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PROTECTIVE LIFE INSURANCE COMPANY Life Insurance Company

MAY 24, 2024

Re: Policy Number: B01130815

Policy Effective Date: JUNE 23, 2024
Insured: CARLOS BLANCO SANCHEZ

Thank you for allowing Protective Life Insurance Company the opportunity to service
your insurance needs. Please review the enclosed life insurance policy carefully.

The following items are required by Protective Life Insurance Company:

# Amendment Sign, Date & Return All Pages
# Delivery Date Expires Delivery Date: 07/08/24
# Premium Due $33,071.60

PLEASE NOTE: Protective Life Insurance Company CANNOT accept cash or cash equivalents
(money orders, traveler's check, cashier's check, third party check or agency checks).

All items should be sent to Protective Life Insurance Company in the enclosed envelope
before the delivery date expires. Formal coverage will not begin until the above
requirements are received.

Any forms that require a withess signature should be witnessed by a disinterested third
party.

For assistance, please contact us at 800-366-39378.

Thank you for the opportunity to serve your insurance needs.

New Business Department
Protective Life Insurance Company

EPDO6PL R2019
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Protective Life Insurance Company

. 0 0
Protective 7). ~ P.0.Box 830619
Birmingham, AL 35283-0619

PRE-AUTHORIZED WITHDRAWAL AGREEMENT (PAW) - FOR DRAFTING OF PREMIUM PAYMENTS
and ELECTRONIC BILLING OPTIONS

(1) AUTO-PAY OPTION

The person paying the premium on the life insurance policy listed below must complete the Auto-Pay section of this
agreement. If choosing to allow Protective Life to draft the initial and/or subsequent premiums you:

« authorize Protective Life Insurance Company to draft the account listed below to pay premiums;
« understand that no coverage exists until all outstanding requirements are received by the Home Office.

Type of Account: O Checking O sSavings

Name of Bank:

Routing Number:

Account Number:

BANK NAME
ADDRESS
CITY, STATE 2P ) )
FOR This sample check illustrates

H032RER TG OHIILSHIBIOALIC GREE 4———  the location of rouling and
AR e sl ekl account numbers

1 ] I
Bank Routing Bank Account Check
Number

Premium Frequency: O Monthly (Only available by PAW) [ Quarterly [ Semi-Annual [ Annual

INITIAL PREMIUM FUTURE PREMIUMS
[0 DRAFT IMMEDIATELY ] DRAFTDATE ____ (Must be 1st - 28th)
[0 PAY BY CHECK [0 BILL FOR FUTURE PREMIUMS

(2) ELECTRONIC BILLING OPTION (not available on Monthly premiums)

O By checking this box, | confirm that | am electing to OPT-in for Electronic billing. | consent to the paperless
delivery of my documents. | understand by selecting this option that | will not receive paper copies of my
billing statements, unless | make a request for them or withdraw this consent.

Email Address Premium Payor - Depositor (Please Print)
Date Payor Signature
PL-104 NBPP 10/2017
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Life In

PROTECTIVE LIFE INSURANCE COMPANY / P. 0. BOX 2606 / BIRMINGHAM, ALABAMA 35202

surance Company

NOTICE OF CHANGE

IN ORDER FOR THIS POLICY TO BE ISSUED CORRECTLY, WE EITHER HAD
TO AMEND YOUR POLICY, ADD AN EXCLUSION RIDER OR ASK THE AP-
PLICANT TO COMPLETE A STATEMENT OF HEALTH. IN ORDER TO PLACE
YOUR POLICY IN FORCE, WE NEED YOU TO SIGN AND RETURN THE FORM
THAT 1S ENCLOSED. WE HAVE PROVIDED A RETURN ENVELOFE FOR YOUR
CONVENIENCE. A COPY OF THE FORM YOU ARE RETURNING IS IN YOUR
POLICY.

U-350
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Protective rof)

Life Insurance Company

Protective Life Insurance Company P. 0. Box 2606; Birmingham, Alabama 35202
A Stock Company 1-800-866-9933

POLICY DELIVERY ACKNOWLEDGEMENT

POLICY NUMBER: B01130915

INSURED: CARLOS BLANCO SANCHEZ

The date of issue shown on the schedule page of your policy may have been forward-
dated up to thirty (30) days from the date your policy was printed and issued at the Company’'s
home office, unless this forward-dating results in an age change, in which case the policy has
been forward-dated only to one day before your age change would occur.

The coverage under your policy goes into effect under the policy terms as soon as your
policy is delivered and your first modal premium is paid and any other delivery requirements
received, even if this is before the date of issue shown on your policy.

You are entitled to request a different date of issue for your policy. The premiums are
billed from this date and if you are paying your first premium now, today is the first day you
have coverage. |If you are paying your first premium today and your policy is dated earlier
than today’s date, you are paying premiums for a period of time during which your policy did
not provide insurance coverage. You are not required to pay premiums for a period of time for
which your policy did not provide insurance coverage.

PDA 2014 Page 1
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Life Insurance Company

DCLCI
AMENDMENT TO APPLICATION WITH HEALTH STATEMENT

NAME OF INSURED CARLOS BLANCO SANCHEZ POLICY B0O1130915

The application to PROTECTIVE LIFE INSURANCE COMPANY for the policy named above is hereby
amended by the undersighed to conform in every respect to any and all changes indicated below:

Amount of Insurance: | Plan of Insurance: Premium Payable:
$30,000,000 TERM LIFE INSURANCE $33,071.60 ANNUAL

Other Changes:

Part || Question (#1b) shall be answered: Saw Dr. |braheim
for lab work on 4/25/2024. Only lab work was done, no
physical exam or other testing performed.

Part || Question (#4b) shall be answered: Saw Dr. lbraheim
in 2023 for general wellness. Took supplements to build
muscle but discontinued use of the supplements in 2023.

Application Section #(I1V), Question #(1). The total amount
of insurance currently in force and applied for with all

companies including any coverage being replaced or whether
owned by the proposed insured(s), another person or entity

is $61,535,024.

Policy issued with Non-tobacco rates.

HEALTH STATEMENT: | represent that 1 have not consulted any physician or other practitioner since the
date of my medical examination (or date | signed the last application with Protective Life Insurance
Company, if no medical examination was required). It is further agreed that, except as stated above, all
insured persons are in the same health as that stated in the last application, or medical examination with
Protective Life Insurance Company.

It is agreed by the undersigned that the changes shown above shall be an amendment to and form
a part of the application and the policy, and that the changes shall be binding on any person who
shall have or claim any interest in the policy. A copy of this form shall be as valid as the
original.

Any person knowingly and with intent to injure, defraud, or deceive any Insurer files a statement of claim
or an application containing any false, or misleading information is guilty of a felony of the third degree.

b

{Not required for ages under 18)

Signature of Adult Ap¥plicant/0wner15)

By: X

COPY TO BE RETURNED TO COMPANY AFTER COMPLETION

IMPORTANT NOTICE

If any change is incorrect or incomplete, correct information should be written on this form. If any change
is made, the policy and this form must be returned to the Company. No insurance will take effect until
such changes have been reviewed and accepted by the Company.

A-447-FL 3-02
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Protective Life Insurance Company
P. O. Box 2606

Birmingham, AL 35202

Phone: (800) 866-9933
Www.myaccount.protective.com

MAY 24, 2024

Policy Number: B01130915
Insured: CARLOS BLANCO SANCHEZ

Dear CARLOS BLANCO SANCHEZ

Thank you for selecting Protective for your new life insurance policy. Enclosed are your
policy materials. Qur goal is to provide easy access to all your documentation and to
answer any questions you might have at this time. With that in mind, please take a minute
to review the following information.

Understanding Your Term Life Insurance Contract
The enclosed packet contains:
- General policy and supplemental information
- Any endorsements or riders included with your policy
- A policy schedule highlighting details such as your policy number, policy amount,
premium and rate class
- A copy of your application
- A privacy notice outlining how we manage your personal information

What should | do with this information?

While you’ll have access to much of this information online, we recommend keeping a
copy of this packet with your other important financial documents. It may be helpful to
you or your family in the future to have all your information in one location.

Something else to note for the future: Because this policy is a term life insurance policy, it
offers a specific amount of coverage for a set period of time based on the length you
select. The technical name for this is the initial level benefit period, and you can find
information about it in your enclosed policy schedule. During this period, your coverage
amount and your premium payments remain the same. However, when this initial period
ends many vears from nhow, your coverage amount will remain_ the same but your

premiums will begin increasing. We recommend that as your policy nears the end of your

initial level benefit period you take the time to evaluate your life insurance needs and
options, and we’ll be happy to help with that process when the time comes. We'll remind
you of your period end date in your annual statements to help you keep track of this as
well, but it is also something good to remember as you develop your long-term financial
plans.

Manage Your Policy Online
With online access, managing your policy has never been more convenient.

From making a premium payment to changing beneficiaries, you can do it online. And
now you can sigh up for payment alerts, automatic payments, electronic billing and more.
Sign up today at www.myaccount.protective.com.

Again, we'd like to thank you for choosing Protective. If you have any questions about
this packet, or if we can be of service in the future please contact us at 1-800-866-39933.
We're always happy to help.

Sincerely,

Protective Life

CD.440005.08.16
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PROTECTIVE LIFE INSURANCE COMPANY

A Stock Company; Domiciled in Tennessee
www.protective.com

P. O. Box 2606; Birmingham, Alabama 35202; (800) 866-9933

NOTIFICATION OF RIGHT TO NAME A SECONDARY
ADDRESSEE

Under Florida law, you have the right to desighate a secondary addressee to receive
a nhotice concerning the potential lapse of your policy. The notice to the secondary
addressee will be sent when the policy has been in force for at least one year, the
Insured is 64 years or older, and the policy is in danger of lapsing.

If you wish to name a secondary addressee, please call us at 1-800-866-8933, or fax
us at 205-268-3402, or write us at: P.O. Box 12687, Birmingham, AL 35202-6687.

Please Print the Following Information:

Policy Number (if known)

Policyowner's Name

Insured's Name

Secondary Addressee

NAME:

ADDRESS:

FL-SA
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IMPORTANT PRIVACY CHOICES FOR CONSUMERS
Protective Life Insurance Company

P.0. Box 2606

Birmingham, Alabama 35202

Protecting the privacy of information about our
customers is important. This notice tells you how
we treat information about our customers. We
treat information about our former customers the
same as we treat information about our current
customers.

We get most of the information we need from
customer applications and other forms. If a
customer authorizes it, we may get information
from other sources. For example, when a person
applies for life insurance we may ask for
permission to get information from

- Insurance support organizations and

- Consumer reporting agencies.

We also get information as we process customer
transactions.

The information we may have includes

Identifying Information such as
-  Name,

- Address,

- Telephone Number,

- Demographic Data;

Financial Information such as

- Credit History,

-  Income,

- Assets,

- Other Insurance Products; and

Health Information such as
- Medical history and
- Other factors affecting insurability.

We wuse the information for business and
marketing purposes, such as
- Processing applications, claims, and

transactions,

- Servicing your business,

- Offering you additional products and services,
and

- Conducting research related to our business.

We share the information with affiliates and
others who provide services to help us process
or administer our business. For example, we may
share information with others who

- Print our customer statements,

- Help us underwrite life insurance applications,
- Help us process claims, and

- Conduct surveys, analyze information, or help

us market our own products to you.

Pratective Life Insurance Caompany

West Coast Life Insurance Company
Pratective Life and Annuity Insurance Ca.
ProEquities, Inc.

First Protective Insurance Group, Inc.
Protective Property & Casualty Insurance
Company

Western Diversified Services, Inc.
The Advantage Warranty Carparation
First Protection Carparation
Protective Administrative Services, Inc.
Western General Dealer Services, Inc.
First Protection Corporation of Florida
National Warranty of Florida, Inc.

