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[               ]APPLICATION FOR LIFE INSURANCETransamerica Life Insurance Company
Administrative Office: 4333 Edgewood Road NE, Cedar Rapids, IA 52499

26. ADDITIONAL BENEFITS and AMOUNTS

� Additional Insured Rider (AIR) $
� Base Insured Rider (BIR) $
� Children’s Benefit Rider $
� Accidental Death Benefit Rider (ADB) $
� Disability Income Rider Monthly Payout $
� Guaranteed Insurability Rider (GIR) $

27.Name of Proposed Additional Birth    Social Security Relationship to  Amount of Used Tobacco or nicotine
       Insured(s) including any Date Sex Height Weight    Number Insured  Insurance  products in  last 5 years?
        children applying     If yes, list type and when used last.

� No �  Yes ________

� No �  Yes ________

� No �  Yes ________

� No �  Yes ________

( )

( ) ( )

� Waiver of Premium Benefit Rider (WP)
� Waiver of Monthly Deduction
� Disability Income Rider (AIR) Monthly Payout $

Occupation/Income

� Critical Illness Rider $
� Other $

28.  LIFE INSURANCE IN FORCE If  none check this box

Insured’s Name Company (only need if replacing)  Policy Number (only need if replacing) Face Amount

$

$
$

�  Male
�  Female

14. Annual Income Current Year

Annual Income Previous Year

Net Worth

22. Plan: UL Term 23. Amount of Insurance 24. Planned Premium

� Level � Increasing Guarantee Period $ $

17. E-mail Address

25. Mode of Payment (for bank draft, complete authorization, and collect initial payment.)
� Monthly Bank Draft � Quarterly � Semiannually � Annually � Other

29.  DISABILITY INCOME - INSURANCE IN FORCE     If  none check this box Complete only if applying for Disability Rider.
Insured’s Name Company Policy Number Monthly Amount Benefit Period Elimination Period

PROPOSED INSURED INFORMATION
1. Name (First, M.I., Last) 2. Mailing Address (Cannot be a P.O. Box) City, State, Zip

3. Home Telephone No. 4. Work Telephone No. 5. Birth Date Age 6. Birth State / Country

7. Height 8. Weight 9. Marital Status 10. Sex 11. U.S. Citizen 12. If no, give immigration status/type of visa:
� Yes � No

13. Occupation & Duties 15. Social Security No. or Tax I.D. No.

16. Drivers License No./ State

18. Have you used any tobacco or nicotine products within the last 5 years? � Yes � No If yes, list type and when used last

BENEFICIARY AND OWNER DESIGNATION (Unless otherwise noted, the beneficiary of other persons proposed for Coverage will be the proposed Insured.)
19. Primary Relationship Primary Relationship

Primary Relationship 20. Contingent Relationship

 OWNER (Unless otherwise noted, the Owner will be the Insured.)
21. Name a. Relationship to Proposed Insured b. Social Security Number

c. Address (Cannot be a P.O. Box) d. Birth Date e. Phone

f. Are you a citizen of � USA � Other Country � Type of VISA

POLICY INFORMATION

Rev 08/10
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 30. GENERAL QUESTIONS  Complete the following.  For YES answers, give full details in the space provided in Section 52.
31. Will the insurance applied for replace or change any existing insurance or annuity? ........................................................................................� Yes � No
Have you or any proposed Additional Insured (including any children applying),
32. Had any health, disability or life insurance pending or contemplated with another company? ........................................................................� Yes � No
33. Been declined, postponed, offered a rated or modified life, health or disability policy or been denied reinstatement? .....................................� Yes � No
34. Within the past 5 years,

a. Been cited or convicted of a moving violation, including DUI, or had a driver’s license suspended or revoked? ........................................� Yes � No
(If yes, provide state and drivers license number.)

b. Been or is now fully or partially disabled? ...............................................................................................................................................� Yes � No
c. Been charged with or convicted of any felony or been on probation? ...................................................................................................... � Yes � No

35. Within the past 2 years, (any yes answer to 35a or 35b, complete the Aviation and Avocation Questionnaire)
a. Taken part in any type of racing, mountain climbing, underwater or sky diving, hang gliding or plan to? ................................................� Yes � No
b. Flown other than as a passenger, or plan to? ........................................................................................................................................... � Yes � No
c. Foreign residence or travel contemplated? ..............................................................................................................................................� Yes � No

36. Within the past 10 years, used drugs (such as: hallucinogens, barbiturates, excitants or narcotics) except as medication prescribed by a
physician, or been treated or counseled for drug or alcohol use? ......................................................................................................................� Yes � No

37. Family History:  Is there a history of cardiovascular disease (including coronary artery disease, stroke or transient ischemic attack),
internal cancer or melanoma in parents/siblings prior to age 60?  If yes, please provide details including, type of cancer (if applicable)
 and if there was a death due to this condition. ...............................................................................................................................................� Yes � No

38. Have you or any proposed Additional Insured sought protection from creditors within the past 5 years? ......................................................... � Yes � No
39. Do you or any proposed Additional Insured currently or within the past two years consume six or more alcoholic beverages per week?

If yes, please provide type of drinks, number of occasions per year and the number of drinks consumed on those occasions. ..........................� Yes � No
40. Have you or any proposed Additional Insured had any weight change of 10 or more pounds in the past year? ................................................� Yes � No
41. MEDICAL QUESTIONS  Each question must be individually asked and answered.  For YES answers, give full details in the space provided in Section 52.
42. Have you or any proposed Additional Insured (including any children applying) EVER been diagnosed as having or been treated for AIDS, or AIDS Related

Complex (ARC) or tested positive for the AIDS virus? .......................................................................................................................................... � Yes � No
(Questions 43 to 49) Within the past 10 years, have you or any proposed Additional Insured (including any children applying) been treated or
diagnosed by a health care professional as having any disease or disorder of the:
43. Blood or circulatory system (such as: heart attack, heart disease, palpitations, heart murmur, or chest pain, high blood pressure,

stroke, anemia)? ................................................................................................................................................................................................ � Yes � No
44. Respiratory system (such as: emphysema, asthma, shortness of breath, chronic cough or sleep apnea)? ............................................................ � Yes � No
45. Brain or nervous system (such as seizures, epilepsy, multiple sclerosis, mental illness, depression, suicide attempt, eating disorder,

dementia or Alzheimer’s disease)? ..................................................................................................................................................................... � Yes � No
46. Sugar, albumin, or blood in urine, or other illness or disease of the kidneys, bladder, or urinary system, prostate, breast, sexually transmitted

 disease or any other reproductive disorder? ...................................................................................................................................................... � Yes � No
47. Stomach, intestine, liver (such as: ulcer, colitis, Crohn’s disease or hepatitis)? ...................................................................................................... � Yes � No
48. Endrocrine system, muscles or bone (such as diabetes, thyroid, lupus, arthritis, or back problems)? ................................................................... � Yes � No
49. Cancer, tumor, polyps, melanoma or other malignancy? ..................................................................................................................................... � Yes � No
50. Have you or any proposed Additional Insured (including any children applying) had or  been advised to have a check-up, consultation,

lab test, EKG, X-ray or other diagnostic test? ...................................................................................................................................................... � Yes � No
51. Are you  or any proposed Additional Insured (including any children applying) currently under the observation of a physician or taking medication? ........ � Yes � No

52. ADDITIONAL INFORMATION  Explain all “yes” answers below. If additional space required, use Supplemental Form SA-ADINFO.
Question Name of Details to General and Medical Questions (Diagnosis, Dates, Durations)
Number Proposed Insured Medical Facilities & Physicians Names, Addresses, Phone Numbers

53.  PERSONAL PHYSICIAN(S)  If additional space required, use Supplemental Form SA-ADINFO.

Name of Proposed Insured Personal Physician(s) Name, Address, Phone Number Date Last Visited, Reason, Result

� The Applicant/Owner and the Licensed Agent certify that they have each read and agree with their respective statements below regarding the policy applied for:
Applicant’s/Owner’s statement: By signing this application, I, the Applicant/Owner acknowledge that I have NOT received an illustration of the policy applied
for and understand that an illustration of the policy as issued will be provided no later than the policy delivery date. Licensed Agent’s statement: By signing this
application, I, the Licensed Agent certify that I have NOT provided an illustration of the policy as applied for. However, I will provide an illustration conforming to
the policy as issued upon or prior to delivery of the policy.

SECTION 54.  ILLUSTRATION CERTIFICATION The box below MUST be checked if a signed illustration of the policy applied for is NOT enclosed with this application.
(Universal Life only)
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ACKNOWLEDGMENT OF PROPOSED OWNER AND INSURED(S) –Each of the undersigned hereby certifies and represents as follows: The statements and answers
given on this application are true and correct. I acknowledge and agree (A) that this application and any amendments shall be the basis for any insurance issued; (B)
that the agent does not have the authority to waive any question on this application, to decide if insurance will be issued, or to modify any term or provision of any
insurance which may be issued based on this application, only a writing signed by an officer of the Company can change the terms of this application or the terms of
any insurance issued by the Company; (C) except as provided in the Conditional Receipt, if issued with the same proposed Insured(s) as on this application, no policy
applied for shall take effect until after all of the following conditions have been met: 1) the minimum initial premium must be received by the Company; 2) the proposed
Owner must have personally received and accepted the policy during the lifetime of all proposed Insured(s) and while all proposed Insured(s) are in good health; and
3) on the date of the later of either 1) or 2) above, all of the statements and answers given in this application must be true and complete, and the insurance will not
take effect if the facts have changed. Unless otherwise stated the undersigned applicant is the premium payor and Owner of the policy applied for.

I authorize MIB Group, Inc. and its members or affiliates, my employer or former employer, any consumer reporting agency or governmental agency, medical
provider, or any insurer or reinsurer to provide medical or personal information about me that is reasonably required for the purposes stated in this authorization
to Transamerica Life Insurance Company, its administrators, representatives or its reinsurers. I understand the information obtained by use of the authorization
will be used by Transamerica Life Insurance Company to determine eligibility for insurance, and eligibility for benefits under an existing policy. Any information
obtained will not be released by Transamerica Life Insurance Company to any person or organization except to reinsurers, MIB Group, Inc. and its members or
affiliates, or other persons or organizations performing business or legal services in connection with my application, claim or as may be otherwise lawfully
required or as I may authorize. This authorization will expire 30 months from the date signed. A copy of this authorization shall be as valid as the original. Either
my authorized representative or I may receive a copy of this authorization upon request.

The Company shall have sixty days from the date hereof within which to consider and act on this application and if within such period a policy has not been received by the
applicant or if notice of approval or rejection has not been given, then this application shall be deemed to have been declined by the Company.

