
 

WINLP-GUIDE     

VIATICAL SETTLEMENT AND LIFE SETTLEMENT APPLICATION 
GUIDELINES FOR COMPLETING THE APPLICATION  

 
1. Life Expectancy or Age of the Insured? 

• Life expectancy must NOT exceed 12 years at any age. 
• Target minimum age – Male: 70+ , and, Female: 75+   
• Health conditions must exist at and below target minimums ages. 

2. Face Value?  
• Aggregate of $500,000 per insured preferred, or,  
• Minimum of $250,000 and upwards. 

3. Case Submission Turnaround? 
• Medical Records – Dependant on Doctor, allow for up to 2 weeks. 
• Once all documentation, as per the Checklist, has been received, allow 4 to 6 weeks turnaround. Additional 

underwriting requirements e.g. New Illustrations; Clarification on Policy Provisions and Specifications; 
Clarification on Medical History; Outside medical review etc., and, availability of funds may push the 
turnaround time beyond 4 to 6 weeks.  

4. Premium Payments?  
• Premiums must continue to be paid. 
• Policy MUST still be in force at all times. 

5. Medical Records? 
• Insured or Agent can order Medical Records directly themselves, and, with local follow-up, time will be saved. 

Often if the Insured places the order, no cost is involved. 
• Please still enclose the Authorization with the Case Submission package and forward to the Contact. 

6. Medical Records and Inforce Ledgers? 
• Do not wait for the Medical Records or Inforce Ledgers to arrive in order to send all the documentation 

together. 
• If you have the Authorization for the Release of Medical, and, Authorization for the Release of Insurance 

Information, and, the Viatical Settlement and Life Settlement Application completed, please forward them 
immediately. The rest of the documentation may be forwarded when available  

7. Broker of Record Form 
• To be completed by the Policy Owner. 

8. Physician’s Letter of Competency (LOC) 
• Insured – To be forwarded to Primary or Family Physician by Fax or Mail 

9. Required Notice – This document must be left with the Client. 
10. Acknowledgment by Agent or Agent’s Representative 

• On execution of this Form, the Agent acknowledges that all Forms have been presented to the Policy Owner 
and Insured under the Policy and that the Signatures are substantially similar to those on file.  

• To be completed by Agent or Agent’s Representative. 
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WINLP-CHECKLIST                       

VIATICAL SETTLEMENT AND LIFE SETTLEMENT APPLICATION 
CHECKLIST FOR SUBMITTING THE APPLICATION  

 
CHECK  PLEASE COMPLETE AND FORWARD ALL FORMS     
  
_______ Viatical and Life Settlement Application      
_______ Broker of Record Form 
_______ Authorization for the Release of Medical Information for EACH insured  
_______ Authorization for the Release of Insurance Information for EACH insured  
_______ Physician’s Letter of Competency for EACH insured – Forward to Physician  
_______ Acknowledgement by Agent or Agent’s Representative  
_______ Medical Records on file in order to show health history – Last 2 years 
_______ Copy of Policy – Policy Specification pages and Standard Provisions of the contract  
_______ Copy of Trust Documents – if applicable.  
_______ Required Notice – This document must be left with the Client.  
_______ COPY OF ALL FORMS FORWARDED TO POLICY OWNER/INSURED 
 
INFORCE LEDGERS – Do not wait for the Inforce Ledgers – they can be faxed on receipt: 
 
1. Universal Life  
Illustrations run, with Death Benefit and Premiums LEVEL, to solve for $1 cash value at Current 
Assumptions:  
_______ To Maturity – The Policy should state what the Maturity Age is. 
_______ Life Expectancy PLUS TWO (2) years.  
_______ Next 10 years lapsing day 1 year 11 – If Life Expectancy not known.  
_______ Next 12 years lapsing day 1 year 13 – If Life Expectancy not known. 
Main goals are to have minimum premiums paid, reduce loans, and, minimize cash value 
 
2. Term Life  
_______ Illustration run to the end of the term showing current premium schedule. 
_______ Term Conversion illustration to Universal Life (see section 1). 

  
3. Whole Life  
Illustrations run with Death Benefit and Premiums LEVEL, AND,    
_______ Run at natural vanish premium, AND, 
_______ Dividends reducing premium and excess to loans and/or cash value, AND/OR, 
_______ Surrender of paid up additions to reduce cash value, premium and/or loan. 
Main goals are to have minimum premiums paid, reduce loans, and, minimize cash value 

 
4. Variable Universal Life 
Illustrations run, with Death Benefit and Premiums LEVEL , to solve for $1 cash value at maturity AND, 
_______ Run at a Fixed Account Rate, and/or, 
_______ Money Market Rate 
 

Forward completed documents to:- 

Name:  ____________________________________________________________________ 

Company: ____________________________________________________________________ 

Wealth Increase Network, L.P., 516 Russett Lane, El Paso, TX 79912 Tel.(915) 833 6383
 



 

WINLP-VSLSAPP                       

VIATICAL SETTLEMENT AND LIFE SETTLEMENT APPLICATION 
 
ENGLISH: 
 
Receipt of a viatical* or life** settlement may affect your eligibility for public assistance programs such as medical 
assistance (Medicaid), Aid to Families with Dependent Children (AFDC), supplementary social security income (SSI), and 
drug assistance programs. The money you receive for your life insurance policy also may be taxable. Before completing a 
viatical or life settlement contract, you are urged to consult with an attorney, accountant, estate planner, financial 
planning advisor, your insurer or insurance agent, tax advisor, or a social service agency concerning how receipt of a 
payment will affect you, your family, and your spouse's eligibility for public assistance. For more information about 
viatical or life settlements generally, contact the Texas Department of Insurance at 1-800-252-3439." (*Viatical settlement-
-A transaction whereby a written agreement is solicited, negotiated, offered, entered into, delivered, or issued for delivery 
in this state, under which a viatical settlement provider acquires, through assignment, sale, or transfer of a policy insuring 
the life of an individual who has a catastrophic or life-threatening illness or condition, by paying the owner or certificate 
holder compensation or anything of value that is less than the net death benefit of the policy. **Life settlement--A 
transaction whereby a written agreement is solicited, negotiated, offered, entered into, delivered, or issued for delivery in 
this state, under which a life settlement provider acquires, through assignment, sale, or transfer of a policy insuring the life 
of an individual who does not have a catastrophic or life-threatening illness or condition, by paying the owner or certificate 
holder compensation or anything of value that is less than the net death benefit of the policy.)  
 
