Special Offer

$5,000 | $10,000 | $15,000 | $20,000
of coverage for you and/or your spouse

Guaranteed Rates for Life

Select your desired coverage amount, appropriate gender, and current age bracket to find
your monthly rate. Your rate will be locked in and will never increase as you move from one
age group to another.

Coverage Amounts & Monthly Rates

$5,000 $10,000 $15,000 $20,000
Cuargrgnt Male Female Male Female Male Female Male Female
55-59 28.66 22.28 55.31 42.57 81.97 62.85 108.62 8313
60-64 33.15 26.20 64.31 50.40 95.46 74.60 126.62 98.79
65-69 40.44 32.07 78.89 6214 117.33 92.21 155.77 122.29
70-74 53.15 421 104.29 82.22 155.44 122.33 206.58 162.44
Step 1

Along with your completed application, enclose a check in the amount of your first month's
payment only (see table above). Please make the check payable to Degree of Honor.

Step 2

Complete your monthly payment information.

Electronic Fund Transfer (EFT): OO Monthly
For all subsequent monthly payments, | authorize Degree of Honor to automatically withdraw from
the following checking or savings account.

O Checking Account

Memo Signature

THE o s o P St EEEE R

O Savings Account

Routing# = Account# =
Name as it appears on the account:
Bank Name:
Routing Number: Account Number:
Withdrawal Date: (except the 29", 30t and 3T of the month)
(example: 15" of month)
Signature:
N,
- — DEGREE of HONOR
- -

A division of Catholic Financial Life
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Degree of Honor, a division of Catholic Financial Life,
headquartered in Milwaukee, Wis. Products and services

not available in all states. Policy form # ICC16 GB APP Complete application on reverse side.
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Application for Membership and Individual Whole Life Insurance
1100 West Wells Street = Milwaukee = Wisconsin 53233

(800) 9475812, option 5 = degreeofhonor.com

Plan of Insurance: Graded Death Benefit Whole Life Insurance

Is the proposed insured, their spouse, parents or grandparents Catholic?

Applicant

Applicant's Full Name and Address

O Yes 0O No (Please print)

Spouse
(Complete this section only if spouse is applying.)

Spouse's Full Name and Address

Amount of coverage | wish to apply for:

m$5000 m$10,000 mu $15,000 mm$20,000

Date of Birth: Age: 0 Male Date of Birth: Age: O Male
/ / O Female / / O Female
Social Security Number: Social Security Number:
Phone Number: ( ) Phone Number: ( )
Email: Email:

Amount of coverage | wish to apply for:
m$5000 m$10,000 m$15,000 m$20,000

Is there any Life Insurance or Annuity policy currently
in force on the proposed insured? [ Yes [ No

Will this policy replace a Life Insurance or Annuity
policy already in force on the life of the Insured?

[ Yes O No

If yes, list the company name, face amount & policy number:

Is there any Life Insurance or Annuity policy currently
in force on the proposed insured? [ Yes [ No

Will this policy replace a Life Insurance or Annuity
policy already in force on the life of the Insured?

O Yes O No

If yes, list the company name, face amount & policy number:

Beneficiary Name (Person to receive insurance proceeds. If no
beneficiary is named the beneficiary will be the insured’s estate.)

(First Name) (Middle Initial) (Last Name)

Relationship to the applicant:

Beneficiary Name (Person to receive insurance proceeds. If no
beneficiary is named the beneficiary will be the insured’s estate.)

(First Name) (Middle Initial) (Last Name)

Relationship to the applicant:

| AGREE AND UNDERSTAND: The above answers are true and complete to the best of my knowledge and belief.
This application shall be the basis for and part of the policy. This policy pays a reduced death benefit amount
payable during the first two years if death results from sickness or other natural causes. No insurance shall take
effect until this application is approved and the first premium is received by Catholic Financial Life. | am a citizen
or permanent legal resident of the United States.

Any person who knowingly presents a false statement on an application for insurance
may be guilty of a criminal offense and subject to penalties under state law.

Signed at (City, State):

Date / /

Applicants Signature¥

Spouse Signature: \ Date / /

(Spouse must sign if spouse is applying for insurance.)

ICC16 GB APP Complete payment information on reverse side.
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