Cary A. Levinson & Associates,Inc
Life Brokerage Services
1 N. University Drive, Suite

5
Coral Springs, FL 33067
ﬂ North American Company 800-375-2279
for Life and Health Insurance

*02681IMCC*

LIFE IMC CONTRACT TRANSMITTAL

Agent Name: ' Agent Code (if known):

If Business is submitted with or prior to a conlracling application or contract change please indicate below:

[l Pending Business Client Name Policy Number

Please choose the level for the agent and/or agency, contract type, and comrmission level:

Contract Type: [ License Only Producer ] Producer (I Distributor  [] Contract Change
(Agent Signature Required)

Commission Level:  Regional Manager | (ONE LEVEL FOR ALL PRODUCTS)

Required for ALL Contract Types/Commission Levels: Term Permanent

Please indicate the appropriate hierarchy below:

Immediate Upline Name* Code
Upline Name Code
Upline Name Coede
Upline Name Code
Top Level Upline Name* o Code

*Required Field

" All policies will be mailed to agent, if mailing preference is different, please indicate below.

Comments or Special Instructions:

Any pending husiness will be paid accor;ding to the agent cantract (if any} in effect prior to receipt of this Transmittai
Form by North American Company for Life and Health Insurance®.

Certain states require a supervising agent/agency to be licensed to receive override commissions. If a license is not held
in these states when business is written override commissions will not be paid.

The individual or agency recelvmg the compensation from the License Only Producer production must aiways be
licensedfappointed in every State the Producer is licensed/appointed.

Completed contracting should he forwarded to:

North American Company

Attn: Contracting

4350 Westown Parkway + West Des Moines, lowa 50266

Phone: 866-322-7068 » Fax: 866-322-7072 + -Email: nacontracting@sfgmembers.com

Distributor Signature Distributor # Date

Agent Signature Agent Code Date
(if applicable) :

0-2681 IMCC Morth American Company For Life And Health Insurance® » 4350 Westown Parkway, West Des Moines, 1A 50266 REV 7-17
Phone; (866) 322-7068 - Fax: (866) 322-7072 « www.NorthAmericanCompany.com
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Typewritten Text
Cary A. Levinson & Associates,Inc
         Life Brokerage Services
5551 N. University Drive, Suite 201
        Coral Springs, FL 33067 
                   800-375-2279


Cary A. Levinson & Associates,Inc
Life Brokerage Services

. North American Company B o Sorings Pty CONTRACT
m for Life and Health Insurance 800-875-2279 AP P LI CATI O N

COMPLETE ALL QUESTIONS.

FIRST NAME Mi LAST NAME . GENDER DATE OF BIRTH SOCIAL SECURITY NUMBER NATIONAL PRODUCER NUMBER

Om Llf
TYPE OF APPQINTMENT | CONTRACT TYPE TAXPAYER 1D NUMBER CRD HUMBER
(SELECT ONE} Ouie' [3PARTNERSHIFY (0 SOLE PROPRIETORSHIP* :
Diure CIANNUITY | corpoRATION® [INDIVIDUAL

RESIDENCE ADDRESS — STREET, CITY, STATE, ZIP RESIDENCE TELEFHONE
BUSINESS NAME (DBA) BUSINESS TELEPHONE
BUSINESS ADDRESS — STREET, CITY, STATE, ZIP BUSINESS FAX
PREFERRED MAILING CELL FHONE

] RESIDENCE ADDRESS L1 BUSINESS ADDRESS { )

E-MAIL ADDRESS {REQUIRED) . PREFERRED CONTACT

[ RES. PHONE [JBUS. PHONE [JCELL PHONE [JE-MAIL

BROKER/DEALER NAME (IF REGISTERED REP OR AFFILIATED WITH BD)

BROKER/DEALER ADDRESS - CITY, STATE BROKER/DEALER CRD # (IF KNOWN)

PLEASE RESPCND TO ALL QUESTICNS FOR YOU PERSONALLY AND ANY ORGANIZATION OVER WHICH YOU HAVE EXERCISED CONTROL. IF YOU ANSWER

“YES” TO ANY QUESTIONS, YOU MUST ATTACH AN EXPLANATION WITH ALL RELEVANT INFORMATION AND SUPPCRTING DOCUMENTS.