RESTRICT INFORMATION SHARING WITH COMPANIES
WE OWN OR CONTROL (AFFILIATES) AND RESTRICT
INFORMATION SHARING WITH OTHER COMPANIES WE
DO BUSINESS WITH TO PROVIDE FINANCIAL
PRODUCTS AND SERVICES

Unless you opt out, our affiliates (including the
list below) may use the information we share
with them to market to you. We may also share
information with other companies so that we can
jointly market a product or service to you.

You can opt out by calling the toll-free number
1-855-807-6137.

ADDITIONAL INFORMATION

We will not share information with anyone else
unless we have your permission, or we are
allowed or required by law to disclose it.

We maintain physical, electronic and procedural
safeguards to protect it. Access to customer
information is limited to people who need access
to it in order to do their jobs.

We require that our service providers limit their
use of the information we share and keep it
confidential.

You should know that your insurance sales agent
is independent. The wuse and security of
information an agent gets is his or her
responsibility. Please contact your agent if you
have questions about his or her privacy policy.

We have the right to change our Privacy Policy.
If we make a material change to our Privacy
Policy, we will notify you before we put it into
effect.

CONTACT INFORMATION

If you have questions about our privacy policy,
please call us at 1-855-807-6137 or write to us
at

Protective Life Insurance Company
P.O. Box 2606
Birmingham, Alabama 35202

CALIFORNIA RESIDENTS: To learn about our information
practices and your rights under the California
Consumer Privacy Act ("CCPA"), visit
http://www.protective.com/privacy-policy

Western General Warranty, Inc.
Lyndon—-DFS Administrative Services Inc.
Acceleration National Service Corparation
Warranty Business Services Corporation
United States Woarranty Corporation

PLICO Privacy Natice 6—-2020

Western General Warranty Corparation
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PROTECTIVE LIFE INSURANCE COMPANY

A Stock Company; Domiciled in Tennessee
www.protective.com

P. O. Box 2606; Birmingham, Alabama 35202; (800) 866-9933

LIFE INSURANCE POLICY
INSURED: CARLOS BLANCO SANCHEZ
POLICY NUMBER: B01130815

This is a legal contract (the “Policy”) between the Owner (also referred to as “you” or
“your”) and Protective Life Insurance Company (also referred to as “the Company”,
“we", “us”, or “our”). Please read it carefully.

Subject to the terms of this Policy, we will pay the Death Benefit Proceeds to the
Beneficiary upon due proof the Insured died while this Policy was in force.

The terms of this Policy are contained on this and the following pages.

YOU HAVE THE RIGHT TO CANCEL THIS INSURANCE POLICY. If you decide not to keep this
Policy, return it to us or to the agent who sold it to you within thirty (30) days after it
is first delivered to you. We will cancel the Policy and promptly refund any premium
paid, so the Policy will be as if it had never been issued.

NOTICE: For inquiries or information about Policy coverage or for assistance in
resolving complaints, the Owner may contact the agent who sold the Policy or may call
the Company at 1-800-866-9933.

ﬁé/ﬂ Ll Saiia-™. Hoo

Richard J. Bielen Felicia M. Lee
President Secretary

TERM LIFE INSURANCE POLICY
RENEWABLE TERM COVERAGE TO AGE 95
POLICY IS CONVERTIBLE
NON-PARTICIPATING - DOES NOT PAY DIVIDENDS

A DEATH BENEFIT IS PAYABLE IF THE INSURED DIES BEFORE THE POLICY END DATE

Policy B01130915
TL-21R-FL 11-20
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POLICY SCHEDULE
POLICY NUMBER: B01130915
INSURED: AGE: GENDER CLASS:
CARLOS BLANCO SANCHEZ 40 MALE

PREMIUM CLASS:
STANDARD - NON-TOBACCO

POLICY EFFECTIVE DATE: POLICY END DATE:
JUNE 23, 2024 JUNE 23, 2079

STANDARD LATEST
CONVERSION DATE:
JUNE 23, 2042

INITIAL FACE AMOUNT: MINIMUM INITIAL FACE AMOUNT:
$30,000,000 $100,000
OWNER:

CARLOS BLANCO SANCHEZ

SCHEDULE OF BENEFITS AND PREMIUMS ON THE POLICY EFFECTIVE DATE

INITIAL INITIAL
INITIAL BENEFIT ANNUAL PREMIUM
BENEFIT AMOUNT PREMIUM PERIOD
LIFE INSURANCE $30,000,000 $33,071.60 = 20 YEARS

%¥INCLUDES POLICY FEE OF $65.00

TOTAL PREMIUM FOR ALL BENEFITS ON THE POLICY EFFECTIVE DATE

MONTHLY
ANNUAL SEMI-ANNUAL QUARTERLY PRE-AUTHORIZED
CHECK
PER PAYMENT $33,071.60 $17,197.23 $8,929.33 $2,811.09
PER YEAR $33,071.60 $34,394.46 $35,717.32 $33,733.08

THE AMOUNTS SHOWN ABOVE AS "TOTAL PREMIUM FOR ALL BENEFITS ON THE POLICY
EFFECTIVE DATE” INCLUDE THE FOLICY PREMIUM, POLICY FEE, IF ANY, AND PREMIUM FOR
ANY RIDERS ATTACHED TO THE POLICY.

Policy B01130915
TL-21RS 1-23 PAGE S1



POLICY SCHEDULE (CONTINUED)

POLICY NUMBER: B01130915 INSURED: CARLOS BLANCOQO SANCHEZ

SCHEDULE OF GUARANTEED ANNUAL PREMIUMS AND FACE AMOUNTS

POLICY ANNUAL FACE POLICY ANNUAL FACE
YEAR AGE PREMIUM AMOUNT YEAR AGE PREMIUM AMOUNT

1 40 $33,071.60 $30,000,000 29 68 $965,465.00 $30,000,000
2 i 33,071.60 30,000,000 30 69 1,068,065.00 30,000,000
3 42 33,071.60 30,000,000 31 70 1,188,665.00 30,000,000
4 43 33,071.60 30,000,000 32 71 1,331,765.00 30,000,000
5 Lhy 33,071.60 30,000,000 33 72 1,502,765.00 30,000,000
6 L5 33,071.60 30,000,000 34 73 1,701,665.00 30,000,000
7 L6 33,071.60 30,000,000 35 7h 1,928,465.00 30,000,000
8 L7 33,071.60 30,000,000 36 75 2,181,365.00 30,000,000
9 48 33,071.60 30,000,000 37 76 2,458,565.00 30,000,000
10 49 33,071.60 30,000,000 38 77 2,763,665.00 30,000,000
11 50 33,071.60 30,000,000 39 78 3,101,165.00 30,000,000
12 51 33,071.60 30,000,000 40 79 3,486,365.00 30,000,000
13 52 33,071.60 30,000,000 41 80 3,930,965.00 30,000,000
14 53 33,071.60 30,000,000 42 81 4,451,165.00 30,000,000
15 54 33,071.60 30,000,000 43 82 5,033,465.00 30,000,000
16 55 33,071.60 30,000,000 Ly 83 5,711,165.00 30,000,000
17 56 33,071.60 30,000,000 45 84  6,496,865.00 30,000,000
18 57 33,071.60 30,000,000 L6 85 7,410,365.00 30,000,000
19 58 33,071.60 30,000,000 47 86 8,467,865.00 30,000,000
20 59 33,071.60 30,000,000 48 87 9,684,665.00 30,000,000
21 60 142,265.00 30,000,000 49 88 11,060,765.00 30,000,000
22 61 246,965.00 30,000,000 50 89 12,553,865.00 30,000,000
23 62 351,365.00 30,000,000 51 90 14,146,265.00 30,000,000
24 63 456,065.00 30,000,000 52 91 15,781,565.00 30,000,000
25 bk 560,765.00 30,000,000 53 92 17,416,865.00 30,000,000
26 65 665,465.00 30,000,000 5h 93 19,034,165.00 30,000,000
27 66 769,865.00 30,000,000 55 94 20,552,465.00 30,000,000
28 67 874,565.00 30,000,000

THE TOTAL PREMIUM WILL DECREASE BY THE AMOUNT OF THE RIDER PREMIUM IF A
BENEFIT TERMINATES BEFORE THE POLICY END DATE.

BASIS OF RESERVE COMPUTATION: STATUTORY RESERVES ARE BASED ON MORTALITY RATES
FROM THE SEX-DISTINCT, SMOKER OR NONSMOKER 2017 COMMISSIONERS STANDARD
ORDINARY {(CSO) ULTIMATE, AGE NEAREST BIRTHDAY MORTALITY TABLES AND AT THE
CURRENT STATUTORY VALUATION INTEREST RATE.

Policy B01130915
TL-21RS 1-23 PAGE S2
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Protective foh'o)

Life Insurance Company
AMENDMENT TO APPLICATION WITH HEALTH STATEMENT
NAME OF INSURED CARLOS BLANCO SANCHEZ POLICY B0O1130915

The application to PROTECTIVE LIFE INSURANCE COMPANY for the policy named above is hereby
amended by the undersigned to conform in every respect to any and all changes indicated below:

Amount of Insurance: | Plan of Insurance: Premium Payable:
$30,000,000 TERM LIFE INSURANCE $33,071.60 ANNUAL

Other Changes:

Part || Question (#1b) shall be answered: Saw Dr. |braheim
for lab work on 4/25/2024. Only lab work was done, no
physical exam or other testing performed.

Part || Question (#4b) shall be answered: Saw Dr. lbraheim
in 2023 for general wellness. Took supplements to build
muscle but discontinued use of the supplements in 2023.

Application Section #(I1V), Question #(1). The total amount
of insurance currently in force and applied for with all

companies including any coverage being replaced or whether
owned by the proposed insured(s), another person or entity

is $61,535,024,

Policy issued with Non-tobacco rates.

HEALTH STATEMENT: | represent that 1 have not consulted any physician or other practitioner since the
date of my medical examination (or date | signed the last application with Protective Life Insurance
Company, if no medical examination was required). It is further agreed that, except as stated above, all
insured persons are in the same health as that stated in the last application, or medical examination with
Protective Life Insurance Company.

It is agreed by the undersigned that the changes shown above shall be an amendment to and form
a part of the application and the policy, and that the changes shall be binding on any person who
shall have or claim any interest in the policy. A copy of this form shall be as valid as the
original.

Any person knowingly and with intent to injure, defraud, or deceive any Insurer files a statement of claim
or an application containing any false, or misleading information is guilty of a felony of the third degree.

Signature of Adult Ap)plicant/Owner(s)

By: X
PERMANENT POLICY COPY

IMPORTANT NOTICE

If any change is incorrect or incomplete, correct information should be written on this form. If any change
is made, the policy and this form must be returned to the Company. No insurance will take effect until
such changes have been reviewed and accepted by the Company.

A-447-FL 3-02
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! INSURANCE COMPANY

P.O. BOX 830619 « BIRMINGHAM, ALABAMA 35283-0619

INDIVIDUAL LIFE INSURANCE APPLICATION

SECTION |; INSURED AND OWNER INFORMATION

1. PROPOSED INSURED
Carlos Blanco Sanchez

Name (First, Middle, Last)
Male

Gender
02/17/1984

Date of Birth
Spain

Birth State
Married

Marital Status
B452100840570 FL

Driver's License Number and State
269-45-6004

Social Security Number
2. SURVIVORSHIP PRODUCTS ONLY

Home Phone

Work Phone

(954)895-3835
Cell Phone

Address 1 (Street or P.O. Box Number)
445 Grand Bay Dr,

Address 2 (City, State, Zip Code)

Key Biscayne FL 33149

Number of Years at Address
charlybls@gmail.com

Email Address

(Provide Proposed Insured 2 Name and Date of Birth below. An additional application must be completed for the

Proposed Insured 2.)

Proposed Insured 2 Name

3. EMPLOYMENT INFORMATION
ESP Apartments

Employer’s Name
1395 Brickell Ave, Ste 620

Address 1 (Street or P.O. Box Number)
Miami, FL 33131

Address 2 (City, State, Zip Code)
Founder CEO - Chairman

Occupation
4. OWNER

Proposed Insured 2 Date of Birth

+5
Number of Years with Employer
$4,000,000.00

Annual Income

Spouse/Domestic Partner Annual Income
$77,000,000.00

Net Worth

(If other than Proposed Insured, must complete information below. K Trust, include Name and Date of Trust.)

