
Genworth Life and Annuity Insurance Company • Genworth Life Insurance Company • Genworth Life Insurance Company of New York†
LIFE QUICK REQUEST TEMPORARY INSURANCE
APPLICATION AND AGREEMENT (TIAA) WORKSHEET
(FLORIDA) Not available in New Jersey

PLEASE READ THE FOLLOWING QUESTIONS AND ANSWER EACH TO DETERMINE ELIGIBILITY FOR TIAA:

(1) Is the Proposed Insured less than 15 days old or more than 70 years old (age nearest birthday) on the date of this TIAA?
◯ Yes	◯ No

(2) Is the policy applied for a joint life insurance policy?
◯ Yes	◯ No

(3) Does the total amount of insurance on the Proposed Insured’s life in force with the Insurer under any policies, conditional receipts, or
Temporary Insurance Application and Agreements exceed $1,000,000?
◯ Yes	◯ No

(4) In the past 90 days, has the Proposed Insured been admitted, or medically advised to be admitted to a hospital or other licensed health care facility, had surgery performed or recommended, or been medically advised to have any diagnostic test (excluding an AIDS-related test) that was not completed?
◯ Yes	◯ No

(5) In the past 5 years, has the Proposed Insured had, been treated for, or been medically advised to be treated for, heart disease, stroke, cancer, or alcohol or drug dependence or abuse?
◯ Yes	◯ No

(6) Has a medical physician diagnosed the Proposed Insured as having Hepatitis C?
◯ Yes	◯ No

(7) Has the Proposed Insured been tested positive for 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?
◯ Yes	◯ No


DO NOT PROCEED OR SUBMIT THIS FORM IF ANY ANSWER TO THE ABOVE QUESTIONS IS YES, TIAA IS NOT AVAILABLE.


AGENT ATTESTATION
I state the following:
1. I have explained the insurer’s procedures for accepting premium with a life insurance application.
2. I have obtained and accurately recorded the answers to the questions on the Temporary Insurance Application and Agreement
(TIAA) and this submission form from the Proposed Insured and Proposed Owner, and
3. I have explained the terms of the TIAA to the Proposed Owner, including the terms that coverage will not begin if any of the TIAA questions are answered “Yes” or left blank on the date the TIAA is signed by the Proposed Owner and the premium is paid and that if any answers are false, temporary insurance might be denied or declined.
4. I have also explained that the Proposed Owner and Proposed Insured must be aware that any changes to the information obtained by me when I asked TIAA questions and this submission form must be provided by the Proposed Owner when completing the TIAA and application because the information provided on the TIAA and application must be accurate and
up-to-date at the time the TIAA and application are signed by the Proposed Insured and the Proposed Owner.







Agent/Broker signature  	

Date  	





How does the Proposed Insured want to pay the initial premium?
◯ Electronic Funds Transfer (EFT) Monthly
◯ Credit Card (not available in Alaska, California, Maryland, North Carolina, New Jersey, Pennsylvania, New York).
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†Only Genworth Life Insurance Company of New York is admitted in and conducts business in New York.


NOTICE AND CONSENT FOR TESTING WHICH MAY INCLUDE AIDS VIRUS (HIV) ANTIBODY/ANTIGEN TESTING



To determine your insurability, the Insurer indicated on this form (the Insurer) has requested that you provide a sample of your blood, oral fluid or urine for testing and analysis. All tests will be performed by a licensed laboratory.

The consent you give by signing this form authorizes the Insurer to withdraw a blood sample, collect oral fluid or urine samples, and order laboratory tests only in regard to your present application for insurance. In order to perform all testing procedures, it may be necessary for you to provide more than one of these body fluid samples.

Unless precluded by law, tests may be performed to determine the presence of antibodies or antigens to the Human Immunodeficiency Virus (HIV), also known as the AIDS virus. The HIV antibody test that we perform is actually a series of tests done by a medically accepted procedure. The HIV antigen test  directly identifies AIDS viral particles. These tests are extremely reliable. Other tests which may be performed include determinations of blood cholesterol and related lipids (fats) and screening for liver or kidney disorders, diabetes, and immune disorders.

All test results will be treated confidentially. They will be reported by the laboratory to the Insurer. When necessary for business reasons in connection with insurance you have or have applied for with the Insurer, the Insurer may disclose test results to others involved solely in the underwriting process such as its affiliates, reinsurers, employees, or agents. If the Insurer is a member of the Medical Information Bureau (MIB, Inc.), and if the test results for HIV antibodies/antigens are
other than normal, the Insurer will report to the MIB, Inc. a generic code which signifies only a
non-specific test abnormality. If your HIV test is normal, no report will be made about it to the MIB, Inc. Other test results may be reported to the MIB, Inc., in a more specific manner. The organizations described in this paragraph may maintain the test results in a file or data bank. There will be no other disclosure of test results or even that the tests have been done except as may be required or permitted by law or as authorized by you.

