
Lincoln LifeGuaranteesTMSUL fl LincolnA Life Insurance Illustration
Flexible Premium Adjustable Life Policy Financial Group’

Presented by: Richard Denmark Signature Page

For: Dennis Shasha Karen Shasha Initial Death Benefit: $7500000
Age: 53 54 Initial Death Benefit 0 pt: Level
Sex: Male Female Initial Payment Mode: Annual
Class: Standard Non-Tobacco Standard Non-Tobacco Riders: ABR

Numeric Summary

Guaranteed Midpoint Current
Description Values Values Values

Lapse Year na n/a n/a
End of Year 5. Age 58

Total Premium Paid 202975 202975 202975
Surrender Value 0 0 0

Death Benefit 7500000 7,500,000 7.500,000
End of Year 10, Age 63

Total Premium Paid 345950 345,950 345,950
Surrender Value 44,259 59,396 74,503

Death Benefit 7,500,000 7500,000 7.500,000
End of Year 20. Age 73

Total Premium Paid 983.220 983.220 983.220
Surrender Value 452,423 597.395 739.713

Death Benefit 7,500,000 7,500.000 7.500.000
End of Year 30, Age 83

Total Premium Paid 1.971,810 1,971.810 1,971,810
Surrender Value 0 363,152 1.144.202

Death Benefit 7,500.000 7,500,000 7,500,000
End of Year 17, Age 70

Total Premium Paid 686.643 686,643 686,643
Surrender Value 285,035 365,512 445,170

Death Benefit 7,500,000 7,500,000 7,500,000

NOTE: Non-guaranteed benefits and values are not guaranteed. The assumptions on which they are based are subject to change by the
company. Actual results may be more or less favorable. Guaranteed Values are based on maximum cost of insurance charges and guaranteed
minimum interest crediting rate.

Signature Section

I/We have received a copy of this illustration and understand that any non-guaranteed elements illustrated are subject to change and could be
either higher or lower. The licensed agentlrepresentative has told me/us they are not guaranteed. I understand that this illustration is not a
contract and that the terms of the policy constitute the actual agreement of coverage.

I have been advised to consult with my own tax advisors regarding the tax effects of the illustrated policy and also with respect to its valuation,

It is my intention to replace existing coverage with the coverage represented by this illustration. My insurance agent has explained the advantages
and disadvantages of this exchange.

I further understand that the guarantees provided by the Coverage Protection Guarantee are directly affected by the amount and timing of
premiums paid.

_______

x_________________________________

_____________ __________________

Date Proposed Insured(s) Signature

_______

x__________

_____________ ____________ ____________ ___________ _________________

Date Proposed Owner/Applicant Signature

The information above is NOT intended as legal or tax advice.
For such advice, the taxpayer should consult his or her attorney or tax advisor.

I certify that this illustration has been presented to the applicant/owner and that I have explained that any non-guaranteed elements illustrated are
subject to change. I have made no statements that are inconsistent with the illustration. I have advised the applicant/owner to consult with tax
advisors regarding the tax effects of the illustrated policy.

x

___________________________
_____________

_______

Date Licensed Agent/Representative Signature
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LJRUST VERIFICATION

I WE hereby certify that the Trustee(s) named in this application arc the Trustee(s) for the named Trust. sshich is in full force and effect.
The (‘ompanv assumes no obligation to inquire into the terms of an trust agreement affecting this polic and shall not he held liable
for any party’s compliance ssith the terms thereof, The Company may rek solely upon the signature(s) of the Trustee(s) named in this
application to any receipt, release or waix er, or to any transfer or other instrument affecting this policy or any options. prix ileges or
benefits thereunder. t niess othersxise indicated, the signature(s) of all I rustee(s) named, or their successors. ss ill he required to exercise
any contractual right under the polic. The Company shall have no obligation to see to the use or application of any funds paid to the
Trustee(s) in accordance sxith the terms of the policy. Any such payment made by the Company to the Trustee(s) shall fully discharge
the Compan xx ith respect to any amounts so paid.

AUTHORIZATION

Each of the undersigned declares that:
I \Ve authorize any medical professional, hospital or other medical institution, insurer. \IlR. Inc.. or any other person or organization that
has any records or knoxx ledge of me us or my our physical or mental health or insurability to disclose that information to the Compan.
its reinsurers, or any other party acting on the Company ‘s behalf. I We authorize the Company to disclose information related to my
insurability to MIB, Inc., and to other insurers to whom I we may apply for coverage.
I We acknoxx ledge receipt of the Privacy Notice and the Important Notice containing the lnxestigative Consumer Report and MIB, Inc.
information,
I hereby authorize the Company’ to obtain an Investigative Consumer Report.
This authorization shall be valid for 24 months after it is signed. A photographic copy of this authorization shall be as valid as the original.
I Vse understand that I sxe may rex oke this authorization at any time by o ritten notification to the Compan: bosses er. any action taken
prior to notitication xx ill not he affected.
The purpose of this authorization is to ullox the (‘ompan to determine eligibility for Ii t’e cos erase or a claim for benefits under a
life policy.

I elect Lobe interviewed ifan Investigative Consumer Report is prepared.

SIGNATORY SECTION I
Signed in this day of

(state) th (year)

Signature of Proposed Insured A Signature of Proposed insured B If coscrage applied for)
i Parent or (luardian it under 4 ears and 6 months of agel I Parent or Guardtan if tinder 4 years and 6 ironths of age

Signature of pplicant/OsneriTrustee ilfoiher than PropoSed Insured) Signature of Applicani/Owner/Trustee (If other than Proposed Insured)
(Pros ide ()tlicers Title ifpolic is ossned by a Corporation) tPros ide ()T)ieer’s Idle if policy is ossned bs a Corporation)

[ TO BE COMPLETED BY AGENT ONLY

(i) Does the applicant have any existing life insurance policies or annuities’? Y N
(ii) Do you know or have you any reason to believe that replacement of insurance is invoked’? EJY El N

If a replacement is ins olved, I certify that only company’ approved sales materials were Lised in this sale and that copies of all sales
materials were left with the applicant.

I declare that I have accurately answered all questions contained in this section.
I declare that I have pros ided each Proposed Insured and Ownerts with the Important Notice as well as a copy of the Privacy Practices Notice.

Signature of licensed geni. Broker or Registered Representatise ‘ame oft icensed gent. Broker or Registered Representatie
(Please Print)

LPLICABLE TO V&RIABLE LIFE ONlY

I hasc t’e’ icxscd the Application. Supplements. \cxx ccount lorm and allocation tbrms and find the transaction suitable.

Signalure of Registered Principal of Broker Dealer \arne of Registered Principal of Broker Dealer i Plea Print)
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