Same as Insured

Owner's Name or Name of Trust

Date of Trust (if applicable)

Birthdate Phone Number

Relationship to Proposed Insured

JOINT OWNER
(If applicable.)

Joint Owner's Name or Name of Trust

Date of Trust (if applicable)

Birthdate Phone Number

Relationship to Proposed Insured

PL-400R-FL

Page10f 5§

Sacial Security Number/Taxpayer |.D. Number

Address 1 (Street or P.O. Box Number)

Address 2 (City, State, Zip Code)

Email Address

Social Security Number/Taxpayer |.D. Number

Address 1 (Street or P.O. Box Number)

Address 2 (City, State, Zip Code)

Email Address
372021

PEIOTIOT  PZLIHO
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5. SEND PREMIUM NOTICES TO
(If other than Owner.)

Name

Address
SECTION lI: PLAN OF INSURANCE

1. Classic Choice Term

Plan of Insurance/Name of Product

. $30,000,000.00

Face Amount

3. If Term or Alternative to Term (Indicate Years):
010 O15 @A20 O25 O30 O35 040

4. Preferred

Underwriting Class Quoted

11.

{(Protective will issue the best underwriting class.)

5. If Universal Life: O Level Face Amount

O Increasing Face Amount

6. Death Benefit Compliance Test: O CVAT O GPT

(Subject to product availahility.)
7. Section 1035: OYes 0ONo

8. 1035 Loan Transfer: [OYes [ONo

9. If any additional benefits, riders, or child coverage are

requested, check here: O

(If chediked, please complete the Rider Worksheet. If not
checked, no additional benefits or riders are included in the

policy.)

SECTION lli: BENEFICIARY DESIGNATIONS

Relationship to Proposed Insured  Date of Birth

Social Security Number/Taxpayer |.D. Number

10. What is the source of Premium Payment?

@ Current income or savings

O The Trust listed as the Owner

[ A third-party source, such as Premium Financing
O Other: Please explain.

Premium Payment:

& Annual 520,1 64.70

O Quarterly $

O Semi-Annual $

O Monthly $
{Pre-Authorized Withdrawal Only)

O Cash with Application $

(Iif multiple beneficiaries are named, shares will be divided equally among the surviving beneficiaries, unless
otherwise specified. The total percentage for each class of beneficiary must equal 100%.)

1. [ Pd Beneficiary Narme(s . Address Telephone  Daweof Birth Social Secusity No. Relationship Percentage
CBS 2021 Legacy Trust Dated 12/08/2021 Trust 100%
2 | Conti iary Nare(s Address Telephone  Dateof Bith Social Security No. Relaionship Percerdage

PL-400R-FL

Page2o0f 5

3/2021
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SECTION IV: EXISTING COVERAGE/PENDING INSURANCE AND REPLACEMENT

a)

&)

o

(If you answer Yes to Questions 1-3 in this section, you will need te complete any state required replacement
forms and comparison statements. All guestions must be answered completely. ¥ additional space is

needed, use Section VIl and follow the directions provided.)
Does the Proposed insured have any existing life insurance policies or annuity contracts inforce? JdYes [ONo

Carlos Blanco Sanchez MassMutual

Name of Insured Company

Policy Number Replace or Change

$2,800,000.00 Personal 12/10/2018
Arount Purpose — Businass or Personal Issue Date
Carlos Blanco Sanchez John Hancock

Name of Insured Company

Policy Number Repiace or Change
$21,400,000.00 Persaonal 08/10/2020
Amount Purpose — Business or Personal tssue Date
Is the policy applied for intended to be a replacement, modification, or discontinuation of any
existing life insurance palicies or annuity contracts? OYes @ No

(If you intend 1o replace existing coverage, complete any state required replacement forms
and comparison statements.)
Is there any application now pending or being considered for other life or health insurance

covering the Proposed Insured? (If Yes, provide details below.} OYes & No
Company Name Amount of Coverage Total Amount 1o be Placed Purpose of Coverage
Has the Proposed Insured had a request for life or health insurance declined, postponed,

rated, canceled, or restricted in any way? (if Yes, please explain.) OYes @No

In the next 3 years, will the ownership of the policy or interest in any trust owning the policy

be transferred? (If Yes, please explain.) OYes @ No

ls someone other than the Proposed Insured responsible for paying premiums? OYes [@No

{If Yes, please explain.}

Will anyone unrelated to the Proposed Insured receive any of the policy death benefit? OYes @ No

(If Yes, please explain.)

In the last two years has the Proposed Insured or Owner authorized a life expectancy

analysis to be performed or has the Proposed Insured or Owner been asked to authorize a

life expectancy analysis in the future? OYes #No
Has the Proposed Insured discussed transfer of the policy to be issued, or its death benefits,

to a life settlement company, Investor, affshore trust, investment trust, or entity associated

with stranger owned or investment cwned life insurance {commonly calied SOLI or [OLI) or

have you considered such a transfer within the next 2 yvears? (If Yes, please explain.) OYes FNo

SECTION V: PURPOSE OF INSURANCE

{To be answered and completed by the Owner. If additional space is needed, use Section V| and follow the directions provided)

1.

CRUE RS

PL-400R-FL Page 3 of 5 312021

What is the purpose of the insurance? ¥ Personal

{Perscnal — Family Estate Protection, Asset Transfer or Business — Key Man, Buy-Sell, efc.) O Business— Buy/Sel

(If Business insurance, complete Guestions 2-6 below.} O Business — Other
What percent of business does the Proposed Insured own or control? %
What is approximate net annual income of business? 3
What is approximate market value of the business? $

What year was the business established?
Flease complete the information below:

O Business —Keay Person

Name/Business Partner Title % of Business Owned

Insurance Company Amount Now Carried or Applied For

+HOT0T  $ZLTHO
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SECTION VI: PERSONAL HISTORY

10.

11.

(If additional space is needed, use Section Vil and follow the directions provided.)
Has the Proposed Insured used tobacco or nicotine of any kind over the last 5 years? OYes & No

Type Frequency Date Last Used
Has the Proposed Insured consulted a physician or had treatment for the use or possession of:
(If Yes, complete the appropriate questionnaire for Alcohol and Drug Use.)
A. Alcohol? OYes #No
B. Narcotics, stimulants, sedatives, haliucinogenic drugs? OYes W No
In the past 5 years, has the Proposed Insured been convicted of {I) two or more moving
violations, (1I) driving under the influence of aleshol or other drugs, or () had driver's license

suspended or revoked? OYes ¥ No
Has the Proposed Insured ever been convicted of, or pled guilty or no contest to a felony, or
had any such charge pending against them? OYes #No

Has the Proposed Insured flown as a pilat, student pilot or crew member, or intend toflyas O Yes HANo
such within the next 2 years? (If Yes, complete the Aviatiocn Questiennaire.}

Has the Proposed Insured been a member of, or applied to be a member of, or received a

notice of required service in the armed forces, reserve, or National Guard? (If Yes, provide

details below. If on active duty, please complete the Military Questionnaire. } OYes @ No
Branch of Service Rank Duties Mcbilization Category Current Duty Station
Has the Proposed Insured engaged in any of the following activities in the past 2 years? OYes JNo

(If Yes, compiete the appropriate questionnaire.)

[0 Moter Vehicle Racing 0 Scuba Diving O Hang Gliding O Mountain/Rock Climbing O Sky Diving O Parachuting

Is thie Proposed Insured a U.S. citizen? OYes FNo
{ff No, provide details below and complete the Foreigh National Questionnaire.)

Spain E2 12/02/2026 +3 years

Country of Citizenship Visa Type Expiration Date Length of U.5. Residency
Has the Proposed Insured traveled or resided in Afghanistan or Irag in the past 2 years? OYes [ANo

{Iif Yes, provide details below and complete the Foreign Travel and Residence Supplement.)

Travel Details

Does the Proposed Insured intend to travel or reside in Afghanistan or Iraq in the next 12

months? (If Yes, provide detsils below and complete the Foreign Travel and Residence [ Yes I No
Supplement.)

Ta Where Why
When For How Long
Has the Proposed Insured filed for or declared bhankruptey in the past ten (10) years? OYes K No

(If Yes, provide details below.)

Type of Bankruptcy {Chapter) Date Filed Date of Discharge or Reorganization Status

PL-400R-FL Page 4 of 5

312021
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SE

CTION VIi: SPECIAL REMARKS AND DETAILS

{For each guestion that requires additional information, provide the section number, guestion nhumber, date,
details or reason. Where applicable, also include any attending physician, hospital, or medical facility name,
address, and phone number.}

DECLARATIONS

I have read or have had read to me the completed application before signing below. | represent that all statements and
answers made in all parts of this application are full, complete and true, to the best of my knowledge and belief. i is
agreed that:

All such statements and answers shall be the basis of any insurance issued, and my answers are material to the
decision as to whether the risk is accepted by Frotective Life.

No representative or medical examiner can make, alter ar discharge any contract, aceept risks, or waive Protective
Life's rights or requirements.

Acceptance of a policy by the Owner shall constitute ratification of any changes made by the Company. In those
states where it is required, changes as te plan, amount, age at issue, classification or benefits will be made only with
the Owner's written consent.

No insurance shall take effect unless: {l) a policy is deliverad to the Owner, (l1) the full first premium is paid while the
Proposed Insured is alive, and (ll) there has been no change in heaith and insurahility from that described in this
application. However, if the premium is paid as set forth in the attached Conditional Receipt Agreement or the
Temporary Life Insurance Receipt (Collectively known as the “Receipt’) and the Receipt is delivered to the Owner,
the terms of the Receipt shall apply. No representative or medical examiner has any authority to waive or to alter
these terms and caonditions or to bind coverage under any other circumstances.

t have reviewed the attached Receipt and understand and agree that it provides a limited amount of life insurance for
a limited period of time, and that such coverage is subject to the terms and conditions set forth in the Receipt.

The representative taking this application has made no statement or representation different from, contrary to or in
addition to these Declarations and the terms and conditions of the attached Receipt.

To

IMPORTANT INFORMATION ABOUT IDENTIFICATICN VERIFICATION

help the government fight the funding or terrorism and money laundering activities, Federal Law requires ali

financial institutions to obtain, obtain, verify, and record information of its customers. We may ask for
information or identifying documents that will allow us 1o verify the identity of our customers.

Any person who knowingly and with intent to injure. defraud or deceive any insurer, files a statement of claim or

an application containing any false, incomplete or misleading infoermation is guilty of a felony in the third degree.
4/16/2024
Signed at; Key Biscayne FL /16/
DocuSigned by: Clty State Date
(X) (AY{.OS Blanis SNAAUJ) )
SignamFEEPRHsEed Insured Signature of Owner {if other than Propcsed Insured)
DocuSigned by:
(X) f—f,.ﬂ@ Marliats (X)
Sighatrs.ef Agsnt Signature of Jeint Owner {if applicable)
Carlos Machado Wi074303
Printed Name of Agent FL License I.D. Number

PL-400R-FL Page 5 of 5 312021
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PROTECTIVE LIFE INSURANCE COMPANY
P.0O. Box 830619
Birmingham, AL 35283-0619

SUPPLEMENT TO LIFE INSURANCE APPLICATION APPLICATION SUPPLEMENT - PART |

The statemenis and answers to the questions listed below shall kecome a par of the attached apglication; shall be subject o the terms of the
attached application; and shall become & part of any policy based on this application. In this form, farily means the Owner ¢r Insured’s spouse
and anyone who is related to the Cwner or Insured or the Owner's or Insured’s spouse by the foliowing degree by blood, marriage, divorce,
adoption or operation of [aw: parents, in-laws, grandparents, siblings, children, grandchildren, aunts, uncles, nephews and nieces.