ESPANOL: 
 
El aceptar una liquidación tipo viáticos* o pago en vida** podría afectar que usted pueda inscribirse en los programas de 
asistencia pública, tales como los de Asistencia Médica de Medicaid, Ayuda para Familias con Hijos Menores (AFDC), 
Ingreso Suplementario del Seguro Social (SSI) y otros programas de ayuda para la compra de medicamentos. Es posible 
que también tenga que pagar impuestos por el dinero que usted reciba por su seguro de vida. Antes de firmar cualquier 
acuerdo tipo viáticos o pago en vida lo exhortamos que consulte con un abogado, contador, planeador de patrimonios, 
consejero económico, su aseguradora o agente de seguros, consejero (perito) en materia de impuestos o con (y con) una 
agencia (las agencias) de servicios sociales para que se informe cómo el recibo de dichos pagos podría afectar su capacidad, 
la de su familia y la de su cónyuge para recibir asistencia pública. Para más información en general respecto a los acuerdos 
tipo viáticos o pago en vida llame al Departamento de Seguros de Texas al 1-800-252-3439." *Pago Tipo Viáticos - Una 
transacción en la cual por medio de un contrato por escrito a cumplir en este estado se solicita, negocia, ofrece, 
compromete, establece o expide, que bajo dicho contrato un proveedor de liquidación tipo viáticos adquiera, por medio de 
asignación, venta o transferencia, la póliza de seguro de vida de un individuo que padece de una enfermedad o 
padecimiento catastrófico o que amenaza la vida, al pagar al propietario o tenedor de la póliza una compensación o 
cualquier cosa de valor de menos cuantía que la suma neta del beneficio de muerte que estipula la póliza. o **Pago en Vida 
- Una transacción en la cual por medio de un contrato por escrito a cumplir en este estado se solicita, negocia, ofrece, 
compromete, establece o expide, que bajo dicho contrato un proveedor de liquidación tipo pago en vida adquiera, por 
medio de asignación, venta o transferencia, la póliza de seguro de vida de un individuo que no padece de una enfermedad o 
padecimiento catastrófico o que amenaza la vida, al pagar al propietario o tenedor de la póliza una compensación o 
cualquier cosa de valor de menos cuantía que la suma neta del beneficio de muerte que estipula la póliza.  

 
RESIDENTS OF TEXAS 

 
The Provider, Broker, and Provider Representatives in a viatical or life settlement must have a registration from the Texas 

Department of Insurance (TDI) 
 

If you have a complaint,  you  may file a complaint with the Texas Department of Insurance, Consumer Protection,  
Mail Code 111-1 A, P. O. Box 149091, Austin, Texas 78714-9091; or by calling the Consumer Help Line between 8 a.m. and 5 

p.m., Central time, Monday to Friday at 1-800-252-3439; by faxing a complaint to TDI at 1-512-475-1771; by completing a 
complaint on-line at www.tdi.state.tx.us or by e-mailing a complaint to consumer.protection@tdi.state.tx.us. 

 

 
 

Wealth Increase Network, L.P. 
516 Russett Lane (P O Box 220190), El Paso, TX 79912 (79913) Tel: 1-915-833 6383 Fax: 1-877-794 6946  



 

WINLP-VSLSAPP                       

VIATICAL SETTLEMENT AND LIFE SETTLEMENT APPLICATION 
COMPRISING OF SECTIONS 1 THROUGH 5 

THE INFORMATION HEREIN WILL BE HELD IN THE STRICTEST CONFIDENCE 
 

Based on the Medical Information, and, to the best of our knowledge, this Application will be 
submitted as a VIATICAL SETTLEMENT ______ LIFE SETTLEMENT ______ 

 
SECTION 1 OF 5 – PERSONAL INFORMATION 

 

First Insured Name _______________________________________________________________ Sex: Male (   ) Female (   ) 

First Insured Date of Birth _____________________ Social Security Number ___________________________________ 

Second Insured Name _____________________________________________________________ Sex: Male (   ) Female (   ) 

Second Insured  Date of Birth _____________________ Social Security Number ___________________________________ 

Address__________________________________________________________________ State___________ ZIP___________ 

Marital Status:  Single (   )  Married (   ) Divorced (   ) Widowed (   ) Currently Employed:   Yes (   )   No (   )   

Have you been or are you a party to: Civil Suit? (   ) Bankruptcy? (   ) Judgements? (   ) Credit Liens? (   ) Tax Liens? (   ) 

 

SECTION 2 OF 5 – LIFE INSURANCE POLICY INFORMATION 

 

INSURED: FIRST (    ) BOTH (    ) – SECOND TO DIE 

 

Insurance Company: ___________________________________________________________________________________ 

Policy #:  ______________________________ Policy Issue Date: _____________________ Contestability Period: _____Yrs 

Face Value: $__________________ + Paid Up Additions: $ ________________ = Death Benefit: $__________________ 

Cash/Account Surrender Value: $ _________________  Policy Loan: $_________________ Maturity Date: ______________ 

Premium Payment: $ ___________________ Mode?:   Annual (   )    Semi Annual (   )     Quarterly (   )    Monthly (   ) 

Type of Policy?   Term (   )    Whole Life (   )     Universal Life (   )   Other? _______________________________________ 

Policy Owner?: Insured (   )    Other (    )  If other, please complete following:- 

Trust/Corp/Individual Name: ______________________________________________________________ State:__________ 

SS#/TIN# __________________________  Trustee/Contact Name: _______________________________________________ 

Beneficiary?: Policy Owner – Yes (   ) No (   )  If No, who is the Beneficiary? ___________________________________ 

______________________________________________________________________________________________________ 

Wealth Increase Network, L.P., 516 Russett Lane, El Paso, TX 79912 Tel.(915) 833 6383



 

WINLP-VSLSAPP                       

 
SECTION 3 OF 5 – MEDICAL INFORMATION – FIRST INSURED 

 
This summary is used for cross checking with the medical records to ensure that we have all necessary information. 