I acknowledge receipt of the (1) Notice to Persons Applying for Insurance Regarding Investigative Report, (2) MIB Group, Inc. Pre-Notification,  (3) Notice of
Insurance Information Practices, and (4) Disclosure for Accelerated Terminal Illness Benefit, if required.  I understand that any omissions or misstatements
in this application could cause an otherwise valid claim to be denied under any insurance issued from this application.

I also understand that I will not receive any insurance coverage for any money paid with this application unless a policy is issued except in accordance with the terms
of the Conditional Receipt.

Please make checks payable to Transamerica Life Insurance Company. Do not make checks payable to the agent or leave the payee space blank on your check.

Amount paid with application: $ Best time for a personal history interview: a.m. / p.m. Okay to contact at work?  �����  Yes  �����  No

Dated at this day of ,
City State Month Year

Signature of proposed Insured (if age 15 or over) Signature of proposed Owner (if other than proposed Insured)

Signature of Parent or Legal Guardian (if proposed Insured is under 18 and Signature of Additional Insured
Parent/Guardian has not signed as Owner)

SECTION 55.  TAX NOTICE AND TAXPAYER IDENTIFICATION NUMBER CERTIFICATION
Under current federal tax laws, the Company is required to obtain your Taxpayer Identification Number (e.g., a social security or employer identification number, or
“TIN”) and certification that you are not subject to backup withholding. Please review the following certification and sign accordingly.

Under penalties of perjury, I certify that (1) the TIN listed in this application is my correct TIN; (2) I have not been notified that I am subject to backup withholding or
I am not subject to backup withholding because I am an exempt recipient; and (3) I am a U.S. Person (U.S. citizen/legal resident). If not a U.S. Person, I have completed
the appropriate Form W-8BEN. The IRS does not require your consent to any provision of this form other than this certification.

Signature of Proposed Owner  Date

SECTION 56.  AGENT INFORMATION & SIGNATURE

Signature of Agent (Print First and Last Name) Agent #

Telephone Number Agent Fax # Agent E-mail Address

Split Agent Signature (If Applicable) (Print First and Last Name) Agent #

Telephone Number Agent Fax # Agent E-mail Address

• Did you ask all questions on the application in the presence of all proposed Insureds, record the answers as given, and witness all signatures? � Yes � No
If not, please provide details.

• Do you have any knowledge or reason to believe that the insurance applied for will replace or change any existing insurance or annuity? � Yes � No
(If yes, submit the state required forms.)

( ) ( )

( ) ( )
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CONDITIONAL RECEIPT
(Detach and leave with applicant only if money is submitted with application. If within the past 12 months any proposed Insured has been treated for or
experienced heart trouble, stroke or cancer, no payment may be accepted with the application. Do not accept money unless all required signatures
below are obtained.)

PLEASE READ THIS CAREFULLY

No coverage will become effective prior to the delivery of the policy applied for unless and until all conditions of this receipt have been fulfilled exactly.
No agent or field representative is authorized to waive or modify any of the provisions of the Conditional Receipt.

Make all checks payable to the Company. Do not make checks payable to the agent or leave the payee blank or you may jeopardize the insurance for which you
have applied.

Received from ___________________________________, the sum of $________________________ for the insurance application dated
_____________, with ____________________________ as the proposed Insured(s). The policy you applied for will not become effective unless
and until a policy contract is delivered to you and all other conditions of coverage are met. However, subject to the conditions and limitations of this Receipt,
conditional insurance under the terms of the policy applied for may become effective as of the later of (1) the date of application and (2) the date of the last medical
examination, tests, and other screenings required by the Company, if any (the “Effective Date”). Such conditional insurance will take effect as of the Effective Date, so
long as all of the following requirements are met:

1. Each person proposed to be insured is found to have been insurable as of the Effective Date, exactly as applied for in accordance with the Company’s
underwriting rules and standards, without any modifications as to plan, amount, or premium rate;

2. As of the Effective Date, all statements and answers given in the application must be true;
3. The payment made with the application must not be less than the full initial premium for the mode of payment chosen in the application, must be received

at our Administrative Office within the lifetime of the proposed Insured to whom the conditional coverage would apply and, if in the form of check or draft,
must be honored for payment;

4. All medical examinations, tests, and other screenings required of the proposed Insured by the Company are completed and the results received at our
Administrative Office within 60 days of the date the application was completed; and

5. All parts of the application, any supplemental application, questionnaires, addendum and/or amendment to the application are signed and received at our
Administrative Office.

Any conditional coverage provided by this Receipt will terminate on the earliest of: (a) 60 days from the date the application was signed; (b) the date the Company
either mails notice to the applicant of the rejection of the application and/or mails a refund of any amounts paid with the application; (c) when the insurance applied
for goes into effect under the terms of the policy applied for; or (d) the date the Company offers to provide insurance on terms that differ from the  insurance for
which you have applied.

If one or more of this Receipt’s conditions have not been met exactly, or if a proposed Insured dies by suicide, the Company will not be liable except to return any
payment made with the application.

If the Company does not approve and accept the application for insurance within 60 days of the date you signed the application, the application will be deemed to
be rejected by the Company and there will be no conditional insurance coverage. In that case, the Company’s liability will be limited to returning any payment(s) you
have made upon return of this Receipt to the Company.

The aggregate amount of conditional coverage provided under this Receipt, if any, and any other Conditional Receipt issued by the Company
shall be limited to the lesser of the amount(s) applied for or $500,000 of life insurance. There is no conditional coverage for riders or any
additional benefits, if any, for which you have applied.

Authorization (Signatures Required)
I certify that I have read and reviewed the Conditional Receipt and the acknowledgment of the applicant and proposed Insured in the application.
The terms and conditions of the conditional receipt have been explained to me fully by the agent and I understand them.

Dated at ________________________________ on ____________ ____________________________________
City State Date Signature of Agent or Authorized Company Rep

Signature of proposed Insured Signature of Applicant (if other than proposed Insured)
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DETACH AND LEAVE THIS PAGE WITH APPLICANT

NOTICE TO PERSONS APPLYING FOR INSURANCE
REGARDING INVESTIGATIVE REPORT

To proposed Insured: In connection with this application, an investigative consumer report may be prepared about you. Such reports are part of the process of
evaluating risks for life and health insurance. Typically, this report will contain information about your character, general reputation, personal characteristics
and mode of living. The information in the report may be obtained by talking with you or members of your family, business associates, financial sources,
neighbors, and others you know. You may ask to be interviewed in connection with the preparation of any such report. Also, we may have the report updated if
you apply for more coverage.

Upon your written request, we will let you know whether a report was prepared and we will give you the name, address, and telephone number of the
agency preparing the report.  By contacting that agency and providing proper identification, you may obtain a copy of the report.

MIB GROUP, INC. (MIB) PRE-NOTIFICATION

To proposed Insured: Information regarding your insurability will be treated as confidential. We or our reinsurer(s) may, however, make a brief report on this informa-
tion to MIB Group, Inc., a non-profit membership organization of insurance companies that 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, MIB may, upon request, 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. 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:
50 Braintree Hill, Suite 400, Braintree, Massachusetts 02184-8734; and telephone number is 866-692-6901 (TTY 866-346-3642 for hearing impaired).

NOTICE OF INSURANCE INFORMATION PRACTICES

To proposed Insured: Personal information may be collected from persons other than the individual proposed for coverage.  Such information as well as other
personal or privileged information subsequently collected by us or our agent may in certain circumstances be disclosed to third parties without authorization. Upon
request, you have the right to access your personal information and ask for corrections. You may obtain a complete description of our Information Practices by writing
to Transamerica Life Insurance Company, Attn: Director of Underwriting, 4333 Edgewood Road NE, Cedar Rapids, Iowa 52499.

PLEASE PROVIDE A COPY OF THIS NOTICE TO THE PROPOSED INSURED IF NOT A HOUSEHOLD MEMBER.



AGENT’S REPORT

How well do you know proposed Insured?

Do you know of any information not given in the application which
might affect the insurability of any person proposed for insurance?
(If “yes”, explain in Remarks Section)
Is this case personal business? (Is it written on your life, spouse, child,
grandchild, parent, or spouse’s parent?)
(If “yes”, explain relationship ______________________)
Did you see all of those to be insured on the date the application was
written? (If “no”, explain in Remarks Section)

Yes No

1. Agent’s Name Agent No. % if Split

2. Agent’s Name Agent No. % if Split

Class of Risk Quoted:
Term UL & IUL
� Preferred Plus � Preferred Elite
� Preferred Nontobacco � Preferred Plus
� Standard Plus � Preferred
� Standard Nontobacco � Non-Tobacco
� Preferred Tobacco � Preferred Tobacco
� Standard Tobacco � Tobacco

� �

� �

� �
ADDITIONAL REMARKS

I submit this application assuming full responsibility for delivery of any policy
issued and for payment to the company of the first premium, when collected.
I know of no condition affecting the insurability of the proposed Insured not
fully set forth herein. I will not deliver the policy if the health of the Insured
has changed.

Signature of Writing Agent

COMPLETE ONLY IF THE OWNER OR PAYOR IS OTHER THAN INSURED
What is the relationship of the Owner to the primary Insured (please explain)?

What is the relationship of the Payor to the primary Insured (please explain)?



PRE-AUTHORIZED WITHDRAWAL PLAN

I/we, the undersigned, hereby authorize and request to initiate electronic debit entries or
effect a charge by any other commercially accepted practice to my/our account indicated on the attached check (or the information provided below) for premiums and
other such payments that may become due in any amount under this policy.  I/we request that this Authorization, unless previously revoked, continue to apply to any
conversion, renewal, or change later made in the policy.  I/we agree that this Authorization in no way affects the terms of the policy, other than the mode of payment and
I/we understand that if premiums are not paid within the grace period allowed by the policy, as in the event of withdrawals being dishonored, or for any other reason,
then the policy shall terminate subject to any nonforfeiture provision of the policy.  No debit, check or other charge shall constitute payment until the Company actually
receives payment from the financial institution within the period provided in the policy.  This Authorization may be terminated by either party by giving written notice to
the other.

INITIAL PAYMENT (MUST CHECK ONE BOX)

� CHECK:  Check this box if you are attaching a check for the initial modal premium.  The check will be deposited upon receipt of the application by the Company.

� AUTOMATIC WITHDRAWAL: Check this box to have the initial modal premium withdrawn from the account listed below.  By checking this box, I/we agree that
I/we want an amount sufficient to pay the initial premium due for the insurance policy withdrawn from the account.  This initial premium amount may not
equal the amount reflected below.  I/we further understand that no insurance will be provided except under the terms of a conditional receipt which may be
given at the time the application is taken, and then only if and when all conditions and requirements of the conditional receipt have been satisfied.