OYes CINo 1. Have you ever been convicted, pled guilty or nofo contender, or do you have pending charges to a felony or misdemeanaor? If yes, attach copy of court records.

OYes [iNo 2.Have you ever had any requlatory action taken against you, or had your insurance or securities license denied, suspended, terminated or revoked by an
insurance department, FINRA, or any olher regulatory agency?

OYes [INo 3. Have you ever had a complaint filed or do you anticipate a2 complaint befng filed against you by a consumer, an insurance department, FINRA or any other
requlatory agency?

OYes ONo 4. Has your confract or appaintment ever been teminated involuntarity by an insurer or FINRA member firm?

OYes CONo 5. Has any claim ever been made against you, your surety campany, or errors and omissions insurer arising out of insurance and/or securilies sales?

OYes CONo 6. Are you curiently involved or ever been involved in [iigation?

OYes [INo 7. Do you have past due financial obligations, unsatisfied judgments, or liens, including any definquent state or federal tax obligations?

OYes ONo 8. Have you ever filed bankmuptey? .

CYes CINo 9. Does any person or enlity claim any indebtedness from you as a result of any insurance fransaction or business?

COMPLIANGE

OYes CINo  1will conferm to the procedures outlined in the “Compliance Manual® and all company product guides.

CONDITIONS AND AGREEMENTS - By signing Lhis application, | hereby acknowledge | have read a specimen copy of the proposed contract and all applicable supplemenls and addendums therelo to
be entered info between myself and North American Cempany for Life and Healih Insurance® (North-American). | agree to be bound by all of the terms and cenditions of such conirac!, supplements and
addendums, which includes applicable commission schedule(s), and further agres that upon authorization fo selicit business by North American, such contract, supplements and addendums shall be legally
binding on me withoul further action required on my part. Thereafter, such contract, supplements, and addendums shall govem my refalionship with North American, a persenalized copy of which shall
be made availabla to me by North American by eleclronic delivery. | agree not to solict business until | have been nolified by North American that | am authorized ta do so. | represent and warrant that all
informaticn and answers to questions are true and complete. | understand the Fair Credit Reporting act requires North American to notify me that, as a routine part of processing my contract application,
a consumer report may be obiained which may include information bearing on my credit worlhiness, credit standing, credil capacity, character, general reputalien, and personal characleristica-gr mods of
living. | further autherize North American o its affiliates’ lo obtain a censumer reperl and Veclor One report in connection with this contract application. I further aulhorize North American or any 4l ts affifates
or their duly autherized representatives o conlact any organizalion or individual who has knowledge of my employment history, credit history, financial status, or record of any ilegal activity to {a) cblain a
record of such history, stalus, or activities and {b) hereby authorize the release of such information by such organizatien or individual in conneclion with this application and (¢) authorize North American or
any of its affiliates lo release informalion about any debit balance | may incur to Vector One, it's successors, or any organization designated to reptace Vector One. This duthorization shal remain vakd and
in effect during the term of my contract. North American has the: right to oblain subseguent consumer reports andfor investigalive consumer reporls on an as needed basis, Any Markeling materisls which
have not been pravided by North American must be approved by North American prior to their use. | understand [hat any specimen sales brochures and malerial | have received are provided only for my
persanal examination of produc! provisions and rates. A phelocopy of this authorization shall be as valid as Lhe original, regardless of the date it is sighed. ‘Affiliate means any company owned, directly or
indirectly, by Sammons Financial Group, Inc. | will not sell or solicit North American annuity products in NY.

AGENT AUTHORIZATION - 1. The number shown on this form is my cormect taxpayer identification number (or | am waiting for a number to be issued to me}, and,; 2. |
am not subject to hackup withholding because (a) | am exempt frem backup wilkholding, or (b} | have not been notified by the Infernal Revenue Service that | am subject 1o
backup wilhholding as a resutt of a failure to report all inlerest or dividends, or {c) the IRS has notified me that | am no longer subject to backup wilhholding, and; 3. | am a
U.S. citizen or clher U.S. perscn, and; 4. [ am exempt from Foreign Account Tax Compliance Act {FATCA) reporting.