 
FIRST INSURED NAME: _______________________________________________  SS# _________________________ 
 
Has insured smoked: Cigarettes _____ Cigars _____ Cigarillos _____ Pipe _____ in the past 12 months No _____ 

Does insured use or has ever used alcoholic beverages? Yes _____ No _____   If yes, please answer the following: 

Frequency of use? Daily _____ Weekly _____ Monthly _____ Occasionally 

Amount consumed on each occasion: _______________________________________________________________________ 

Any treatment for alcohol use (including AA treatment)? ________________________________________________________ 

FAMILY HISTORY  Current Age Deceased?  If deceased, cause and age at time of death? 

Father          _______  Yes _____ No _____ ___________________________________________ 

Mother   _______  Yes _____ No _____  ___________________________________________ 

Brother/Sister  _______  Yes _____ No _____  ___________________________________________ 

Brother/Sister  _______  Yes _____ No _____  ___________________________________________ 

 

Present Table Rating _______ Medical Condition  ___________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Name of Primary Physician _____________________________________________________________________________  

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 

Name of Specialist Physician _____________________________________________________________________________ 

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 

Name of Specialist Physician _____________________________________________________________________________ 

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 

Name of Specialist Physician _____________________________________________________________________________ 

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 
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WINLP-VSLSAPP                       

SECTION 4 OF 5 - MEDICAL INFORMATION - SECOND INSURED 

 
This summary is used for cross checking with the medical records to ensure that we have all necessary information. 

 
SECOND INSURED NAME: ____________________________________________ SS# __________________________ 
 
Has insured smoked: Cigarettes _____ Cigars _____ Cigarillos _____ Pipe _____ in the past 12 months No _____ 

Does insured use or has ever used alcoholic beverages? Yes _____ No _____   If yes, please answer the following: 

Frequency of use? Daily _____ Weekly _____ Monthly _____ Occasionally 

Amount consumed on each occasion: _______________________________________________________________________ 

Any treatment for alcohol use (including AA treatment)? ________________________________________________________ 

FAMILY HISTORY  Current Age Deceased?  If deceased, cause and age at time of death? 

Father          _______  Yes _____ No _____ ___________________________________________ 

Mother   _______  Yes _____ No _____  ___________________________________________ 

Brother/Sister  _______  Yes _____ No _____  ___________________________________________ 

Brother/Sister  _______  Yes _____ No _____  ___________________________________________ 

 

Present Table Rating _______ Medical Condition  ___________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Name of Primary Physician _____________________________________________________________________________  

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 

Name of Specialist Physician _____________________________________________________________________________ 

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 

Name of Specialist Physician _____________________________________________________________________________ 

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 

Name of Specialist Physician _____________________________________________________________________________ 

Medical Facility: _______________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

Tel: (______) ________________________ Fax: (______) ________________________ email ________________________ 

Wealth Increase Network, L.P., 516 Russett Lane, El Paso, TX 79912 Tel.(915) 833 6383



 

WINLP-VSLSAPP                       

SECTION 5 OF 5 - PERSONAL ACKNOWLEDGEMENT 

 
You understand, consent to, and represent the following: 
 
5.1 The policy is being submitted with this Application because you are (i) purchasing a new policy, (ii) obtaining additional 

cash proceeds to use as you deem necessary for your personal use, (iii) no longer in need of or desire, life insurance, (iv) 
effectuating changes in your estate, family, business, investment or financial planning matters, or (v) 
other:__________________________________________________________________________________________ 
_____________________________________ and the policy is therefore considered to be unwanted and/or unnecessary. 

 
5.2 Acceptance of this Application does not in any way constitute or guarantee the purchase of a life insurance policy as 

detailed in this Application. This Application is not a contract for the sale of your policy. The information contained 
within may be used for evaluation purposes only to determine whether you may be able to sell your policy. Any 
information obtained may be used or disclosed to other parties for qualification purposes in order to effect or facilitate the 
settlement transaction. Confidential information will not otherwise be disclosed to any person without your prior written 
consent. 

 
5.3 The purpose of this Application is to procure a settlement offer on a policy referred to in this Application. 
 
5.4 The source of any settlement offer may include institutional and/or non-institutional purchasers, funders and/or providers. 
 
5.5 The purchaser of the subject policy may assign or transfer its interest in the policy to a third party. 
 
5.6 That you have not filed for bankruptcy and none of your property has been the subject of any bankruptcy proceeding at 

any time since the date that the policy detailed in this Application was issued except as disclosed in writing in section 
5.13 below. 

 
5.7 That there are no outstanding tax liens against any of your property. 
 
5.8 That you (i) are the sole and absolute owner of the policy, as reflected on the books and records of the insurance 

company that issued the policy, (ii) have not previously pledged or assigned any interest in or under the policy to any 
person, either in writing or otherwise, (iii) have not designated any irrevocable beneficiaries for the policy, and (iv) have 
no agreements or arrangements with any third parties regarding who is entitled to any portion of the death benefit of the 
policy. 

