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Physicians Mutual Insurance Company®

Physicians Life Insurance Company®

Contracting Checklist

Sales Agreement: CCxxx (be sure to sign the last page)

Contracting Transmittal Form (ASF132)

Compensation Schedule (be sure to sign the last page of each compensation schedule)

______    Annuity: CCxxxCS-Ann
______    LTC: CCxxxCS-LTC (be sure to sign the last page of compensation schedule even though page says WI)
______    Life: CCxxxCS-Life

Appointment Application: ASF107

W9

Direct Deposit Authorization Form: ASF131 (we will make deposits only, no authorization to withdraw)

Voided Check for Direct Deposit

Copy of licenses (for each state requesting appointment)

LTC CE requirements*

HIPPA Disclosure: AL107

Kansas and Kentucky require E & O insurance (please send copy of insurance)

*For Long Term Care, credits are required in the states of CA*, IL, IN, MD and WA.  Submit your
certificate with your contracting.

• California
Requires certificate every two years.  Please submit a copy of the certificate.

• Florida (Non-resident)
For license, please specify county.

• Georgia (Resident and Non-resident)
To be appointed we will need your original signature on appointment form.

• Maryland
Send in copy of Education Credits for LTC with contracting

• West Virginia (Non-resident)
Licenses require your original signature on the appointment form.
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Physicians Mutual Insurance Co.

Physicians Life Insurance Co.
Agent Sales Agreement

This Agreement made on ____________________________ between Physicians Mutual Insurance Company and/or Physicians Life Insurance
Company (collectively the "Company") and _______________________ (the "Agent" [herein AGENT]) shall be as follows:

APPOINTMENT

You are hereby appointed as an AGENT of Physicians Mutual Insurance Company and/or Physicians Life Insurance Company, subject to the
terms and conditions of this Agreement.

You understand and agree that your relationship with the Company is that of an independent contractor.

RESPONSIBILITIES

You agree to:

(a) Treat all monies received or collected by you for the Company as property held in trust, remit such monies at once to the Company with a
full and detailed statement, and not commingle or divert monies in any manner.

(b) Procure applications for those policies listed in the attached compensation schedules (the “Policy” or collectively, the “Policies”), providing
necessary service to Agents and Policyholders.  It is understood that the Company has the right to reject, in it's sole and absolute discretion,
applications for Policies obtained by the AGENT.

(c) Be governed strictly by all rules, regulations and instructions contained in the Company sales materials and manuals, together with all other
regulations instituted from time to time, and observe and comply with the insurance laws and regulations of the state(s) in which you operate.

(d) Hold all sales materials and supplies furnished you by the Company as property of the Company, and treat all books of account, card
records, documents, vouchers, and papers connected with the business written in this Company as property of the Company and at any and
all times subject to examination by the Company.

(e) Hold information regarding the Company's Policyholders, including, but not limited to, names of Policyholders, other information concerning
Policyholders or their policies, current status report forms, and lists showing Policyholders, whether such materials were in existence before
your appointment, or are created during your term as AGENT, as confidential material and trade secrets of the Company, holding such
information in trust for the Company.  You further agree that when you are acting on behalf of the Company and you learn financial
information about a person, you can disclose that information to the Company or Physicians Mutual Services Corporation (the “Affiliates”).
You further agree you cannot disclose the financial information to a non-Affiliate unless you first comply with the requirements of the Gramm,
Leach, Bliley Act as implemented by the NAIC Model Privacy of Consumer Financial and Health Information Regulation and applicable state
privacy laws and regulations.  You further agree that when you are acting on behalf of the Company and learn health information about a
person, you cannot disclose that health information to an Affiliate or non-Affiliate unless you first comply with the applicable requirements of
the NAIC Model Privacy of Consumer Financial Health Information Regulation and the Standards for Privacy or Individually Identifiable Health
Information under the Health Insurance Portability and Accountability Act of 1996 and the applicable implementing regulations and applicable
state privacy laws and regulations.  You shall return any such information upon request by the Company and, in all events, you shall return all
such information to the Company immediately upon termination of this Agreement, and shall retain no copies thereof.

LIMITATION OF AUTHORITY

You have no authority and agree not to:

(a) Bind the Company by any promise or agreement or incur any debt, expense, or liability whatever in its name or account, contract for or
publish any advertising matter or other statement, in the name of, or for, the Company except by and pursuant to specific written authority of
the Company.

(b) Pay or allow or offer to pay or allow, as an inducement to any person to insure, any rebate of premium or consideration or any inducement
not specified in the Policies.

(c) Waive, change, or alter any provisions or conditions in any policy or application.

COMPENSATION

You agree that:

(a) Subject to the terms and conditions set forth, commissions will be payable to you in accordance with the Policies Compensation Schedule in
effect on the effective date of the policies to which they relate.