Print Name of Proposed Insured{s:_Carlos Blanco Sanchez

For any policy to be issued as a result of this application: Yes No
{1} Wil anyone other than the Insured, his or her family, or employer/business partner pay any portion of the initial or
future premiums or abtain any right, title or interest in this policy within 2 years of the effective date of coverage?
If Yes, complete the “Statement of Owner Intent’ {Application Supplement — Part I}
{2} Wil any portion of the initial or future premiums be borrowed, loaned or otherwise financed?
If Yes, complete the "Premium Financing Disclosure” { Disclosure and Acknowledgement)
{3} Will a trust, including family trust, own this policy?
If Yes, complete the “Trust Certification” (Application Supplement - Part 1)
{4} Is the Proposed Insured age 65 or older AND total coverage applied for across all Protective companies
$1,000,000 or more?
If Yes, complete the “Statement of Owner Intent’ {Application Supplement - Part If}

O O o o
= BE 8 B8

SIGNATURES

| (We) have read or have had read to me [us) the completed Supplement before signing below. All statements and answers in the
Supplement are correctly recorded and are full, complete and true. 1 (We) understand that the information being provided in this
Supplement is being relied upon in considering the application for life insurance.

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

4/16/2024
Signedin FL . this day of /16/ .
(State) {Month) {Year)

DocuSigned by:
Signature(s) of Proposed tnsuredis): X (—(/MM f){ ALD S’“" A b
x EESTDD72F2A24CC...

PocuSigned by:
Signature(s) of Owner(s)/Trustee(s): X I ( ald 5% &‘ AL S AlA é[” 2

{provide officar’s titfe if policy CESTODTIFIAACE.

fs owmed by a corporation) X <_swonf)

DocuSigned Ry:

Signature of Witness X (: arlos M{f: ads

8CI3E02848F 244k

AGENT CERTIFICATION

By signing below, | hereby certify that to the bast of my knowledge and helief, the information provided herain is complete, accurate, and correct
and that the life insurance being applied for conforms to the Company’s guidelines.

$HOTIOT  $ZLTRO

Signed at. Fort Lauderdale FL 4/16/2024 WO74303
(City ard State) Date Florida Agent License Number
DocusSigned by:
X |’_ s Macads Carlos Machado
Agent SigW3E@26‘8FE44E--- Agent Name {Print)

PL-701-FL 10/2014
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PHOIEC HVE LIFE INSURANCE CUMPANY ™\
P.O. Box 830619 « Birmingham, AL 35283-0619 - 800-567-5247 ' , -
Application Part ! ' Protective.
Statemenis Made to Examiner Life lasurance Company
Proposed Insured 4g./0 Llhic 4, BithDate _ pJ- /2 ~ /98y
N irst Name Middie Initial Last Name
1. a. Name and address of your personal physician? (If none. check box) T None
1 & ! f v v 3 £ qd'%l.
b. Date and reason tast consutted? ° _07-J0) & Annval rheck-vp il - gip-Hltg
¢. What treatment was given or medication prescribed?  A724 2 7
2. Last use of tobacee in any form? " | 6. Have you ever lested positive for exposure to Yes Ne
O Within 1 year 0 1-3 years 0 35 years B‘@; the Hl\lu" infection ar beep:sdia nosed as having
Type: O cigarettes O cigars LI chewing tobacco or sruf! ARC or AIDS caused by the HIV infection or
O pipe 3 ricotine gum T3 ricotine patch other sichness or condition derived fiom such |
[ate last used: — infecion? . ... ... ... ... ... ... ... 0 M=
F d {DayMonth/Year).
requency used {DayMonth/Year) Yes T 7.a. Are you ncw under medical freatment ar »
3. Have you ever been diagnosed with, or been treated for: .~ observaton? ... ... ...l o B
a. Disorder of eyes, ears, nose or throat? ... .......... O & b. Hasyour weight changed in the past year? 0O ]
b. Chest pain, puise irregularity, high blood pressure, Gain tbs, Less Ibs. Reason| |
rheumatic fever, hearl mummur, hearl alack, stroke, or - X -
other disorder of the heart or circulatory system? . ... O :§, Have you ever requestad o received a pension,
¢. Cancer, tumor, disorders of krph glands, oyst, or disorder of skin? £ or payment because of an injury, sickniess -
d giahetesi l;:hyloit:j ﬁr other endocrine disorders? s a - ordisability? ..o 0o o
e. Sugar, albumin, bood or pus in urine; venereal disease; ——— - ;
stone or other disorder of kidney, bladder, prostate, 9. Do you participate in a regular, :"”Pe"'se‘,’, EJ/
FRPIOCLENVE OrGANS OFBIEASIS? .. vvvrsrrrrrrss | eXefcise program, of any organized sport? ., . ., B
f. Pancrealitis, jaundice, intestnal bleeding, ucer, chrorvc diar- ; e
oo, i e oot bagelny |10 Dy loow i an patenbobr o e .
oiher disorder ofthe slomach, intestines, ner or gallladder? L3 High Blood Pressure or Diabetes? ff ves, o
9. Blood spitting, asthma, emphysema, plewsisy, bronchitis, ) }gas o indicate age of ons ta ;1 yes, B/ﬁ'.
tuberculesis or chronic respiratory disorder? ... .. ... .. (] 76 b pD d ! d'l ® age 0 DGDed ctoanyol ,
h. Dizziness, fainting, headache, convulsions, seizures, - b. Did any die prior o age 60 due to any o E'l/l:l

epilepsy, paralysis, mental or nervous disorder? ........ - these m“diﬁo"s'j’_ ~~~~~ R

i. Allergies, anemia, or other disorder of the blood, or
. immune system? ............. e
j. Rheumatism, arthrifis, gout, o disorder of the muscles,

-+ Have you ever had mifitary service deferment, rejecton
.. or discharge because of a physical or mental condion? [ -

bones or joints, including the spine? ................. 12, Areyoupregnant? ... ... .. ... . ......... T

k. Deformity, ov amputation? . ... .. ... ... . .......... O

@ (gmlﬁ;d than d?bot& have yfu wiﬂliﬁ the past 5 years: ) o
a checkup, consullation, illness, injury, surgery? . ...
b. Bemammnammmﬁgum&gjw O
. Had electrocardiogram, x—rag, other diagnostic test? . . ... [
. Been advised to have any diagnastic test, haspitalization,
or surgery which was not completed? . ............ ... O
. Had any mental or physical disorder not listed above? ... [

5. a. Have ever been advised by a Fwsician that your use

of algml or drug)s was suﬁ"l?gien to impair or ¥>ossib|y
impairyourheafth? .. ........ ... ... .. ... . ... ()

b. Have you ever used narcotics, sedatives, depressants,

13. DETAILS of “Yes™ answers. If additional space is needed,
please use the Continuation of information form.

TF /r‘;;a C'd/ﬂ// Cd-f/ﬂ‘h FI~ PR rdﬂrp/f,:,
Yy, Hosr Hedeedl oy  Cocal 6ud
s Pli o a Thendy y # Ahyrig
Thetipy . ,(pg_oo:w 1? Are,

s T 1t g L L Qg8 Jor-LA7 ‘h’?#J
Stoatr relifed te4¥ ?e':fu,,_,j

2n

[

stimulants or hallucinogens, other than under a doctor's L : .

prescripionand direction? . ........... ..o, O ( «“f o ) e Lot fo /0 req / con o [Fa T
¢. Have you ever been or are you currently a member of any L~ . j -7 7

alcohol or drug rehabilization pregram? ............... 0 e e pmo/es / oV 2024 Aale

Reriovdf Ordernire 1EESO7-166¢

d Had more than 2 moving violations in the past 3years? ., '
:_ Wi QO BifTmog = Way, cote! Gk leg,

. Been convicted for reckless driving or driving under the
influence of alcohol or drugs within the past 7 years? .... O

(1]

L7704
/c.e'
kv 7

ch

ITEEARAR
ez,

RERERR B8 8§ m\'ﬂ\m\'ﬂn SR § 8§ § ® 0§y

f. Have you ever been treated for alcohol or druguse? . ... O . . .

g. Do youor have you ever smoked mariuana? ... ... ... (I /@ Feancl, 9l ”“""'“/‘(V 7o o/
h. Do you os have you ever used cocaine? .............. (| : > £ p/

i. Have you ever been convicied ofafelony? ............ g /‘oa Fatber 4 Vb ROd T cdncd

£ 4/!4;h orec/

The above statements and answers are irue ard complete to the best of my knowledge and betief. | agree that such statements and answers
shall be part of the application and shall be considered the basis of any insurance issued. Any pe who krowingfy and with intent to
injure, defraud, or decelve any Insurer, files a statement of claim or an application containl 5

information is guilty of a felony of the third degree.

Signed at [idin s @y _ FL e DH1T -2674
Witness ' X ' .
ical Examiner or imerviewer Signatuip<L "," of insurance [ age 15 of over, o
PL-103 FL [11/05} Raronl Feciasen insured is under age 15 Pageloi2




MEDICAL EXAMINER'S REPORT

Part if}

Applicant’s identity was astablished by:

i - ; Chest (Fell | Chest (Forced | Abd i
e aﬁg‘l:t . /}; g7 ul)ns . !Ml?r!iiﬂt:'l) E‘:pir(ali?m) Utrnut‘)}llli?:rtlma'I
b, Didymagharimsess el BT 29 n | Q& m | 943 m.

<. |s appearance urheatthy or older han stated age? [ Yes PTho

Bt tiano # Rel§ 37100 ~€Y- 0590

O Social Securiy #
15. Blood Pressure {If Abxove 140790 Record Additional Readings.) O othar
{Record all readdings} 1st 128 124 (23
S]_fslnﬁc ¥
Diastollc {5th phase) £d £0 g NOTE: DO NOT USE THIS SECTION FOR THE
16. Pulse: Exercisa if imeqular, over 90 cr [ess than 50 per min. COMPLETION OF GUESTION #13. DETAILS-
AtBest  AberFxercies  AMimteslater | USE THE CONTINUATION OF INFORMATLON
Rate <) FOR PART ! AND PARTA.
Ireqularities per min. Aone
17. Heart: Is there any: F Details of Pesitive Findings by MD
Enlargemant [ Yes CNo Dyspnea [dves [N y ) o/
Murmur(s) Cyes CiNo Edema [lves ONo ar 4$ 4 / o dn o / 4 rl"e‘c/d‘ w‘”/
{dascribe below — # more than one, describe separstely) ML /fram A hed b F afTiek LT 57 // a
Mutmur 1. | Murmur 2.
Location Indicate: E
Constant ] (] Apex by
Inconstant ] | ] .
Transmittsd o o Mumur ')
Localized 0 O  Point gbfeatast "
Systalic u] 0 Wy Q s :
Diastolic O 0 Transmission by .
Soft {Gr. 1-2) n| [w]
Mod. (Gr. 3-4) 0 0
Loud (Gr. 5-5) = For comments and your impression?
Aftar axercise;
Increased B ]
Absent ] ()
U D 0
Dedreased 0 [, "

18. Is there on examination any abnarmality of the following:

(Circle applicable Items and give detalis) Yes No
[a} Eyes, ears, twse, mouth, gharynx? (It vision ng markedly impeired,
indicate degrae and COmeAion.). . . . .t ..o it o o0
(b} Skin (include scars); lymph n Ancese veins or periphsral arteries? oo
[} Nervous system (nclude refiExes, gait, paralysis)?. .. ................. Q g
[d} Respiralory system? 7. ........ e e o O
f8) AbdOMmen (IS SCAISIZ. . .. ..ot ireeeeen e eneeneenns o o
{f) GenitoumERY SYSIBM?. ... . ..ottt et o 0
f9) Endetrine system (include thyroid and breasts)?. . ... ................. o o
fhi-Musculoskeletal system finclude spine, joints, amputations, deformities)?.. O O
19. Are you aware of of do you suspect any other medical, alcohalic or drug i
history? {If yes, pleass send a confidential raport to the Medical Director). . .. . . .. o e
20. Urinalysis: Albumin Sugar Specific Gravity
In Addition To Performing Above Urinalysis, Please Send Specimen To Lab On ALL Exams.
21.