 
5.9 That you, as the sole and absolute owner of the policy, have paid all premiums on the policy and that no insurance agents 

or other professional advisors have paid, lent or advanced to you or the insurance company that issued the policy any 
funds for the purpose of paying premium payments on the policy. 

 
5.10 That the policy is not the subject of any lawsuit or any other legal proceeding that you are aware of. 
 
5.11 That one of the purposes of acquiring the policy was not only to thereafter sell or otherwise transfer it to a third party for 

valuable consideration and that you had financial, investment or other planning purposes for acquiring the policy. 
 
5.12 THAT YOU SHALL NOTIFY BENEFICIARIES AND NAMED EXECUTORS OF YOUR ESTATE 

REGARDING YOUR INTENT TO SELL THE POLICY REFERRED TO IN THIS APPLICATION. YOU ARE 
SOLELY RESPONSIBLE FOR NOTIFYING ANY BENEFICIARIES AND NAMED EXECUTORS OF YOUR 
ESTATE. 

 
5.13 Disclosure by the Policy Owner(s) and/or Insured(s) of any information that may be pertinent to this Application: 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

 
5.14 You agree that a photocopy and/or facsimile of this Application shall be as valid as the original. 
Wealth Increase Network, L.P., 516 Russett Lane, El Paso, TX 79912 Tel.(915) 833 6383



 

WINLP-VSLSAPP                       

You acknowledge that you have read and understand the contents of this Application and the attached ‘Required Notice – 
Important information you need to know before entering a Viatical Settlement or Life Settlement’, and, you represent that 
all of the information provided in this Application including personal, policy and medical information is true and correct to the 
best of your knowledge. You acknowledge and agree that you will be liable for any errors or omissions in your responses to the 
Application and that all information will be relied upon in determining whether your policy is suitable for sale. 
 
I have read and understood the above representations. 
 
INSURED      DATE: ______________________________________   
 
 
X___________________________________________ X____________________________________________ 
Signature of the FIRST Insured    Signature of the SECOND Insured 
_____________________________________________ _____________________________________________ 
Name of the FIRST Insured     Name of the SECOND Insured 
_____________________________________________ _____________________________________________ 
Date of Birth      Date of Birth 
_____________________________________________ _____________________________________________ 
Social Security Number     Social Security Number 
_____________________________________________ _____________________________________________ 
Driver’s License - State     Driver’s License - State 
_____________________________________________ _____________________________________________ 
Driver’s License - Number     Driver’s License - Number 
 
 
POLICY OWNER – If other than Insured  DATE: _______________________________________ 
 
 
X_________________________________________  _____________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
__________________________________________  _____________________________________________ 
Driver’s License - State     Driver’s License - Number 
 
 
X_________________________________________  _____________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
__________________________________________  _____________________________________________ 
Driver’s License - State     Driver’s License - Number 
 
 
X_________________________________________  _____________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
__________________________________________  _____________________________________________ 
Driver’s License - State     Driver’s License - Number 
 
________________________________________________________________________________ 

Name of Policyowner – Entity/Corp/Trust if other than Insured with Tax ID Number 
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WINLP-BOR                                         

 
POLICY OWNER 

BROKER OF RECORD FORM 
 

TO WHOM IT MAY CONCERN 
 
I/We the undersigned appoint Wealth Increase Network, L.P as the exclusive Broker of Record for the 
Policy listed below for the purpose of negotiating the sale of the Policy as a Viatical Settlement or Life 
Settlement and the undersigned agrees not to appoint any other individual or entity as a broker of 
record with respect to the Policy without first revoking this Broker of Record Form by written notice 
to Wealth Increase Network, L.P. All Broker of Record forms signed by me/us prior to the date of this 
Broker of Record form are null and void. 
 
POLICY OWNER – INSURED   DATE: _______________________________   
 
 
X___________________________________________ X____________________________________________ 
Signature of the FIRST Insured    Signature of the SECOND Insured 
 
 
_____________________________________________ _____________________________________________ 
Name of the FIRST Insured     Name of the SECOND Insured 

 
POLICY OWNER – If other than Insured         DATE: ________________________________ 
 
 
X___________________________________________ ________________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 

 
 
X___________________________________________ ________________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 

 
 
X___________________________________________ ________________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 

 
___________________________________________________________________________________ 

Name of Policyowner – Entity/Corp/Trust if other than Insured with Tax ID Number 
 
 
Insured Name(s):  ________________________________   ________________________________ 
     First Insured    Second Insured 

 
Policy Number:   Insurance Company: 
 
_______________________  __________________________________________________ 
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WINLP-HIPPA1     

AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION   
(HIPAA COMPLIANT) 

 
I hereby authorize any physician, medical practitioner, hospice, hospital, clinic, health care provider, or other medical 
or medically related facility, insurance support organization, pharmacy, governmental agency, insurance company, 
group policyholder, employer, benefit plan administrator, or any other institution or person (“Authorized Discloser”) to 
provide Wealth Increase Network, L.P.  (“Authorized Recipient”), any and all information as to diagnosis, treatment 
and prognosis with respect to any physical or mental condition including psychiatric conditions, information relating to 
HIV or AIDS tests, or drug or alcohol abuse as it relates to me (hereinafter, “Protected Health Information” or “PHI”). 
 
This authorization allows for the disclosure, inspection and copying of any and all records, reports, and/or documents, 
including any underlying data regarding the care and treatment of the patient, and any other PHI concerning any 
treatment or hospitalization, including, but not limited to, all testing materials completed by or administered to the 
patient, along with any and all medical charts, clinical or doctor’s notes, memoranda, medical reports, X-ray reports, 
index cards, history notes, pictures, records and medical bills in the possession and control of the Authorized 
Discloser.   
 