(b) The Company reserves the right to discontinue or withdraw any forms and to fix commissions on Policy forms not included in the Policies
Compensation Schedule which is now or may hereafter be issued by the Company.

(c) Upon written notice, the Company may change its Policies Compensation Schedule insofar as it relates to the Policies written after such
notice is received by you.

(d) The amount and time of payment of commissions on replacements, changes, transfers, exchanges, renewals and other special cases shall
be governed by the Company rules and regulations.

(e) If the Company, for any reason, refunds any premium or part of a premium on any policy, any commission paid to you on the amount
refunded shall be repaid to the Company.

(f) You will accept the Company's account with you as conclusive evidence of the state of the account unless objection in writing is received by
the Company at its home office within 20 days of the Company's mailing of the account to you.  A copy of the said account will be furnished to
you once each month.

COMMUNICATION
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Executed facsimile or electronic mail transmissions of this Agreement, or of any document executed and delivered in connection herewith, shall
be deemed originals and shall be fully enforceable.  If facsimile or electronic mail transmissions are exchanged, the parties, shall, if requested by
either party, execute and exchange by overnight courier, for retention by the parties, of the originals of any document originally by facsimile or
electronic mail within five (5) business days of their exchange of facsimiles or electronic mail.  However, the failure of a party to exchange such
other originals shall not affect the validity of such facsimile or electronic mail transmission.

APPOINTMENT OF AGENTS

You are authorized to recommend to the Company, the appointment of agents.  No agent shall have any authority to represent the Company
unless they are appointed by and have a contract with the Company. The contract of such agents may be initiated, cancelled, revised or
amended by the Company only.  You shall be fully responsible to the Company for the debit balance of all agents in your hierarchy, including the
payment of any amounts owed to the Company and the return of any Policy applications, sales materials or supplies of the Company and any
other Company documents or information entrusted to them.

On business written by an agent while in your hierarchy, you will be paid the difference, if any, between the commissions stated in the Policy
Compensation Schedule attached to this agreement and those specified in the contract between the Company and the applicable agent or
agents in your hierarchy.

GENERAL PROVISION

Indebtedness:

(a) The Company may offset against any compensation due you under the Agreement, or due you by separate agreement from any Affiliate,
any amounts now due or subsequently due from you to the Company, or any Affiliate.  Any and all amounts due from you shall be a first lien
against the compensation due you under this Agreement, prior to any assignment or other agreement you might enter.

(b) You shall repay any amounts advanced to you.  The Company shall not be limited to its right of offset but may at any time demand
immediate repayment.

Assignment:

You may not assign this Agreement or the compensation accruing under it, or any interest therein, except with the prior written consent of the
Company.

Indemnification:

The AGENT will indemnify and hold harmless for all expenses, loss or damage suffered by the Company because of a violation of, or refusal or
failure to comply with the terms of this Agreement or with any federal or state laws, rules or regulations, or resulting from unauthorized acts or
transactions, errors or omissions by the AGENT or the AGENT’s employees except to the extent that the Company caused, contributed to or
compounded such violation, refusal, failure, or other such transactions, acts, errors or omissions or in the event that the Company is determined
to be obligated to withhold or pay any income or employment taxes with respect to services rendered by the AGENT under this Agreement.  Act
or transaction includes, but is not limited to fraud, misrepresentations, deceptive practices or negligence by the AGENT or the AGENT’s
employees in the sale, submission, delivery or service of the Company’s Policies.  The Company may negotiate, settle and pay any such claim
against the Company.  

The Company will indemnify and hold AGENT harmless for all expenses, loss or damage suffered by the AGENT caused by the Company’s
errors in preparing, processing, or billing of any policy, except to the extent that the AGENT caused, contributed to or compounded such errors.
However, the Company will not be liable to the AGENT for any legal or other expenses the AGENT chooses to incur, solely on its own, in
connection with any such error.

TERMINATION

You agree that this Agreement, together with any and all riders and supplements thereto, may be terminated:

(a) Without cause by the Company or the AGENT at will upon thirty (30) days prior written notice to the other.

(b) Immediately "for cause" which shall include but not be limited to any of the following:

1. Failure to deliver, when due or upon demand, any premiums, monies, records, files, or other property belonging to the
Company.

2. Failure to return money to any person where application for the Policy has been rejected by the Company.

3. Failure to comply with any term or provision of this contract.

4. Conducting Policy business in a manner that discredits the Company.

5. Violation of any insurance law or regulation.

6. Dishonesty or fraud.

7. Inducing any Agent of the Company to terminate his or her relationship.

8. Inducing any Policyholder to terminate his or her Policies.

(c) Upon your death or dissolution.

PAYMENTS AFTER TERMINATION

You agree that:

(a) All rights to commissions or other compensation under the Agreement shall be forfeited should you directly or indirectly cause a
policyholder to terminate his or her Policy with the Company.