AGENT SIGNATURE OFFICER SIGNATURE* DATE

1 have reviewed the above application and | hereby recommend this agent contract for consideration by North American.

DISTRIBUTOR SIGNATURE N CcoDE DATE

0LL90¢

AR

*If Officer of a Corporation, LL.C, Partnership, or Sole Proprietorship please sign both as Agent and Qfficer.
Completed form should be forwarded to the appropriate Life Division or Annuity Service Center at the address helow.

Morth American Company For Life And Health Insurance® « 4350 Westown Parkweiy « West Des Moines, |A 50266
57887 Phene: (866) 322-7068 - Fax: (866) 322-7072 - www.NorthAmericanCompany.com + hacontracting@sfgmembers.com REV 77
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Cary A. Levinson & Associates,Inc
         Life Brokerage Services
5551 N. University Drive, Suite 201
        Coral Springs, FL 33067 
                   800-375-2279


North Amerlcan Company
for Life and Healih Insurance

CREDIT AUTHORIZATION FOR:
CALIFORNIA, MINNESOTA AND OKLAHOMA RESIDENTS

Thank you for completing an application for appointment with North American.

Under state lm; we must Inform you that we otilize Business Information Group, Inc., a consumer-reporting agency,

to obtain records of employment history, credit history, financial status, or record of any illegal activity on applicants for
appointments with our Company. Your signature on the Contract Application authorizes North American, or its duly
authorized representative, to contact Business Information Geoup, Inc., its successors, or any organization designated to
replace Business Information Group, Inc., in order to obtain a record of employment history, credit history, financial status,
or record of any illegal activity on you; and also authorizes the release of such information by Business Information Group,
Inc., its stccessors, or any organization designated to replace Business Information Group, Inc, in connection with your
application. In addition, your signaturc on the application authorizes North American to relcase information about any debit
balance you may incur to Vector One, its successors, or any organization designated to replace Vector Once,

With yaur signature below, we will obtain an employment-only credit check that does not include a credit score.
An employment credit check will not negatively affect your credit score or status with the credit-reporting agencies.

Also, under state law, you are entitled to a copy of the record North American obtains from Business Information Group,
Ine. Please indicate by checking the appropriate box whether or not you would like a copy of the report.

(I Yes, please send a report to the residence address I indicated on my application.

{d No, I do not wish to have a copy of the report sent to me.
Please send this authorization back along with your completed contract application, including your signature and report
choice above in ordet to complete the pracessing of your application. Your agent contract will remain at a pending status and
a consumer report will not be ordered until this requirement js satisfied. Thank you.

Signature o SSN Date

Completed form should be forwarded to the appropriate Life or Annuity Division at the address below,

NORTH AMERICAN COMPANY FOR LIFE AND HEALTH INSURANCE®
Life Division: .0, Box 5088, Sioux Falls, SD 57117-5088 » Phone: 877-372-0757 » Fax: 877-595-8254
Annuity Service Centen [4O. Box 79905, Dres Moines, lowa 50325-0905 « Phone: 866-322-7068 » Fax; 366-322-7072

34 | ' REV 09-12




- YA North American Company
m for Life and Health Insurance

‘Commission Direct Deposit Authorization Form

It is the policy of North American to deposit your commissions directly to an account of your choosing at a designated
financial insfitution. ‘

1. Mark the appropriate box specifying that your pay will be deposited to either your checking account or savings account.
2. Complete the requested information about you, your financial institution and your account.

3. Submit a voided check for verification of all financial institution information.

DIRECT DEPOSIT AUTHORIZATION - Please fill out and return to the Agency Services Dept.

() Annuity U Life (Please check all that apply)

| authorize you and the financial institution listed below to automatically deposit my net amounts earned and payable

to my:

U Checking Account

U Savings Account - Note: If choosing the Savings Account option, please supply the information on bank letterhead.
Should an incorrect deposit be made, the financial institution is authorized to process debit entries to my account and

return to North American the amount of any such overage. Taxable earnings will be reported on the Tax ID in which they
are earned, regardless of the payeefaccount in which they are paid.