By signing below, I understand that this Authorization shall apply to any and all PHI, whether or not personally 
identifiable or protected under any federal or state confidentiality or privacy laws or regulations.  I further understand 
that PHI obtained may be used to evaluate eligibility to participate in Purchaser’s life settlement program and to 
evaluate life expectancy now and in the future.  Authorized Discloser, however, may not condition treatment, payment, 
enrollment or eligibility for benefits upon this Authorization. 

  
I agree that a photographic copy or facsimile of this Authorization shall be valid as the original. This Authorization is 
being given for the purpose of a potential viatical settlement or life settlement transaction and may be used to track 
ongoing health status. This Authorization will remain in force until the earlier of: (1) one year from the date signed; (2) 
consideration of my application has been completed; or (3) it is withdrawn by me pursuant to applicable law.  I further 
urge that this request be responded to in a timely fashion, as it has a significant bearing on personal and financial 
matters. 
 
I understand that I may revoke this Authorization any time with respect to Wealth Increase Network, L.P. or any 
Authorized Discloser by notifying  Wealth Increase Network, L.P. or any such Authorized Discloser of the revocation 
in writing and delivering such revocation by certified mail or personal delivery at such address designated by Wealth 
Increase Network, L.P. or any Authorized Discloser. 

 
I understand that this Authorization is not a consent or an authorization requested by a health care provider, health care 
clearinghouse or health plan covered by the privacy regulations promulgated pursuant to the Health Insurance 
Portability and Accountability Act of 1996 (the “HIPAA Privacy Regulations”), and that PHI obtained by this 
Authorization, if redisclosed by authorized Designee, may no longer be protected by the HIPAA Privacy Regulations. 

 
FIRST INSURED     DATE: __________________________________   

 
 

 
 
X____________________________________________ _________________________________________________ 
Signature of the FIRST Insured    Name of the FIRST Insured 
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WINLP-HIPPA2                       

AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION   
(HIPAA COMPLIANT) 

 
I hereby authorize any physician, medical practitioner, hospice, hospital, clinic, health care provider, or other medical 
or medically related facility, insurance support organization, pharmacy, governmental agency, insurance company, 
group policyholder, employer, benefit plan administrator, or any other institution or person (“Authorized Discloser”) to 
provide Wealth Increase Network, L.P. (“Authorized Recipient”), any and all information as to diagnosis, treatment 
and prognosis with respect to any physical or mental condition including psychiatric conditions, information relating to 
HIV or AIDS tests, or drug or alcohol abuse as it relates to me (hereinafter, “Protected Health Information” or “PHI”). 
 
This authorization allows for the disclosure, inspection and copying of any and all records, reports, and/or documents, 
including any underlying data regarding the care and treatment of the patient, and any other PHI concerning any 
treatment or hospitalization, including, but not limited to, all testing materials completed by or administered to the 
patient, along with any and all medical charts, clinical or doctor’s notes, memoranda, medical reports, X-ray reports, 
index cards, history notes, pictures, records and medical bills in the possession and control of the Authorized 
Discloser.   
 
By signing below, I understand that this Authorization shall apply to any and all PHI, whether or not personally 
identifiable or protected under any federal or state confidentiality or privacy laws or regulations.  I further understand 
that PHI obtained may be used to evaluate eligibility to participate in Purchaser’s life settlement program and to 
evaluate life expectancy now and in the future.  Authorized Discloser, however, may not condition treatment, payment, 
enrollment or eligibility for benefits upon this Authorization. 

  
I agree that a photographic copy or facsimile of this Authorization shall be valid as the original. This Authorization is 
being given for the purpose of a potential viatical settlement or life settlement transaction and may be used to track 
ongoing health status. This Authorization will remain in force until the earlier of: (1) one year from the date signed; (2) 
consideration of my application has been completed; or (3) it is withdrawn by me pursuant to applicable law.  I further 
urge that this request be responded to in a timely fashion, as it has a significant bearing on personal and financial 
matters. 
 
I understand that I may revoke this Authorization any time with respect to Wealth Increase Network, L.P. or any 
Authorized Discloser by notifying  Wealth Increase Network, L.P. or any such Authorized Discloser of the revocation 
in writing and delivering such revocation by certified mail or personal delivery at such address designated by Wealth 
Increase Network, L.P. or any Authorized Discloser. 
 
I understand that this Authorization is not a consent or an authorization requested by a health care provider, health care 
clearinghouse or health plan covered by the privacy regulations promulgated pursuant to the Health Insurance 
Portability and Accountability Act of 1996 (the “HIPAA Privacy Regulations”), and that PHI obtained by this 
Authorization, if redisclosed by authorized Designee, may no longer be protected by the HIPAA Privacy Regulations. 

 
SECOND INSURED     DATE: __________________________________   

 
 

 
 
X____________________________________________ ________________________________________________ 
Signature of the SECOND Insured    Name of the SECOND Insured 
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WINLP-AUTHOINS1                          

 
AUTHORIZATION FOR RELEASE OF INSURANCE INFORMATION 

 
I hereby authorize ___________________________________________________________________________ , 

the issuer of Policy Number ___________________________________________________________________ 

and/or Certificate Number_____________________________________________________________________ 

owned by __________________________________________________________________________________ 

and insuring the life of ________________________________________________________________________ 

to release to Wealth Increase Network, L.P. all information about the above referenced policy including, but not 
limited to, the following upon its request: a copy of the policy including the application for insurance, forms, riders, 
amendments, policy illustrations, annual statements, premium information and verification of coverage. 
 
This Authorization is being given for the purpose of a potential viatical settlement or life settlement transaction. This 
Authorization will remain in force until the earlier of: (1) one year from the date signed; (2) consideration of my 
application has been completed; or (3) it is withdrawn by me pursuant to applicable law. I further urge that this request 
be responded to in a timely fashion, as it has a significant bearing on personal and financial matters. I agree that a 
photographic copy or facsimile of this Authorization shall be valid as the original. 
 