(b) If this Agreement is terminated for reasons other than “for cause” or dissolution, and if you have done nothing subsequent to termination
to cause your commissions to be forfeited, the Company will continue to pay you or your legal representative the first year and renewal
Policy commissions to which you would have been entitled had this Agreement remained in effect.
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(c) If this Agreement is terminated "for Cause" it may, at the option of the Company, result in the loss of all commissions or other
compensation otherwise due under this Agreement.

WAIVER/MODIFICATION/ENTIRE AGREEMENT

(a) Waivers.
Failure of the Company to insist upon strict compliance with any of the conditions of this agreement or the rules of the Company shall
not be construed as a waiver of any of the conditions or rules, but they shall continue to be in force and effect.

(b) Modification.
This Agreement shall not be modified except by agreement in writing, executed on behalf of the Company by a duly authorized officer of
the Company.

(c) Entire Agreement.
This Agreement supersedes all previous contracts, agreements, or oral understandings for the sale of Policies heretofore existing
between you and the Company, but shall not affect any obligations of either party under any former agreement.  This contract
constitutes the entire agreement of the parties hereto.  The following schedules and addendum which are attached to this Agreement
are herein incorporated and made a part of this AGENT Agreement:  .

____________________________________________

____________________________________________ 

____________________________________________ 

____________________________________________ 

Accepted:

AGENT Name (Print) ___________________________________________________________________________________

Principal (Print)________________________________________________________________________________________
   AGENT

Signature __________________________________________  Title ____________________________________________
                              AGENT

Physicians Mutual Insurance Company

By ___________________________________________________
    Physicians Mutual Insurance Company

Physicians Life Insurance Company
By ___________________________________________________

    Physicians Life Insurance Company
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Physicians Life Insurance Co.
Annuity Compensation Schedule

This is an addendum to the Agent Sales Agreement between _______________________________, the Agent and Physicians Life Insurance, the
Company, dated ______________________ and is attached to and forms a part of said agreement.  As such this addendum is subject to all the terms and
conditions of said agreement.  This addendum shall be effective as of                         .

COMMISSIONS

ANNUITY FORM SINGLE PREMIUM FIRST YEAR ISSUE AGES

Form AP100 & AP114 – Vista 7 $10,000 and over           4.00% 0 - 80
   $2,000 to $9,999          2.00%

Form AP110 & AP116 – 3 year $2,000 and over 1.50% 0 - 75
0.75% 76 – 85*

Form AP110&AP116 – 4 year $2,000 and over 2.00% 0 – 75
 1.00% 76 – 85*

Form AP110&AP116 – 5 year $2,000 and over 3.50% 0 – 75
1.75% 76 – 85*

Form AP110&AP116 – 6 year $2,000 and over 4.50% 0 – 75
2.25% 76 – 85*

Form AP110&AP116 – 7 year $2,000 and over 4.00% 0 – 75
2.00% 76 – 85*

Form AP110&AP116 – 8 year $2,000 and over 2.00% 0 – 75
1.00% 76 – 85*

Form AP110&AP116 – 9 year 2,000 and over 4.00% 0 - 75
2.00% 76 – 85*

Form AP110&AP116 – 10 year $2,000 and over 4.00% 0 - 75
2.00% 76 – 85*

Form AP111- SPIA $5,000 and over 3.00% 0 - 100

Form AP112 - 7 year $2,500 and over    Initial        4.00% 0 - 80
                  1st yr 2.50%

               2nd yr 0.50%
               3rd yr + 0%

Form AP112 – 10 year $2,500 and over   Initital  7.00% 0 – 75
              1st yr 7.00%
              2nd yr 7.00%
              3rd yr 4.50%
              4th yr 1.25%
              5th yr + 0%

Form AP112 - 15 year $2,500 and over  Initital 9.00% 0 – 70
           1st yr – 4th  yr 9.00%
           5th yr 8.00%
           6th yr 4.75%
           7th yr             2.25%
           8th yr + 0% 

On all annuities annuitized within the first policy year, there will be a chargeback of 100% of the commissions paid.

*Only available on non qualified funds.  A chargeback for death in the first year will be added of 100% of the commissions paid.

Form AP100, AP110, AP111, AP112, AP114, AP116
The chargeback for policy surrenders during the first twelve months of a policy shall be 100% of the commissions paid.

I have received, read, understand and agree to the above Addendum.
_______________________________ Agency (Print) ______________________________________________________________

Date
Name (Print) ________________________________________________________________

                                                                                                                             Agent

Signature _______________________________________________ Title _________________________________________________
Agent
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Physicians Life/Mutual Insurance Companies®

P.O. Box 2316  •  Omaha, NE  68172-4081
APPOINTMENT APPLICATION

INSTRUCTIONS

*
Applications for license will not be accepted without this form completed in full.  Please print or type.