I required, was Bleod Sample sertto Lab: (3 Yes (1 No
K required, was the tallowing sent to the Home Office: EKG FYes Ono

Stress Test [ ¥es CINo

X-Ray CIves [INo

| cartidly that | have made this examination with the results recorded on this

(5 dayof

(month), JOZ¥ (year}

Examination was made at: O My Office
3 Not My Patient

Person Examined is:
—%‘-’ ' PEH 220 - Py
nature of Examiner

Telephone Ne.
{Legibly print, type or rubber stamp name of examiner and office address below)

Name_ [ Asd1{d (25500

address__ Joog [ Dacie  Awy
Gity, State 82p [ epem g, FL SPIIT
PL-103 FL {11/05)

Address

4_44./ /

O Applicant's resident
C1 My Patient (If patient, please send copies of charts)

EA/ppIicam‘s place of business

1. Name of agent requesting axam J;///Q f//gzc.a?eéu o
2. Mame of persan examined Qé‘/ﬂ:[ ﬂ“’aa fim;éa

Kol Ferckel! Ay

Gity, State & Zp Mam}/

) YRNTY,
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PROTECTIVE LIFE INSURANCE COMPANY
P.O. Box 830619
Birmingham, AL 35283-0619

INDIVIDUAL LIFE INSURANCE APPLICATICN — CONFIDENTIAL FINANCIAL STATEMENT

To be signed by the Proposed Insured if Face Amount is $5,000,001 or greater (for Propased insured{s) age 0 - 70)
and $3,000,001 or greater (for Proposed Insured(s) age 71 and older) or at the discretion of Underwriting. Complete
Part 1 for personal coverage and Part 2 for business coverage. This form should be submitted for all estate
taxiliquidity, asset maximization and charitable giving cases, and for any bankruptcy in the last 3 years. Additional
documentation may be requested by the Company to verify the agreements and financial disciosures made below.

Carlos Blanco Sanchez 02/17/1984 262-45-6004
Name of Proposed Insured Date of Birth Social Security Number

1.  Your Income {before taxes): Current Year Prior Year

Salary or Wages $ 4,000,000.00 $ 4,000,000.00
Bonuses and/or Commissions $ $
Net Business or Professicnal Income $ $

{Gross income less business expenses)

Other Earned income — Explain details in “Remarks” below $ %

Unearned Income (interest and dividends, net real estate
income, retirement income, sfc.) — Explain details in $ $
“Remarks” below

TOTAL $ 4,000,000.00 $ 4,000,000.00
2.  Your Net Worth: Current Year Prior Year

Investment Assets (cash, mutual funds, sfocks, 401k, eic.) $30,052,140.00 $20,012,708.00

Real Estate (residence, second homs, rental properiies, stc.) | $45,670,471.00 $4,194.473.00

Business Assets — Explain details in “Remarks” below
{cash, accounfs receivable, equipment, invenfory, efc.)

$17,057,153.00

$12,178,000.00

Liabilities (wages/interest/dividends payable, ioans, efc.)

$15,589,400.00

$ 9,119,400.00

Net Warth $ 77,190,364.00 $ 27,265,781.00

3. Estimated tax liabilities at death - include potential estate taxes, capital gains taxes, income taxes (both
federal and state):
30,000,000.00

4. How was the need and amount of coverage determined?

LT+0

Based on all the growing businesses, anticipate his networthincreasing sicnificantly during the next decade

pioT0T

Remarks (guestions 1-4)

PL-405R-FL 2020
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Complete questions 5-8 only if applying for business coverage.

5. Purpose of business coverage:

O Key Person O Buy/Seli O Stock Repurchase O Creditor O Deferred Compensation

O Other (explain):

6. If buy/sell, is a written buy/sell agreement in effect? (if Yes, please attach a copy) O Yyes OONo
Percentage of Ownership %
Fair Market Value of Company $

{Provide details an how value was determined in "Remarks” section helow}

Are other partners being covered?

{Provide details in "“Remarks” section below} O ves ONo

Cate Business Started / /

7. If Creditor:

Name of Lender

Amount of Loan 3

Purpose of Loan

Length of Loan (how many vears?}

Will the Loan be Collaterally Assigned? | [J Yes [ No

8. Financial Details of Business: Last Year Prior Year

Total Assets (cash, accounts receivable, equipment,
inveniory, efc.)

Total Liabilities (wages/interest/dividends payabie, loans, efc.)

Gross Sales or Revenue

“H | | | &
“ | A | H |

Net Income (before faxes)

Remarks (questions 5-8)

i agree that the above statements and answers are true and compiete to the best of my knowledge and belief. |
agree that such siatements and answers shall be part of the application and shall he considered the basis of any §
insurance issued.

0

T:9T

Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim org
an applicaticepntaining any false, incomplete or misleading information is guifty of a felony in the third degree.

WS Blans SNAAM/j 4/16/2024 Carlos Machado

Signature of BEGRRGRG Nsured Date Agent's Name Printed
(arlss Madiads 4/16/2024 WO74303
Signature GfAGRESFEHE.. Date FL License ID Number

PL-405R-FL 2020




BO1130915 634

-05/24/2024- 13055074 -DCLCI

- M 08803-LCM@®P83

LAN390

DocuSign Envelepe ID: 81ASF750-5164-423D-80B4-79D47C004766

I \ Protective Life Insurance Company
: P.O. Box 830619
PrOteCt Ive,, Birmingham, AL 35283-0619

IMPORTANT! Complete this entire form if you are a Canadian Citizen, or a Non-U.S. Citizen
legally residing in the U.S. with a permanent or temporary Visa. If you need
additional space for details, please use the Continuation of Information Form.

SECTION | FOREIGN NATIONAL QUESTIONNAIRE

Name: Carlos Blanco Sanchez

Policy #:

Gender: @ Male OO Female Date of Birth: 02/ 7/1984 U. S.(or Canadian) SSN or T'N: 269-45-6004

English Language Comprehension: @1 Speak W Read B Write Email Address: charl ybl s@grall.com

Country of Current Citizenship: Spain If Dual Citizen, Which Country{ies)?

SECTION I}

1. Please provide the finarcial background listed below:

Verifiable Net Worth Assets {Verifiable} . Liahilities Net Worth
U.S. Total 5 91,879,763 g 15589400 25 590,363
Foreign (Non-U.S ) Total ¢ 900,000 $ $ 900,000
Worldwide Total §-92.779.763 §-1.5:589.400 $77,190,363

U. S.Bank or Brokerage Acceunt Information:

Name; Chase Bank Date Account Opened:
Address:
Name: Date Account Opened:
Address:
Name: Date Account Opened:
Address:

2. Other thar as described above, do ycu own personal or business assets o property in the U. $.7 If so, please list and descrbe:

Home Residence / Business (3 properties in USA value of $43,810,471)

3. Wil anyone other than the owner at the fime of application obtain any right, title, ownership, or interest in any policy issued on the life
of the Proposed insured as & result of this application? O Yes B No

PEIOTIOT  PZLIHO

If Yes, pravide details:

PL-601-FL Page 1 of 3 06/2015
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SECTION Il

1. Have you maintained continuous U.S. residency for at least the past 12 months? B Yes O No
If Yes, provide length of residency: 2 Year(s) Month{s}

2. Do you plan to reside cutside the U.S. or Canada, for 6 months or longer in the next 12 months? O Yes B No
if Yes, provide details of previous and future foreign traveliresidence ircluding pleasure and short business trips. Please stae
possible date{s} of visit(s), cities. countries, regions. reasan for visit{s}. frequency and duration of visit(s):

Date(s) of visit(sy;
Cities & Countries:

Regions:

Reeson for visit(s):

Frequency:

Curation of visit(s}):

PLEASE ANSWER THE FOLLOWING QUESTIONS 3 THROLUGH 5 BASED ON TRAVEL TG AFGHAMISTAN or [RAQ.

2. Do you plan to ravel ic Afghanistan or [raq in the next 12 months? [0 Yes ¥ No
If Yes, provide details of future foreign traveliresidence including pleasure and short business trips. Please state date(s) of visit(s).
cities, countries, regions, reascn for visit(s), Tequency and duration of visit{s}:

Date(s) of visit(s):
Cities & Countries:

Regions:

Rezson for visit(s):

Frequency:

Duration of visit(s):

4. Forwhat purpose is the foreign travel or residence? (Please give a brief description of your duties while fraveling or residing abroad )

on

Please provide details of previous travel fo Afghanistan or Iraq within the past 2 vears? Include date(s) cf visitis), cities, courtrigs,
regions, reason for visis(s}, frecuency and duration of visitis):

Date(s) of visit(s):

Cities & Gountries:

Regions:

Rezson for visit(s):

Frequency:

Duration of visit{s}:

SECTION [V

1. Foreign Residence:

Sireet Address 5
City State Postal Code £
2. Employer Name: ®
Type of Business:
Qccupation/Duties:

PL-601-FL Page 2 of 3 06/2015
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3. U.S. Employer:

Sireet Address
City State Zip Code
4, Foreign Employer:
Street Address
City State Postal Code
Foreign Country Province Region

5. Visa Type & Symbol:

Visa Number:

Visa Issue Date:

Visa Expration Date:

8. Passport Number:

Country Issuing Passport:

Passport [ssue Date:

Passport Expiration Date:

SECTIONV
ACKNOWLEDGEMENTS:

| acknowledge that | have carefully reviewed this form in its entirety, and that [ understand and agree to the following:

* Al informalicn is complete, true and carrectly recorded.

= All sclicitation, underwriting requirements, applications and exams related to the purchase of fife insurance products, as well as the
comrpletion and signing of the life insurance appiication must be completed in the United States.

of the Proposed Insured as a result of this application.

The delivery and placement of the insurance policy, including delfivery by mail, must take place within the United States.
All premiums shall be paid in U.5. dollars from an existing U.S. bank account.

Required medical recerds must be provided in English within the United States.

A copy of the Green Card (if applicable), Visa and Passport must accompany the application fer insurance.

A complete copy of the Trust (if applicable} must be included with the application for insurance.

No person other than the owner at the time of application will obtain any right, fitle, ownership, or interest in any policy issued on the life

*  The Proposed nsured must be legally residing in the United States for a confinuous period of 1 year.
*  The Proposed Insured must be a citizen of a couniry {or Canadiar: Province) approved by the Company.

Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim or an application

containing any false, incomplete or misleading information is guilty of a felony in the third degree.

Signed at; Key Biscayne FL

4/16/2024

Carlos Blanco Sanchez

(Ci &&tgigelg“e dby: Date:

(arles Blanss Sadlur

Proposed Insured Name (Print)

Carlos Blanco Sanchez

Signatire-ef@Broposedinsured

Owner Name {Print)

Carlos Machado

Signature of Qwner (if other than the Propesed insured)

Name of Agent/Producer (Print}

DocuSigned by:
Sign&@ééﬁ%&? ducer

Address cf Agent/Producer

W074303

AgentProducer Number

PL-601-FL

AgentiProducer FL License D

Page 3of 3

06/2015
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BO1130915 686

-05/24/2024- 13055074 -DCLCI

- M 08803-LCM@®P83

LAN390

PROTECTIVE LIFE INSURANCE COMPANY

A Stock Company; Domiciled in Tennessee
www.protective.com

P. O. Box 2606; Birmingham, Alabama 35202; (800) 866-9933

NOTICE

If you have any questions concerning your policy, need information regarding your
coverage, have a complaint that needs to be resolved, or any other request
concerning your policy, please call your Protective Life agent or the Protective Life
Home Office:

Telephone: 1-800-866-9933

If you prefer, you may direct correspondence to:

Policyholders Service Department
Protective Life Insurance Company
P. 0. Box 12687

Birmingham, AL 35202-2687

FL-ID
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TERMS USED IN THIS POLICY

The terms below have the specific meaning associated with them each time they are
used in this Policy. Other terms may be defined elsewhere in this Policy and will
have that meaning when they are used.

Administrative Office: The location at which administrative services for this Policy are
performed.

Age: The age of the Insured on the Policy Effective Date as of the nearest birthday,
plus the number of complete Policy Years since the Policy Effective Date.