FIRST INSURED     DATE: __________________________________   
 
 
 
X_____________________________________ _________________________________________ 
Signature of the FIRST Insured    Name of the FIRST Insured 
 
POLICY OWNER – If other than Insured     DATE: __________________________________ 
 
X_____________________________________ _________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
 
 
X_____________________________________ _________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
 
 
X_____________________________________ _________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
 
___________________________________________________________________________________ 

Name of Policyowner – Entity/Corp/Trust if other than Insured with Tax ID Number 
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AUTHORIZATION FOR RELEASE OF INSURANCE INFORMATION 

 
I hereby authorize ___________________________________________________________________________ , 

the issuer of Policy Number ___________________________________________________________________ 

and/or Certificate Number_____________________________________________________________________ 

owned by __________________________________________________________________________________ 

and insuring the life of ________________________________________________________________________ 

to release to Wealth Increase Network, L.P. all information about the above referenced policy including, but not 
limited to, the following upon its request: a copy of the policy including the application for insurance, forms, riders, 
amendments, policy illustrations, annual statements, premium information and verification of coverage. 
 
This Authorization is being given for the purpose of a potential viatical settlement or life settlement transaction. This 
Authorization will remain in force until the earlier of: (1) one year from the date signed; (2) consideration of my 
application has been completed; or (3) it is withdrawn by me pursuant to applicable law. I further urge that this request 
be responded to in a timely fashion, as it has a significant bearing on personal and financial matters. I agree that a 
photographic copy or facsimile of this Authorization shall be valid as the original. 
 
SECOND INSURED     DATE: __________________________________   
 
 
 
X_____________________________________ _________________________________________ 
Signature of the SECOND Insured    Name of the SECOND Insured 
 
POLICY OWNER – If other than Insured     DATE: __________________________________ 
 
 
X_____________________________________ _________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
 
 
X_____________________________________ _________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
 
 
X_____________________________________ _________________________________________ 
Authorized Signature of Policyowner if other than Insured  Name and Title/Relationship of Signatory if other than Insured 
 
___________________________________________________________________________________ 

Name of Policyowner – Entity/Corp/Trust if other than Insured with Tax ID Number 
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PHYSICIAN'S LETTER OF COMPETENCY 
 

 
 
Patient Name : ___________________________________ 

DOB: ___________________________________ 

SSN#: ___________________________________ 

 
In your opinion, is this Patient of sound mind and under no constraint or undue influences and able to 
conduct their own affairs?  Yes (    ) No (    ) 
 
If No, please state your reasons why: 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_________________________________________________________________________ 
 
 
Physician's Signature: X___________________________________________X Date: ______________ 
 
Physician's Name: ____________________________________________ 
 
Address: ____________________________________________ 
 
City:  ____________________________________________ 
 
State:  ____________________________________________ 
 
Zip: ____________________________________________ 
 
Telephone:  ____________________________________________ 
 
 
 
PLACE } 
DOCTOR’S } 
STAMP } 
HERE }___________________________________________ 
 
 

Thank you for completing this form.  
Wealth Increase Network, L.P., 516 Russett Lane, El Paso, TX 79912 Tel.(915) 833 6383
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PHYSICIAN'S LETTER OF COMPETENCY 
 

 
 
Patient Name : ___________________________________ 

DOB: ___________________________________ 

SSN#: ___________________________________ 

 
In your opinion, is this Patient of sound mind and under no constraint or undue influences and able to 
conduct their own affairs?  Yes (    ) No (    ) 
 
If No, please state your reasons why: 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_________________________________________________________________________ 
 
 
Physician's Signature: X___________________________________________X Date: ______________ 
 
Physician's Name: ____________________________________________ 
 
Address: ____________________________________________ 
 
City:  ____________________________________________ 
 
State:  ____________________________________________ 
 
Zip: ____________________________________________ 
 
Telephone:  ____________________________________________ 
 
 
 
PLACE } 
DOCTOR’S } 
STAMP } 
HERE }___________________________________________ 
 
 

Thank you for completing this form.  
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REQUIRED NOTICE 
 

IMPORTANT INFORMATION YOU NEED TO KNOW BEFORE ENTERING A  
VIATICAL SETTLEMENT OR LIFE SETTLEMENT 

 
What are viatical settlements? 
 
A viatical settlement is the sale of a life insurance policy or certificate (hereafter referred to as policy) issued on the life of a 
person, who has a catastrophic or lifethreatening illness or condition that is likely to result in death within 24 months, for a dollar 
amount that is less than the policy's face value. The person with the catastrophic or life-threatening illness or condition who is 
insured under the policy is called a viator. This person may or may not be the owner of the policy. Only the owner of the policy 
has the right to sell the policy. If you do not own the policy, the owner cannot sell the policy without your consent. The entity that 
buys the policy is called a viatical settlement provider (hereafter referred to as provider) and must have a registration from the 
Texas Department of Insurance (hereafter referred to as TDI). Additionally, there are persons called brokers or provider 
representatives, who help with the sale of the policy. The provider representative or broker must also have a registration from TDI. 
 
A viatical settlement offers you the opportunity to receive a portion of your policy's death benefit while you are still alive, giving 
you a chance to ease the financial stress that sometimes goes with an illness or condition. 
 
What are life settlements? 
 
A life settlement is the sale of a life insurance policy or certificate (hereafter referred to as policy) issued on the life of a person, 
who does not have a catastrophic or lifethreatening illness or condition that is likely to result in death within 24 months, for a 
dollar amount that is less than the policy's face value. The person who is insured under the policy is called a life settlor. This 
person may or may not be the owner of the policy. Only the owner of the policy has the right to sell the policy. If you do not own 
the policy, the owner cannot sell the policy without your consent. The entity that buys the policy is called a life settlement 
provider (hereafter referred to as provider) and must have a registration from the Texas Department of Insurance (hereafter 
referred to as TDI). Additionally, there are persons called brokers or provider representatives, who help with the sale of the policy. 
The provider representative or broker must also have a registration from TDI. 
 