In the event you incur a commissions debt to North American we will not debil your account without prior permission
from you.

This agreement will remain in effect until | have cancelled/changed it in wriling.

Financial Institution's Name : Agenl/Agency Name and Number

Branch Account Number
City Slale Routing Number
Agent/Principal Signalure Date

Mail, fax, or email completed form along with a voided check to the appropriate address below.

VOIDED CHECK REQUIRED

North American Company fer Life and Health Insurance®
4350 Weslown Packway, West Des Meines, lowa 50266
Phone: (366) 322-7068 « Fax: (866} 322-7072 « Email: naconiracting@sfgmembers.com
67722 REV 2-17




ﬂ North Americah Company
for Life and Health Insurance

Credit Authorization ‘For:
California, Minnesota and Oklahoma Residents

Thank you for completing an applicaiion for appointment with North American.

Under state law we must inform you that we utilize Business Information Group, Inc., a consumer-reporting agency,

to obtain records of employment history, credit history, financial status, or record of any illegal activity on applicants
for appointments with our Company. Your signature on the Contract Application authorizes North American, or its duly
authorized representative, to contact Business Information Group, Inc., ifs successors, or any crganization designated
to replace Business Information Group, Inc., in arder to abtain a recerd of employment history, credit history, financial
status, or record of any Hlegal activity on you; and also authorizes the release of such information by Business
Information Group, Inc., its successors, or any organization designated to replace Business Information Group, Inc, in
connection with your application. In addition, your signature on the application authorizes North American to release
information about any debit balance you may incur to Vector One its successors, or any organlzatlon designated to
replace Vector One.

With your signature below, we will obtain an employment-only credit check that does not include a credit score. An
employment credit check will not negatively affect your credit score or status-with the credit-reporting agencies.

Also, under state law, you are entitled to a copy of the record North American obtains from Business Information Group,
Inc. Please indicate by checking the appropriate box whether or not you would like a copy of the report,

O Yes, please send a report to the residence address | indicated on my application.

O No, | do net wish to have a copy of the repart sent to me.

Please send this autharization back along with your completed contract application, including your signature and report
choice above in order o complete the processing of your application. Your agent contract will remain at a pending status
and a consumer report will not be ordered until this requirement is satisfied. Thank you.

Signature SSN Date

Completed form should be forwarded lo the appropriate address below.

NORTH AMERICAN COMPANY FOR LIFE AND HEALTH INSURANCE?
4350 Westown Parkway « West Des Moines, tA 50266 + Phone: (886) 322-7068 + Fax; (866) 322-7072 * nacontracting@sfgmembers.com

90432-A REV 3-14




’  North American Company | i Il , ‘
t for Life and Health Insurance ' IREI AR
Since 1886 ‘ ‘ ,028397-,‘ A

BUSINESS ENTITY CERTIFICATE
This Certificale is delivered to North American Company for Life and Health Insurance® (the “Company”), pursuant to the contract applicalion on
behalf of . [name of entity], a [State of entity’s domicile; insert type
of entily: corporation; limited llability company; partnership; sole proprietorship] to be a Producer or Distributor of the Company (the “Coniract
Applicant™).

The undersigned, on behalf of the Contract Applicant, and not in his or her individral capacity, hereby certifies to the Company as follows:
1. The undersigned is authorized to execute and deliver this Certificate on behalf of the Contract Apphcant

2. The Federal Tax 1.D. of the Contract Applicant s:
3. The officers of the Contract Applicant are (attach addilional pages of necessary) (Required for Corporalions and LLC’s; only requ.'red for other
entity types if applicabla):

Name ‘ Oﬁiée
President

Vice President

Secretary

Treasurer

4. The directors or managers of the Contract Applicant are (atiach addilional pages if necessary) (Required for Corporations and manager-managed
LLC's; only required for ather entity lypes if applicable):