Beneficiary: The primary Beneficiarylies) is the person{s) or class of persons
designated to receive the Proceeds of this Policy upon the death of the Insured. You
may designate a contingent Beneficiary(ies) to receive the Proceeds if there is no
primary Beneficiary(ies) living at the time of the Insured’s death.

There may be one or more than one Beneficiary in a class. If one or more persons
in the class die before the Insured, the living members of the class will share the
Policy’s Death Benefit Proceeds equally unless you instruct us otherwise. By Written
Notice, you may change a Beneficiary and may designhate an Irrevocable Beneficiary.
If you designate an Irrevocable Beneficiary it may limit your ability to change that
designation in the future or to make other Policy changes.

Code: The Internal Revenue Code of 1986 as amended, or its successor.

Effective Date: Any Monthly Anniversary on which insurance coverage or other benefit
provided by this Policy begins, resumes or changes. The "Policy Effective Date” is
the Policy’s initial Effective Date. Confirmation of an Effective Date will be sent to
you in writing.

Insured: The person shown on the Policy Schedule upon whose life this Policy insures.

Irrevocable Beneficiary: A Beneficiary whose rights in this Policy are irrevocable unless
the designated Irrevocable Beneficiary agrees to such change in writing.

Monthly Anniversary: The same day of the month as the Policy Effective Date shown
on the Policy Schedule in each subsequent month during which the Policy remains in
force.

Owner: The person, persohs or entity entitled to all rights in this Policy while the
Insured is living. These rights are subject to any assighment and to the rights of
any lrrevocable Beneficiary. You may name a contingent Owner who will own this
Policy if you die while this Policy is in force. |If you die before the Insured, any
contingent Owner named in the application, or subsequent endorsement, will become
the new Owner. If no contingent Owner is named, your estate becomes the new
Owner. You may change the Owner (including a contingent Owner) by Written Notice.

Policy Year: A 12-month period beginning on the Policy Effective Date or any
anniversary of the Policy Effective Date.

Policy B01130915
TL-21R-FL 11-20 Page 1



Proceeds: The net amount payable from this Policy as a result of claiming a benefit.
Benefit amounts will be adjusted as provided in this Policy prior to the payment of
the Proceeds.

Written Notice: Any information we receive at our Administrative Office which is
written, sighed and dated by you and is acceptable to us. No change in this Policy
is valid unless it is by Written Notice and, unless otherwise specified, will be
effective as of the date it is signed. No agent or other person has the authority to
change this Policy. Instructions, requests and assignments are subject to any
payment we made and any action we took prior to receiving the Written Notice.

GENERAL PROVISIONS

Entire Contract: This Policy is a legal contract between you and us. We entered into
this contract in consideration of a complete application and the payment of
premiums. The Policy, including its applications, both initial and supplemental, all
endorsements, amendments, riders and Policy Schedules, both initial and
supplemental, constitute the entire agreement between you and us.

Representations and Contestability: We relied on the statements in the application made
by and for the Insured in determining whether to issue this Policy. These statements
are representations, not warranties, but we have the right to contest the validity of
this Policy or resist any claim based on a material misrepresentation in any
application we accept and make part of this Policy. However, we cannot contest the
validity of this Policy or resist any claim after the Policy has been in force for two
years during the life of the Insured, except for the non-payment of Premium.

If an application to change this Policy requiring evidence of insurability is accepted,
a benefit is added or changed, or the Policy is reinstated after it has terminated and
the application is made part of the Policy, we cannot bring any legal action to
contest the change, addition, or reinstatement after it has been in force for two
vears during the life of the Insured, except for the non-payment of Premium. The
contestability period for a reinstated policy is based only on statements made in the
reinstatement application, unless the original contestability period has not yet expired.

Error in Age or Sex: If statements in an application regarding the Insured’s age or sex
are not correct, we will adjust the Proceeds to those that the premium would have
purchased based on the correct age and sex. For purposes of this Policy, any
reference to gender also means sex.

Assignments: You may assign some or all of your rights in this Policy (as they exist
at the time of the assignment) either irrevocably or for a limited period of time.
However, this Policy may not be assignhed where prohibited by law or regulation in
the state in which it is delivered. We must receive a signed copy of the assignment
along with the Written Notice, and the consent of any Irrevocable Beneficiary, if the
assignment is to be binding on us. We are not responsible for the validity of the
assignment.

Suicide Exclusions: If, while sane or insane, the Insured commits suicide within two
vears of the Policy being in force, our total liability under the Policy is limited to
the Premiums paid from that date to the date of death.

Policy B01130915
TL-21R-FL 11-20 Page 2
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Termination: This Policy will terminate, and all the insurance coverage and any other
benefit it provides will end, upon the earliest of any of the following:

a) by Written Notice;
b) at the end of the Grace Period for any unpaid premiums;
¢) a full conversion of this Policy to another plan of insurance;

d) the Policy End Date; or

e} the Insured dies, and we pay all Proceeds legally due under the Policy.

Minimum Values: The benefits available under this Policy are at least equal to the
minimum required by the state in which it is issued. The method of computing the
minimum values has been filed with the insurance supervisory authority of that state.

PREMIUMS

Premium Payments: Premiums are the payments you must make to us to keep this
Policy in force. They are shown on the Policy Schedule. The premium may change if
a benefit is added, terminated or modified after the Policy Effective Date.

Premium payments are due in advance beginning not later than the Policy Effective
Date and continuing through the earlier of the Policy End Date or the Insured’'s date
of death. Premium Payments are payable at our Administrative Office. If you
request it in writing, we will send a receipt for your premium payment.

Premium Payment Modes: You may select a premium payment mode from those
available. The table on the Policy Schedule entitled "Total Premium for All Benefits
on the Policy Effective Date” shows the premium required to keep this Policy in
force for each of the payment modes available on the Policy Effective Date.
Regardless of the payment mode, each premium payment is due on the Monthly
Anniversary date.

Generally, you may change the premium payment mode by Written Notice in advance
of the premium due date on which you wish to make the change. However, you may
not change the payment mode when premiums are being waived on account of any
"Waiver of Premium” benefit, or if the requested change would result in a modal
payment of less than $10. The method we use to calculate the premium payable for
any mode other than annual is consistent for all Policy Years.

Grace Period: A 31-day Grace Period follows each premium due date. Policy benefits
continue through the Grace Period. If we have not received the premium payment by
the end of the Grace Period following any premium due date, this Policy will
terminate as of the date the unpaid premium first became due. You have the entire
Grace Period to make the payment. Payments sent by US mail shall be postmarked
within the Grace Period.

Policy B01130915
TL-21R-FL 11-20 Page 3



Reinstatement: If the Policy terminates at the end of a Grace Period you may request
a reinstatement. Reinstatement must be made prior to the Policy’s End Date, during
the life of the Insured and within 5 years of the last day of the Grace Period.
Further requirements depend on when this Policy is reinstated.

Prompt Reinstatement - This is reinstatement within 31 days after the end of the
Grace Period. Evidence of insurability is not required. All overdue premiums
must be paid.

Later Reinstatement - This is reinstatement more than 31 days after the end of
the Grace Period. Evidence of insurability satisfactory to us is required. All
overdue premiums must be paid with interest from their due dates to the date of
reinstatement. Interest will be computed at an annual effective rate of 6%.

ELECTED FACE AMOUNT DECREASES

While this Policy is in force, you may make a written request to decrease the Face
Amount of this Policy.

An Elected Face Amount Decrease will become effective as of the Monthly
Anniversary on or following the date we approve the request. No agent or other
person has the authority to change this Policy and no change is effective until it is
entered into our records.

You may not elect to decrease the Face Amount if:
a) the request is made prior to the third Policy Anniversary;

b) the request is made within one year of any earlier face amount decrease;

c) it results in a face amount lower than the Minimum Initial Face Amount
allowed for this Policy as shown on the Policy Schedule;

d) it results in the Policy failing to qualify as life insurance under the
applicable definition of the Code.

CONVERSION

On or before the Standard Latest Conversion Date shown on the Policy Schedule, you
may by Written Notice convert this Policy {the “Original Policy”) or convert a portion
of this Policy’s Face Amount (a “Partial Conversion”) without evidence of insurability
to a new policy (the “Conversion Policy”). You may not convert this Policy if any
portion of the Death Benefit has been accelerated under any rider or endorsement
attached to this Policy. The conversion is subject to the following terms:

a) The Conversion Policy must be a plan of permanent insurance, such as, a
flexible premium adjustable life insurance, whole life insurance or other similar
plan of life insurance available for conversion at the time of your Written
Notice. We will always have at least one such policy available. We are not
required to have more than one Conversion Policy available.

Policy B01130915
TL-21R-FL 11-20 Page 4
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b) The Face Amount of the Conversion Policy may not be greater than the face
amount of the OQOriginal Policy at the time of the conversion and may not be
less than the minimum amount available for the new plan of insurance. You
cannot request a Partial Conversion that would result in a Face Amount for the
Original Policy that is less than the Minimum Initial Face Amount, shownh on
the Policy Schedule.

¢) The Conversion Policy will not be placed in force until we receive the first
premium for that policy. Premiums for the Original Policy must be paid to the
effective date of the Conversion Policy. The Original Policy will terminate
upon the effective date of the Conversion Policy. If the Conversion Policy is a
result of a Partial Conversion, both policies will be in effect and the combined
face amount may not be greater than the face amount of the Original Policy at
the time of the conversion.

d) The Conversion Policy will be issued at the Age of the Insured. The
Conversion Policy will be issued with a risk classification that, in our
judgment, most closely corresponds to the risk classification of the Original
Policy. Premiums for the Conversion Policy will be based on the Age and risk
classification of the Insured and may differ from the Original Policy at the
time of the conversion.

e) The Contestability and Suicide Exclusion periods of the Conversion Policy will
be measured from the Effective Date of the Original Policy or, if applicable,
the Effective Date of the latest reinstatement.

f) The issuance of any available rider attached to the Conversion Policy may be
subject to underwriting. Any evidence of insurability required by us will be
obtained at the Owner's expense.

DEATH BENEFIT

Death Benefit: When we receive a claim that includes a properly completed claim form
and due proof the Insured died while this Policy was in force, we will pay the Death
Benefit to the Beneficiary. We pay the Death Benefit Proceeds in a lump sum as
soon as administratively possible after we receive a valid claim in good order,
unless instructed otherwise in writing.

Calculating the Death Benefit: The Death Benefit is equal to the Face Amount of this
Policy, shown on the Policy Schedule, plus any benefits due under an optional rider
that was in force when the Insured died.

Adjustments to the Death Benefit Proceeds: |f we have accepted premium that paid for
insurance coverage beyond the month in which the Insured died, we will add the
amount of the excess premium to the Death Benefit Proceeds. |If the Insured died
after the Policy entered the Grace Period but while insurance coverage is still in
force, we will deduct the amount of the unpaid premium from the Death Benefit
Proceeds.

Policy B01130915
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Settlement of the Death Benefit Proceeds: Settlement resulting from the death of the
Insured terminates all insurance and other benefits provided by this Policy. For the
purposes of this provision, a refund of Premiums under the Suicide Exclusion is the
settlement resulting from the death of the Insured. We will pay interest on Death
Benefit Proceeds from the date we receive written due proof of the death of the
Insured until the date the claim is paid at a rate of Interest according to Florida
statutory regulations in effect at the time of the Insured’s death.

Settlement QOptions: Depending on the needs of the Beneficiary, a selection of
settlement options may be available. Settlement Options are used to distribute
Policy Proceeds over a period of time rather than paying them in a lump sum.
Proceeds from the Death Benefit may be applied to a settlement option. You may
select or change a settlement option from those available while this Policy is in
force and prior to the death of the Insured. If you do not select a settlement
option, the Beneficiary may select a settlement option from among those available at
that time, or may take the amount due immediately in a lump sum.

