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Ohio National Life Assurance Corporation/Cincinnati
P. O. Box 5409, Cincinnati, Ohio 45201-0237

About your Term Life Application with Ohio National ……..“EasyApp”

Thank you for applying with Ohio National Life Assurance Company for your term life insurance policy.
To process your application as quickly and efficiently as possible, we use a streamlined procedure that we call
“EasyApp.”  Here’s how it works:

Step One:  The Telephone Interview

In the next few days, a representative of Ohio National will call you to complete a 15-20 minute interview.
To make this step go as efficiently as possible, please have the following information available:

· Your driver’s license number

· The name, address and telephone number of your physicians

· The name and dosage of any medications you are taking

At the completion of the interview, our representative will ask you to schedule a paramedical exam.

Step Two:  The Paramedical Exam

During the exam appointment, the following will occur:

· A blood and urine sample will be taken.

· Your blood pressure, pulse, height and weight will be recorded.

· An EKG may be performed (based upon your age and the amount of life insurance for which you
are applying).

· You will be asked to sign documents confirming the information recorded during your interview and
exam.  Please carefully review each of these documents and record any necessary changes.

Step Three:  What Happens Next

After Ohio National receives the results of the interview and the paramedical exam, our underwriting
team will review the information.  Your representative will then contact you with the company’s
underwriting decision.

Please be assured the information you provide at each stage of the application process – both the telephone
interview and the paramedical exam – is kept in the strictest confidence at all times.

If you have any questions, comments or concerns about any part of the process, please contact your
representative.
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The Ohio National
Life Insurance Company
Ohio National Life
Assurance Corporation
P.O. Box 5409
Cincinnati, Ohio 45201-5409
(513) 794-6100

One of the prime objectives of Ohio National is to provide
insurance at low cost. The underwriting process (evaluation
of risks) is necessary not only to assure low cost, but also to
assure that the fair share of the cost is contributed by each
policyholder. Information from a number of sources is
considered when we evaluate your application. We consider
the results of your physical examination, if required, and any
reports Ohio National may receive from doctors and hospitals who
have attended you.

Information regarding your insurability will be treated as
confidential. Ohio National or its reinsurers, may, however, make
a brief report thereon to the Medical Information Bureau (MIB),
a not-for-profit membership organization of  insurance
companies, which operates an information exchange on behalf
of its Members. If you apply to another MIB Member company
for life or health insurance coverage, or a claim for benefits is
submitted to such a company, the MIB, upon request, will
supply such company with the information in its file.

Upon receipt of a request from you, MIB will arrange disclosure
of any information it may have in your file. Please contact MIB
at 866-692-6901 (TTY 866-346-3642).  If you question the
accuracy of information in MIB’s file, you may contact MIB
and seek a correction in accordance with the procedures set
forth in the federal Fair Credit Reporting Act.  The address of
MIB’s information office is Post Office Box 105, Essex Station,
Boston, Massachusetts 02112.

When authorized by you, Ohio National or its reinsurers
may also release information in its file to other life insurance
companies to which you may apply for life or health insurance,
or to which a claim for benefits may be submitted.

Furthermore, as part of the processing of your insurance
application, we may request an investigative consumer report
whereby information is obtained through personal interviews with
your neighbors, friends, or others with whom you are acquainted.
This inquiry includes information as to your character, general
reputation, personal characteristics and mode of living. You have
the right to be personally interviewed if we order an investigative
consumer report. Please notify our agent if this is your desire. You
also have the right to receive a copy of the report and, by making a
written request to Ohio National within a reasonable period of
time, to receive additional, detailed information about the nature
and scope of this investigation.

As a general practice, we will not disclose personal information
about you to anyone else without your consent, unless a legitimate
business need exists or disclosure is required or permitted by law. You
are entitled, upon request, to receive a more detailed statement of
our information practices. You also have the right to ask about
personal information which we may have in our files and the right
to seek a correction of information you think is wrong.

Ask our agent for assistance, or write or call us at Ohio National,
Attention: Underwriting Division, P.O. Box 5409, Cincinnati,
Ohio 45201-5409. Telephone (513) 794-6100.

Thank you for your application.

Notice of Information Practices

Please detach
and deliver to
proposed insured
immediately.



Authorization For Release Of Personal Health Information

I hereby authorize any health plan, health care provider or health care clearinghouse that has provided payment,
treatment or services to the Patient or on his or her behalf to release to the persons or entities identified in Paragraph
Number 1 information it has about the Patient’s physical or mental health.  Paragraph Number 2 describes the class
of persons or entities hereby authorized to release personal health information about the Patient.  These persons or
entities may disclose the information described in paragraph Number 3.