Initial premium will be withdrawn upon receipt of the application by the Company and not on the day of the future recurring monthly payment
stated below.

ACCOUNT INFORMATION

TAPE VOIDED CHECK HERE
(Place tape along TOP of check)

If not attaching void check or if withdrawing from Savings Account, complete the following information

Bank Name, Office or Branch

Bank Address City State Zip Code

Check one: �  Checking �  Savings

Payor Name(s)

Transit Routing Number Account Number

COMPLETE THE FOLLOWING INFORMATION FOR FUTURE RECURRING PAYMENTS

Premium to Withdraw
� Withdraw on day of the month matching the policy’s effective date (this will be elected if no box is checked)

�  Withdraw on a different day of the month; choose a day between 1 and 28 __________

SIGNATURE

Payor Signature(s) – as on financial institution’s records.  A copy is as valid as the original.

X Date:

$



Transamerica Life Insurance Company
New Business Cover Sheet

Fax to:  866.297.3607

Date: _____________________          Number of pages including this cover sheet: ______________________________ 	

Agent #_ ____________________________________ 	 Agent Name_________________________________________

Agent Phone #________________________________ 	 Agent Fax #_________________________________________

Proposed Insured’s Name____________________________________________________________________________  

Best time of day / evening to call:_________________ 	 Special language needs?________________________________

If this is a companion policy, write companion name:_ ___________________________________________________  

SBL 237 1211

For All Products
	 Primary	 Additional
	 Insured	 Insured

	 	 Application

	 	 HIPAA Authorization Form

	 	 Terminal Illness Form, if applicable

	 	 Initial Premium or Pre-authorization Form

	 	 HIV Consent Form, if applicable

	 	� Replacement Form, if applicable 
Form must be dated same as, or earlier than the application

	 	� Illustration, if applicable  
All pages are required in NAIC states for Universal Life

	 	� IUL Only- Statement of Understanding  
AND IUL Supplemental App

	 	� Transfer or 1035 Exchange Form if applicable 
Mail original 1035 form, within 5 working days of the fax

	 	 Health Questionnaire (list type), if applicable

	 	� Medical Requirements, if applicable 
Order all necessary Medical Requirements, indicate  
orders on Agent’s Report

	 	� Is this an Internal Replacement / or Conversion?

		  If yes, Policy number_ ___________________________________________________________________

	 	 Other (please explain)_ ____________________________________________________

Special Instructions:___________________________________________________________________
________________________________________________________________________________

• Submit initial application and forms ONLY ONCE, either via fax or mail
• Retain your original copy of this fax, as we reserve the right to request a re-fax of the original if we are unable to 

read the fax. Do NOT mail original application and forms unless requested.
• Print legibly, in English, and use black ink
• Do NOT use white-out
• Make sure all necessary supplemental forms are included

Tip! To speed 
processing...

TransACE®

TransACE CV®

TransTerm®

	 Office ID# 14610

	 For illustration software go to 
	 www.agentnetinfo.com, Software 
	 Downloads, TransWare

	 When completing the APA40 app be sure 
	 to indicate:

		  Underwriting Class being applied for
		  exactly as it appears on the illustration.

		  Kind Code - also found on the quote 
		  page of the illustration.

		  RAP (Required Annual Premium). 
		  This amount is found in the upper left 		
		  corner of the Producer Quote page of 
		  the illustration.

Forms Checklist

       Company Scheduled to do Paramed
	  	 APPS	   ExamOne	 Other
	   EMSI	   Portamedic

Lab Slip/Bar Code #:__________   Date Taken:______



Proposed Primary Insured Name: _________________________________________ Social Security Number: _______________________

ADDITIONAL INFORMATION
Question Name of Details to General and Medical Questions (Diagnosis, Dates, Durations, and Medications,
Number Proposed Insured Dosages, Frequency) Medical Facilities & Physicians Names, Addresses, Phone Numbers

Dated at this day of ,
City State Month Year

Signature of Proposed Insured Signature of Proposed Owner (if other than Proposed Insured)

Signature of Parent or Legal Guardian (if Proposed Insured is Under 18 years of age) Signature of Additional Insured

Signature of Agent

SA-ADINFO 0805

ADDITIONAL INFORMATION

Transamerica Life Insurance Company
[Administrative Office, 4333 Edgewood Road NE, Cedar Rapids, IA 52499]

Supplemental  Information to the Application for Life Insurance



Monumental Life Insurance Company 
Stonebridge Life Insurance Company 
Transamerica Life Insurance Company 
Western Reserve Life Assurance Co. of Ohio 
4333 Edgewood Road NE, Cedar Rapids, IA 52499 
 
This authorization complies with the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule. 
 

Name of Primary Proposed Insured/Patient  Date of birth Last four digits of SSN 
______________________________________________________________  ________________________ ____________________ 
Name of Secondary Proposed Insured/Patient  Date of birth Last four digits of SSN 
______________________________________________________________  ________________________ ____________________ 
Name(s) of Unemancipated Minors  Date(s) of birth Last four digits of SSN(s) 
______________________________________________________________  ________________________ ____________________ 

I hereby authorize the use or disclosure of health information, as described below, about me or my above-named unemancipated minor children and 
revoke any previous restrictions concerning access to such information: 
1. Person(s) or group(s) of persons authorized to use and/or disclose the information: Any health plan, physician, health care professional, 

hospital, clinic, long-term care facility, medical or medically-related facility, laboratory, pharmacy, pharmacy benefit manager, insurance company 
[including the Companies noted above (the “Companies”)], insurance support organization such as MIB Group, Inc., or other medical practitioner or 
health care provider that has provided payment, treatment or services to me or on my behalf or to or on behalf of my unemancipated minor children. 

2. Person(s) or group(s) of persons authorized to collect or otherwise receive and use the information: The Companies, their affiliates and 
reinsurers, and their agents, employees, or other representatives. I further authorize the Companies and their affiliates and reinsurers to redisclose 
the information to MIB Group, Inc., which operates an information exchange on behalf of life and health insurance companies. 

3. Description of the information that may be used or disclosed: This authorization specifically includes the release of all information related to my 
health or that of my unemancipated minor children and my or my unemancipated minor children’s insurance policies and claims, including, but not 
limited to, information on the diagnoses, prognoses, treatments, prescription drug information, and information regarding diagnosis, prognosis and 
treatment of mental illness, communicable or infectious conditions, such as HIV or AIDS, and use of alcohol, drugs and tobacco. This Authorization 
excludes psychotherapy notes that are separated from the rest of my medical records. 

4. The information will be used or disclosed only for the following purpose(s): For the purpose of underwriting my insurance application with the 
Companies, to support the operations of our business, and, if a policy is issued, for evaluating contestability and eligibility for benefits, for the 
continuation or replacement of the policy, for reinstatement of the policy or to contest a claim under the policy. 

STATEMENTS OF UNDERSTANDING & ACKNOWLEDGMENT: 
• I understand that health information about me provided to the Companies may be protected by state and federal privacy regulations including the HIPAA 

Privacy Rule and that the Companies will only use and disclose such information as permitted by applicable regulations and as described in their privacy 
notices. However, I also understand that any information disclosed under this authorization may be subject to redisclosure by the recipient and may no 
longer be protected by federal regulations such as the HIPAA Privacy Rule governing privacy and confidentiality of health information. 

• I understand that if I refuse to sign this authorization to release my health information or that of my unemancipated minor children, the Companies 
may not be able to process my application, or if coverage is issued may not be able to make any benefit payments. 

• I understand that I may revoke this authorization in writing at any time, except to the extent that action has already been taken in reliance on it, or to 
the extent that other law provides the Companies with the right to contest a claim under the policy or the policy itself, by sending a written revocation 
to the Companies’ Privacy Official at the address at the top of this form. I also understand that the revocation of this authorization will not affect uses 
and disclosures of my health information for purposes of treatment, payment and business operations, including agent commission statements. 

• This authorization shall remain in force for 24 months (12 months in Kansas) from the date signed, regardless of my condition and whether living  
or deceased. 

• I acknowledge I have received a copy of this authorization. 
 

 

_____________________________________________________________________________ ___________________________ 
Signature of Primary Proposed Insured/Patient or Personal Representative  Date 
 
 
_____________________________________________________________________________ ___________________________ 
Signature of Secondary Proposed Insured/Patient or Personal Representative  Date 

If signed by an individual’s personal representative or the parent or guardian of an unemancipated minor, describe authority to sign on behalf 
of the individual: 

 Parent   Legal guardian  Power of Attorney  Other (please describe): _____________________________________ 
(NOTE: If more than one individual is named above, please specify the individual(s) to which the personal representative applies.) 
Policy or contract number (if known): ________________________________________________ 

A copy of this authorization will be considered as valid as the original. 
HIP1008                                                         Please return this original copy to Company      NF     
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HIPAA Authorization for 
Release of Health- 
Related Information 



Monumental Life Insurance Company 
Stonebridge Life Insurance Company 
Transamerica Life Insurance Company 
Western Reserve Life Assurance Co. of Ohio 
4333 Edgewood Road NE, Cedar Rapids, IA 52499 
 
This authorization complies with the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule. 
 

Name of Primary Proposed Insured/Patient  Date of birth Last four digits of SSN 
______________________________________________________________  ________________________ ____________________ 
Name of Secondary Proposed Insured/Patient  Date of birth Last four digits of SSN 
______________________________________________________________  ________________________ ____________________ 
Name(s) of Unemancipated Minors  Date(s) of birth Last four digits of SSN(s) 
______________________________________________________________  ________________________ ____________________ 

I hereby authorize the use or disclosure of health information, as described below, about me or my above-named unemancipated minor children and 
revoke any previous restrictions concerning access to such information: 
1. Person(s) or group(s) of persons authorized to use and/or disclose the information: Any health plan, physician, health care professional, 

hospital, clinic, long-term care facility, medical or medically-related facility, laboratory, pharmacy, pharmacy benefit manager, insurance company 
[including the Companies noted above (the “Companies”)], insurance support organization such as MIB Group, Inc., or other medical practitioner or 
health care provider that has provided payment, treatment or services to me or on my behalf or to or on behalf of my unemancipated minor children. 

2. Person(s) or group(s) of persons authorized to collect or otherwise receive and use the information: The Companies, their affiliates and 
reinsurers, and their agents, employees, or other representatives. I further authorize the Companies and their affiliates and reinsurers to redisclose 
the information to MIB Group, Inc., which operates an information exchange on behalf of life and health insurance companies. 

3. Description of the information that may be used or disclosed: This authorization specifically includes the release of all information related to my 
health or that of my unemancipated minor children and my or my unemancipated minor children’s insurance policies and claims, including, but not 
limited to, information on the diagnoses, prognoses, treatments, prescription drug information, and information regarding diagnosis, prognosis and 
treatment of mental illness, communicable or infectious conditions, such as HIV or AIDS, and use of alcohol, drugs and tobacco. This Authorization 
excludes psychotherapy notes that are separated from the rest of my medical records. 