Policy B01130915
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PROTECTIVE LIFE INSURANCE COMPANY

A Stock Company; Domiciled in Tennessee
www.protective.com

P. O. Box 2606; Birmingham, Alabama 35202; (800) 866-9933

TERMINAL ILLNESS ACCELERATED DEATH BENEFIT ENDORSEMENT
Effective Date: JUNE 23, 2024 Policy Number: B01130915

We have issued this endorsement as part of the policy to which it is attached (“the Policy”).
Where the terms of this endorsement and those of the Policy conflict, the terms of this
endorsement will apply.

NOTICE: This endorsement is intended to provide an accelerated death benefit which will qualify for
favorahle tax treatment under Section 101(g)(1)(A) of the Code, except as provided in Section 101(g)(5)
of the Code. As with all tax matters, you should consult a personal tax advisor to assess the impact
of any benefit received under this endorsement.

Any benefit received under this endorsement may impact the recipient's eligibility for Medicaid or other
government benefits.

Any benefit paid under this endorsement will impact the Policy. The impact on the Policy is discussed
in the Impact on the Policy section of this endorsement.

This endorsement provides for a single accelerated death benefit payment to the Owner or the
Owner’s Estate, during the life of the Insured and while this endorsement is in force. The
Insured must be diagnosed as being a Terminally 1l Individual by a Physician. All of the
terms and conditions of this endorsement must be met.

NOTICE: For inguiries or information about Policy coverage or for assistance in resolving

complaints, the Owner may contact the agent who sold the Policy or may call the Company at
1-800-866-9933.

DEFINITIONS

The following terms have the specific meanings associated with them each time they are used
in this endorsement. Other terms may be defined elsewhere in this endorsement and they will
have that meaning when used.

Claims Office: The location at which the claim services for the policy to which this
endorsement is attached are performed.

Code: The Internal Revenue Code of 1986 as amended, or its successor.

Company: Protective Life Insurance Company. Also may be referred to as “we”, "us”, or
(24 (24
our”.

Family Member: Means the Insured’s or Owner’'s spouse and anyone who is related to the
Insured, Owner, Insured’s spouse, or Owher's spouse by the following degree of blood,
marriage, adoption or operation of law: parents, grandparents, brothers, sisters, children,
grandchildren, aunts, uncles, nephews, and nieces.

L637-FL 4-16 Page 1



Insured: The person whose life the Policy insures. If Joint Insureds are the persons whose
lives the Policy insures, Insured means the last surviving Insured.

Physician: Any physician as defined in Section 1861(r){1) of the Social Security Act, as
amended, or its successor, who is a duly licensed physician practicing within the scope of his
or her license. It does not include the Insured, the Owner, a Family Member, or a person who
lives with the Insured, Owner, or Family Member.

Policy Debt: Is the sum of all outstanding policy loans plus accrued policy loan interest.
Terminally Ill Individual: Means an individual who has been certified by a Physician as having a

non-correctable illness or physical condition which can reasonably be expected to result in
death in twelve (12) months or less after the date of certification.

BENEFIT

Accelerated Death Benefit: The Accelerated Death Benefit is the portion of the face amount of the
Policy requested by the Owner for acceleration. The amount requested may not exceed the
Maximum Accelerated Death benefit calculated as of the Accelerated Death Benefit payment
date. It is paid in a single, lump sum dollar amount equal to:

(a) The amount requested by the Owner for acceleration; minus
(b) The administrative charge of not more than $100; minus
{c) The Policy Debt, if any.

The amount deducted from the Accelerated Death Benefit under (c) above, if any, will be used
to repay any Policy Debt on the Accelerated Death Benefit payment date.

Maximum Accelerated Death Benefit The Maximum Accelerated Death Benefit is equal to:

(a) The lesser of 60% of the current face amount of the Policy or $1,000,000; minus
(b) Any outstanding lien amount against the Policy resulting from any other accelerated
death benefit rider or endorsement attached to the Policy.

Eligibility for Benefits: The Accelerated Death Benefit becomes payable, during the life of the
Insured, when each of the following conditions have been met:

(a) The Insured is first diagnosed as being a Terminally Ill Individual by a Physician;

(b) We receive written consent from any irrevocable beneficiary or assignee of record
named in our records for the policy;

(¢) The Policy is not in force under the Grace Period, non-forfeiture option or paid-up
endowment option;

(d) An Accelerated Death Benefit payment has not been made under this endorsement;

(e) The Insured is certified as a Terminally Il Individual at least six months prior to the
Maturity Date / Policy End Date of the Policy;

(f) We receive Notice of Claim; and

(9) We receive Proof of Claim.

In determining eligibility under (a) and (f) above, we reserve the right to independently assess
the Insured’'s Terminal Illness. As part of this assessment, we have the right to require that
the Insured be examined by a Physician of our choice. We will pay for this examination. In
the event of conflicting opinions, the status of the Insured as a Terminally Il Individual shall
be determined by a third medical opinion provided by a Physician who is acceptable to both
the Insured and the Company.
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IMPACT ON THE POLICY

Liem A lien will be established against the Policy in the amount of the Accelerated Death
Benefit. Interest will be charged on the lien beginning on the Accelerated Death Benefit
payment date. Interest on the lien will be compounded annually and will accrue daily at a rate
computed as of the Accelerated Death Benefit payment date. The lien interest rate will not be
greater than the greater of (1) the current yield on a 90-day Treasury Bill or {2) the policy loan
interest rate stated in the Policy or 8% if a policy loan interest rate is not stated in the
Policy. Interest accruing on the portion of the lien which is equal in amount to the Policy
Value of the Policy, if applicable, on the Accelerated Death Benefit payment date shall be no
more than the policy loan interest rate stated in the Policy.

Interest on the lien will be due on each Policy anniversary date. Interest as it accrues is
considered part of the lien. Once the lien is established it will continue against the policy
until the earlier of the Policy termination date or the date the lien is repaid. The effect of a
lien will be as follows:

(a) The lien amount will be subtracted from the death benefit or death benefit proceeds, as
applicable, of the Policy.

(b) If applicable under the Policy, access to the cash value for full surrender, partial
surrender, withdrawal, partial withdrawal, automatic premium loan or non-forfeiture
option will be limited to the cash value of the Policy minus any Policy Debt and minus
the lien. The lien will be repaid, if the Policy is continued in force as paid-up life
insurance under a non-forfeiture option.

(c) Access to the cash value for policy loan or policy loan interest will be limited to the
cash value of the Policy minus any Policy Debt and minus the lien. [If this limit is
negative, the Policy may terminate in accordance with the terms of the Policy.

Non-forfeiture Option: While a lien exists, extended term insurance, if applicable under the
Policy, is not available as a non-forfeiture option.

Continuing Premium Requirement Any premium payments due under the Policy will need to be
paid by the Owner in accordance with the terms and conditions of the Policy.

Accidental Death Benefitt Any Accidental Death Benefit Rider attached to the Policy will be
unaffected by the payment of an Accelerated Death Benefit, provided the Accidental Death
Benefit Rider remains in force.

Waiver of Premium or Disability Benefit: |If the Insured is a Terminally Il Individual, the Owner
will not qualify automatically for a waiver of premium or disability benefit provided by any
Waiver of Premium or Disability Benefit Rider attached to the Policy. Qualification will be
based on the terms of the Rider.

Acceleration Statement: FPrior to or at the election to accelerate the death benefit, we will
provide the Owner and any irrevocable beneficiary a statement demonstrating the effect of the
Accelerated Death Benefit on the Policy’s death benefit, cash value, if any, Policy Debt and the
premiums / cost of insurance as applicable.

CLAIMS

Notice of the Claim: We must receive written notice of claim at our Claims Office. Notice of
claim means notice that the Insured is a Terminally Ill Individual and that a claim may be
made under this endorsement. The notice should include at least the Insured’s name, the
Policy number shown on the endorsement, and the address to which claim forms should be
sent. Notice given by or for the Owner shall be notice of claim.
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Proof of Claim: Proof of claim means written proof satisfactory to us supported by clinical,
radiological or laboratory evidence that the Insured is a Terminally Ill Individual. Proof of
claim must be given by or for the Owner and it must be received at our Claims QOffice. We
have forms to be used in making a claim. These forms will be sent to the Owner or the
Owner’s legal representative within 15 days of the date we receive notice of a claim.

Payment of Claim: After all of the terms and conditions of this endorsement are met, the
Accelerated Death Benefit will be paid, during the lifetime of the Insured and while this
endorsement is in force, as follows:

(a) If the Owner is the Insured, we will pay the benefit to the Owner; or
(b) If the Owner is not the Insured, we will pay the benefit to the Owner, if living,
otherwise to the Owner’s estate.

The Owner may request in writing for the benefit to be paid other than as described in (a) or
(b) above no later than the time the Owner files the Proof of Claim. To make a change, we
must receive a written request satisfactory to us at our Claims Office. Any change is
effective on the date the request was received at our Claims Office. We will not be liable for
any payment we have made before such request has been received and acknowledged at our
Claims Office. The election of the Accelerated Death Benefit will be cancelled and the death
benefits paid as per the Policy provisions if we receive due proof of death of the Insured
after the election has been made and prior to the payment of the Accelerated Death Benefit.

GENERAL PROVISIONS

Termination: If the death benefit proceeds of the Policy minus the lien against the Policy is
equal to or less than zero, the Policy will terminate. This endorsement will terminate upon
termination of the Policy to which it is attached. Termination will not prejudice the payment
of an Accelerated Death Benefit that became payable while the endorsement was in force.

Contestability: This endorsement is contestable on the same conditions as the Policy to which
it is attached.

Suicide: The suicide exclusion provision of the Policy applies to this endorsement.

Reinstatement: If the Policy terminates at the end of the grace period of the Policy,
reinstatement of the policy shall be subject to:

(a) The requirement that we receive payment of or reinstatement of a lien which existed at
the end of the grace period of the Policy; and
(b) The reinstatement requirements of the Policy.
Signed for the Company as of the Effective Date of this endorsement.
PROTECTIVE LIFE INSURANCE COMPANY

S lieie M. He o

Felicia M. Lee
Secretary
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TERM LIFE INSURANCE POLICY
RENEWABLE TERM COVERAGE TO AGE 95
POLICY 1S CONVERTIBLE

NON-PARTICIPATING - DOES NOT PAY DIVIDENDS
A DEATH BENEFIT IS PAYABLE IF THE INSURED DIES BEFORE THE POLICY END DATE

Policy B01130915
TL-21R-FL 11-20
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Protective Life Insurance Company
P. O. Box 2606

Birmingham, AL 35202

Phone: (800} 866-9933
www.myaccount.protective.com

Dear Policyholder:

We thank you for choosing one of our products and are pleased to welcome you to the
Protective Life Insurance Company policyholder family.

The following items are enclosed to help you better understand your insurance policy:

Statement of Policy Cost and Benefit Information. This illustrates the guaranteed
death benefits and cash values as well as projected death benefits and cash
values based on certain assumptions.

Life Insurance Buyer's Guide. This guide was prepared by the National
Association of Insurance Commissioners to aid you in determining how much
and what kind of coverage you may need. It also allows you to determine
how the cost of your policy compares with other similar policies.

Although this information is not a part of your legal contract, please read it over carefully
and let our agent or us know if there are any points that you feel have not been explained
to your satisfaction.
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STATEMENT OF POLICY COST AND BENEFIT INFORMATION
PROTECTIVE LIFE INSURANCE COMPANY
P 0 BOX 2606
Birmingham, AL 35202
205-268-1000

OWNER: CARLOS BLANCO SANCHEZ AGENT: CARLOS E MACHADO
445 GRAND BAY DR 530 MISTY QAKS DRIVE
KEY BISCAYNE FL 33148 POMPANO BEACH FL 33063

THIS INFORMATION IS PROVIDED TO ASSIST YOU IN BETTER UNDERSTANDING YOUR
POLICY. THE BASIC LIFE INSURANCE COVERAGE AND ANY BENEFITS PROVIDED BY RIDER
ARE SHOWN BELOW. YOUR POLICY IS THE ENTIRE CONTRACT WHICH FULLY DESCRIBES
YOUR BENEFITS. READ YOUR FOLICY VERY CAREFULLY.