*
Please complete the appropriate information listed below.  Compensation cannot be credited
until licensing is completed.

Commission checks should be made payable to:   Individual   Company
AGENT INFORMATION
FULL NAME (LAST, FIRST, MIDDLE)

          
COMPANY NAME (IF APPLICABLE)

          
HOME ADDRESS

          
STREET

          
CITY

          
COUNTY

          
STATE

          ZIP CODE

          
BUSINESS ADDRESS

          
STREET

          
CITY

          
COUNTY

          
STATE

          ZIP CODE

          
HOME PHONE NUMBER

(          )           
BUSINESS PHONE NUMBER

(          )           
BUSINESS FAX NUMBER

(          )           
DATE OF BIRTH (MONTH, DAY, YEAR)

          
SOCIAL SECURITY NUMBER

          
FEDERAL I.D. NUMBER

          
E-MAIL ADDRESS

          
BACKGROUND INFORMATION

States to be appointed in:           (Include copies of state license(s).
Products to be appointed for:           .
What products do you currently represent?     Life      Annuity      LTC      Med Supp     Health Ins
Please answer yes or no to the following questions.  If yes, attach explanation to this sheet when submitting:

1 Have you ever been contracted with PLIC/PMIC?   Yes   No
2. Within the past 10 years, has any life insurance company cancelled a contract   Yes   No

or appointment for any reason other than production?
3. Other than minor traffic violations, have you ever been arrested or convicted?   Yes   No
4. Has you insurance license been suspended or revoked?   Yes   No
5. Has a complaint been filed against you with any insurance department of any   Yes   No

state, the SEC or NASD?
6. Have you ever been declared bankrupt?   Yes   No
7. Do you owe any money to an insurance company or to a government body   Yes   No

(e.g., IRS)?
8. Are you involved in any pending or current litigation?   Yes   No
9. Are there any outstanding judgements or liens against you?   Yes   No

This is to inform you that in processing your application to become a PLIC/PMIC agent, PLIC/PMIC may request an investigation that will
collect information through personal interviews with your neighbors, friends, or others with whom you are associated or acquainted.  The
information collected may include information as to your character, general reputation, personal characteristics, and mode of living.  You have
the right to make a written request within a reasonable period of time to receive additional, detailed information about the nature and scope
of this investigation.
By requesting appointment with Physicians Life/Physicians Mutual Insurance Companies, you agree to allow PLIC and PMIC to contact you
for product, company and rate information via phone, fax, e-mail, direct mail and other forms of communication.

NOTICE TO PROPOSED AGENT OF INVESTIGATIVE REPORT UNDER FAIR CREDIT ACT
Investigative Consumer Report Authorization

I authorize any person, including consumer reporting agencies, former employers, partners, associates, schools, neighbors, and friends, to
disclose to PLIC/PMIC or its authorized representatives any information or records relating to me, including information about my business
activities, employment (including reasons for terminating employment), creditworthiness, abilities, character, general reputation, personal
characteristics, or mode of living.  Also, I release any person from any liability for any disclosure to PLIC/PMIC or its authorized
representatives of information or records relating to me.
I certify that all the information given in this application is true and complete.  I understand that if I fail to provide true and complete
information, whether in this application or otherwise, PLIC/PMIC may not appoint me as a PLIC/PMIC agent or it may terminate me as a
PLIC/PMIC agent.
I understand I am not to solicit business on behalf of PLIC/PMIC until all required licenses have been obtained and all required contracts have
been executed.  I understand that PLIC/PMIC will contact me when I am authorized to solicit business.  Compensation cannot be credited until
licensing is completed.
By executing this agreement, I consent to the Company making the investigations noted above and certify that the answers to this
questionnaire are correct as stated.
SIGNATURE OF AGENT

          
DATE

          
B.G.A./A.G.A. NAME

          
B.G.A./A.G.A. NUMBER

          



ASF133 Cat. No. 10231X Form W-9 (Rev. 11-99)

Form  W-9 Request for Taxpayer
(Rev. November 1999) Identification Number and Certification

Give form to the
requestor. Do NOT
send to the IRS.

Department of the Treasury
Internal Revenue Service

Name (If a joint account or you changed your name, see Specific Instructions on page 2.)
          
Business name, if different from above.  (See Specific Instructions on page 2.)
          

Check appropriate box:         Individual/Sole proprietor       Corporation       Partnership       Other 8
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

Address (number, street, and apt. or suite no.)
          

