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Applicant A
Print Name:

Age
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Applicant B
Print Name:

Age

Enhanced Survivorship Benefit - The 10-Year Benefit is included with coverage.
 Yes  No This Enhanced option is only available if a couple both apply for and are issued policies.

Eligible for Couples Discount
 Yes  No

Criteria must be met. See �Application Instructions.�  If YES and second applicant is applying on this application,
no further information is needed. If second applicant is not applying on this application, please provide the following.

62419CT

Monthly Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Benefit Multiplier
 Unlimited   120   96   72
 60   48   36   24

Elimination Period
 30 days  90 days

Monthly Maximum

$

Restoration of Benefits
 Yes*  No *Not available with Unlimited Benefit Multiplier.

Nonforfeiture Benefit
 Yes  No

Replacement
Is this to replace an existing policy with us?

 Yes  No

Submitted Full Modal Premium

$

Replacement
Is this to replace an existing policy with us?

 Yes  No

Submitted Full Modal Premium

$

Benefit Multiplier
 Unlimited   120   96   72
 60   48   36   24

PCI-65006

Second Applicant Social Security Number Second Applicant Name Second Applicant Existing Policy Number

Use reverse for SHARED coverage.

Eligible for Preferred Health Discount
 Yes*  No

Eligible for Preferred Health Discount
 Yes*  No

State in which
application
is signed:

Agent
Producer
Code:

Agent Name: For Internal Use

Cell Code:

Restoration of Benefits
 Yes*  No *Not available with Unlimited Benefit Multiplier.

Nonforfeiture Benefit
 Yes  No

Premium Payments
 Standard  10-Pay  Pay-to-65 (only available for ages 55 and younger)

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.

Premium Payments
 Standard  10-Pay  Pay-to-65 (only available for ages 55 and younger)

* Must accurately answer No to all parts of questions 1-7.
If medical history is found inconsistent with your answers, premium will be adjusted accordingly.

1. COVERAGE SELECTION  Privileged Choice  INDIVIDUAL  Coverage
Complete and submit only one Coverage Selection page.

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Elimination Period
 30 days  90 days

OPTIONS/RIDERS

PREMIUM INFORMATION

DISCOUNTS

BASIC BENEFIT SELECTIONS

Group NumberList Bill
 Yes  No



Complete and submit only one Coverage Selection page.
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Applicant A
Print Name:

Age
Applicant B
Print Name:

Age

Monthly Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Benefit Multiplier
  240   192   144  120
  96   72   48

Elimination Period
 30 days  90 days

Restoration of Benefits
 Yes  No

Nonforfeiture Benefit
 Yes  No

Replacement
Is this to replace an existing policy with us?
Applicant A:    Yes    No
Applicant B:    Yes    No

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.

62420CT

Submitted Full Modal Premium

$

If one applicant for this Shared Coverage is found uninsurable by the Underwriting Department, the insurable person will receive an Individual plan with
the selections above (except that only 50% of the Benefit Multiplier will be used, but not less than 24), unless Contingent Selections are chosen.
Complete these Contingent Selections ONLY if the selections above are not desired.

Monthly Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Elimination Period
 30 days  90 days

Benefit Multiplier
 Unlimited   120   96   72
 60   48   36   24

PCS-65007

State in which
application
is signed:

Agent
Producer
Code:

Agent Name: For Internal Use

Cell Code:

2. COVERAGE SELECTION  Privileged Choice  SHARED  Coverage Use reverse for INDIVIDUAL coverage.

* Must accurately answer No to all parts of questions 1-7.
If medical history is found inconsistent with your answers, premium will be adjusted accordingly.

Enhanced 7-Year Survivorship Benefit - The 10-Year Benefit is included with coverage.
 Yes  No This Enhanced 7-Year option is only available if a couple both apply for and are issued policies.