4. The information will be used or disclosed only for the following purpose(s): For the purpose of underwriting my insurance application with the 
Companies, to support the operations of our business, and, if a policy is issued, for evaluating contestability and eligibility for benefits, for the 
continuation or replacement of the policy, for reinstatement of the policy or to contest a claim under the policy. 

STATEMENTS OF UNDERSTANDING & ACKNOWLEDGMENT: 
• I understand that health information about me provided to the Companies may be protected by state and federal privacy regulations including the HIPAA 

Privacy Rule and that the Companies will only use and disclose such information as permitted by applicable regulations and as described in their privacy 
notices. However, I also understand that any information disclosed under this authorization may be subject to redisclosure by the recipient and may no 
longer be protected by federal regulations such as the HIPAA Privacy Rule governing privacy and confidentiality of health information. 

• I understand that if I refuse to sign this authorization to release my health information or that of my unemancipated minor children, the Companies 
may not be able to process my application, or if coverage is issued may not be able to make any benefit payments. 

• I understand that I may revoke this authorization in writing at any time, except to the extent that action has already been taken in reliance on it, or to 
the extent that other law provides the Companies with the right to contest a claim under the policy or the policy itself, by sending a written revocation 
to the Companies’ Privacy Official at the address at the top of this form. I also understand that the revocation of this authorization will not affect uses 
and disclosures of my health information for purposes of treatment, payment and business operations, including agent commission statements. 

• This authorization shall remain in force for 24 months (12 months in Kansas) from the date signed, regardless of my condition and whether living  
or deceased. 

• I acknowledge I have received a copy of this authorization. 
 

 

_____________________________________________________________________________ ___________________________ 
Signature of Primary Proposed Insured/Patient or Personal Representative  Date 
 
 
_____________________________________________________________________________ ___________________________ 
Signature of Secondary Proposed Insured/Patient or Personal Representative  Date 

If signed by an individual’s personal representative or the parent or guardian of an unemancipated minor, describe authority to sign on behalf 
of the individual: 

 Parent   Legal guardian  Power of Attorney  Other (please describe): _____________________________________ 
(NOTE: If more than one individual is named above, please specify the individual(s) to which the personal representative applies.) 
Policy or contract number (if known): ________________________________________________ 

A copy of this authorization will be considered as valid as the original. 
HIP1008                                                Applicants should retain this signed copy for their records                                                    NF 

HIPAA Authorization for 
Release of Health- 
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� Monumental Life Insurance Company � Transamerica Life Insurance Company 

� Stonebridge Life Insurance Company  � Western Reserve Life Assurance Co. of Ohio 

Administrative Office located at: 4333 Edgewood Road N.E., Cedar Rapids, Iowa 52499. Telephone: (319) 355-8511

NOTICE TO APPLICANT REGARDING REPLACEMENT OF LIFE INSURANCE 

It is in your best interest to get all the facts before making a decision.  Make sure you fully understand both the proposed new
policy and your existing insurance.  New policies may contain provisions which limit benefits during the initial period of the 
contract, in particular, the suicide and incontestable clauses. 

To assist you in evaluating the proposed and the existing insurance, Delaware Insurance Regulation 30 requires that the insurer
advising or recommending replacement: 

Provide the consumer, not later than the date the policy or contract is delivered, a concise summary of the policy or contract to be 
issued.

Allow a twenty day period following the delivery of the policy during which time the consumer may surrender the new policy for a
full refund. 

Advise the present insurance company(s) of the pending replacement. 

This same regulation requires your present insurer to provide, on your request, a similar summary describing your present 
insurance.  This information will be provided if you request it using the form below. 

INFORMATION ON PRESENT POLICIES 

Company   Policy   Name of   Summary Requested mark 
     Name              Number    Insured   yes or no 

(continue on reverse as required) 

IT IS SELDOM WISE TO TERMINATE YOUR EXISTING POLICY UNTIL YOUR NEW POLICY HAS BEEN 
ISSUED AND YOU HAVE EXAMINED IT AND FOUND IT TO BE ACCEPTABLE. 

I have read this notice and received a copy of it. 

  Applicant’s signature    Date 

  Agent’s signature    Date 

Agent’s name and address (printed) 

REPLACE898DE1008 NF



 

� Monumental Life Insurance Company � Transamerica Life Insurance Company 

� Stonebridge Life Insurance Company  � Western Reserve Life Assurance Co. of Ohio 

Administrative Office located at: 4333 Edgewood Road N.E., Cedar Rapids, Iowa 52499. Telephone: (319) 355-8511

NOTICE TO APPLICANT REGARDING REPLACEMENT OF LIFE INSURANCE 

It is in your best interest to get all the facts before making a decision.  Make sure you fully understand both the proposed new
policy and your existing insurance.  New policies may contain provisions which limit benefits during the initial period of the 
contract, in particular, the suicide and incontestable clauses. 

To assist you in evaluating the proposed and the existing insurance, Delaware Insurance Regulation 30 requires that the insurer
advising or recommending replacement: 

Provide the consumer, not later than the date the policy or contract is delivered, a concise summary of the policy or contract to be 
issued.

Allow a twenty day period following the delivery of the policy during which time the consumer may surrender the new policy for a
full refund. 

Advise the present insurance company(s) of the pending replacement. 

This same regulation requires your present insurer to provide, on your request, a similar summary describing your present 
insurance.  This information will be provided if you request it using the form below. 

INFORMATION ON PRESENT POLICIES 

Company   Policy   Name of   Summary Requested mark 
     Name              Number    Insured   yes or no 

(continue on reverse as required) 

IT IS SELDOM WISE TO TERMINATE YOUR EXISTING POLICY UNTIL YOUR NEW POLICY HAS BEEN 
ISSUED AND YOU HAVE EXAMINED IT AND FOUND IT TO BE ACCEPTABLE. 

I have read this notice and received a copy of it. 

  Applicant’s signature    Date 

  Agent’s signature    Date 

Agent’s name and address (printed) 

REPLACE898DE1008 NF



ACF 0707 DE HIV AUTHORIZATION 

To evaluate your insurability, the Insurer designated above (“the Insurer”) has requested that you provide a sample of your bodily
fl uids for testing and analysis.This is to determine the presence of human immunodefi ciency virus (HIV) antibodies. By signing 
and dating this form, you voluntarily agree that this test may be done and that underwriting decisions will be based on the test
results. A series of tests will be performed by a certifi ed laboratory through a medically accepted procedure.

The HIV Virus

The HIV virus causes a life-threatening disorder of the immune system called Acquired Immune Defi ciency Syndrome (AIDS). 
Antibodies to the HIV virus are found in the blood and other bodily fl uids of most people with AIDS, and can be found in people who 
do not have AIDS but have been exposed to the virus. The virus is spread by sexual contact with an infected person, by exposure
to infected blood (as in needle sharing during intravenous drug use or, rarely, as a result of a blood transfusion), or from an
infected mother to her newborn infant.

Meaning of Positive Test Result

The test is not a test for AIDS. It is a test for antibodies to the HIV virus, the causative agent for AIDS, and shows whether you have 
been exposed to the virus. A positive test result does not mean that you have AIDS but that you are at signifi cantly increased risk 
of developing problems with your immune system. The test for HIV antibodies is very sensitive. Errors are rare, but they do occur. 
Your private physician, a public health clinic, or an AIDS information organization in your city might provide you with further
information on the medical implications of a positive test.

Positive HIV antibody test results will adversely affect your application for insurance.

Confi dentiality of Test Results

All test results will be treated confi dentially. They will be reported by the laboratory to the Insurer.  When necessary for business 
reasons in connection with the insurance you have or have applied for with the Insurer, the Insurer may disclose test results to
others such as its insurance affi liates which are involved in underwriting or claims decisions, reinsurers, contractually retained 
medical personnel and the Insurer’s legal counsel who needs such information to effectively represent the Insurer.

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 signifi es only a non-specifi c 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 
specifi c manner.  The organizations described in this section may maintain the test results in a fi le 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.

Notifi cation of Test Results

If your HIV test results are normal, no routine notifi cation will be sent to you. If the HIV test results are other than normal, the 
Insurer will contact you. The Insurer may also contact you if there are other abnormal test results which, in the Insurer’s opinion,
are signifi cant. The Insurer will ask you for the name of a physician or other health care provider to whom you may authorize 
disclosure and with whom you may wish to discuss the results.

If your test is other than normal and you have not provided the Insurer with the name of a physician to whom you authorize 
disclosure of test results, the Insurer will disclose the test results to the Delaware Department of Health and Social Services as 
required by law.

Notice and Consent for 
HIV-Related Testing
DELAWARE

� Monumental Life Insurance Company
� Stonebridge Life Insurance Company
� Transamerica Life Insurance Company
� Western Reserve Life Assurance Co. of Ohio
 4333 Edgewood Road NE, Cedar Rapids, IA 52499

Page 1 of 2
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Notice and Consent for 
HIV-Related Testing
DELAWARE

Consent

I have read and I understand this Notice and Consent for HIV-Related Testing which may include AIDS Virus (HIV) 
Antibody/Antigen testing. I acknowledge I have received a copy of the HIV Infection and AIDS: An Overview pre-
pared by the Department of Health and Social Services. I voluntarily consent to providing a sample of my bodily 
fl uids, the testing of that sample 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.

I authorize test results to be sent to the following physician:

Name of Health Care Provider Street

Phone Number City, State, Zip Code

Proposed Insured (Please Print) Date of Birth

Signature of Proposed Insured Date Signed

ACF 0707 DE HIV AUTHORIZATION Page 2 of 2
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HIV Infection and AIDS: An Overview

AIDS - Acquired Immunodefi ciency Syndrome - was fi rst reported in the United States in 1981 and has since become a major 
worldwide epidemic. AIDS is caused by the human immunodefi ciency virus (HIV). By killing or damaging cells of the body’s 
immune system, HIV progressively destroys the body’s ability to fi ght infections and certain cancers.  People diagnosed with AIDS 
may get life-threatening diseases called opportunistic infections, which are caused by microbes such as viruses or bacteria that 
usually do not make healthy people sick.

More than 816,149 cases of AIDS have been reported in the United States since 1981.  As many as 950,000 Americans may 
be infected with HIV, one-quarter of whom are unaware of their infection.  The epidemic is growing most rapidly among minority 
populations and is a leading killer of African-American males ages 25 to 44.  According to the U.S. Centers for Disease Control
and Prevention (CDC), AIDS affects nearly seven times more African Americans and three times more Hispanics than whites.