Pl
ea

se
 p

rin
t o

r t
yp

e

City, state, and ZIP code
          

Requester's name and address (optional)
          

Taxpayer Identification Number (TIN)
Enter your TIN in the appropriate box.  For
individuals, this is your social security number Social security number

List account number(s) here (optional)
          

(SSN).  However, if you are a resident alien OR a
Sole proprietor, see the instructions on page 2.
For other entities, it is your employer
identification number (EIN).  If you do not have a
number, see How to get a TIN on page 2. OR

Employer identification number

For Payees Exempt From Backup
Withholding (See the instructions
on page 2.)Note: If the account is in more than one name,

see the chart on page 2 for guidelines on whose
number to enter. 8

Certification
Under penalties of perjury, I certify that:
1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and
2. I am not subject to backup withholding because:  (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal

Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding.

Certification instructions.  You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return.  For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN.  (See the instructions on page 2.)
Sign
Here Signature  4 Date  4



Direct Deposit of Commissions (ACH Credits)

Authorization Form

By completing and signing this authorization form, I am giving Physicians Life Insurance
Company the authority to deposit my commission checks directly into my checking account or
savings account.

Full Name (as it appears on the account)           

Account Number           

Name of Bank           

ABA # of Bank           

Signature of Account Holder           

Date           

Select one     Checking Account     Savings Account

Staple a voided check here for checking accounts, or

Staple a saving deposit slip here for savings accounts

Jane Doe 0611
1000 Main St. Date           
Anywhere, U.S.A.  10001

Pay to the
Order of           $           

          Dollars

Memo                     

':256006419': 03020032178 0611

Transit No. Account No. Check No.

ASF131



ADDENDUM TO AGREEMENT

BETWEEN

PHYSICIANS MUTUAL INSURANCE COMPANY
AND

PHYSICIANS LIFE INSURANCE COMPANY

AND

__________________________

This addendum (“Addendum”) is made and entered into between PHYSICIANS MUTUAL
INSURANCE COMPANY (“PMIC”) AND PHYSICIANS LIFE INSURANCE COMPANY (“PLIC”)
(hereinafter collectively referred to as “Company” ) and _________________ (hereinafter referred to as
“Business Associate”) on this ______ day of _____________, 2003.

RECITALS

1. The Company and Business Associate have previously entered into a contractual agreement (the
“Agreement”) for the provision of certain services.  Terms not otherwise defined in this Addendum shall
have the meanings ascribed to them in the Agreement.

2. The Company and Business Associate are required by law to revise the Agreement taking into account
certain changes in laws as a result of the Standards for Privacy of Individually Identifiable Health
Information, 45 CFR Part 160 and Part 164, Subparts A and E (the “Privacy Regulation”) under the
Health Insurance Portability and Accountability Act of 1996 (“HIPAA”).  This Addendum also
incorporates applicable Gramm, Leach, Bliley Act (PL 102-106) (“GLBA”) requirements.  The Company
and Business Associate have agreed to such changes, all in accordance with the term and conditions
hereinafter set forth.

NOW, THEREFORE, in consideration of the mutual covenants herein contained in this Addendum, it is
hereby agreed as follows:

AGREEMENT

1. Addendum.  The following language is hereby added to the Agreement as an Addendum:

PRIVACY

A. Definitions.  For purposes of this Agreement, the following terms shall have the following
definitions:

1. Health Information.  “Health Information” means information, regardless of medium,
that:

(a) is created or received by the Company with respect to Covered Lines of Business, and
(b) relates to the past, present or future physical or mental health or condition of an

Individual, or
(c) relates to the past, present or future payment for the provision of health care to an

Individual.
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Health Information shall also include any information which may be defined as such in
the Privacy Regulation, as may be periodically revised by the U.S. Department of Health
and Human Services (“HHS”), the U.S. Congress or federal agency.

2. Protected Health Information.  “Protected Health Information” (“PHI”) means, with
respect to HIPAA, Health Information, including demographic information (i.e. age and
gender), collected from an Individual, that identifies the Individual or could reasonably be
believed to identify the Individual.

Protected Health Information for purposes of GLBA would be the same as above except
with respect to age and gender. Under GLBA, age and gender are not Health Information.

3. Individual.  “Individual” shall have the same meaning as the term “individual” in Section
164.501 of the Privacy Regulation and shall generally mean the person who is the subject
of PHI and shall include a person who qualifies as a personal representative in accordance
with Section 164.502(g) of the Privacy Regulation.

4. Company.  “Company” shall mean Physicians Mutual Insurance Company and/or
Physicians Life Insurance Company and include all affiliated covered entities
designated in the notice filed pursuant to Section 164.504(d) of the Privacy Regulation.