A life settlement offers you the opportunity to receive a portion of your policy's death benefit while you are still alive. 
 
How do viatical settlements or life settlements work? 
 
Most providers, provider representatives, or brokers will ask you to complete an application and medical release forms so that they 
can gather information from your life insurance company and your doctors. All information gathered must be kept confidential 
and cannot be given to anyone without your written approval. If you qualify, the provider will make you an offer for your policy. 
The amount offered for your policy will be based on facts such as how long you are expected to live, the amount you pay for 
premiums, the rating of your insurance company, and your policy's provisions (e.g., a waiver of premium). If you accept the offer, 
you will be asked to sign a viatical settlement or life settlement contract. 
 
Do I have to sell all of my policy? 
 
No. You can sell all of your policy or you can sell only a part of your policy. If you sell only a part, you will be required to assign 
or transfer only the part being sold. If you sell the entire policy, the provider will become the new owner of the policy. 
 
Is there a difference between a broker and a provider representative? 
 
Yes. Although both a broker and a provider representative will help you with the sale of your policy, there are important 
differences between them. A broker works for you. A broker will check with several providers to find the best offer for you. A 
provider representative works for a provider. A provider representative will only check with the provider that he or she works with 
to get you their offer. If you use someone to help with the sale of your policy, you may want to ask whether they are a broker or a 
provider representative. 
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Is the provider, provider representative, or broker required to keep my information confidential? 
 
Yes, any financial, medical, or personal information obtained by a provider, provider representative, or broker about you, 
including your family members, a spouse, or a significant other, may not be shared with anyone unless you have given written 
approval that the information may be shared. Any written approval for the sharing of this information must show who may get the 
information and why it will be released. 
 
If I enter a viatical settlement or life settlement contract, when will I get my money and who from? 
 
The answer to this question depends on how the provider runs its business. Some providers use an escrow agent or trustee to 
handle the money that will be paid to you. If an escrow agent or trustee is used, the escrow agent or trustee will send you the 
money within three business days of the date the insurance company confirms to the provider that the transfer of ownership has 
been completed. If an escrow agent or trustee is not used, the provider will send you the money within three business days from 
the date you signed both the contract and the papers needed to transfer or assign your policy to them. 
 
What if I change my mind? 
 
If you change your mind about selling your policy, you can cancel the viatical settlement or life settlement contract at any time up 
to the 15th day after you receive the money from the provider. To cancel the viatical settlement or life settlement contract, you will 
have to return any money the provider paid to you for the purchase of your policy along with any premiums the provider paid to 
keep the policy in force. If you change your mind, remember to arrange with the provider to have the insurance company transfer 
the ownership of the policy back to you. 
 
What if I die shortly after selling my policy? 
 
If you die at any time up to the 15th day after you receive the money from the provider, the settlement contract will automatically 
cancel. The provider will pay the owner of your policy or beneficiaries designated by the owner in the viatical settlement or life 
settlement contract any proceeds it receives from your policy, minus any money it already paid for the purchase of your policy and 
any premiums it paid to the insurance company to keep your policy current. The insurance company or the provider should refund 
any unearned premiums paid. 
 
What happens after I get my money? 
 
After the provider has paid the owner for the sale of the policy, they may begin calling to check on the health status of the viator 
or life settlor. 
 
What if I don't want to be contacted about my health status? 
 
If you do not want to be contacted about your health status, you may appoint an adult person or persons to be contacted on your 
behalf. That person must be in regular contact with you and you must give the provider their name, address and phone number. 
Once you give the provider this information, they may not contact you unless they have tried and have not been able to reach your 
contact person for more than 30 days. If you need to, you can change your contact person at any time by sending a written notice 
to the provider. 
 
How will I know who will be calling me or my contact person about my health status and how often can they call? 
 
The provider must give you the name, address, and phone number of the person who will be contacting you or your contact 
person(s) about your health status. If your life is expected to end in one year or less, contacts to check on your health status are 
limited to once every 30 days. If you are expected to live for more than one year, contact is limited to once every three months. 
 
Will the provider be calling my doctor to check on my health status? 
 
Some providers will use your signed medical release form to check with your doctor for updates on your health status. The 
medical release form tells your doctor that you want your doctor to give your medical information to the provider, their broker, or 
provider representative. If you decide you do not want the provider to contact your doctor, you have the right to withdraw your 
medical consent in accordance with law. 
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Does anyone make money or commissions from the sale of my policy? 
 
You have the right to ask for and receive the names of all the people who have or will receive some type of payment from the sale 
of your policy, along with the amount and terms of the payment. You may ask for this information at any time. 
 
How will I know if my policy includes extra coverages like accidental death, future increases in the death benefit, or covers 
other family members? Do these affect my settlement? 
 
Some policies contain extra coverages. You may want to contact your insurance company or agent to see if your policy contains a 
provision or rider providing extra coverages. 
 
If your policy includes a benefit for accidental death, the additional death benefit may not be included as part of your settlement. 
The additional death benefit will remain payable to your beneficiaries or your estate. 
 
If your policy provides future increases in the death benefit, you may want to ask how much the provider is paying you for the 
purchase of this benefit. 
 
If your policy is a joint policy, or provides coverage on the lives of other family members or anyone other than yourself, there may 
be a possible loss of coverage. 
 
Are there other options available besides selling my policy? 
 
Your insurance company may offer options, such as accelerated death benefits, loans, and surrender of the policy for its cash 
value. Before entering into a viatical settlement or life settlement, you should contact your insurance company or agent to see what 
options are available. 
 
What other things should I know about a viatical settlement or life settlement contract? 
 