Proposed Insured (Patient’s Name)     Additional Insured (Patient’s Name)

Date of Birth                                        Social Security Number   Date of Birth                                           Social Security Number

1. The records and information will be disclosed to The Ohio National Life Insurance Company or Ohio National
Life Assurance Corporation, (Ohio National) P.O. Box 237, Cincinnati, Ohio 45201 and their contractors,
employees, representatives, affiliates and assigns as necessary to fulfill the purpose of this disclosure.

2.2.2.2.2. Persons or entities hereby authorized to disclose personal health information about the Patient:  Any health
plan, physician, surgeon, health care professional, hospital, clinic, laboratory, pharmacy, pharmacist,
pharmacy benefit manager, medical facility or medically related facility, insurance company, reinsurance
company, insurance support organization (such as the Medical Information Bureau, Inc. [MIB]) or other
heath care provider, the Veterans Administration; a consumer reporting agency and employer.

3.3.3.3.3. Description of the information that may be disclosed:  This authorization specifically includes the release of
the Patient’s entire medical record and any other protected health information concerning the Patient
including, without limitation, office notes, including those that describe a diagnosis, prognosis or response to
treatment; results of all diagnostic tests; surgical notes; notes describing treatments provided, prescribed or
recommended; history of prescriptions for pharmaceuticals; and all other information in your custody or
control about any medical care or treatment provided to the Patient.  This authorization specifically includes
information concerning the diagnosis or treatment of Human Immunodeficiency Virus (HIV), sexually
transmitted diseases, mental illness and the use of alcohol, drugs and tobacco. You may also disclose any
financial, employment or personal information requested for insurance purposes.

The purpose of this disclosure is to evaluate an application for insurance or claim for benefits.
Ohio National may re-disclose information to reinsurance companies, to MIB, or their representatives, or to
others who perform business or legal services related to the application or the policy or claim thereunder; in
which case it may not be protected under federal privacy rules.  Information will not be released to anyone else
unless required or permitted by law or unless further authorized.

• This authorization is good, as needed, for 24 months from the date signed or while a claim is open, if longer.
• I agree that a photocopy or facsimile of this authorization may be used the same as the original.
• I have received Ohio National’s Notice of Information Practices.
• I acknowledge that I have read this Authorization and received a copy of it.
• I understand that I may revoke this Authorization by sending written notice to Ohio National.  Actions

taken in reliance of this Authorization will not be affected, but no further actions will be taken in reliance
of this Authorization after revocation is received by Ohio National.  Revocation of this Authorization may
result in the refusal to offer insurance coverage or pay benefits under a policy that has been issued.

Signature of Patient (Proposed Insured)

Date

If signed on behalf of Patient (Proposed Insured), the
signer is the Patient’s:
❐ Parent/Guardian of minor

❐ Other (specify)

Form 4020

This authorization is designed to comply with the HIPAA Privacy Rule.

Signature of Patient (Proposed Additional Insured)

Date

If signed on behalf of Patient (Proposed Additional
Insured), the signer is the Patient’s:
❐ Parent/Guardian of minor

❐ Other (specify)

Return this to Home Office
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Ohio National Life Assurance Corporation/Cincinnati P.O. Box 5409
Please print all answers. Cincinnati, Ohio 45201-0237
EasyApp (Life Insurance Application)

2. Owner Information  (Complete only if policy is to be owned by other than the Proposed Insured.)

Unless otherwise indicated, if two or more persons are designated in any one category, their interests shall be joint and survivor.
a. Owner’s Name (if other than insured) Relationship to Insured

Owner’s Address City State Zip

If owner is a trust, list full name, date of trust and trustee’s name.

NOTE: If above Owner dies before the Insured, ownership passes to the deceased Owner’s estate.
Fill out the Contingent Owner designation if such result is not desired.

b. Contingent Owner Name Relationship to Insured

Home  (           ) Work  (          )        Other (            )

j.  Telephone Numbers

Owner’s Social Security Number

3. Beneficiary Information
Unless otherwise indicated, “Children” shall mean the lawful children of the Insured by birth or adoption.
a. Primary Beneficiary(ies) and Percentage Relationship to Insured

b. Contingent Beneficiary(ies) and Percentage Relationship to Insured

If beneficiary is a trust, list full name and date of trust and trustee’s name.

1. Proposed Insured Information
a. First Name Middle Name (no initials, please) Last Name

b. Home Address How long at this address?