Name Director/Manager

5. The four (4) largest stockholders, members or partners of lhe Contract Applicant are (Required of all entity fypes):

Name : Name

6. As of the date of this Cerlificate, the following persons are those authorized to execute sach document lo which the Coniract Applicant is ar will
be a party and who is authorized to act on behalf of the Contrac!t Applicant, and each such person's true signature is set forth adjacent thereto
{Required for all entity types):

Name . Office ) Signature
IN' WITNESS WHEREOF, the undersigned has executed this Certificate this __ dayof .20
Signed:
Printed Name:
Tille: )

Completed form should be forwarded to the appropriate Life or Annuity Division at the address below.
0-2839 0912
NORTH AMERICAN COMPANY FOR LIFE AND HEALTH INSURANCE®

Life Divisien: P.O. Box 5088, Sicux Falls, SO 57117-5088 « Phone: 877-872-0757 » Fax: 877-595-8254
Annuity Service Center: P.O. Box 799035, Des Moines, lowa 50325-0905 » Phone: 8§66-322-7068 « Fax: 866-322-7072
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WP i american Company i
Since 1886
ASSIGNMENT OF EARNINGS

For value received, but subject to all the terms and provisions of any and all contracts and agreements and any amendments, schedules,
addenda and supplements thereto, at any time, whether heretofare or hereafter, entered into by and between me {*Assignor'} and North
American Company for Life and Heallh Insurance® (lhe "Company”) and whether now in full force and effect (collectively, the ‘Contracts™ or
not, | hereby assign and transfer unto

Il

Name

herein called "Assignee,” whose address is

Sireet City* State Zip

all compensation becoming due me under the following code(s) {“Eamings”)
Code Code Code

after the Effective date of this Assignment, and otherwise due me, subject to any offset by the Company for any indebtedness incurred under
the Contracts. The Company is hereby autherized and directed to pay all such Eamings to Assignee and payment in accordance wilh this
assignment shall, 1o the extent of payment, fully and finally discharge the Company from ail liability under the Contracts. | shall indemnify and
hold the Company harmless from and against any and all claims resulling or arising out of this Assignment of lhe payment of Eamings to
Assignee as set forth herein.

This Assignment shall remain in full force and effect until released in writing by Assignee.” Payment to Assignee of the Earnings herein assigned
shall fully discharge the Company of all liability with respect to the Eamings so paid.

[ recognize and acknowledge this Assignment shall not become effective until it is properly executed by me and delivered to the Company, and
there at the Company's discretion, processed and accepted by the Company, and | fully recognize that the acceptance of this Assignment if it
does become effective, shall relate only to Earnings becoming payable by the Company after the Effeclive Dale.

Execuled at: on
City State ’ Month Day Year

Assignor (Please Print Name and Code) . Assignor (Signature)

The foregoing Assignment is hereby accepted, subject, however, fo alt the terms and provisions of any and all Conlracls. The Company,
however, assumes no responsibility for the validity of this Assignment; provided, however, the Assignment shall not be operative while any
indebtedness to the Company under the Contracts remains unsatisfied and this Assignment shall be subject to any existing ar future
indebtedness of Assignor fo the Company under such Contracts

FOR OFFICE USE ONLY
Processed and Accepted by the Company:
IMPORTANT NOTICE
By:
Far Income Tax purposes ALL Earnings pald will be reported lo the Date:
Assignor's Taxpayer ldenlification Number (TIN) ) (“Effective Date")

This section to be completed only when obligation has been completed.

RELEASE
The consideralion for which the above Assignment was made having been fully satisfied, Assignee herehy relinguishes all interest in said
Assignment. This release shall be considered effective upon receipt by the Company.

In witness hereof, Assignee hereby executes this Release.

Assignee Signature _ Title Date
FOR OFFICE USE ONLY
Recelpt by the Company:

By:
Dale;

NOTE: If Earnings are assigned to a Corporation, LLC, Sole Proprietorship or Partnership an officer must sign the Release.