5. Business Associate.  “Business Associate” shall mean BGA.

6. Customer Information.  “Customer Information” means all information about an
Individual except PHI.

7. Covered Lines of Business and Non-Covered Lines of Business.  “Covered Lines of
Business” for each of PMIC and PLIC shall refer to those products listed below:

PMIC Covered Lines PLIC Covered Lines
Medicare Supplement Medicare Supplement
Long Term Care
Short term Nursing Home
Specified Disease
Hospital, Medical and/or Surgical Indemnity
Hospital, Medical, Surgical Expense Incurred
Dental

For purposes of this Agreement, “Non-covered Lines of Business” for each of PMIC
and PLIC shall refer to those products listed below:

PMIC Non-Covered Lines PLIC Non-Covered Lines
Disability Income Life Insurance
Accident Only Annuities

(Note:  Some lines are not available for solicitation at the time of this Addendum.)

8. Health Related Products.  “Health related products" shall mean the same as "Covered
Lines of Business."
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9. Marketing.  “Marketing” means a communication about a product or service that
encourages recipients of the communication to purchase or use the product or service.
However, Marketing does not include a communication that is made by the Company to
describe health related products or services that are provided by or included in a plan of
benefits, including communications about:

(a) the Company's participation in a health plan network;
(b) replacement of, or enhancements to, a health plan; and
(c) health related products or services available only to a health plan enrollee that add value

to, but are not part of, a plan of benefits.

B. Permitted Uses and Disclosures of PHI.

1. Services.  Pursuant to this Agreement, Business Associate provides services for the
Company that involves the use and disclosure of PHI.  Business Associate shall use and
disclose PHI only for the purposes permitted under this Agreement. Business Associate
may disclose PHI for the purposes authorized by this Agreement only to its employees,
subcontractors and agents who are in compliance with Section C(5) below unless
otherwise required by law.

2. Business Activities of the Business Associate.  Unless otherwise limited herein, the
Business Associate may use and disclose PHI in its possession for its proper management
and administration and to fulfill any present or future legal responsibilities of the Business
Associate provided such uses are permitted under state and federal confidentiality laws,
but only if:  (i) such disclosure is required by law; or (ii) Business Associate obtains
reasonable assurances from the person to whom the PHI is disclosed that it will be held
confidentially and used or further disclosed only as required by law or for the purpose for
which it was disclosed to such persons, and such person notifies Business Associate of
any instances of which it is aware in which the confidentiality of the PHI has been
breached.

C. Responsibilities of Business Associate. With regard to the use and disclosure of PHI and
Customer Information, the Business Associate hereby agrees that:

1. Business Associate may not use or disclose PHI in any manner that would constitute a
violation of the Privacy Regulation if used or disclosed by Company;

2. Business Associate agrees not to use or further disclose PHI or Customer Information
other than as authorized by this Agreement or as required by law;

3. Business Associate shall use appropriate safeguards to prevent uses or disclosures of PHI
or Customer Information other than as provided for by this Agreement;

4. If Business Associate becomes aware of any use or disclosure of PHI not provided for by
this Agreement or required by law, it shall report such use or disclosure to Company
within three (3) business days of gaining such knowledge;

5. Business Associate shall require that its agents, including subcontractors, to whom it
provides PHI under this Agreement, agree to the same restrictions and conditions that
apply to Business Associates with respect to such information;
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6. Within five (5) business days of a request by Company, Business Associate agrees to
comply with Company’s request to accommodate an Individual’s access to his/her PHI.
In the event an Individual contacts Business Associate directly about access to PHI,
Business Associate will not provide access to the Individual but shall forward such request
to Company within two (2) business days of such contact.

7. Within five (5) business days of a request by Company, Business Associate agrees to
comply with Company’s request to make amendments to PHI.  Business Associate shall
promptly incorporate any such amendments into the PHI it holds pursuant to this
Agreement.  In the event an Individual contacts Business Associate directly about making
amendments to PHI, Business Associate will not make any amendments to the
Individual’s PHI but shall forward such request to Company within two (2) business days
of such contact.

8. Business Associate shall keep a record of all disclosures of PHI, except as otherwise
provided in Section 164.528(a)(1)(i)-(ix) of the Privacy Regulation (a copy of which is
attached as Schedule 1), as may be periodically revised or amended.

Business Associate agrees to make information regarding such disclosures of PHI
available to Company within five (5) business days of a request by Company.  Business
Associate shall provide, at a minimum, the following information:  (i) the date of
disclosure; (ii) the name of the entity or person who receives the PHI, and the address of
such entity or person, if known; (iii) a brief description of the PHI disclosed; (iv) a brief
statement regarding the purpose and explanation of the basis of such disclosure; and (v)
the names of all Individuals whose PHI was disclosed.

9. Business Associate agrees to comply with any other restrictions on the use or disclosure of
PHI that Company may from time to time request.

10. Business Associate shall make its internal practices, books and records relating to uses
and disclosures of PHI available to Company, or to the Secretary of the U.S. Department
of Health and Human Services or its designee, to the extent necessary for purposes of
determining Company and Business Associate compliance with the Privacy Regulation.