Restoration of Benefits
 Yes  No

Nonforfeiture Benefit
 Yes  No

Eligible for Preferred Health Discount Eligible for Preferred Health Discount
Applicant A:            Yes*    No Applicant B:            Yes*    No

OPTIONS/RIDERS

PREMIUM INFORMATION

DISCOUNTS

BASIC BENEFIT SELECTIONS

CONTINGENT SELECTIONS

Group NumberList Bill
 Yes  No



Applicant A
Print Name:

Age
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Applicant B
Print Name:

Age

Survivorship Benefit -  7-Year and 10-Year options are only available if a couple both apply for and are issued policies. Check only one box.
     7-Year (optional)      10-Year (optional)      None

Eligible for Couples Discount
 Yes  No

Criteria must be met. See �Application Instructions.�  If YES and second applicant is applying on this application,
no further information is needed. If second applicant is not applying on this application, please provide the following.

62417CT

Daily Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Benefit Multiplier
 Unlimited  3650  2920  2190
 1825  1460  1095  730

Elimination Period
 30 days  90 days

Home Care Benefits
 100%  50%

Waiver of Home Care Elimination Period*
 Yes  No      *Not available with 50% Home Care Benefits option.

Monthly Maximum*
 Yes  No      *Not available with 50% Home Care Benefits option.

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Replacement
Is this to replace an existing policy with us?

 Yes  No

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.
Submitted Full Modal Premium

$

Premium Payments
 Standard  10-Pay  Pay-to-65 (only available for ages 55 and younger)

Replacement
Is this to replace an existing policy with us?

 Yes  No

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.
Submitted Full Modal Premium

$

Premium Payments
 Standard  10-Pay  Pay-to-65 (only available for ages 55 and younger)

CSI-65206

Second Applicant Social Security Number Second Applicant Name Second Applicant Existing Policy Number

Daily Maximum

$

Benefit Multiplier
 Unlimited  3650  2920  2190
 1825  1460  1095  730

Eligible for Preferred Health Discount
 Yes*  No

Eligible for Preferred Health Discount
 Yes*  No

State in which
application
is signed:

Agent
Producer
Code:

Agent Name: For Internal Use

Cell Code:

Restoration of Benefits
 Yes*  No *Not available with Unlimited Benefit Multiplier.

Nonforfeiture Benefit
 Yes  No

* Must accurately answer No to all parts of questions 1-7.
If medical history is found inconsistent with your answers, premium will be adjusted accordingly.

Use reverse for SHARED coverage.

Elimination Period
 30 days  90 days

Home Care Benefits
 100%  50%

Complete and submit only one Coverage Selection page.
3. COVERAGE SELECTION  Classic Select  INDIVIDUAL  Coverage

Waiver of Home Care Elimination Period*
 Yes  No      *Not available with 50% Home Care Benefits option.

Monthly Maximum*
 Yes  No      *Not available with 50% Home Care Benefits option.

Restoration of Benefits
 Yes*  No *Not available with Unlimited Benefit Multiplier.

Nonforfeiture Benefit
 Yes  No

OPTIONS/RIDERS

PREMIUM INFORMATION

DISCOUNTS

BASIC BENEFIT SELECTIONS

Group NumberList Bill
 Yes  No



Survivorship Benefit - 7-Year and 10-Year options only available if a Shared
Coverage policy is issued. Check only one box.

     7-Year (optional)      10-Year (optional)      None

Monthly Maximum
 Yes  No

Waiver of Home Care Elimination Period
 Yes  No
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Applicant A
Print Name:

Age
Applicant B
Print Name:

Age

Daily Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Benefit Multiplier
 7300  5840  4380  3650
 2920  2190  1460

Elimination Period
 30 days  90 days

Restoration of Benefits
 Yes  No

Nonforfeiture Benefit
 Yes  No

Replacement
Is this to replace an existing policy with us?
Applicant A:    Yes    No
Applicant B:        Yes    No

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.

62418CT

Submitted Full Modal Premium

$

Home Care Benefits
 100%  50%

Daily Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Nonforfeiture Benefit
 Yes  No

Benefit Multiplier
 Unlimited  3650  2920  2190
 1825  1460  1095  730

Waiver of Home Care Elimination Period*
 Yes  No

*Not available with 50% Home Care Benefits option.