Some things that may be affected if you enter a viatical settlement or life settlement are: 
 

• there may be a loss of life insurance coverage on your spouse or other family members, if the policy (or any riders 
attached to it) covers their lives; 

• the amount of premiums you pay; 
• policy cash values or dividends, if provided for in the policy; 
• a loss of other rights or benefits, including conversion rights and waiver of premium benefits that may exist under the 

your policy; 
• you may incur tax consequences; 
• your ability to receive supplemental social security income, public assistance, and public medical services including 

Medicaid; and 
• the money you receive for your viatical or life settlement could be taken away from you by creditors, personal 

representatives, trustees in bankruptcy, and receivers in state or federal court. 
 
Because of the above, you should contact an attorney, accountant, estate planner, financial planning advisor, tax advisor, social 
services agency, your insurance company, or agent, as applicable, to find out what effect selling your policy will have on you. 
 
What if I have a complaint? 
 
You may file a complaint with the Texas Department of Insurance, Consumer Protection, Mail Code 111-1 A, P. O. Box 149091, 
Austin, Texas 78714-9091; or by calling the Consumer Help Line between 8 a.m. and 5 p.m., Central time, Monday to Friday at 1-
800-252-3439; by faxing a complaint to TDI at 1-512-475-1771; by completing a complaint on-line at www.tdi.state.tx.us or by e-
mailing a complaint to consumer.protection@tdi.state.tx.us. 
 

Wealth Increase Network, L.P. 
516 Russett Lane (P O Box 220190), El Paso, TX 79912 (79913) Tel: 1-915-833 6383 Fax: 1-877-794 6946  



 

WINLP-POLICYOWNERACK         
 

ACKNOWLEDGEMENT BY POLICY OWNER 
 

I ___________________________________________________________ (Name of Viator or Life Settlor) 

and _________________________________________________________ (Name of Policy Owner, if 

different from Viator or Life Settlor) do acknowledge that, to the best of my knowledge, the following are 

true representations: 

INITIAL ONE OF THE FOLLOWING PLEASE 
 
X _____________ The LIFE SETTLOR does NOT have a catastrophic or life threatening illness or 

condition that is likely to result in death within 24 months.  
 
OR 
 
X _____________ The VIATOR does  have a catastrophic or life threatening illness or condition that is 

likely to result in death within 24 months. 
 
• A copy of the required written disclosures have been received and read by the Viator or Life Settlor and 

the Policy Owner. 
• All of the documents (applications, medical release forms etc..) used to effect the Viatical Settlement or 

Life Settlement have been received and read by the Viator or Life Settlor and the Policy Owner. 
• The Viatical Settlement or Life Settlement Contract is being entered into knowingly and voluntarily. 
 
Witness my hand this _______________ day of ______________________, 200___ 
 
X___________________________________________ X____________________________________________ 
Signature of Viator or Life Settlor    Signature of Policy Owner, if different from Viator or Life Settlor 
_____________________________________________ _____________________________________________ 
Name of Viator or Life Settlor     Name of the Policy Owner – Individual Name or Trust or Corp 

_____________________________________________ _____________________________________________ 
Address - Street      Address - Street 
_____________________________________________ _____________________________________________ 
City       City 
_____________________________________________ _____________________________________________ 
State & Zip       State & Zip 
 

NOTARIZATION OF SIGNATURE 
 
STATE OF _________________________________    COUNTY OF ____________________________________  
 
This instrument was acknowledged before me this ____________ day of _____________________________, 200____, by   
 
________________________________________________ and _____________________________________________ .  
  Name of Viator or Life Settlor    Name of Policy Owner, if different from Viator or Life Settlor

 
 
Notary's Official Seal:    
 

     X_________________________________________________X  
       Notary’s signature  
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ACKNOWLEDGEMENT BY AGENT OR AGENT’S REPRESENTATIVE 
 
I, _________________________________________, ______________________________________ of  
   Name      Title/Position 

_________________________________________________________ (the "Agent") acknowledge that 
       Business Name 

 
I have received the following documents from Wealth Increase Network, L.P.: (1) Viatical Settlement and 
Life Settlement Application, (2) Broker of Record Form, (3) Authorization for Release of Medical 
Information, (4) Authorization for Release of Insurance Information, (5) Physician’s Letter of Competency, 
and (6) Required Notice – Important information you need to know before entering a Viatical Settlement or 
Life Settlement (the "Forms") with respect to a certain life insurance policy, as further described below (the 
"Policy").  Agent further acknowledges that he or she has delivered the Forms to the owner(s) of, and 
insured(s) under, the Policy and that the Agent has used his or her best efforts to ensure that the owner(s) and 
insured(s) have signed those Forms where a signature is required.  Agent further represents that he or she has 
reviewed the signatures of the owner(s) and insured(s) on those Forms where a signature is required and that, 
to the best of the Agent's knowledge, the signatures are substantially similar to the signatures of the owner(s) 
and insured(s) under the Policy submitted. Finally, Agent represents that (i) he or she has not paid, lent or 
advanced to the owner(s) of the Policy or the insurance company that issued the Policy any funds for the 
purpose of paying premium payments on the Policy, and (ii) he or she has no ownership rights or interests in 
the Policy, regardless of whether such rights or interests are recorded with the insurance company that issued 
the Policy or are obtained directly through a separate agreement or arrangement with the owner(s) of the 
Policy. 
  
Insured Name(s): ________________________________  ______________________________ 
     First Insured     Second Insured 

 
Policy Number:   Insurance Company: 
 
_______________________  __________________________________________________ 
 
 
X______________________________________, as of the ______ day of ____________________, 200__
   Signature 

_________________________________________ 
   Name 
 
AGENT:  Name: __________________________________________________________________________________  
 
Company: ____________________________________________________________________________________________ 
 
Tel: (_______) _______________________  Fax: (_______) _______________________ email: ______________________ 
 
Remarks _____________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 
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