If your HIV test results are normal, no routine notification will be sent to you. If the HIV test results are other than normal, you shall be notified by a physician designated by you or, in the absence of such designation, by the Tallahassee Florida Department of Health and Rehabilitation Services. The Insurer may contact you if there are other abnormal test results which, in the Insurer’s opinion, are significant. The Insurer will ask you for the name of a physician to whom you may authorize disclosure and with whom you may wish to discuss the results.

Positive HIV antibody/antigen test results do not mean that you have AIDS, but that you are at significantly increased risk of developing AIDS or AIDS-related conditions. Federal authorities say that persons who are HIV antibody/antigen positive should be considered infected with the AIDS virus and capable of infecting others.

Positive HIV antibody or antigen test results or other significant test result abnormalities will adversely affect your application for insurance. This means that your application may be declined, that an increased premium may be charged, or that other policy changes may be necessary.








Form No. GEFA-1842	ORIGINAL TO INSURER – Copy to Proposed Insured	1/2007



I have read and I understand this Notice of Consent For Testing Which May Include HIV Antibody/ Antigen Testing. I voluntarily consent to the withdrawal of a blood sample from me, the collection of oral fluid or urine samples, the testing of those samples, and the disclosure of the test results as described.

I understand that I have the right to request and receive a copy of this authorization. A photocopy of this form will be as valid as the original.





Proposed Insured (Please Print)	Date of Birth



Name and address of designated Physician:













Signature of Proposed Insured	Date	State of Residence or Parent/Guardian



Examiner’s Name and Address:

















Genworth Life and Annuity Insurance Company	Genworth Life Insurance Company

New  Business:  P.O. Box 320 	New  Business:  P.O. Box 461
Lynchburg, VA 24505-0320 	Lynchburg, VA 24505-0461






Form   No.   GEFA-1842	ORIGINAL   TO   INSURER   –   Copy   to   Proposed   Insured	1/2007 

Addendum to Application

Genworth Life Insurance Company (GLIC) • Genworth Life and Annuity Insurance Company (GLAIC)
700 Main Street • Lynchburg, VA 24504





Fraud warning
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.








Applicant’s signature 	Date














































Form No. GEFA-8554	Page 1 of 1	1/2007
Original to Company - Copy to Applicant


Authorization for Release of Health-Related Information

Genworth Life and Annuity Insurance Company	Genworth Life Insurance Company
P.O. Box 320 • Lynchburg, VA 24505-0320 	P.O. Box 461 • Lynchburg, VA 24505-0461



This authorization complies with the HIPAA Privacy Rule

Name of proposed insured/patient  (please print)                                                                                                    Date of birth


Authorization
This Authorization for Release of Health-Related Information to the Life Insurer
Life Insurer
Genworth Life and Annuity Insurance Company, or Genworth Life Insurance Company, as shown above
Protected Health Information
Protected Health Information is my entire medical record and other health information. It includes information such as: mental and physical health, including facts about communicable diseases such as HIV infection, AIDS, tuberculosis, sexually transmitted  diseases and mental illness; prescription drug use; other insurance coverage; hazardous activities;  character; and the use of alcohol, drugs, and tobacco. It excludes psychotherapy notes.
My Providers
My Providers are: any health plan; physician; health care professional; hospital; clinic; laboratory; pharmacy or pharmacy database; medical facility; or other health care provider that has provided payment, treatment or services to me or on my behalf.

I authorize My Providers to disclose my Protected Health Information to the Life Insurer and its agents, employees and representatives.

By signing below: 1) I acknowledge that any agreements I made that restrict my Protected Health Information do not apply to this Authoriza- tion; and 2) I instruct My Providers to release and disclose my Protected Health Information without  restriction.

This Protected Health Information is to be disclosed under this Authorization so that the Life Insurer may: 1) underwrite my application for coverage, make eligibility,  risk rating, policy issuance and enrollment  determinations;  2) obtain reinsurance; 3) administer  claims and determine or provide coverage and benefits; 4) administer coverage; and 5) conduct other activities that are allowed or required by law and relate to any coverage I have or have applied for with the Life Insurer.

This Authorization shall remain in force for 30 months following  the date below. A copy of this Authorization is as valid as the original. I
understand that:1) I have the right to revoke this Authorization in writing, at any time, by sending a written  notice to the Life Insurer at 3100
Albert Langford Drive, Lynchburg, VA 24501, Attention:  Privacy Official; and 2) written  revocation is not effective  if any of My Providers has relied on this Authorization or if the Life Insurer has a legal right to contest a claim under an insurance policy or to contest the policy itself. I also understand that any Protected Health Information disclosed pursuant to this Authorization may be redisclosed and no longer covered by the federal rules governing privacy and confidentiality of health information.

I understand that My Providers may not refuse to provide treatment or payment for health care services if I refuse to sign this Authorization. I further understand that if I refuse to sign this Authorization to release my Protected Health Information, the Life Insurer may not be able to perform the underwriting  necessary to process my life insurance application. I acknowledge that I have received a copy of this Authorization.

Signature of Proposed Insured/Patient  or Personal Representative                                                                     Date


Description of Personal Representative’s Authority or Relationship to Patient





GEFA-HIPAA 	1/2007