Monthly Maximum*
 Yes  No

CSS-65207

State in which
application
is signed:

Agent
Producer
Code:

Agent Name: For Internal Use

Cell Code:

Restoration of Benefits
 Yes*  No       *Not available with Unlimited Benefit Multiplier.

Eligible for Preferred Health Discount Eligible for Preferred Health Discount
Applicant A:            Yes*    No Applicant B:            Yes*    No
* Must accurately answer No to all parts of questions 1-7.
If medical history is found inconsistent with your answers, premium will be adjusted accordingly.

Use reverse for INDIVIDUAL coverage.

Elimination Period
 30 days  90 days

*Not available with 50% Home Care Benefits option.

Complete and submit only one Coverage Selection page.
4. COVERAGE SELECTION  Classic Select  SHARED  Coverage

If one applicant for this Shared Coverage is found uninsurable by the Underwriting Department, the insurable person will receive an Individual plan with
the selections above (except that only 50% of the Benefit Multiplier will be used, but not less than 730), unless Contingent Selections are chosen.
Complete these Contingent Selections ONLY if the selections above are not desired.

OPTIONS/RIDERS

PREMIUM INFORMATION

DISCOUNTS

BASIC BENEFIT SELECTIONS

CONTINGENT SELECTIONS

Group NumberList Bill
 Yes  No



Genworth Life Insurance Company Administrative Office: 3100 Albert Lankford Drive, Lynchburg, VA 24501

APPLICATION
For Insurance
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Print clearly - Use black ink

APPLICANT A APPLICANT B

Name

Social Security Number

Birthdate Age Birthplace (state)

 Male  Female Height: ft. in. Weight: lbs.

Daytime Phone  ( )

Evening Phone  ( )

Best time to call a.m. p.m.

 Mr.  Mrs.  Miss  Ms.  Other Title:

(As it should appear on your policy)

Resident Address

City State Zip

Mailing Address (if different)

City State Zip

(Street Address Only, No P.O. Boxes -- Your policy will be issued based on this address.)

Applicant A
 YES NO

ALS (Lou Gehrig�s disease)
Alzheimer�s Disease
Congestive Heart Failure (CHF) in
combination with any of the following:
Heart Attack or Angina; Emphysema/
Chronic Obstructive Pulmonary
Disease (COPD); Angioplasty or Heart
Surgery; Asthma or Chronic Bronchitis
Cirrhosis of the Liver
Cystic Fibrosis
Dementia

Diabetes under treatment with
Insulin or with a history of TIA,
Heart Disease, or Circulatory/
Vascular Disease
Frequent or persistent
forgetfulness or memory loss
Huntington�s Chorea
Metastatic Cancer
(spread from original site/location)
Multiple Sclerosis (MS)

Muscular Dystrophy
Organic Brain Syndrome
Parkinson�s Disease
Senility
Stroke
Transient Ischemic Attack (TIA)
within the past 5 years
TIA in combination with Diabetes
or Heart Surgery
TIA two or more times

2A. Do you use a Walker, Wheelchair or Quad Cane; Hospital Bed; Oxygen, Respirator or Kidney Dialysis; or need
assistance or supervision by another person in performing any of the following: Moving in/out of bed or chair,
Bathing, Dressing, Eating, Toileting, Bowel/Bladder control, or Walking?

  B. Have you been advised to: receive home care, use an adult day care facility, enter a nursing home, enter an
assisted care facility, or enter any other long term care facility?

3. Have you had, do you currently have, or have you ever been medically diagnosed as having any of the following:

Applicant B
 YES NO

4. In the past 4 years have you had Cancer of the: Bone, Brain, Esophagus, Liver, Lung, Ovary, Pancreas, or Stomach?

A. INSURABILITY PROFILE

1. Are you covered by Medicaid (not the same as Medicare)?

 Married  Single  Widowed

Name

Social Security Number

Birthdate Age Birthplace (state)

 Male  Female Height: ft. in. Weight: lbs.

Daytime Phone  ( )

Evening Phone  ( )

Best time to call a.m. p.m.