HOW IS HIV TRANSMITTED?

HIV is spread most commonly by having unprotected sex with an infected partner.  The virus can enter the body through the lining
of the vagina, vulva, penis, rectum, or mouth during sex.

HIV also is spread through contact with infected blood.  Before donated blood was screened for evidence of HIV infection and 
before heat-treating techniques to destroy HIV in blood products were introduced, HIV was transmitted through transfusions of 
contaminated blood or blood components. Today, because of blood screening and heat treatment, the risk of getting HIV from 
such transfusions is extremely small.

HIV frequently is spread among injection drug users by the sharing of needles or syringes contaminated with very small quantities 
of blood from someone infected with the virus. It is rare, however, for a patient to give HIV to a health care worker or vice versa by 
accidental sticks with contaminated needles or other medical instruments.

Women can transmit HIV to their babies during pregnancy or birth.  Approximately one-quarter to one-third of all untreated 
pregnant women infected with HIV will pass the infection to their babies.  HIV also can be spread to babies through the breast milk 
of mothers infected with the virus.  If the mother takes the drug AZT during pregnancy, she can signifi cantly reduce the chances 
that her baby will get infected with HIV.  If health care providers treat mothers with AZT and deliver their babies by cesarean
section, the chances of the baby being infected can be reduced to a rate of 1 percent.

A study sponsored by the National Institute of Allergy and Infectious Diseases (NIAID) in Uganda found a highly effective and safe
drug for preventing  transmission of HIV from an infected mother to her newborn.  This regimen is more affordable and practical
than any other examined to date.  Results from the study show that a single oral dose of the antiretroviral drug nevirapine (NVP)
given to an HIV-infected woman in labor and another to her baby within three days of birth reduces the transmission rate of HIV by 
half compared with a similar short couse of AZT.

Although researchers have found HIV in the saliva of infected people, there is no evidence that the virus is spread by contact with 
saliva.  Laboratory studies reveal that saliva has natural properties that limit the power of HIV to infect.  Research studies of people 
infected with HIV have found no evidence that the virus is spread to others through saliva by kissing.  No one knows, however, 
whether so-called “deep” kissing, involving the exchange of large amounts of saliva, or oral intercourse increase the risk of 
infection.  Scientists also have found no evidence that HIV is spread through sweat, tears, urine, or feces.

Studies of families of HIV-infected people have shown clearly that HIV is not spread through casual contact such as sharing of 
food utensils, towels and bedding, swimming pools, telephones, or toilet seats.  HIV is not spread by biting insects such as 
mosquitoes or bedbugs.

HIV can infect anyone who practices risky behaviors such as

■  Sharing drug needles or syringes
■  Having sexual contact with an infected person without using a condom
■  Having sexual contact with someone whose HIV status is unknown

Having a sexually transmitted disease such as syphilis, genital herpes, chlamydial infection, gonorrhea, or bacterial vaginosis
appears to make people more susceptible to getting HIV infection during sex with infected partners.



SYMPTOMS OF HIV INFECTION

Many people do not have any symptoms when they fi rst become infected with HIV. Some people, however, have a fl u-like illness 
within a month or two after exposure to the virus. This illness may include

■  Fever
■  Headache
■  Tiredness
■  Enlarged lymph nodes (glands of the immune system easily felt in the neck and groin)

These symptoms usually disappear within a week to a month and are often mistaken for those of another viral infection.  During 
this period, people are very infectious, and HIV is present in large quantities in genital fl uids.

More persistent or severe symptoms may not appear for 10 years or more after HIV fi rst enters the body in adults, or within two 
years in children born with HIV infection. This period of “asymptomatic” infection is highly individual.  Some people may begin to 
have symptoms within a few months, while others may be symptom-free for more than 10 years.

Even during the asymptomatic period, the virus is actively multiplying, infecting, and killing cells of the immune system.  The most 
obvious effect of HIV infection is a decline in the number of CD4 positive T cells (also called T4 cells) found in the blood -- the 
immune system’s key infection fi ghters.  At the beginning of its life in the human body, the virus disables or destroys these cells 
without causing symptoms.

As the immune system worsens, a variety of complications start to take over.  For many people, the fi rst signs of infection are large 
lymph nodes or “swollen glands” that may be enlarged for more than three months.  Other symptoms often experienced months 
to years before the onset of AIDS include

■ Lack of energy
■ Weight loss
■ Frequent fevers and sweats
■ Persistent or frequent yeast infections (oral or vaginal)
■ Persistent skin rashes or fl aky skin
■ Pelvic infl ammatory disease in women that does not respond to treatment
■ Short-term memory loss

Some people develop frequent and severe herpes infections that cause mouth, genital, or anal sores, or a painful nerve disease 
called shingles.  Children may grow slowly or be sick a lot.

AIDS

The term AIDS applies to the most advanced stages of HIV infection. CDC developed offi cial criteria for the defi nition of AIDS and 
is responsible for tracking the spread of AIDS in the United States.

CDC’s defi nition of AIDS includes all HIV-infected people who have fewer than 200 CD4 positive T cells (abbreviated CD4 + T cells) 
per cubic millimeter of blood (Healthy adults usually have CD4 positive T-cell counts of 1,000 or more.). In addition, the defi nition 
includes 26 clinical conditions that affect people with advanced HIV disease. Most of these conditions are opportunistic infections that 
generally do not affect healthy people.  In people with AIDS, these infections are often severe and sometimes fatal because the
immune system is so ravaged by HIV that the body cannot fi ght off certain bacteria, viruses, fungi, parasites, and other microbes.

Symptoms of opportunistic infections common in people with AIDS include

■ Coughing and shortness of breath
■ Seizures and lack of coordination
■ Diffi cult or painful swallowing
■ Mental symptoms such as confusion and forgetfulness
■ Severe and persistent diarrhea
■ Fever
■ Vision loss
■ Nausea, abdominal cramps, and vomiting
■ Weight loss and extreme fatigue
■ Severe headaches
■ Coma

Children with AIDS may get the same opportunistic infections as do adults with the disease.  In addition, they also have severe
forms of the bacterial infections all children may get, such as conjunctivitis (pink eye), ear infections, and tonsillitis.
  Page 2 of 5



People with AIDS are particularly prone to developing various cancers, especially those caused by viruses such as Kaposi’s 
sarcoma and cervical cancer, or cancers of the immune system known as lymphomas. These cancers are usually more aggres-
sive and diffi cult to treat in people with AIDS. Signs of Kaposi’s sarcoma in light-skinned people are round brown, reddish, or 
purple spots that develop in the skin or in the mouth. In dark-skinned people, the spots are more pigmented.

During the course of HIV infection, most people experience a gradual decline in the number of CD4 positive T cells; although some may 
have abrupt and dramatic drops in their CD4 positive T-Cell counts. A person with CD4 positive T cells above 200 may experience some 
of the early symptoms of HIV disease. Others may have no symptoms even though their CD4 positive T-cell count is below 200.

Many people are so debilitated by the symptoms of AIDS that they cannot hold steady employment or do household chores. Other 
people with AIDS may experience phases of intense life-threatening illness followed by phases in which they function normally.

A small number of people fi rst infected with HIV 10 or more years ago have not developed symptoms of AIDS.  Scientists are trying 
to determine what factors may account for their lack of progression to AIDS, such as particular characteristics of their immune 
systems or whether they were infected with a less aggressive strain of the virus, or if their genes may protect them from the effects 
of HIV.  Scientists hope that understanding the body’s natural method of control may lead to ideas for protective HIV vaccines and 
use of vaccines to prevent the disease from progressing.

DIAGNOSIS

Because early HIV infection often causes no symptoms, a doctor or other health care provider usually can diagnose it by testing
a person’s blood for the presence of antibodies (disease-fi ghting proteins) to HIV. HIV antibodies generally do not reach detect-
able levels in the blood for one to three months following infection. It may take the antibodies as long as six months to be produced 
in quantities large enough to show up in standard blood tests.

People exposed to the virus should get an HIV test as soon as they are likely to develop antibodies to the virus - within 6 weeks to 
12 months after possible exposure to the virus. By getting tested early, people with HIV infection can discuss with a health care
provider when they should start treatment to help their immune systems combat HIV and help prevent the emergence of certain 
opportunistic infections (see section on treatment below). Early testing also alerts HIV-infected people to avoid high-risk behaviors
that could spread the virus to others.

Most health care providers can do HIV testing and will usually offer counseling to the patient at the same time.  Of course, 
individuals can be tested anonymously at many sites if they are concerned about confi dentiality.

Health care providers diagnose HIV infection by using two different types of antibody tests, ELISA and Western Blot.  If a person
is highly likely to be infected with HIV and yet both tests are negative, the health care provider may request additional tests.  The 
person also may be told to repeat antibody testing at a later date, when antibodies to HIV are more likely to have developed.

Babies born to mothers infected with HIV may or may not be infected with the virus, but all carry their mothers’ antibodies to HIV
for several months.  If these babies lack symptoms, a doctor cannot make a defi nitive diagnosis of HIV infection using standard 
antibody tests until after 15 months of age.  By then, babies are unlikely to still carry their mothers’ antibodies and will have
produced their own, if they are infected.  Health care experts are using new technologies to detect HIV itself to more accurately
determine HIV infection in infants between ages 3 months and 15 months.  They are evaluating a number of blood tests to 
determine if they can diagnose HIV infection in babies younger than 3 months.

TREATMENT

When AIDS fi rst surfaced in the United States, there were no medicines to combat the underlying immune defi ciency and few 
treatments exsted for the opportunistic diseases that resulted.  During the past 10 years, however, researchers have developed 
drugs to fi ght both HIV infection and its associated infections and cancers.

The U.S. Food and Drug Administration (FDA) has approved a number of drugs for treating HIV infection.  The fi rst group of drugs 
used to treat HIV infection, called nucleoside reverse transcriptase (RT) inhibitors, interrupts an early stage of the virus making
copies of itself.  Included in this class of drugs (called nucleoside analogs) are AZT, ddC (zalcitabine), ddl (dideoxyinosine), d4T 
(stavudine), 3TC (lamivudine), abacavir (ziagen), and tenofovir (viread).  These drugs may slow the spread of HIV in the body 
and delay the start of opportunistic infections.

Health care providers can prescribe non-nucleoside reverse transcriptase inhibitors (NNRTls), such as delvaridine (Rescriptor),
nevirapine (Viramune), and efravirenz (Sustiva), in combination with other antiretroviral drugs.
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FDA also has approved a second class of drugs for treating HIV infection.  These drugs, called protease inhibitors, interrupt virus
replication at a later step in its life cycle. They include

■ Ritonavir (Norvir)
■ Saquinivir (Invirase)
■ Indinavir (Crixivan)
■ Amprenivir (Agenerase)
■ Nelfi navir (Viracept)
■ Lopinavir (Kaletra)

Because HIV can become resistant to any of these drugs, health care providers must use a combination treatment to effectively 
suppress the virus.  When RT inhibitors and protease inhibitors are used in combination, it is referred to as highly active antiretroviral 
therapy, or HAART, and can be used by people who are newly infected with HIV as well as people with AIDS.