City County State Zip

c. Mailing Address (if different than home) City State Zip

d. Birth Date                 e.    Issue Age (nearest birthday)          f.    State or Country of Birth

g.    Social Security Number

i. Are you a U.S. citizen or permanent U.S. resident?   ❐ Yes  ❐ No   If  “No,” what country?

If  “No,” how long in the United States?

 h.   ❐ Male   ❐ Female

1
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4. Life Plans

2

a. Plan of Insurance
❐ 10     ❐ 10 Plus     ❐ 15     ❐ 15 Plus     ❐ 20     ❐ 20 Plus   ❐ Recap    ❐ Other

b.  Face Amount

c.  Premium Mode   ❐ A     ❐ S     ❐ Q    ❐ Monthly Bank Draft   ❐ List Bill
d.  Is employer paying the premium? ❐ Yes  ❐ No

5. Life Riders/Benefits
      Amount

a. ❐ Children’s Rider

b. ❐ Other Riders and Benefits:

 Amount

c. ❐ Waiver of Premium
d. ❐ Accidental Death

Benefit

e. ❐ Lifetime Advantage Rider
(If selected, complete Form 2946)

$

$

$

7. Premium Information/Temporary Insurance Coverage

a. Has any person proposed for coverage been diagnosed or treated for heart attack, stroke or cancer within the last two years;or been
advised to have any surgery which has not been performed?      ❐ Yes  ❐ No
If 7a is answered “Yes” or if the amount applied for exceeds $1 million or over age 65, no money may be accepted, and 7b must be
answered “No.”

b. Is premium submitted with the application? ❐ Yes  ❐ No      Amount remitted  $

8. Other Coverage/Replacement Information
a. Do you have or are you applying for other life insurance? ❐ Yes  ❐ No
b. Will proposed policy replace or cause change in any existing policy? ❐ Yes  ❐ No

If either 8a or 8b is answered “Yes,” list all types of insurance below, and indicate whether the proposed policy will replace or cause
change in any existing policy. (For ID & SC residents: Include all annuities.)

Company or Source Type of Insurance Face Amount of Insurance Will It Be Replaced? Replacement Date

❐ Yes  ❐ No

❐ Yes  ❐ No

❐ Yes  ❐ No

❐ Yes  ❐ No

❐ Yes  ❐ No

5.  Additional Insured6.  Additional Insureds

Full Name Relationship Sex Age Birthdate   State of Birth  Height  Weight Amount Ins. in Force
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Mutual Agreements
It is mutually agreed that:
a. The statements and answers on this application are true and

complete to the best of my knowledge and belief. A copy of
this application will be the basis of any policy issued.

b. By signing below, I acknowledge receipt of the Limited
Temporary Insurance Agreement given in exchange for my
payment shown in Question 7 of this application; and I
accept the terms and conditions of that Agreement.

c. Except as provided in my Temporary Insurance Agreement, no
policy shall be in force unless and until: (1) it is delivered to me;
(2) the full first premium is paid during the lifetime of all
persons to be insured under the policy; and (3) the
statements and answers in this application remain true and

complete, without material change, as of the date
of the policy delivery.

d. By accepting an insurance policy issued on this application, I
ratify any corrections, additions or changes made by Ohio
National and noted in the Home Office Endorsements
section. In those states where required, there can be no change
in amount, age at issue, risk class, plan of insurance, or benefits,
unless I agree to the change in writing.

e. No agent is authorized to make or change a contract of
insurance for Ohio National, nor extend the due date for
a premium payment, nor waive any of Ohio National’s
rights or requirements.

Authorization

AUTHORIZATION to any physician; practitioner; hospital, clinic
or other medical or medically related facility; health care
provider; insurance company or reinsurance company; insurance
support organization; the Veterans Administration; the Medical
Information Bureau, Inc. (MIB); a consumer reporting agency;
motor vehicle records facility and/or employer:

In order to enable Ohio National Life to act upon my
application for insurance or to decide if I qualify for benefits or
coverage, I authorize you to give to Ohio National Life any
and all information, records or knowledge which you have
about my physical or mental condition. This authorization
covers medical history, evaluation, tests, diagnosis, treatment or
prognosis, and includes information about drugs, alcoholism or
mental illness. You may also give Ohio National Life any
financial, employment or personal information requested for
insurance purposes.

Ohio National Life may release information to reinsurance
companies, to MIB, Inc., or to others who perform business or legal
services related to my application or the policy or claim thereunder.
Information will not be released to anyone else unless required or
permitted by law or unless further authorized by me.