 Mr.  Mrs.  Miss  Ms.  Other Title:

(As it should appear on your policy)

 Married  Single  Widowed

B. PERSONAL PROFILE

5. Have you ever had, been told you had or have you ever been treated for Acquired Immune Deficiency Syndrome
(AIDS), AIDS Related Complex (ARC) or AIDS related conditions?

PLEASE NOTE BEFORE YOU CONTINUE WITH THIS APPLICATION:  If you answered YES to any of the questions
in Part A, we suggest that you do not submit this application. If you answered NO to every question, please continue.



C. MEDICAL PROFILE
6. In the past 5 years (10 years for cancer) have you: received medical advice or treatment; been medically

diagnosed; or consulted with a health professional for any of the following conditions?
If �YES,� please check appropriate boxes for each applicant (A and B) and explain under the DETAILS section.

Myasthenia Gravis
Organ Transplant
Osteoporosis
Post-Polio Syndrome
Paralysis
Rheumatoid Arthritis
Scleroderma
Skin Ulcers
Tremor
Other Conditions Causing
Crippling or Limited Motion, or
Requiring Adaptive Devices

Epilepsy, Seizures, or Convulsions
Fainting Spells or Blacking Out
Fibromyalgia
Heart Attack, Angina or Atrial Fibrillation
Hodgkin�s Disease
Immune System Disorders
Injury due to Falls or Imbalance
Joint Replacement Surgery
Kidney Failure
Leukemia
Lupus
Mental Illness
Mental Retardation
Multiple Myeloma

A A B A B

Print Name of Applicant A Print Name of Applicant B

7. Within the past 5 years, have you:

B. Required assistance with managing medications, shopping, using transportation, or housekeeping/cooking?
If YES to any, please explain.

If you need more space to answer the following questions, please use the DETAILS section.

C. Received home health care; used an adult day care facility; been confined to a nursing home, assisted care
facility, or other long term care facility? If YES to any, please explain.

Alcoholism
Amputation
Angioplasty or Heart Surgery
Asthma or Chronic Bronchitis
Brain Disorder
Cancer (excl. Basal Cell of the Skin)
Carotid or other Arterial Surgery
Congestive Heart Failure
CREST Syndrome
Depression
Diabetes not treated with Insulin
Disabling Back or Spine Condition
Drug Addiction
Emphysema/COPD

Applicant
A B

Type of assistance Reason

Applicant
A B

Date Reason

A. Smoked or used other tobacco products?

B

E. Received Social Security Disability Insurance benefits?

D. Been medically advised to have surgery which has not been performed?
If YES, please explain (including dates of scheduled surgeries).
Date Surgery Type ReasonApplicant

A B

Applicant A
 YES NO

Applicant B
 YES NO

Applicant A
 YES NO

Applicant B
 YES NO

F. Taken any prescription medications for High Blood Pressure and/or any form of Arthritis?
If YES, list each medication and why it�s needed.
Medication Why needed?Applicant

A B

Page 3 of 836156CT



Applicant A
 YES NO

Applicant B
 YES NO

Print Name of Applicant A Print Name of Applicant B

9.  Within the past 3 years have you:
A. Taken any prescription medications (not previously listed in this application)?
If YES, list each medication and why it�s needed.

Page 4 of 8

B. Been medically advised to enter or been confined to a hospital or other health care facility?
If YES, please explain (including dates and reasons).

B. Within the past 3 years have you consulted with or been treated by a licensed health care provider,
other than your primary care doctor for any reason excluding eye doctors, podiatrists, and dentists?
If YES, please complete the following.

10A.  Who is your primary care physician with most of your medical records?

Doctor�s Name

Address

City, State, Zip

Phone No. Date last seen (Mo/Day/Yr)

Reason Last Seen

Applicant A

Doctor�s Name

Address

City, State, Zip

Phone No. Date last seen (Mo/Day/Yr)

Reason Last Seen

Applicant B

(                ) (                )

Medication Why needed?Applicant
A B

Applicant
A B

Date Facility Reason

Physician�s Name City, State Specialty Reasons Consulted/Treated Date(s)Applicant
A B

36156CT

A. Received Disability Income, Worker�s Compensation, or any state disability benefit?

B. Had another Long Term Care insurance application denied by us or any other company? If YES, by what company?

8. Within the past 2 years, have you:

Applicant A
Company:

Applicant B
Company:



Provide condition, reason consulted/treated, dates from/to, and name, address and phone # of Health Care Professional/Facility.
For medications, please provide only the name and reason for taking. Include the question number for the details being provided.