Researchers have credited HAART as being a major factor in signifi cantly reducing the number of deaths from AIDS in this 
country. While HAART is not a cure for AIDS, it has greatly improved the health of many people with AIDS and it reduces the 
amount of virus circulating in the blood to nearly undetectable levels. Researchers, however, have shown that HIV remains 
present in hiding places, such as the lymph nodes, brain, testes, and retina of the eye, even in patients who have  been treated.

Despite the benefi cial effects of HAART, there are side effects associated with the use of antiviral drugs that can be severe. Some 
of the nucleoside RT inhibitors may cause a decrease of red or white blood cells,  especially when taken in the later stages of the 
disease. Some may also cause infl ammation of the pancreas and painful nerve damage. There have been reports of complica-
tions and other severe reactions, including death, to some of the antiretroviral nucleoside analogs when used alone or in com-
bination. Therefore, health care experts recommend that people on antiretroviral therapy be routinely seen and followed by their
health care providers. The most common side effects associated with protease inhibitors include nausea, diarrhea, and other 
gastrointestinal symptoms. In addition, protease inhibitors can interact with other drugs resulting in serious side effects.

A number of drugs are available to help treat opportunistic infections to which people with HIV are especially prone. These drugs include

■ Foscarnet and ganciclovir to treat cytomegalovirus (CMV) eye infections
■ Fluconazole to treat yeast and other fungal infections
■ Trimethoprim/sulfamethoxazole (TMP/SMX) or pentamidine to treat Pneumocystis carinii pneumonia (PCP)

In addition to antiretroviral therapy, health care providers treat adults with HIV, whose CD4+ T-cell counts drop below 200, to
prevent the occurrence of PCP, which is one of the most common and deadly opportunistic infections associated with HIV.  They 
give children PCP preventive therapy when their CD4+ T-cell counts drop to levels considered below normal for their age group. 
Regardless of their CD4+ T-cell counts, HIV-infected children and adults who have survived an episode of PCP take drugs for the
rest of their lives to prevent a recurrence of the pneumonia.

HIV-infected individuals who develop Kaposi’s sarcoma or other cancers are treated with radiation, chemotherapy, or injections of 
alpha interferon, a genetically engineered protein that occurs naturally in the human body.

PREVENTION

Because no vaccine for HIV is available, the only way to prevent infection by the virus is to avoid behaviors that put a person at risk 
of infection, such as sharing needles and having unprotected sex.

Many people infected with HIV have no symptoms. Therefore, there is no way of knowing with certainty whether a sexual partner 
is infected unless he or she has repeatedly tested negative for the virus and has not engaged in any risky behavior.

People should either abstain from having sex or use male latex condoms or female polyurethane condoms, which may offer 
partial protection, during oral, anal, or vaginal sex. Only water-based lubricants should be used with male latex condoms.

Although some laboratory evidence shows that spermicides can kill HIV, researchers have not found that these products can 
prevent a person from getting HIV.

The risk of HIV transmission from a pregnant woman to her baby is signifi cantly reduced if she takes AZT during pregnancy, labor, 
and delivery, and if her baby takes it for the fi rst six weeks of life. 

  Page 4 of 5



RESEARCH

NIAID-supported investigators are conducting an abundance of research on all areas of HIV infection, including developing and 
testing preventive HIV vaccines and new treatments for HIV infection and AIDS-associated opportunistic infections. Researchers 
also are investigating exactly how HIV damages the immune system. This research is identifying new and more effective targets 
for drugs and vaccines. NIAID-supported investigators also continue to trace how the disease progresses in different people.

Scientists are investigating and testing chemical barriers, such as topical microbicides, that people can use in the vagina or in the 
rectum during sex to prevent HIV transmission. They also are looking at other ways to prevent transmission, such as controlling
sexually transmitted diseases and modifying people’s behavior, as well as ways to prevent transmission from mother to child.

MORE INFORMATION

AIDSinfo is a comprehensive information and referral service that provides the most current information on federally and privately 
funded clinical trials for AIDS patients and others infected with HIV.  AIDS clinical trials evaluate experimental drugs and other
therapies for adults and children at all stages of HIV infection -- from patients who are HIV positive with no symptoms to those with 
various symptoms of AIDS.

As the main dissemination point for federally approved HIV treatment and prevention guidelines, AIDSinfo provides information 
about the current treatment regimens for HIV infection and AIDS-related illnesses, including the prevention of HIV transmission
from occupational exposure and mother-to-child transmission during pregnancy. As an education and resource center, AIDSinfo 
also offers links and other downloadable resources that are designed for patients, health care providers, researchers and the 
general public.

AIDSinfo is primarily web-based and can be found at http://aidsinfo.nih.gov. AIDSinfo also operates a telephone service from 
12:00 p.m. to 5:00 p.m. Eastern Time, Monday through Friday. English and Spanish-speaking health information specialists are 
available to answer questions about HIV/AIDS, treatment options, and navigating the website.

 Telephone: 800-HIV-0440 (1-800-448-0440)
 International: 301-519-0459
 TTY/TTD: 888-480-3739
 Email: ContactUs@aidsinfo.nih.gov

For information specifi cally about clinical trials conducted by the NIAID Intramural AIDS Research Program, call 1-800-243-7644 
(http://clinicaltrials.gov).

To receive materials or talk with a Health Communication Specialist, contact the CDC National HIV and STD Hotline.  This service
is available 24 hours a day.

 1-800-227-8922
 1-800-342-2437
 1-800-243-7889 (TTY/Deaf Access)

NIAID is a component of the National Institutes of Health (NIH), which is an agency of the Department of Health and Human 
Services. NIAID supports basic and applied research to prevent, diagnose, and treat infectious and immune-mediated illnesses, 
including HIV/AIDS and other sexually transmitted diseases, illness from potential agents of bioterrorism, tuberculosis, malaria, 
autoimmune disorders, asthma and allergies.

News releases, fact sheets and other NIAID-related materials are available on the NIAID Web site at http://www.niaid.nih.gov.

Prepared by:
Offi ce of Communications and Public Liaison
National Institute of Allergy and Infectious Diseases
National Institute of Health
Bethesda, MD 20892                    

June 2003 
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ACF 0707 DE HIV AUTHORIZATION 

To evaluate your insurability, the Insurer designated above (“the Insurer”) has requested that you provide a sample of your bodily
fl uids for testing and analysis.This is to determine the presence of human immunodefi ciency virus (HIV) antibodies. By signing 
and dating this form, you voluntarily agree that this test may be done and that underwriting decisions will be based on the test
results. A series of tests will be performed by a certifi ed laboratory through a medically accepted procedure.

The HIV Virus

The HIV virus causes a life-threatening disorder of the immune system called Acquired Immune Defi ciency Syndrome (AIDS). 
Antibodies to the HIV virus are found in the blood and other bodily fl uids of most people with AIDS, and can be found in people who 
do not have AIDS but have been exposed to the virus. The virus is spread by sexual contact with an infected person, by exposure
to infected blood (as in needle sharing during intravenous drug use or, rarely, as a result of a blood transfusion), or from an
infected mother to her newborn infant.

Meaning of Positive Test Result

The test is not a test for AIDS. It is a test for antibodies to the HIV virus, the causative agent for AIDS, and shows whether you have 
been exposed to the virus. A positive test result does not mean that you have AIDS but that you are at signifi cantly increased risk 
of developing problems with your immune system. The test for HIV antibodies is very sensitive. Errors are rare, but they do occur. 
Your private physician, a public health clinic, or an AIDS information organization in your city might provide you with further
information on the medical implications of a positive test.

Positive HIV antibody test results will adversely affect your application for insurance.

Confi dentiality of Test Results

All test results will be treated confi dentially. They will be reported by the laboratory to the Insurer.  When necessary for business 
reasons in connection with the insurance you have or have applied for with the Insurer, the Insurer may disclose test results to
others such as its insurance affi liates which are involved in underwriting or claims decisions, reinsurers, contractually retained 
medical personnel and the Insurer’s legal counsel who needs such information to effectively represent the Insurer.

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 signifi es only a non-specifi c 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 
specifi c manner.  The organizations described in this section may maintain the test results in a fi le 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.

Notifi cation of Test Results

If your HIV test results are normal, no routine notifi cation will be sent to you. If the HIV test results are other than normal, the 
Insurer will contact you. The Insurer may also contact you if there are other abnormal test results which, in the Insurer’s opinion,
are signifi cant. The Insurer will ask you for the name of a physician or other health care provider to whom you may authorize 
disclosure and with whom you may wish to discuss the results.

If your test is other than normal and you have not provided the Insurer with the name of a physician to whom you authorize 
disclosure of test results, the Insurer will disclose the test results to the Delaware Department of Health and Social Services as 
required by law.

Notice and Consent for 
HIV-Related Testing
DELAWARE

� Monumental Life Insurance Company
� Stonebridge Life Insurance Company
� Transamerica Life Insurance Company
� Western Reserve Life Assurance Co. of Ohio
 4333 Edgewood Road NE, Cedar Rapids, IA 52499
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Notice and Consent for 
HIV-Related Testing
DELAWARE

Consent

I have read and I understand this Notice and Consent for HIV-Related Testing which may include AIDS Virus (HIV) 
Antibody/Antigen testing. I acknowledge I have received a copy of the HIV Infection and AIDS: An Overview pre-
pared by the Department of Health and Social Services. I voluntarily consent to providing a sample of my bodily 
fl uids, the testing of that sample 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.

I authorize test results to be sent to the following physician:

Name of Health Care Provider Street

Phone Number City, State, Zip Code

Proposed Insured (Please Print) Date of Birth

Signature of Proposed Insured Date Signed

ACF 0707 DE HIV AUTHORIZATION Page 2 of 2
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HIV Infection and AIDS: An Overview

AIDS - Acquired Immunodefi ciency Syndrome - was fi rst reported in the United States in 1981 and has since become a major 
worldwide epidemic. AIDS is caused by the human immunodefi ciency virus (HIV). By killing or damaging cells of the body’s 
immune system, HIV progressively destroys the body’s ability to fi ght infections and certain cancers.  People diagnosed with AIDS 
may get life-threatening diseases called opportunistic infections, which are caused by microbes such as viruses or bacteria that 
usually do not make healthy people sick.

