?

3. Within the past 12 months have you 
a. Been diagnosed with internal cancer, leukemia, lymphoma, or melanoma or have had more than one occurrence 

of any cancer in your life time (excluding basal or Squamous cell skin cancer), had a recurrence of any cancer, or 
currently being treated for cancer or had an amputation caused by any disease or cancer?

b. Been medically diagnosed, treated, or taken medication for stroke or transient ischemic attack (TIA/mini-stroke)?

4. Within the past 24 months have you
a. Been medically diagnosed, treated or taken medication for cirrhosis, liver disease, angina, chronic obstructive 

pulmonary or lung disease (COPD/COLD), emphysema, chronic bronchitis, required oxygen to assist in breathing, 
or uncontrolled high blood pressure?

b. Been diagnosed as having, been treated for or hospitalized for heart disease, Hodgkin’s Disease, heart attack, 
heart or circulatory vascular surgery (including coronary artery bypass, pacemaker or replacement pacemaker, 
heart valve replacement, abdominal aortic aneurysm, but excluding angioplasty or stent placement) cardiomyopathy, 
or any procedure to improve circulation to the heart or brain?

5. Within the past 36 months have you 
a. been convicted of a felony or are you currently incarcerated or on probation, been treated for or been advised 

to have treatment for alcohol or any drugs of abuse, attempted suicide, or been convicted of operating a vehicle 
while intoxicated or impaired?

6. Have you ever
a. Been treated for insulin shock, diabetic coma, or have you taken insulin injections or by other methods prior to 

age 40?
b. Been medically treated or diagnosed by a medical professional as having Acquired Immune Defi ciency Syndrome 

(AIDS), AIDS related complex (ARC), or any immune defi ciency related disorder or tested positive for the human 
immunodefi ciency virus (HIV)?

c. Had, or been medically advised to have, an organ transplant, or been diagnosed as having a terminal medical condition 
that is expected to result in death within the next 12 months.

d. Been medically diagnosed, treated, or taken medication for chronic kidney disease (including dialysis), kidney or 
liver failure, congestive heart failure, Alzheimer’s, dementia, Lou Gehrig’s disease (ALS), schizophrenia, bipolar 
disorder, or mental incapacity? 

 YES NO
Ç Ç
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8. Payment Options
Initial Payment Method:
Ç PAC (Pre-Authorized Check) Ç Check* (Payable to AML)
Ç Credit Card (Initial payment only) Ç VISA Ç MasterCard
Account Number ______________________________________________  Expiration Date ____________________
Cardholder’s Printed Name ______________________________ Cardholder’s Signature  _________________________
Premium Amount $ ____________________________________
Subsequent Premium Payment Frequency and Method of Payment:

Billing Frequency Payment Method
 Ç Monthly  PAC (Pre-Authorized Check) (Must choose PAC if Initial Payment Method above is PAC) 

 Ç Quarterly
 Ç Semi-Annual Check *(Payable to AML)
 Ç Annual
If you selected PAC (Pre-Authorized Check), indicate subsequent premium withdrawal date ____________________________
Ç Checking  Ç Savings

Name of Financial Institution  ____________________________________________________________________________
Routing Number _____________________________________  Account Number  ____________________________  
Account Holder’s Printed Name ________________________  Signature of Account Holder ___________________

*When you provide a check as payment, you authorize us either to use information from your check to make a one-time electronic 
fund transfer from your account or to process the payment as a check transaction. When we use information from your check to 
make an electronic fund transfer, funds may be withdrawn from your account as soon as the same day you make your payment, 
and may not receive your check back from your fi nancial institution.  For inquiries please call 1-800-585-8385, press zero.

(Initials of the Applicant: ________________ )

See Height Chart See Weight Chart





(888) 801-5118
Call center office hours (CST):
	 Monday	 8:00 am to 9:30 pm
	 Tuesday	 8:00 am to 9:30 pm
	 Wednesday	 8:00 am to 9:30 pm
	 Thursday	 8:00 am to 9:30 pm
	 Friday	 8:00 am to 5:00 pm

Applicant Status:
	 The phone interviewer will re-ask the Health Questions.  
	 The phone interviewer will inform the applicant of the underwriting decision.
	 If the sale is non-seen, please leave the best time to do the interview and the desired language on 

your recorded message.  

Foreign Language:
	 Please inform the phone interviewer the desired language at the beginning of your call.  

Busy Line or Phone Issues:
	 In the rare instance that the phone interview line is busy, please leave a voice mail message in-

cluding the proposed insured’s phone number.  

After Hours or Non-Seen: 
	 Please leave your name, phone number, and the best time to call.

Note: 
	 If sending appointment paperwork and the first application for insurance at the same time, the 

writing agent should inform the phone interview person that there is no existing number yet 
established for the agent.

	 Each application will have a “Form #” printed on it.  This # is to be given to the ESP Interviewer 
by the agent for every interview.  When the agent leaves a message for a call back to the appli-
cant, the agent needs to leave this “Form #” as part of the message.

	 Some states require a delivery receipt please follow state guidelines.

Point of Sale Process
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