Print Name of Applicant A Print Name of Applicant B

Applicant A Applicant B

If you need more room to write, use a separate signed and dated sheet, and check here:

Page 5 of 8

D. DETAILS

!

Ques.# Ques.#

36156CT



Print Name of Applicant A Print Name of Applicant B

E. FAMILY HISTORY PROFILE

11A. Is your mother living?

B. What is your mother�s current age, or her age at death?

C. Did/Does your mother have any of the following illnesses?
Diabetes
Coronary Artery Disease or any other form of Vascular Disease
Alzheimer�s or any other form of Dementia

12A. Is your father living?

B. What is your father�s current age, or his age at death?

C. Did/Does your father have any of the following illnesses?
Diabetes
Coronary Artery Disease or any other form of Vascular Disease
Alzheimer�s or any other form of Dementia

Applicant A
YES NO UNKNOWN
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Applicant B
YES NO UNKNOWN

13A. Do you work 20 or more hours a week outside your home? If YES, list occupation.
Applicant A Applicant B
Occupation: Occupation:

B. Do you perform volunteer work? If YES, list type of work and list hours worked per week.
Applicant A Applicant B
Type of work: hrs/week Type of work: hrs/week

C. Do you have any hobbies, interests, or participate in any outside activities on a regular basis? If YES, please describe.
Applicant A Applicant B
Activities: Activities:

14. Do you drive an automobile? If YES, provide approximate annual mileage:
Applicant A Applicant B
Mileage: Mileage:

15. Do you live in some form of a residential retirement community?
If YES, list the specific services that are received (e.g., housekeeping, laundry, meals):
Applicant A Applicant B
Services: Services:

Applicant B
 YES NO

Applicant A
 YES NO

F. CLIENT PROFILE

36156CT



Print Name of Applicant A Print Name of Applicant B
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Applicant A
 YES NO

16A. Do you have any accident and sickness or Long Term Care, Nursing Home, or Home Health Care insurance policy or
certificate (including health care service contract, health maintenance organization contract, or life insurance with Long
Term Care coverage) in force or applied for?
If YES, provide DETAILS below.
Applicant A Applicant B
Company: Company:

Long Term Care? No  Yes       Daily Benefit: $ Long Term Care? No  Yes       Daily Benefit: $

B. If you have Long Term Care Insurance coverage with us, please list policy/certificate number(s):
Applicant A Applicant B
Policy/certificate number(s): Policy/certificate number(s):

C. Did you have another Long Term Care, Nursing Home, or Home Health Care insurance policy/certificate in force
during the last 12 months?
If YES, with which company?
Applicant A Applicant B
Company: Company:
If that insurance lapsed, when did it lapse?
Applicant A Applicant B
Lapse Date: Lapse Date:

D. Do you intend to replace any of your long term care, medical, or health insurance coverage with this policy?
If YES, name company being replaced:
Applicant A Applicant B
Company: Company:

Agent:  If YES, be sure to fill out the Replacement Notice. Leave one copy with applicant; send one copy with application.

G. OTHER COVERAGE AND REPLACEMENT
Applicant B
 YES NO

I understand that I have the right to designate at least one person other than myself to receive notice of lapse or termination of this long-term care
insurance policy for nonpayment of premium. I understand that notice will not be given until 30 days after a premium is due and unpaid. The designated
person is not responsible for paying the premium.
Applicant A  (Use for Individual and Shared Applications)

I designate the following person to receive notice prior to cancellation
of my policy for nonpayment of premium:

Full Name

Home Address

City State Zip

Phone (                     ) Relationship

Applicant B  (Complete whenever there is a second applicant)

One of the boxes must be checked.H. PROTECTION AGAINST UNINTENTIONAL LAPSE

I elect NOT to designate any person to receive such notice.