More than 816,149 cases of AIDS have been reported in the United States since 1981.  As many as 950,000 Americans may 
be infected with HIV, one-quarter of whom are unaware of their infection.  The epidemic is growing most rapidly among minority 
populations and is a leading killer of African-American males ages 25 to 44.  According to the U.S. Centers for Disease Control
and Prevention (CDC), AIDS affects nearly seven times more African Americans and three times more Hispanics than whites.

HOW IS HIV TRANSMITTED?

HIV is spread most commonly by having unprotected sex with an infected partner.  The virus can enter the body through the lining
of the vagina, vulva, penis, rectum, or mouth during sex.

HIV also is spread through contact with infected blood.  Before donated blood was screened for evidence of HIV infection and 
before heat-treating techniques to destroy HIV in blood products were introduced, HIV was transmitted through transfusions of 
contaminated blood or blood components. Today, because of blood screening and heat treatment, the risk of getting HIV from 
such transfusions is extremely small.

HIV frequently is spread among injection drug users by the sharing of needles or syringes contaminated with very small quantities 
of blood from someone infected with the virus. It is rare, however, for a patient to give HIV to a health care worker or vice versa by 
accidental sticks with contaminated needles or other medical instruments.

Women can transmit HIV to their babies during pregnancy or birth.  Approximately one-quarter to one-third of all untreated 
pregnant women infected with HIV will pass the infection to their babies.  HIV also can be spread to babies through the breast milk 
of mothers infected with the virus.  If the mother takes the drug AZT during pregnancy, she can signifi cantly reduce the chances 
that her baby will get infected with HIV.  If health care providers treat mothers with AZT and deliver their babies by cesarean
section, the chances of the baby being infected can be reduced to a rate of 1 percent.

A study sponsored by the National Institute of Allergy and Infectious Diseases (NIAID) in Uganda found a highly effective and safe
drug for preventing  transmission of HIV from an infected mother to her newborn.  This regimen is more affordable and practical
than any other examined to date.  Results from the study show that a single oral dose of the antiretroviral drug nevirapine (NVP)
given to an HIV-infected woman in labor and another to her baby within three days of birth reduces the transmission rate of HIV by 
half compared with a similar short couse of AZT.

Although researchers have found HIV in the saliva of infected people, there is no evidence that the virus is spread by contact with 
saliva.  Laboratory studies reveal that saliva has natural properties that limit the power of HIV to infect.  Research studies of people 
infected with HIV have found no evidence that the virus is spread to others through saliva by kissing.  No one knows, however, 
whether so-called “deep” kissing, involving the exchange of large amounts of saliva, or oral intercourse increase the risk of 
infection.  Scientists also have found no evidence that HIV is spread through sweat, tears, urine, or feces.

Studies of families of HIV-infected people have shown clearly that HIV is not spread through casual contact such as sharing of 
food utensils, towels and bedding, swimming pools, telephones, or toilet seats.  HIV is not spread by biting insects such as 
mosquitoes or bedbugs.

HIV can infect anyone who practices risky behaviors such as

■  Sharing drug needles or syringes
■  Having sexual contact with an infected person without using a condom
■  Having sexual contact with someone whose HIV status is unknown

Having a sexually transmitted disease such as syphilis, genital herpes, chlamydial infection, gonorrhea, or bacterial vaginosis
appears to make people more susceptible to getting HIV infection during sex with infected partners.



SYMPTOMS OF HIV INFECTION

Many people do not have any symptoms when they fi rst become infected with HIV. Some people, however, have a fl u-like illness 
within a month or two after exposure to the virus. This illness may include

■  Fever
■  Headache
■  Tiredness
■  Enlarged lymph nodes (glands of the immune system easily felt in the neck and groin)

These symptoms usually disappear within a week to a month and are often mistaken for those of another viral infection.  During 
this period, people are very infectious, and HIV is present in large quantities in genital fl uids.

More persistent or severe symptoms may not appear for 10 years or more after HIV fi rst enters the body in adults, or within two 
years in children born with HIV infection. This period of “asymptomatic” infection is highly individual.  Some people may begin to 
have symptoms within a few months, while others may be symptom-free for more than 10 years.

Even during the asymptomatic period, the virus is actively multiplying, infecting, and killing cells of the immune system.  The most 
obvious effect of HIV infection is a decline in the number of CD4 positive T cells (also called T4 cells) found in the blood -- the 
immune system’s key infection fi ghters.  At the beginning of its life in the human body, the virus disables or destroys these cells 
without causing symptoms.

As the immune system worsens, a variety of complications start to take over.  For many people, the fi rst signs of infection are large 
lymph nodes or “swollen glands” that may be enlarged for more than three months.  Other symptoms often experienced months 
to years before the onset of AIDS include

■ Lack of energy
■ Weight loss
■ Frequent fevers and sweats
■ Persistent or frequent yeast infections (oral or vaginal)
■ Persistent skin rashes or fl aky skin
■ Pelvic infl ammatory disease in women that does not respond to treatment
■ Short-term memory loss

Some people develop frequent and severe herpes infections that cause mouth, genital, or anal sores, or a painful nerve disease 
called shingles.  Children may grow slowly or be sick a lot.

AIDS

The term AIDS applies to the most advanced stages of HIV infection. CDC developed offi cial criteria for the defi nition of AIDS and 
is responsible for tracking the spread of AIDS in the United States.

CDC’s defi nition of AIDS includes all HIV-infected people who have fewer than 200 CD4 positive T cells (abbreviated CD4 + T cells) 
per cubic millimeter of blood (Healthy adults usually have CD4 positive T-cell counts of 1,000 or more.). In addition, the defi nition 
includes 26 clinical conditions that affect people with advanced HIV disease. Most of these conditions are opportunistic infections that 
generally do not affect healthy people.  In people with AIDS, these infections are often severe and sometimes fatal because the
immune system is so ravaged by HIV that the body cannot fi ght off certain bacteria, viruses, fungi, parasites, and other microbes.

Symptoms of opportunistic infections common in people with AIDS include

■ Coughing and shortness of breath
■ Seizures and lack of coordination
■ Diffi cult or painful swallowing
■ Mental symptoms such as confusion and forgetfulness
■ Severe and persistent diarrhea
■ Fever
■ Vision loss
■ Nausea, abdominal cramps, and vomiting
■ Weight loss and extreme fatigue
■ Severe headaches
■ Coma

Children with AIDS may get the same opportunistic infections as do adults with the disease.  In addition, they also have severe
forms of the bacterial infections all children may get, such as conjunctivitis (pink eye), ear infections, and tonsillitis.
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People with AIDS are particularly prone to developing various cancers, especially those caused by viruses such as Kaposi’s 
sarcoma and cervical cancer, or cancers of the immune system known as lymphomas. These cancers are usually more aggres-
sive and diffi cult to treat in people with AIDS. Signs of Kaposi’s sarcoma in light-skinned people are round brown, reddish, or 
purple spots that develop in the skin or in the mouth. In dark-skinned people, the spots are more pigmented.

During the course of HIV infection, most people experience a gradual decline in the number of CD4 positive T cells; although some may 
have abrupt and dramatic drops in their CD4 positive T-Cell counts. A person with CD4 positive T cells above 200 may experience some 
of the early symptoms of HIV disease. Others may have no symptoms even though their CD4 positive T-cell count is below 200.

Many people are so debilitated by the symptoms of AIDS that they cannot hold steady employment or do household chores. Other 
people with AIDS may experience phases of intense life-threatening illness followed by phases in which they function normally.

A small number of people fi rst infected with HIV 10 or more years ago have not developed symptoms of AIDS.  Scientists are trying 
to determine what factors may account for their lack of progression to AIDS, such as particular characteristics of their immune 
systems or whether they were infected with a less aggressive strain of the virus, or if their genes may protect them from the effects 
of HIV.  Scientists hope that understanding the body’s natural method of control may lead to ideas for protective HIV vaccines and 
use of vaccines to prevent the disease from progressing.

DIAGNOSIS

Because early HIV infection often causes no symptoms, a doctor or other health care provider usually can diagnose it by testing
a person’s blood for the presence of antibodies (disease-fi ghting proteins) to HIV. HIV antibodies generally do not reach detect-
able levels in the blood for one to three months following infection. It may take the antibodies as long as six months to be produced 
in quantities large enough to show up in standard blood tests.

People exposed to the virus should get an HIV test as soon as they are likely to develop antibodies to the virus - within 6 weeks to 
12 months after possible exposure to the virus. By getting tested early, people with HIV infection can discuss with a health care
provider when they should start treatment to help their immune systems combat HIV and help prevent the emergence of certain 
opportunistic infections (see section on treatment below). Early testing also alerts HIV-infected people to avoid high-risk behaviors
that could spread the virus to others.

Most health care providers can do HIV testing and will usually offer counseling to the patient at the same time.  Of course, 
individuals can be tested anonymously at many sites if they are concerned about confi dentiality.

Health care providers diagnose HIV infection by using two different types of antibody tests, ELISA and Western Blot.  If a person
is highly likely to be infected with HIV and yet both tests are negative, the health care provider may request additional tests.  The 
person also may be told to repeat antibody testing at a later date, when antibodies to HIV are more likely to have developed.

Babies born to mothers infected with HIV may or may not be infected with the virus, but all carry their mothers’ antibodies to HIV
for several months.  If these babies lack symptoms, a doctor cannot make a defi nitive diagnosis of HIV infection using standard 
antibody tests until after 15 months of age.  By then, babies are unlikely to still carry their mothers’ antibodies and will have
produced their own, if they are infected.  Health care experts are using new technologies to detect HIV itself to more accurately
determine HIV infection in infants between ages 3 months and 15 months.  They are evaluating a number of blood tests to 
determine if they can diagnose HIV infection in babies younger than 3 months.

TREATMENT

When AIDS fi rst surfaced in the United States, there were no medicines to combat the underlying immune defi ciency and few 
treatments exsted for the opportunistic diseases that resulted.  During the past 10 years, however, researchers have developed 
drugs to fi ght both HIV infection and its associated infections and cancers.

The U.S. Food and Drug Administration (FDA) has approved a number of drugs for treating HIV infection.  The fi rst group of drugs 
used to treat HIV infection, called nucleoside reverse transcriptase (RT) inhibitors, interrupts an early stage of the virus making
copies of itself.  Included in this class of drugs (called nucleoside analogs) are AZT, ddC (zalcitabine), ddl (dideoxyinosine), d4T 
(stavudine), 3TC (lamivudine), abacavir (ziagen), and tenofovir (viread).  These drugs may slow the spread of HIV in the body 
and delay the start of opportunistic infections.