INSURED: CARLOS BLANCO SANCHEZ

POLICY NUMBER: B01130915 ISSUE AGE: 40
DESCRIPTION OF COVERAGE INITIAL BENEFIT INITIAL ANNUAL PREMIUM
LIFE INSURANCE $30,000,000 $33,071.60
LIFE INSURANCE COST INFORMATION YEAR 10 YEAR 20
SURRENDER COST INDEX 1.102 1.102
NET PAYMENT COST INDEX 1.102 1.102

THE INDICES ABOVE ARE BASED ON GUARANTEED RATES OF INTEREST AND MORTALITY AND
ARE USEFUL TO COMPARE COSTS. A LOW INDEX NUMBER GENERALLY REPRESENTS A

LOWER COST THAN A HIGHER ONE. THE SURRENDER COST INDEX ASSUMES YOU

SURRENDER THE POLICY AT THE END OF THE PERIOD SHOWN AND IS USEFUL WHERE THE
CASH VALUE IS OF IMPORTANCE. THE NET PAYMENT COST INDEX ASSUMES PAYMENT OF
PREMIUMS WITHOUT TAKING CASH VALUE AND IS USEFUL WHERE THE AMOUNT OF DEATH
BENEFIT IS OF IMPORTANCE. THE ACTUAL COST MAY INCREASE OR DECREASE DEPENDING
UPON FUTURE MORTALITY CHARGES AND THE TIME WHEN SURRENDER OCCURS, BUT IT WILL
NEVER EXCEED THOSE COSTS SHOWN AS GUARANTEED FOR THE YEAR [INDICATED.

CONTINUED ON PAGE 2 PAGE 1



INSURED: CARLOS BLANCO SANCHEZ

POLICY NUMBER:
DESCRIPTION OF BASE POLICY: TERM LIFE INSURANCE POLICY

DATE POLICY SUMMARY PREPARED: MAY 24, 2024
PREMIUMS AND BENEFITS
LIFE INSURANCE

YEAR

O OO~ O™ Lo N —

10

GUARANTEED
ANNUAL
PREMIUM

$33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
33,071.60
142,265.00
246,965.00
351, 365.00
456,065.00
560,765.00
665, 465.00
769,865.00
874,565.00
965, 465.00

1,068,065.00
1,188,665.00
1,331,765.00
1,502,765.00
1,701,665.00
1,928,465.00
2,181,365.00
2,458,565.00

GUARANTEED
DEATH
BENEFIT

$30,000,000

30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000
30,000,000

STATEMENT OF POLICY COST AND BENEFIT INFORMATION

BO1130915
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STATEMENT OF POLICY COST AND BENEFIT INFORMATION

INSURED: CARLOS BLANCO SANCHEZ POLICY NUMBER: B01130915
DESCRIPTION OF BASE POLICY: TERM LIFE INSURANCE POLICY

DATE POLICY SUMMARY PREPARED: MAY 24, 2024
PREMIUMS AND BENEFITS - continued
LIFE INSURANCE
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YEAR GUARANTEED GUARANTEED
ANNUAL DEATH
PREMIUM BENEFIT
38 $2,763,665.00 $30,000,000
39 3,101, 165.00 30,000,000
40 3,486,365.00 30,000,000
L1 3,930,965.00 30,000,000
42 4, 451,165.00 30,000,000
43 5,033, 465.00 30,000,000
Ll 5,711,165.00 30,000,000
Lg 6,496,865.00 30,000,000
L6 7,410,365.00 30,000,000
L7 8,467,865.00 30,000,000
48 9,684,665.00 30,000,000
Lq 11,060,765.00 30,000,000
50 12,553,865.00 30,000,000
51 14,146,265.00 30,000,000
52 15,781,565.00 30,000,000
53 17,416,865.00 30,000,000
Gh 19,034, 165.00 30,000,000
55 20,552,465.00 30,000,000
AGE 60 142,265.00 30,000,000
AGE 65 665, 465.00 30,000,000

PAGE 3
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LIFE INSURANCE BUYERS GUIDE

Prepared by the National Association of Insurance Commissioners
The National Association of Insurance Commissioners is an association of
state insurance regulatory officials. This association helps the various insurance
departments to coordinate insurance laws for the benefit of consumers.

This guide does not endorse any company or policy

Reprinted by

PROTECTIVE LIFE INSURANCE COMPANY
Birmingham, AL 35202

BG-18 Page 1



Before You Buy Life Insurance

Understand What Life Insurance Is

Life insurance pays a death benefit if you die while the policy is in effect, in exchange
for premiums you pay before your death. You can use the death benefit to protect
against financial hardships such as loss of your income, funeral expenses, medical or
nursing care expenses, debt repayments, and child care costs after your death. You
can get information from the NAIC InsurelU Life Insurance website -
www.insureuonline.org/insureu__type__life.htm

If You Need Life Insurance, Decide How Much Coverage to Buy

How much life insurance to buy depends on the financial needs that will continue after
your death. Examples include supporting your family, paying for child{ren)'s education,
and paying off a mortgage. Some questions you may want to ask about your own
needs include:

- Does anyone depend on me financially?

- How much of the family income do | provide?

- How will my family pay my final expenses and repay debts after my death?

- Do | want to leave money to charity or family?

- If | have life insurance through my employer, is it enough to meet my financial
obligations?

The answers to these questions can help you decide how much coverage you need.
An Insurance agent, financial advisor, or insurance company representative can help
you evaluate your insurance needs and give you information about available policies.

If You Already Have Life Insurance, Assess Your Current Life Insurance Policy

It's important to compare your current policy with any new policy you might buy.
Keep in mind that you may be able to change your current policy to get benefits you
want. Also, know that any changes in your health may impact your ability to get a
nrt]aw policy or the premium you'll pay. Don’'t cancel your current policy until you get
the new one.

Also, while you may have free or low-cost life insurance through your employer, the
death benefit usually is less than you need. And if you leave the employer, you may
not be able to take this coverage with you.

Compare the Different Types of Insurance Policies
There are many types of life insurance policies. You should choose a policy with
features that fit your individual needs. Some things to consider are:

- Term Insurance vs. Cash Value Insurance. Term insurance is intended to provide
lower-cost coverage for a specific period of time (“a term”). If you want
coverage for a longer period of time, such as for your lifetime, cash value
insurance may be more cost effective. Most term policies don’t build up cash
values that you can use in the future.

- Renewable Term vs. Non-renewahle Term. Most term life insurance coverage can
be continued ("renewed”) at the end of the term, even if your health has changed.
If you renew a term policy, the new premiums are higher. Ask what the
premiums will be before you renew the policy. Also ask if you'll lose the right
to renew the policy at a certain age. A Non-renewable term policy can't be
continued. You'll have to apply for a new policy if you still want coverage.
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-  Whole Life vs. Universal Life. Whole life and universal life insurance are two
types of cash value insurance. A key difference between the two is how you
pay for the coverage. You typically pay premiums for whole life insurance
according to a set schedule. In a universal life policy, you can choose a flexible
premium payment pattern as long as you pay enough to keep your policy in
force.

- Variable Life vs. Non-variabhle Life. The investments you will choose (such as
stock and bond funds) in a variable life policy directly impact your cash value.
These policies have the greatest potential to build cash value but also the
greatest risk of losing cash value. Non-variable life policies often have
guaranteed minimums for some features (interest or cash value, for example} but
not all. Non-variable life policies also have less potential to build cash value
than variable policies.

Be Sure You Can Afford the Premium

Before you buy a life insurance policy, be sure you can pay the premiums. Can you
afford the initial premium? If the premium increases later, will you still be able to
afford it? The premiums for many life insurance policies are sensitive to changes in
the company’s investment earnings, claims costs, and other expenses. |If those are
worse than expected, you may have to pay a much higher premium. Ask what might
be the highest premium you’d have to pay to keep your coverage.

Understand the Application Process

You can apply for life insurance through life insurance agents, the mail, and online. In
addition to basic information, such as your name, address, employer, job title, and
date of birth, you'll be asked for more personal information. Depending on the type
of policy, the insurer may require you to see a doctor, answer health-related gquestions,
or have a medical professional come to your home or office to assess your health.
Usually a policy that doesn’t require detailed health information will cost more and
provide less coverage than one that does.

It's important to tell the truth on the application. The insurance company will check
your answers so review the application before you sign. |If the insurance company
discovers false statements on your application after it issues your policy, it could
reduce or cancel your coverage.

Choose a Beneficiary

A beneficiary is the person{s) or organization(s) you name to receive your life insurance
policy’s death benefit. You'll need to know the Social Security or tax identification
number for all beneficiaries. Experts advise you not to name a minor child as a
beneficiary. Insurance companies won't pay a minor. Instead, consider leaving the
mohey to your estate or trust.

Evaluate the Future of Your Policy

Does your policy have a cash value? In some cash value policies, the values are low
in the early years but build later on. In other policies the values build up gradually
over the years. Most term policies have no cash value. Ask your insurance agent,
financial advisor, or an insurance company representative for an illustration showing
future values and benefits.
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After You Buy Life Insurance

Read Your Policy Carefully
After you carefully read your policy, you should be able to answer the following
important questions:

- Is your personal information correct?

- Do premiums or policy values vary from year to year?

- What part of the premium or policy value isn’t guaranteed?

- How will the timing of money paid and received affect any interest the policy
might earn?

Your insurance agent, financial advisor, or an insurance company representative can
help you understand anything that isn't clear.

If you're not satisfied with your new policy, you can return it for a full refund within
a certain period, usually 10 days after you receive it. The review period usually is
stated on the first page of the policy.

Review Your Life Insurance Program Every Few Years

Review your policy with your insurance agent, financial advisor, or an insurance
company representative every few years to keep up with changes in your policy and
your heeds.

- Have the premiums or benefits changed since your policy was issued?

- Do the death benefits still meet your needs?

- Do you need more or less coverage after life events, such as birth, adoption,
marriage, job change, death, or divorce?

The insurance company can provide policy statements and illustrations to help with
this review. As the policy owner, you can change beneficiaries at no cost. Be sure
to review your beneficiaries every few years, especially after major life events that
affect your life insurance needs.
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Protective foh'o)

Life Insurance Company
AMENDMENT TO APPLICATION WITH HEALTH STATEMENT
NAME OF INSURED CARLOS BLANCO SANCHEZ POLICY B0O1130915

The application to PROTECTIVE LIFE INSURANCE COMPANY for the policy named above is hereby
amended by the undersigned to conform in every respect to any and all changes indicated below:

Amount of Insurance: | Plan of Insurance: Premium Payable:
$30,000,000 TERM LIFE INSURANCE $33,071.60 ANNUAL

Other Changes:

Part || Question (#1b) shall be answered: Saw Dr. |braheim
for lab work on 4/25/2024. Only lab work was done, no
physical exam or other testing performed.

Part || Question (#4b) shall be answered: Saw Dr. lbraheim
in 2023 for general wellness. Took supplements to build
muscle but discontinued use of the supplements in 2023.

Application Section #(I1V), Question #(1). The total amount
of insurance currently in force and applied for with all

companies including any coverage being replaced or whether
owned by the proposed insured(s), another person or entity

is $61,535,024,

Policy issued with Non-tobacco rates.

HEALTH STATEMENT: | represent that 1 have not consulted any physician or other practitioner since the
date of my medical examination (or date | signed the last application with Protective Life Insurance
Company, if no medical examination was required). It is further agreed that, except as stated above, all
insured persons are in the same health as that stated in the last application, or medical examination with
Protective Life Insurance Company.

It is agreed by the undersigned that the changes shown above shall be an amendment to and form
a part of the application and the policy, and that the changes shall be binding on any person who
shall have or claim any interest in the policy. A copy of this form shall be as valid as the
original.

Any person knowingly and with intent to injure, defraud, or deceive any Insurer files a statement of claim
or an application containing any false, or misleading information is guilty of a felony of the third degree.

FILE COPY FOR FOLLOW-UP PURPOSES
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