Mr.     Mrs.     Miss     Ms.     Other Title:

I designate the following person to receive notice prior to cancellation
of my policy for nonpayment of premium:

Full Name

Home Address

City State Zip

Phone (                     ) Relationship

I elect NOT to designate any person to receive such notice.

Mr.     Mrs.     Miss     Ms.     Other Title:

If selecting this option, we recommend designating someone other than a spouse or agent.

Same as applicant A.

36156CT



Print Name of Applicant A Print Name of Applicant B
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X
Signature of Licensed and Appointed
Insurance Producer/Agent/Representative

No agent is authorized to: change, waive, or alter the terms and conditions of this application; accept risks; pass upon insurability; make or
modify contracts; or waive any of the Company�s rights or requirements.

X
Signature of Applicant A

I. DECLARATIONS

Date Signed

X
Signature of Applicant B

Date Signed

36156CT

AUTHORIZATION:  I authorize Genworth Life Insurance Company, its insurance support organizations (such as EMSI), affiliates, and any
reinsurers, to obtain information as to the diagnosis, treatment or prognosis of my physical and mental condition, other coverage and any other
information needed to evaluate my application for insurance. Upon presentation of this authorization, or copy of it, they may obtain such
information or records thereof from any physician, health professional, hospital, clinic, Veterans Administration or other medical or medically
related facility, care provider or evaluator, insurance company, consumer reporting agency or insurance support organization or other person
or organization which has such information. The Company and its reinsurers may also obtain such information from the Medical Information
Bureau. This authorization includes information about drugs, alcoholism, and mental illness. I understand and agree that the Company or its
representatives may conduct a phone or in-person interview as part of the underwriting process. I agree that this authorization will be valid
for 24 months from the date signed, and know that I or my authorized representative may have a photocopy of it.

RECEIPT:  I have received and read the Privacy Notice. When I applied for insurance under this policy to be issued by Genworth Life Insurance
Company, I also received the Outline of Coverage (called Disclosure Form in some states) and the applicable Shopper�s or Buyer�s Guide.

AGREEMENT:  I agree that:
1) the answers contained herein are full, complete and true to the best of my knowledge and belief; and
2) this application will be part of the insurance policy for which I am applying; and
3) if I qualify, and an Initial Premium is paid, the policy will take »ffect on the date I sign the application, or on a date set by the Company if I

request a later policy effective date.

CAUTION: If your answers on this application are incorrect or untrue, Genworth Life Insurance Company may have the right to deny
benefits or rescind your insurance, subject to the Time Limit on Certain Defenses provision in the Policy.

REQUEST FOR A LATER POLICY EFFECTIVE DATE:
Check box only to request your policy become effective at a date later than the date you sign this application.
INDIVIDUAL PLANS: * Applicant A * Applicant B
SHARED PLANS: *
* By checking this box I acknowledge that, if my application is approved, the effective date of my coverage will be a later date to be set by the

Company. I understand that the Company will consider any changes to my health after the Date of this Application in their underwriting
decision, and that the Initial Premium will begin as of the Effective Date set by the Company.

Applicant A
I have reviewed the outline of coverage (or disclosure form) and the
graphs that compare the benefits and premiums of this policy with
and without inflation protection. Specifically, I have reviewed
plans with and without inflation protection, and I reject inflation
protection of at least 5% Compound.

Applicant B
I have reviewed the outline of coverage (or disclosure form) and the
graphs that compare the benefits and premiums of this policy with
and without inflation protection. Specifically, I have reviewed plans
with and without inflation protection, and I reject inflation protection
of at least 5% Compound.

REJECTION OF 5% COMPOUND INFLATION PROTECTION:
Check box only only only only only if you have selected a benefit increase option other than 5% Compound.

X
Signature of Applicant A

X
Signature of Applicant B



Agent Support Services, Inc.

