
AAA5082 (09/04) 

AMERICO FINANCIAL LIFE AND ANNUITY INSURANCE COMPANY 
Home Office: Dallas, Texas  •  Administrative Office: P.O. Box 410288, Kansas City, MO 64141-0288 

Supplemental Application for Critical Illness Accelerated Benefit Rider  
AAA5082 

1. Proposed Insured (Print full name) 
 

2. Amount of Accelerated Benefit Coverage Desired 
         $       

3. Have you ever been treated for, diagnosed with, hospitalized for, or consulted with a physician for any of the following: Heart attack, 
Coronary artery disease, CVA (stroke), Transient Ischemic Attacks, paralysis, chronic renal disease, blindness, macular degeneration, 
diabetes, peripheral vascular disease, organ transplant, on a list for an organ transplant, or cancer?  Yes  No 

4. Have you ever been confined to a long or short-term care facility, required home nursing assistance, or utilized any of the following assistive 
devices for any reason: wheelchair, walker, oxygen, dialysis respirator, quad cane (four-prong cane) or motorized cart?  If “yes,” explain the 
details below.   Yes  No 

5. Have two or more members of your immediate family (parents or siblings) suffered from heart attack or stroke prior to their attained ages 55, 
or cancer prior to their attained ages 60?   Yes  No 

6. In the past two years have you experienced more than once any of the following: rectal or urinary bleeding, chest pain, shortness of breath, 
dizziness, unexplained weight loss, or transient loss of vision?  Yes  No 

7. Do you have any other disability, accident, critical illness, or long-term care insurance contract or riders in force or pending? 
Did you have any of these coverages in place at any time within the last 12 months?  (If “Yes” to either question, complete the box below:) 
                                                                                                                                                                                                       Yes    No 

Company 
Type of Insurance (disability, accident, 

critical illness, long-term care) Amount Policy Number Status 

     

     

     

     

8. If “Yes” to #7, will this rider replace any of those coverages?   Yes  No 
If “Yes”, policy number:      
  Termination date:                                                         

Remarks  
Please provide details for all “Yes” answers given above. Include diagnosis, dates, duration and names and addresses of all attending physicians 
and medical facilities, as applicable. 
 
 
 
 
   
If you receive a payment under this rider, you will be receiving a portion of your benefits early and the amount payable at the time of death will be 
reduced. There is a charge for this rider and benefits may be taxable. For more information, consult your tax advisor. 
 
I/We represent to the Company that the statements made on this application are true, complete and correctly recorded to the best of my/our 
knowledge and belief and that the Company can rely on these statements.  I/We further agree that this supplemental application shall be made a 
part of the policy to which it applies. 
   
Signed at               on                
      (City and State)           (Month, Day, Year) 
 
  
                              
Proposed Insured       Owner (if other than Proposed Insured)   Witness (Agent) 

  