D. General Rules.  Business Associate further agrees that any and all information regarding an
Individual that is given by the Individual to the Company on an application for coverage or in a claim
as well as any and all additional information regarding the Individual that is disclosed by the
Company to Business Associate or its agents (including but not limited to, all PHI and Customer
Information):

1. Shall not be disclosed to any entity or person other than the Company;

2. May not be used by the Business Associate or its agents for Marketing any other entity's
or person's products or services;

3. Any Customer Information or PHI disclosed by the Company to Business Associate may
be used by the Business Associate to provide assistance/customer service (not Marketing)
to the Individual.
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E. Marketing Rules.  Business Associate further agrees that use and disclosure of an Individual's
Customer Information and PHI for Marketing purposes is further limited to the following:

1. Customer Information

Customer Information (but not Health Information) relating to PMIC customers may be
used for marketing PLIC products.  Customer Information (but not Health Information)
relating to PLIC customers may be used for marketing PMIC products.  For Covered
Lines of Business, age and gender are considered Health Information.  For Non-covered
Lines of Business, age and gender are considered Customer Information.

2. Health Information

A PMIC or PLIC customer owning a Covered Line of Business:

• If Marketing takes place in person, face to face, the customer's PHI may be used to market
any PMIC/PLIC product.

• If Marketing takes place by phone, in writing, by E Mail (or any method other than in
person, face to face), the PHI of a customer owning a Covered Line of Business product
cannot be used to market a Non-covered Line of Business product.

A PMIC customer owning a Non-covered Line of Business:

• That customer's PHI cannot be used to market a PLIC product.

A PLIC customer owning a Non-covered Line of Business:

• That customer's PHI cannot be used to market a PMIC product.

Any PHI of an Individual whose application for a Covered Line of Business is rejected
can be used or disclosed only:

• as required by law; or
• to the Individual (and only with the approval of the Company’s Home Office); or
• pursuant to the Individual's written authorization.

F. Term and Termination.

1. Termination.  Notwithstanding any other provision of this Agreement, Company may
immediately terminate this Agreement if Business Associate has materially violated its
responsibilities regarding PHI under this Agreement.  Company may, at its sole option,
before exercising its right to terminate, allow Business Associate an opportunity to
provide satisfactory assurances to Company within five (5) business days of notice of such
material violation that the violation has been cured and steps taken to prevent its and any
other recurrence.

2. Change of Law.  Either party may, upon notice to the other, immediately terminate this
Agreement upon the enactment of legislation, regulations or other relevant authority or the
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issuance of a case or ruling interpreting the same, which necessitates the discontinuance of
the business relationship between the parties.

3. Treatment of PHI and Customer Information Following Termination.  Upon the
termination of this Agreement, Business Associate shall return or destroy all PHI and
Customer Information and will retain no copies of such information.  Prior to doing so, the
Business Associate further agrees to recover any PHI and Customer Information in
possession of its subcontractors or agents.  If the return of PHI and Customer Information
or destruction of PHI and Customer Information is not feasible as determined by
Company, Business Associate agrees that the provisions of this Agreement shall be
extended beyond termination to the PHI, and Business Associate shall limit all further
uses and disclosures solely to those purposes that make the return or destruction of the
PHI and Customer Information infeasible.

G. Representation and Warranty of Business Associate.  Business Associate represents and warrants
to Company that:

1. all of its employees, agents, representatives and members of its workforce, whose services
may be used to fulfill obligations under this Agreement, are or shall be appropriately
informed of the terms of this Agreement and are under legal obligation to Business
Associate, by contract or otherwise, sufficient to enable Business Associate to fully
comply with all provisions of this Agreement; and

2. it is responsible for compliance with, and its performance of its responsibilities shall at all
times comply with, all relevant federal, state and local laws and regulations relating to the
performance of its responsibilities under this Agreement including where applicable, but
not limited to, all relevant federal or state statutes or regulations intended to comply with
the requirements of Title V of GLBA and HIPAA and the Privacy Regulation.

H. Indemnification. Business Associate agrees to indemnify, defend and hold Company and its officers,
directors, and employees harmless from any alleged claim, cause of action, liability, damage, penalty,
cost or expense, including attorneys’ fees, against Company or its officers, directors or employees
arising from or in connection with any alleged or actual uses and/or disclosures of PHI or Customer
Information in violation of the Privacy Regulation or GLBA by Business Associate or its agents or
subcontractors.

Company agrees to indemnify, defend and hold Business Associate and its officers, directors, and
employees harmless from any alleged claim, cause of action, liability, damage, penalty, cost or
expense, including attorneys’ fees,  against Business Associate or its officers, directors or employees
arising from or in connection with any alleged or actual uses and/or disclosures of PHI or Customer
Information in violation of the Privacy Regulation or GLBA by Company.