Jane@asglife.com

c/o Agent Support Services, Inc. 99 Park Ave, Ste 1100

New York, NY  10016

212       697-2025 x309 212        292-7938



Genworth Life Insurance Company (Herein called �We,� �Us,� and �Our�)

Although your application is our initial source of information, we also
collect information pertaining to your health history through copies of your
medical records and may conduct telephone or in-person interviews.

Information regarding your insurability will be treated as confidential.
Genworth Life Insurance Company, its affiliates or its reinsurer(s) may
collect information from the Medical Information Bureau, a non-profit
organization of life insurance companies, which provides an information
exchange for its members. If you apply for coverage or file a claim with
another Bureau member company, the Bureau, upon request, will supply
the company with information in its file. At your request, the Bureau will
arrange disclosure to you of the information in your file. (Medical
information will be disclosed only to your attending physician.) If you
question the accuracy of the information, you may seek a correction in
accordance with the Federal Fair Credit Reporting Act, and by contacting

the Bureau at: P.O.Box 105, Essex Station, Boston, MA 02112, 1-866-692-6901.

The Company, its affiliates, or its reinsurer(s) may also release information in its
file to other insurance companies to whom you submit a claim, provided you
have authorized them to obtain such information. Upon written request, we will
provide directly to you with all information in your file with the exception of
Medical Information of a sensitive nature. Medical Information of a sensitive
nature will be provided to you through a physician of your choice. Should you
wish to request correction, amendment or deletion of any information in our file,
which you believe is inaccurate, please contact us and we will advise you of the
necessary procedures.

For more information about any of the above, please write to:
Genworth Life Insurance Company
Administrative Office: 3100 Albert Lankford Dr., Lynchburg, VA 24501

RECEIPT FOR INITIAL PREMIUM: This acknowledges receipt of the Initial Premium to be applied in connection with your application to Us for long term
care insurance. We will return your premium payment if we do not approve your application. This receipt will be void and of no effect if your check is not
payable to Genworth Life or is not paid upon presentation.

If you requested an Effective Date that is later than your Application Date, the following Agreement will not apply and Our underwriting will
consider any changes in your health status which occur after the Application Date.

No applicant, agent, producer or representative has any power or authority to change any of the provisions of this Agreement.
61232J
01/23/06

Administrative Office: 3100 Albert Lankford Dr., Lynchburg, VA 24501

A-9

Print Name of Applicant A Application Date Print Name of Applicant B Application Date

Initial Premium  (minimum 3 months premium) Initial Premium (minimum 3 months premium)

Printed Name of Agent Agent�s Business Address (please print)

Signature of Agent Date Signed Phone Number

Make check payable to: Genworth Life.
Do not pay cash or leave the payee blank.

$

M. CONDITIONAL INSURANCE AGREEMENT

X

$

(                 )

Your coverage can begin as soon as you sign the application.

61241 1/06

� APPLICANT COPY �

AGREEMENT: This Agreement applies only if all of the following
requirements have been satisfied:
1. You submit your check payable to Genworth Life for the Initial Premium

set forth above; and
2. You did not request in writing, an Effective Date that is later than your

Application Date; and
3. You accurately answered NO to all parts of questions #1 through #5 in

the application; and
4. The answers in the application accurately indicate that within the past

5 years you HAVE NOT: received medical advice or treatment, been
medically diagnosed, or consulted with a health professional for any
of the following: Brain Disorders, Epilepsy, Convulsions, Seizures,
Fainting Spells, Black Outs, Mental Illness, or Paralysis; or been

L. PREMIUM RECEIPT

N. PRIVACY NOTICE

medically advised to have surgery that has not been performed; or received
home health care; used an adult day care facility; been confined to a nursing
home, assisted care facility, or other long term care facility.

5. NO material misrepresentation or misstatement was made in the application.
When all of these requirements are satisfied, you and We agree that:
1. In underwriting your application We may conduct a telephone or personal

interview to determine your health status as of the Application Date. We will
not disapprove your application based on any change in your health status
that occurs after the Application Date.

2. If We approve your application, We will provide insurance under the policy
for which application was made, and the Policy will be Effective as of the
Application Date.
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