· This authorization is good, as needed, for 24 months from
the date signed or while I have a claim, if longer.

· I agree that a photocopy of this authorization may be used
the same as the original.

· I have received the Notice of Information Practices.

· I understand that I have the right to receive a copy of this
authorization.

If signing for someone, also check here and identify below.

❐ Parent/Guardian of minor(s)

❐ Spouse/Representative of the Deceased Insured

❐ Other (specify)

Identify married woman’s maiden name, names of minor
children, Insured’s name, or others to whom authorization
applies.

3

Signature of Proposed Insured

Signature of Spouse or Additional InsuredDate

Signature of Proposed Insured

Signature of Spouse or Additional Insured

Signature of Owner/Applicant (When Applicant is other than
Proposed Insured, (or one authorized to sign for the Applicant)

Month Day Year

City State

I hereby certify that I have truly and accurately recorded on this
application the information supplied by the Applicant and/or
Proposed Insured.

Will this contract change or replace any existing life insurance
policy or an annuity of this or any other company?  ❑ Yes  ❑ No

Signature of Agent  (Agent) City State
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Request for Taxpayer Identification Number

Failure to provide your correct taxpayer identification number may
subject you to penalties and backup withholding on any taxable
distribution from your policy or contract. A penalty of $50 may be
assessed by the Internal Revenue Service against any person who
fails to provide the correct number to a payor of reportable income.
Knowingly or intentionally providing false information on a request
for your taxpayer identification number may result in a penalty of
$500. The penalty for falsifying the certification may be a fine
and/or imprisonment.

The Ohio National
Life Insurance Company
Ohio National Life
Assurance Corporation

P.O. Box 237
Cincinnati, Ohio 45201-0237

The Federal Income Tax Law requires Ohio National Life to
report the taxable gain on certain distributions from life
insurance policies and annuity contracts. In order to facilitate
proper reporting, the tax law requires you to provide Ohio
National Life, as a potential payor, with your correct taxpayer
identification number. If you are an individual, your taxpayer
identification number is your Social Security number. Businesses
or trusts should provide their employer or trust identification
number. Please complete the following information.

If backup withholding applies, Ohio National must withhold 31%
of the interest, certain policy gains and other payments made to
you. Backup withholding is not an additional tax. If backup
withholding results in an overpayment of tax, you may obtain a
refund by filing a tax return.

Important Tax Information

Substitute Form W-9

1. Enter the owner’s taxpayer number in the appropriate space.
For individuals, this is the Social Security Number.

For organizations, this is the Employer Identification Number.

2. Owner Name

Address

City State Zip

3. Certification: Under the penalties of perjury, I certify that
the information provided on this form is true, correct, and
complete. I have not been notified by the I.R.S. that I am
subject to withholding for underreporting under Section
3406(a)(1)(c).  I am a U.S. person (including a U.S.
resident alien).

Date

Signature of Owner

Policy/Contract Number

Insured Name



One Financial Way
Cincinnati, Ohio 45242
Telephone:  1-800-366-6654

The Ohio National Life Insurance Company
Ohio National Life Assurance Corporation/Cincinnati

Authorization Agreement For Direct Payments (ACH Debits)

(Initial to Elect)     Single Debit for Initial Premium

I request and authorize Ohio National Life to initiate a single debit from my bank account (listed below) for the purpose of either (a)
collecting the initial premium for the life insurance policy for which I am applying, or (b) collecting any premium in addition to that
submitted with my application necessary to put the insurance into effect.  I understand and agree that the debit will be made after
approval of my application for life insurance through and in accordance with the rules of the Automated Clearing House (ACH) and
with US law. Ohio National Life will give me advance notice of the amount and date of the debit by the means selected below and then
confirm those to me in writing. If the debit is not honored by my financial institution, no insurance will  go into effect.  I may revoke
this authorization by calling or writing to Ohio National Life prior to the date it initiates the debit.

Please notify me of the date and the amount of the single debit via the following:

❑ E-Mail (not encrypted) at:

❑ Telephone at:

(Initial to Elect)     Regular Monthly Debits for Recurring Premiums

I request and authorize Ohio National Life to initiate monthly debits from my bank account for the purpose of collecting premiums and/or
reducing a policy loan balance for the listed policy(ies).  I understand and agree that the debits will be made through and in accordance with
the rules of the Automated Clearing House (ACH) and with US law.  Ohio National Life will notify me in writing as to the date and amount of
the initial debit.  Debits will continue thereafter on a monthly basis while the policy or policies remain in force or, if the debits are to reduce a
loan balance, until the policy loan has been repaid in full.  Debits for premium payments or loan reduction for any policy will terminate when
the policy lapses, is surrendered, matures or when Ohio National Life receives notice of the insured’s death.  I may revoke this authorization at
any time by calling or writing Ohio National Life.  Debits will be terminated on the next scheduled debit date that is at least ten days after Ohio
National receives my notice to terminate the debit.