Health care providers can prescribe non-nucleoside reverse transcriptase inhibitors (NNRTls), such as delvaridine (Rescriptor),
nevirapine (Viramune), and efravirenz (Sustiva), in combination with other antiretroviral drugs.
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FDA also has approved a second class of drugs for treating HIV infection.  These drugs, called protease inhibitors, interrupt virus
replication at a later step in its life cycle. They include

■ Ritonavir (Norvir)
■ Saquinivir (Invirase)
■ Indinavir (Crixivan)
■ Amprenivir (Agenerase)
■ Nelfi navir (Viracept)
■ Lopinavir (Kaletra)

Because HIV can become resistant to any of these drugs, health care providers must use a combination treatment to effectively 
suppress the virus.  When RT inhibitors and protease inhibitors are used in combination, it is referred to as highly active antiretroviral 
therapy, or HAART, and can be used by people who are newly infected with HIV as well as people with AIDS.

Researchers have credited HAART as being a major factor in signifi cantly reducing the number of deaths from AIDS in this 
country. While HAART is not a cure for AIDS, it has greatly improved the health of many people with AIDS and it reduces the 
amount of virus circulating in the blood to nearly undetectable levels. Researchers, however, have shown that HIV remains 
present in hiding places, such as the lymph nodes, brain, testes, and retina of the eye, even in patients who have  been treated.

Despite the benefi cial effects of HAART, there are side effects associated with the use of antiviral drugs that can be severe. Some 
of the nucleoside RT inhibitors may cause a decrease of red or white blood cells,  especially when taken in the later stages of the 
disease. Some may also cause infl ammation of the pancreas and painful nerve damage. There have been reports of complica-
tions and other severe reactions, including death, to some of the antiretroviral nucleoside analogs when used alone or in com-
bination. Therefore, health care experts recommend that people on antiretroviral therapy be routinely seen and followed by their
health care providers. The most common side effects associated with protease inhibitors include nausea, diarrhea, and other 
gastrointestinal symptoms. In addition, protease inhibitors can interact with other drugs resulting in serious side effects.

A number of drugs are available to help treat opportunistic infections to which people with HIV are especially prone. These drugs include

■ Foscarnet and ganciclovir to treat cytomegalovirus (CMV) eye infections
■ Fluconazole to treat yeast and other fungal infections
■ Trimethoprim/sulfamethoxazole (TMP/SMX) or pentamidine to treat Pneumocystis carinii pneumonia (PCP)

In addition to antiretroviral therapy, health care providers treat adults with HIV, whose CD4+ T-cell counts drop below 200, to
prevent the occurrence of PCP, which is one of the most common and deadly opportunistic infections associated with HIV.  They 
give children PCP preventive therapy when their CD4+ T-cell counts drop to levels considered below normal for their age group. 
Regardless of their CD4+ T-cell counts, HIV-infected children and adults who have survived an episode of PCP take drugs for the
rest of their lives to prevent a recurrence of the pneumonia.

HIV-infected individuals who develop Kaposi’s sarcoma or other cancers are treated with radiation, chemotherapy, or injections of 
alpha interferon, a genetically engineered protein that occurs naturally in the human body.

PREVENTION

Because no vaccine for HIV is available, the only way to prevent infection by the virus is to avoid behaviors that put a person at risk 
of infection, such as sharing needles and having unprotected sex.

Many people infected with HIV have no symptoms. Therefore, there is no way of knowing with certainty whether a sexual partner 
is infected unless he or she has repeatedly tested negative for the virus and has not engaged in any risky behavior.

People should either abstain from having sex or use male latex condoms or female polyurethane condoms, which may offer 
partial protection, during oral, anal, or vaginal sex. Only water-based lubricants should be used with male latex condoms.

Although some laboratory evidence shows that spermicides can kill HIV, researchers have not found that these products can 
prevent a person from getting HIV.

The risk of HIV transmission from a pregnant woman to her baby is signifi cantly reduced if she takes AZT during pregnancy, labor, 
and delivery, and if her baby takes it for the fi rst six weeks of life. 
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RESEARCH

NIAID-supported investigators are conducting an abundance of research on all areas of HIV infection, including developing and 
testing preventive HIV vaccines and new treatments for HIV infection and AIDS-associated opportunistic infections. Researchers 
also are investigating exactly how HIV damages the immune system. This research is identifying new and more effective targets 
for drugs and vaccines. NIAID-supported investigators also continue to trace how the disease progresses in different people.

Scientists are investigating and testing chemical barriers, such as topical microbicides, that people can use in the vagina or in the 
rectum during sex to prevent HIV transmission. They also are looking at other ways to prevent transmission, such as controlling
sexually transmitted diseases and modifying people’s behavior, as well as ways to prevent transmission from mother to child.

MORE INFORMATION

AIDSinfo is a comprehensive information and referral service that provides the most current information on federally and privately 
funded clinical trials for AIDS patients and others infected with HIV.  AIDS clinical trials evaluate experimental drugs and other
therapies for adults and children at all stages of HIV infection -- from patients who are HIV positive with no symptoms to those with 
various symptoms of AIDS.

As the main dissemination point for federally approved HIV treatment and prevention guidelines, AIDSinfo provides information 
about the current treatment regimens for HIV infection and AIDS-related illnesses, including the prevention of HIV transmission
from occupational exposure and mother-to-child transmission during pregnancy. As an education and resource center, AIDSinfo 
also offers links and other downloadable resources that are designed for patients, health care providers, researchers and the 
general public.

AIDSinfo is primarily web-based and can be found at http://aidsinfo.nih.gov. AIDSinfo also operates a telephone service from 
12:00 p.m. to 5:00 p.m. Eastern Time, Monday through Friday. English and Spanish-speaking health information specialists are 
available to answer questions about HIV/AIDS, treatment options, and navigating the website.

 Telephone: 800-HIV-0440 (1-800-448-0440)
 International: 301-519-0459
 TTY/TTD: 888-480-3739
 Email: ContactUs@aidsinfo.nih.gov

For information specifi cally about clinical trials conducted by the NIAID Intramural AIDS Research Program, call 1-800-243-7644 
(http://clinicaltrials.gov).

To receive materials or talk with a Health Communication Specialist, contact the CDC National HIV and STD Hotline.  This service
is available 24 hours a day.

 1-800-227-8922
 1-800-342-2437
 1-800-243-7889 (TTY/Deaf Access)

NIAID is a component of the National Institutes of Health (NIH), which is an agency of the Department of Health and Human 
Services. NIAID supports basic and applied research to prevent, diagnose, and treat infectious and immune-mediated illnesses, 
including HIV/AIDS and other sexually transmitted diseases, illness from potential agents of bioterrorism, tuberculosis, malaria, 
autoimmune disorders, asthma and allergies.

News releases, fact sheets and other NIAID-related materials are available on the NIAID Web site at http://www.niaid.nih.gov.

Prepared by:
Offi ce of Communications and Public Liaison
National Institute of Allergy and Infectious Diseases
National Institute of Health
Bethesda, MD 20892                    

June 2003 
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AGTREPLGUIDE 0809 

AGENT REPLACEMENT GUIDE 
 

The following are guidelines on how to submit life insurance business to the company under the 
Replacement Regulation.  Please take time and review the below information carefully, so we can continue 
to process your business quickly and efficiently. Thanks for your help and cooperation. 
 

EVEN IF YOUR CUSTOMER IS NOT REPLACING HIS OR HER POLICY, YOU MAY BE 
REQUIRED TO LEAVE A REPLACEMENT NOTICE. 

 
Situation #1: YOUR CUSTOMER DOES NOT HAVE EXISTING LIFE INSURANCE 

 
• When your customer does not have existing life insurance or only has life insurance 

purchased by his or her employer you are only required to ask the replacement questions 
in the application. 

 
Situation #2: YOUR CUSTOMER DOES HAVE EXISTING LIFE INSURANCE,  

BUT IS NOT REPLACING  
 

• You must read the Replacement Notice (Notice) aloud to your customer (There is a box for 
the customer to opt out of having the Notice read to them; it must be marked if the customer 
opted out.) 

 
• You and your customer must sign and date the Notice 

 
• A copy of the Notice must be left with your customer 

 
• You must send in the Notice with the application 

 
Situation #3:YOUR CUSTOMER IS REPLACING LIFE INSURANCE 

 
• You must read the Notice aloud to your customer (There is a box for the customer to opt out 

of have the Notice read to them, it must be marked if the customer opted out.) 
 

• You must complete the Notice -Please use the below examples of acceptable replacements as 
a guide 

 
1. Change in family status-divorce/death/dependants 
2. Higher guaranteed cash value 
3. Higher death benefit for the same premium 
4. Lower premium for the same death benefit 
5. Termination of a substantial existing policy loan 
6. Poor performance of existing policy in relation to expectations 
7. Improved underwriting class 
8. Significantly better financial rating than existing company 
9. Policy owner wants/does not want a separate account 
10. Unresolvable ownership or beneficiary problem 
11. Agent relationship issue 
12. Need or want for permanent insurance 
13. Changing insurance needs or objectives 

 
• You and your customer must sign and date the Notice 

 
• A copy of the Notice must be left with your customer 

 
• You must send in the Notice with the application 



AGTREPLGUIDE 0809 

 
In addition, you must: 
 

• Leave all the sales materials  as defined below with the customer (sales illustrations may 
given at policy delivery) 

 
• You must sign a statement provided by the company that you have used only approved sales 

material in the solicitation  
 

• The above statement must be sent in with the application 
 
 
 
 
Below are the definitions that are important to you. 
 
 Financed purchase- the purchase of a new policy involving the use of funds obtained by the 
withdrawal or surrender of or by borrowing from values of an existing policy to pay all or part of any 
premium due on a new policy.  
 
 Replacement- an internal or external transaction in which a new policy or contract is to be 
purchased, and it is known or should be known to the agent, that by reason of the transaction, an existing 
policy or contract has been or is to be: 
  

1. Lapsed, forfeited, surrendered or partially surrendered, assigned to the replacing insurer or 
otherwise terminated 

2. Converted to reduced paid-up insurance, continued as extended term insurance, or otherwise 
reduced in value by the use of nonforfeiture benefits or other policy values 

3. Amended so as to effect either a reduction in benefits or in the term for which coverage would 
otherwise remain in force or for which benefits would be paid 

4. Reissued with any reduction of cash value or; 
5. Is a financed purchase. 

 
Sales material- Includes illustrations for the product purchased and any material created or 
provided by the company or agent related to the policy or contract which is purchased. (i.e.: a 
brochure which describes the product) 

 
If your customers are replacing their policy, they will receive an additional letter with their policy. This 
letter will inform them to keep all their sales material and give them a number to call if the sales material is 
not left behind.  
 
In addition, for claims on policies that replaced coverage with the same or an AEGON-affiliated company, 
the company will credit the period of time that elapsed under the replaced policy's incontestable and suicide 
period up to the face amount of the replaced policy. 
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