0-2761 -~ 612
NORTH AMERICAN COMPANY FOR LIFE AND HEALTH INSURANCE® ’
Life Division: PO Box 5088, Sioux Falls, SD 57117-5088 « Phone: 877-872-0757 « Fax: 877-595-8254
Annuity Service Center: P.O. Box 79905, Des Moines, lowa 50325-0905 « Phone: 866-322-7068 » Fax: 866-322-7072




® North American Company

for Life and Health Insurance
Since 1886

HHIEA

*02844+

o i

Annualization Addendum

Distributor/Producer Name (please print): Distributor/Producer Code:

In signing this Annualization Addendum, | acknowledge | have read the applicable terms and conditions. [ understand any amounts
paid as Annualization Commissions are loans and not advances. In the event | am no longer under contract, any Unearned
Annualization Commission amounts paid to me are to be repaid to the Company on demand. The Company reserves the right- lo
accept or reject Lhis Addendum and | understand and acknowledge the Company may terminate this Addendum at any time and for
any reason. This Addendum shall terminate automatically upon termination of my Contract with the Company.

("Annualization Cap").

Please set maximum amount of Annualization per Annualized Policy at §

Signature of Distributor/Producer: (Required) Date: Signature of Dislributor: (Required) Date:

Please retain a copy of this Addendum for your records and send
the original to the Company.

FOR OFFICE USE ONLY
Processed and Accepled by the Company:

By:
Date:

(“Effective Date”)

Terms and Conditions

1. Definitions.

a. Al capialized terms not olherwise deflned in this Addendum shall hava the meaning
- sel forth in your conbract with the Company (the *Contract’),

b. An “Annualized Commission” Is an advance of a percentage of firsl year
commlssions on New Buslness 1o you, Annuaiized Comnlsslons are computed by
multiplying the Annualization Percentage by the first year commission rate for New
Business, a3 specified in the applicable commission schedule. Commissions wAll onty
be annualized in Year 1 of the Company Product,

c. The "Annualization Percentage” Is the percentage of first year commissions that the
Company will pay you. The Annualization Percentage s ldenlified above and may be
modified from Ume to ime by the Company upon writen notice to you as sel forth In
the Contract. ] ‘

d. “Annualized Palicy* means New Business for which an Annualized Commisslon has
heen paid to you.

e. “New Business” means a life insurance: policy issued by the Company for which the
Company has received full payment of the fesl modal premim and all oulstanding
policy requirements. New Business does not Include annuiies or unscheduled or
excess premiums on universal e products, .

f. “Uneamed Annualized Commissions® means Annualized Commissians for which the
firsl year commisslon on New Business has not been earned,

. Anwalized Commission Payment.

a. The Company will pay an Annualized Commissian to you on New Business efigihke
fer annualizatian. The Company reserves lhe dght, in fis sole discretion, to determine
whether New Business Is eligible for anrwalization under this Addendum,

b. An Annwalized Commission will b2 reported as income for tax purpases at the lime it
is paid lo and received by you

c. The Company wil credil first year commissions, as those commisslons are eamed,
against Lhe sum of Annualized Commissions paki on Annuafized Policies pursuant to
the Aulematic Commission Wihhelding Process set farth in Secton 3 below. Any
femalning batance of fist year commissions, after crediting those commissions

* against pald Annualized Commissions, will be pald lo you as earned.

02844

d. The maximum annuafization amounls allowed as a gercentage of Annualized
Commissions shall be seveniy-five- percent (75%), excepl the maximum
annualizallon fer annual policies, which shal be oe hundred parcent (100%).

. The Company reserves the right to determine the maximum amount of Annualized
Commissions to be paid in any calendar monti lo you.

[. The Annualizatlon Cap is the maximurm amount of Annuallzed Commissions lo be
peid on New Business, Such ameunt shiall not exceed: $10,000,

. Automatic Comimission Withholding Process.

3. You shall be provided a commission statement via the Company’s wehsite, which
slatement shall accumulate new available Annualization Commissions and generale
electronic funds Uransfers for amouints payabre of $50 or more,

b, Annualized Commissions will be deposited te your bank account on the second
working day after a commlssion cut-off Is compizted.