During the continuation of this Authorization, Ohio National Life will not give notice of premiums due.  Ohio National Life will give me
notice in writing at least ten days prior to any change in the debit amount.  The option of applying dividends to reduce premiums will not be
available, except for disability income policies.

I understand that if a debit is not honored by my financial institution or if I revoke this Authorization the policy may lapse at the end of the
grace period, the elected non-forfeiture option may be exercised or an automatic policy loan may be taken for the amount of the premium due.
Ohio National may terminate future debits and this authorization immediately if any debit is not honored by the bank or financial institution
that holds my account.

Form 4030 Rev. 3/06

Name:Policy Number:

I understand and agree that by granting this authorization for a single debit of the initial premium that no life
insurance will be in effect until my application has been approved, the initial premium is paid and the policy has
been delivered to me in accordance with the terms of application.

Bank/Financial Institution Routing Number Account Number

Type of Account:   ❑  Checking    ❑  Savings    ❑  Money Market    Attach voided check for this account.

❑ Add to existing ACH Debit

Existing Policy Number(s):

Name of Insured(s) on Existing:

Signature/Bank Account Owner       Date

Preferred Monthly Draft Day:



 

The Ohio National Life Insurance Company
Ohio National Life Assurance Corporation

P.O.  Box 237, Cincinnati, Ohio 45201
800.366.6654

Replacement Notice 
Replacing Your Life Insurance Policy? 

Are you thinking about buying a new policy and discontinuing or changing an existing policy? If you are, your 
decision could be a good one -- or a mistake. You will not know for sure unless you make a careful comparison of 
your existing policy and the proposed policy. 

Make sure you understand the facts. Georgia law gives you the right to obtain a policy summary statement from 
your existing insurer at any time. Ask the company or agent that sold you your existing policy to give you 
information about it. 

The reverse side contains a check list of some of the items you should consider in making your decision. TAKE 
TIME TO READ IT. 

Do not let one agent or insurer prevent you from obtaining information from another agent or insurer which may 
be to your advantage. 

Hear both sides before you decide. This way you can be sure you are making a decision that is in your best 
interest. 

(     ) If you wish a policy summary statement from your existing insurer, or insurers, check this box. We are 
required to notify your existing company that you may be replacing their policy. 

The undersigned Applicant acknowledges receipt of a copy of this signed Notice, consisting of two pages, and the 
agent confirms delivery thereof. 

 

 
       
Applicant's Signature Date  Agent's Signature Date 
     
   
Applicant’s Name  Agent's Name 
   
   
Address  Address                                       
   
  
(Please Print)  Telephone Number 
   
   
  Agent’s License Number  

Original To Applicant -- Copy To Replacing Insurer -- Copy To Replaced Insurer 

 
FORM 6486-GA                                               T h i s  f o r m i s  n o t  r eq u i r e d  f o r  F i x ed  An n u i t i e s  a n d  V a r i a b l e  A n n u i t i e s .  
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Items To Consider 

1) If the policy coverages are basically similar, premiums for a new policy may be higher because rates increase 
as your age increases. 

2) Cash values and dividends, if any, may grow slower under a new policy initially because of the initial costs of 
issuing a policy. 

3) Your present insurance company may be able to make a change on terms which may be more favorable than 
if you replace existing insurance with new insurance. 

4) If you borrow against an existing policy to pay premiums on a new policy, death benefits payable under your 
existing policy will be reduced by the amount of any unpaid loan, including unpaid interest. 

5) Current interest rates are not guaranteed. Guaranteed interest rates are usually considerably lower than current 
rates. What rates are guaranteed? 

6) Are premiums guaranteed or subject to change -- up or down? 

7) Participating policies pay dividends that may materially reduce the cost of insurance over the life of the 
contract. Dividends, however, are not guaranteed. 

8) CAUTION, you are urged not to take action to terminate, assign, or alter your existing life insurance 
coverage until after you have been issued the new policy, examined it and have found it to be acceptable to 
you, and 

REMEMBER, you have ten (10) days following receipt of any individual life insurance policy to examine its 
contents. If you are not satisfied with it for any reason, you have the right to return it to the insurer at its home 
or branch office or to the agent through whom it was purchased, for a full refund of premium.  
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