I. Survival. The responsibilities of Business Associate under this Agreement with respect to GLBA, the
Privacy Regulation and HIPAA compliance shall survive termination of the Agreement.

J. Third Parties.  Except as expressly provided in the Privacy Regulation or this Agreement, this
Agreement does not create any rights in third parties.

K. Inconsistency.  If, and to the extent, that any provision of this Addendum is inconsistent with the
Agreement, this Addendum shall control.  In the event of an inconsistency between the provisions of
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this Agreement and the mandatory terms of the Privacy Regulation, as may be expressly amended
from time to time by the HHS, the U.S. Congress, or as a result of interpretations by HHS, a court, or
another regulatory agency with authority over the parties hereto, the interpretation of HHS, such
court or regulatory agency shall prevail.  Any ambiguities in this Agreement shall be resolved in a
manner which permits the Company to comply with the Privacy Regulation.  Where provisions of
this Agreement are different from those mandated by the Privacy Regulation, but are nonetheless
permitted by the Privacy Regulation, the provisions of this Agreement shall control.

2. Ratification.  Subject to the alterations and amendments herein contained, Business Associate and
Company hereby ratify and confirm the Agreement in all other respects.

3. Reference to and Effect on the Agreement.  Upon the effectiveness of this Addendum, each reference
in the Agreement and in any other documents describing or referencing the Agreement to “this
Agreement,” “hereunder,” “hereof,” “herein,” or words of like import referring to the Agreement, shall
mean and be a reference to the Agreement as amended by this Addendum.

4. Execution of Counterparts.  This Addendum may be executed in one or more counterparts, each of
which when so executed shall be deemed to be an original and all of which taken together shall constitute
one and the same agreement.

IN WITNESS WHEREOF, this Addendum is effective the date first above written.

The Company
PHYSICIANS MUTUAL INSURANCE COMPANY
PHYSICIANS LIFE INSURANCE COMPANY, a
Nebraska corporation

By: _______________________________________
Name: _______________________________________
Title: _______________________________________
Date: ________________________________________

Business Associate
________________________________________,
a ________________________ corporation

By: _______________________________________
Name: _______________________________________
Title: _______________________________________
Date: ________________________________________
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SCHEDULE 1

RIGHT TO AN ACCOUNTING OF DISCLOSURES OF PROTECTED HEALTH INFORMATION
SECTION 164.528(a)

 Standard: right to an accounting of disclosures of protected health information.

1. An individual has a right to receive an accounting of disclosures of protected health information
made by a covered entity in the six years prior to the date on which the accounting is requested,
except for disclosures:

i. To carry out treatment, payment and health care operations as provided in § 164.506;

ii. To individuals of protected health information about them as provided in § 164.502;

iii. Incident to a use or disclosure otherwise permitted or required by this subpart, as provided in
§ 164.502;

iv. Pursuant to an authorization as provided in § 164.508;

v. For the facility’s directory or to persons involved in the individual’s care or other notification
purposes as provided in § 164.510;

vi. For national security or intelligence purposes as provided in § 164.512(k)(2);

vii. To correctional institutions or law enforcement officials as provided in § 164.512(k)(5);

viii. As part of a limited data set in accordance with § 164.514(e); or

ix. That occurred prior to the compliance date for the covered entity.
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CC110CS-Ann_TX-UT Addendum

Physicians Life Insurance Co.
Annuity Compensation Schedule

Addendum for TX and UT EIA Sales Effective 09/30/2004

This is an addendum to the Agent Sales Agreement between _______________________________, the Agent and Physicians Life Insurance, the
Company, dated ______________________ and is attached to and forms a part of said agreement.  As such this addendum is subject to all the terms and
conditions of said agreement.  This addendum shall be effective as of                         .

Form AP112 - 7 year $2,500 and over    Initial         1.00% 0 - 80
                            1st yr 0.75%

               2nd yr 0.25%
               3rd yr + 0%

Form AP112 – 10 year $2,500 and over   Initital  2.75% 0 – 75
              1st yr 2.75%
              2nd yr 2.75%
              3rd yr 1.50%
              4th yr 0.25%
              5th yr + 0%

Form AP112 - 15 year $2,500 and over  Initital 3.75% 0 – 70
           1st yr–4th yr   3.75%
           5th yr 2.75%
           6th yr 1.50%
           7th yr             0.50%
           8th yr + 0%

On all annuities annuitized within the first policy year, there will be a chargeback of 100% of the commissions paid.

Form AP100, AP110, AP111, AP112, AP114, AP116
The chargeback for policy surrenders during the first twelve months of a policy shall be 100% of the commissions paid.

I have received, read, understand and agree to the above Addendum.
_______________________________ Agency (Print) ______________________________________________________________

Date
Name (Print) ________________________________________________________________

                                                                                                                             Agent

Signature _______________________________________________ Title _________________________________________________
Agent