¢. In conskderation for receipl of Annualized Commisslons under the Ammualization
Addendum, you autherize the Company to withhold first year commissfans eamed an
an Annualized Policy unil the sum of those firsl year commissions equals the
amount af Annuafized Cemmisslons patd for that Annuallzed Policy.

d. I first year commisslons earned on an Annualized Policy are [nsullicient to offsel
Uneamed Annualized Commisslons for that Anmalized Policy, the Company
reserves the righl to offset any. Unearaed Annuafized Commissions from all first year
and renewal commissions othenwise be payahble to you.

. In the event an cutstanding belance of Uneamed Annualized Commissions exisls
despite (d) and (e} above, the Company reserves the right to scek repayment of thal
eulstanding balance from you pwrsuant o the Conlract.

f. Any indetiledness incurred under this Addendum for which recovery cannot be made

pursuant to (d), (e} or () of this Section 3 shall be governed by e lerms for
indebtedness included Ja the Contract.

(vl

4, The terms and condilions of the Conltract are applicable to this Addendum.

0612

NORTH AMERICAN COMPANY FOR LIFE AND HEALTH [NSURANCE®
P. 0. BOX 5088, SIOUX FALLS, SD 57117-5088 » Phane: 877- 872.0757 « Fax 877-595-6254
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"!‘1 Agent Contract Guarantee Agreement-Form

Levinson & As¢oclates, lnc, hes agraad lo guarantes the oblfgatlon(s) of the undersignad to repay loans, advances of commissions andf or
overpayment of comralsslans made by varlous Insuranca campaiples to the undersigned. In the event at any Ume In tha future Lavinson &
Assaclates, Inc. pays any of tie sforesald ohilgatlons; the undedsigned agreos lo ralmbursa Lavinzon & Assaclates, Inc. for the sums pald
by Lavingan & Assoclates, Ing. ond furthar agreas that Levinson & Assoclates, Inc. $hall have the right and I3 hareby aulhorized to charga
any cradit cards IdantifTed bolow 83 a non-exclusive mothod of recelviig payment for told sums. Tho undersignad acknowledges that safd
sums may be charged at any thine after Leyinson & Assoclates, Inc, pays tha obllgatlon and acknowledges thal paymant by Levlnson &
Assoclates!, Inc. ay not be mads far sevoral yaars after the obligation Is Incurred by the undersigned. The undersignad hereby walves aay
statule of limiatlons with regard 1o sums owad hy \he undersignad tg Lavinson & Assoclates, Inc. and ogrees that, In he evantof
nanpayment by Wha undersigned, Levinson & Assoctates, Inc. may report sald obligaton as unpald to any cradit burgau or reporling
agency,

The underslgned agrees (o lmmedlately notlfy Levinsan & Assoclates, In¢ In Like evant that any of the credit cards listed below ora ravaked,
surrendered, leraiinated or credit s no lenger avallable undor tald card, The undassigned further agraes to provida all updated
lnfarmatlon, ncluding any feplacement ar explratlon of sald card, In tha avent.that tha undersigned contests any charge and the ¢harga is
decrned valid, the undersignod shall relmburse Levinson & Assaclates, ine. for all costs and fees, inclvding sttorneys® fees, assoclated with
such contest,

Because thls authorleatlon refates to an on-golng gliarantee of commerclal obllzations, the undarsigned agrees that this autharlzatlon
shall ho Irrevacable.

Dala . ) _ Slgnalure

Printad Name

AUTHORIZATION TO CHARGE SUMS TO CREDIT GAND  Pleasa Inltlal ona of the followlngt
D { do not raquire commlssion loan edvancamant, snd thoralare em not providing eradit card Information below. i undarstand,
however, that | am required to ralmburse Levinson & Assoclates, Inc. for any sums pald as guarantaa for obllgatlons as dotallod
ahove,

I reguest commisslon loan advancement, and am providing \wo (2] credlt card aumbers below,

Card Ono {Ragulrod) ['___] VISA MastarCard -

Card svrber; Sacurty Code:
Explrallon Date: Name on Card:

Pagn2 of2

8bling Acldress:

Cardholder Slgratura:

Gard Two (Racquirad) [ I visa [ Mastercard

Card numbar; Socurlty Code:
ExpiratlonDates __ Nameon Card: '
Bllting Addrass:

Cardholdar Slgnaturs:




