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The Chesapeake Life Insurance Company

865-215-5843
1 G

[ insured: DANIEL R PARKER | PoBcy No.: N0OB1101931 |
[CONTINGENT BENEFICIARY Z:

NAME: | Percentage:

Telephone Number:
Maillng Addvess:
City: T Staba Zp:

S5 Number/Tax [D Number: Date of BlithiDete of Tnst: Relationship to Insured:

Signatures {sse im;_gﬁon sheet for signature reuirements):
Tndividual, Joint or Multiple Ownera Signature Section (Al ownsrs must sign.)

msmmw Pato Signed )
Joint msmmémuz&m&m . Date Signed

Printed Name of Corporation, Partnership or Full Name of Trust Date of Trust
Printed Name of Corporate  Signahure of Corpovate Ofitcer Tite Data Signed
Officer or Trustee or Tiustee .

[0} Vemthe sote officer of the corporaticn isted

Printed Name of Comporate. . Signature of Carporate Officer Tite Dale Signed
Officer or Trustee or Trusiee

Spousal Signature Requirements
Far the protection of both parties, # the ovmer resides ina Communlly Propesty Stale, we recommend

that the ownar’s spousa join in signing and dafing this (orm. it the ouner resides In CA, ID, KV or WA
the owner's spouse must sigh and date this fom below.

Spouse'sSignature —_ Dato Signed

Notary Signature if reguired
Subseribed and swom to before ma this dayof . 2
- : “Z0Y6LL0
@"mam(mwwm My Co fes
BEN 0020914
Pages 1 snd 2 Must Ba Retumed to tha Campeny's Ofice Page2of2
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Prepared by:

Jason A. Mangum

Attorney at Law

P.0.Box 85

Decatur, MS 39327,

601 635-3432, MSB # 99624

MAKER AGENT

DANIEL ROY PARKER GATHEL DIAN PARKER
5190 Hickory-Fellowship Road 5109 Hickory-Fellowship Rd.
Hickory, Mississippi 39332 Hickory, Mississippi 39332
601 646-3050 601 646-3050

POWER OF ATTORNEY

KNOW ALL MEN BY THESE PRESENTS, that I, the undersigned DANIEL ROY
PARKER, an adult resident citizen of Newton County, Mississippi, do hereby appoint
GATHEL DIAN PARKER, to act in my name, place and stead as my true and lawful attorney-
in-fact and agent for me, with full authority to exercise the powers set forth below in all matters
in which I may be interested or concerned.

L
POWERS

Powers Generally: [ authorize and empower my attorney-in- fact, to enter into and carry
out any and every agreement and exccute all instruments incidental thereto, with regard to my
property, whether real, personal or mixed, or any part thereof, which I may now or hereafter own,
and generally to do and perform for me and in my name all acts and things, whatsoever requisite
and necessary to be done for the protection of my estate and my best interest, as fully and
effectually in all respects as I myself could do if present and competent, including, but not
limited to, all of the following specific powers.

Power to Sell: To sell or lease any and every kind of property that I may own now or in
the future, whether real, personal, intangible and/or mixed, including, without being limited to,
contingent and expectant interests, marital rights, and any rights of survivorship incident to joint
tenancy or tenancy by the entirety, upon such terms and conditions and security as my attorney-
in-fact shall deem appropriate and grant options with respect to sales thereof and to make such
disposition of the proceeds of such sale or leases on my behalf (including expending such
proceeds for my benefit) as my attorneys-in-fact shall deem appropriate.

Power to Buy: To buy every kind of property, whether real, personal, intangible and/or
mixed, upon such terms and conditions as my attorney-in-fact shall deem appropriate, to obtain
options with regard to such purchases, to arrange for appropriate disposition, use, safekeeping
and/or insuring of any such property purchased by my attorney-in-fact, to borrow money for the
purposes described herein and to secure such borrowing in such manner as my attorney-in-fact
shall deem appropriate, and to repay from any funds belonging to me any money borrowed.

a
v
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DEED 351 336

Power to Invest: To invest and re-invest all or part of my property in any other property
or interests in property (including undivided interests), whether real, personal, intangible or
mixed, wherever located, including, without being limited to, securities of all kinds, bonds,
debentures, notes (secured or unsecured), stocks of corporations regardless of class, real estate or
interests in real estate, whether or not productive at the time of investment, and participation in
common or pooled trust funds without being limited by statute or rule of law concemning
investments by fiduciaries and to control, manage, withdraw, deposit and otherwise deal with all
bank accounts, certificates of deposit or other securities or deposits in any bank in which I have
such accounts.

Power to Operate Business: To continue the operation of any business belonging to me
or in which I have an interest for such time and in such manner as my attorney-in-fact shall deem
appropriate, including, but not limited to, hiring and discharging my employees, paying my
employee salaries and providing for employee benefits, and employing legal, accounting,
financial and other consultants.

Power to Borrow Money: To borrow money for my account upon such terms and
conditions as my attorney-in-fact shall deem appropriate, and to secure such borrowing by the
granting of security interests in any property or interest in property which I may now or hereafter
own.

Power to Make loans: To lend money and property at such interest rate, if any, and
upon such terms and conditions, and with such security, if any, as my attorney-in-fact may deem
appropriate, and to renew, extend, and modify any such loan or loans that I may have previously
made.

wer to Maintain Suit: To commence and prosecute on my behalf, any suits, actions
or legal or equitable proceedings for the recovery of any of my lands or for any goods, chattels,
debts, damages, etc. and to appear, answer and defend any actions or suits whatsoever which
shall be commenced against me with full authority to prosecute, defend, maintain, compromise,
settle and/or discontinue the same.

Healthcare decisions; Should 1, at anytime hereafter, lack the capacity to make health
care decisions for myself, my agent is hereby authorized to make all health-care decisions for me,
including decisions to provide, withhold or withdraw artificial nutrition and hydration, and all
other forms of health care to keep me alive, subject to any instructions hereinafter set forth. My
agent’s authority shall become effective when my primary physician determines that I am unable
to make my own health-care decisions.

My agent shall make health-care decisions for me in accordance with the instructions
contained within this power of attorney for health care, and my other wishes, to the extent known
to my agents, so long as the same do not conflict with the instructions contained herein, To the
extent my wishes are unknown, my agent shall make health-care decisions for me in accordance
with what my agent determines to be in my best interest. In determining my best interest, my
agent shall consider my personal values to the extent known to my agent.

T do hereby place full authority in my agent to make any and all health care decisions for
me, including but not limited to, the right to:

' .(a) ) Consent or refuse to consent to any care, treatment, service, or procedure to
maintain diagnose, or otherwise affect a physical or mental condition;

() Select or discharge health-care providers and institutions;

) (c) Approve or disapprove diagnostic tests, surgical procedures, programs or
medication, and orders not to resuscitate; and

(d  Direct the provision, withholding, or withdrawal of artificial nutrition and
hydration and all other forms of health care.

Case 1:18-cv-00643-WCG Filed 01/08/18 Page 6 of 39 Doc
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1L

DURABILITY

This power shall not be affected by the subsequent disability, incapacity or incompetence
of the undersigned as Principal, and all acts done by my attorney-in-fact pursuant to this Power of )
Attorney during any period of my disability or incompetence or any uncertainty as to whether |
am dead or alive shall have the same effect and inure to the benefit of and bind me, my heirs, 1
distributees, devisees, legatees, and personal representatives as if [ were alive, competent, and not
disabled.

In the event that it becomes necessary for a guardian or conservator to be appointed for
my person or estate, then I, under authority of Miss. Code Ann. §87-3-109, do hereby nominate
and appoint my attorney-in-fact, GATHEL DIAN PARKER, to act as the conservator and/or
guardian of my estate and person. '

118
ION. (004 D N

This instrument may be amended or revoked by me, and my Attorney-in-Fact may be
removed by me at any time by the execution by me of a written instrument of revocation,
amendment, or removal delivered to my Attorney-in-Fact. If this instrument has been recorded
in the public records, then the instrument of revocation, amendment or removal shall be filed or
recorded in the same public records. My Attorney-in-Fact may resign by the execution of a
written resignation delivered to me, or if I am mentally incapacitated, by delivery to any person
with whom I am residing or who has the care and custody of me.

Iv.

VOCA PREVIOUS POWER TTORNEY.

By this instrument I do hereby revoke any and all previous Powers of Attorney heretofore
given by me.

WITNESS MY SIGNATURE, this ,7 Z:’clay of 7)1:«/ ,2013.

DANIEL ROY PARKER

STATE OF MISSISSIPPI
COUNTY OF NEWTON

Personally appeared before me, the undersigned authority in and for said county and state,
DANIEL ROY PARKER, who acknowledged that he signed and delivered the above and
foregoing instrument on the day and year therein shown as his own act and deed and for the
purposes therein mentioned.

fFigjgl seal this 7% yofm/lg«,/ 2013.

Given under my hand and o
v, 5!....-.,.../ '..'

BRI
B X \)a‘— *,
.'Qg'\? > o %

fOlF o ot
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- HSHS ' St.Vincent
—\ St.Mary’s
St.Nicholas
St.Clare

Power of Attorney for Health Care Document

Name: | Brnef té : /0 ﬂd/éex'
First Middle Last
Date of Birth: /> [5// 57

Address: __ 335 B ;é d.za., ,(]4&{»' 6067 W SY30Yy

Telephone: ( 9 )370-~20/3 Cell: () Work {( )

Document made this 7/ day of YNare (month), 20/ (year).

1, [Qﬂ‘/n{af IQ ﬂ@t/éo(' , being of sound mind, intend

by this document to create a Power of Attorney for Health Care. My executing this power of
attorney is voluntary. I expect to be fully informed about and allowed to participate in health
care decisions for myself as long as 1 have the capacity to do so. For the purposes of this
document, health care decision means an informed decision to accept, maintain, discontinue,
or refuse any medical care.

Copies of this document have been given to:

1. 2 _
R S—
g. Pl

If a new document is created, all previous copies should be replaced with a copy of the new one.

Notice to Person Making this Document:

You have the right to make decisions about your health care. No health care may be given to

you over your objection, and necessary health care may not be stopped or withheld if you
object. '

In some cases your health care providers may not have had the opportunity to establish a
long-term relationship with you and are often unfamiliar with your beliefs and values and the
details of your family relationships. This poses a problem if you become physically or
mentally unable to make decisions about your health care.

In order to avoid this problem, you may sign this legal document to specify the person whom
you want to make health care decisions for you if you are unable to make those decisions
personally. That person is known as your health care agent. You should take some time to

Page 1 of 6
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. discusé your thoughts and beliefs about medical treatment with the person or persons whom
you have specified.

You may state in this document any types of heaith care that you do or do not desire, and you
may limit the authority of your health care agent. If your health care agent is unaware of your
desires with respect to a particular health care decision, he or she is required to determine
what would be in your best interests in making the decision.

This is an important legal document. it gives your agent broad powers to make health care
decisions for you. It revokes any prior power of attorney for health care that you may have
made. If you wish to change your power of attorney for health care, you may revoke this
document at any time by destroying it, by directing another person to destroy it in your
presence, by signing a written and dated statement or by stating that it is revoked in the
presence of two witnesses. If you revoke, you should notify your agent, your health care
providers and any other person to whom you Ha&VE given a copy. If your agent is your spouse
and your marriage is annulled or you are divorced or your domestic partnership is terminated
after signing this document, the document is invalid. '

You may.also use this document to rhake or refuse to make an anatomical gift upon ‘your
death. If you use this document to make or refuse to make an anatomical gift, this document
revokes any prior document of gift you may have made. You may revoke or change any

anatomical gift that you make by this document by crossing out the anatomical gifts provision
in this document. -

Do not sign this document unless you clearly understand it.
Part 1 - Appointing a Health Care Agent

If 1 am no longer able to make health care decisions for myself, this document names the person |
choose as my agent to make these choices for me. This person will make my health care decisions if
I am determined to be incapable to make health care decisions as defined by state law.

For the purpose of this document, ‘incapacity’ exists if two physicians or a physician and a
psychologist have personally examined me and signed a statement that specifically expresses their
opinion that | am unable to receive and evaluate information effectively or to communicate decisions.
A copy of that statement must be attached to this document. If | am unable, due to my incapacity, to
make health care decisions, my health care agent is instructed to make- health care decisions for me,
but my health care agent should try to discuss with me any specific proposed health care if | am able
to communicate in any manner, including by blinking my eyes.

Note: When selecting someone fo be your health care agent, choose someone who knows you well,
whom you trust, who is willing to respect your views and values, agrees to carry out your wishes, and
is able to make difficult decisions in stressful situations. Take time to discuss this document and your
views with the person you pick to be your health care agent and give him or her a copy of this
document. Your health care agent must be at least 18 years of age and should not-be your health
care provider, an employee of that health care provider, an employee of a health care facility in which
you are a patient or resident, or a spouse of any of those providers or employees, unless the heaith
care provider, employee or spouse of the provider or employee, is your relative.

?age 2of6
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Case 3:17-cv-00528-WHB-JCG Document 22 Filed 12/20/17 Page 25 of 46
. The person | name as my health care agent is: . )
Name: ﬁm.u I? /&mﬂ_&’k Relationship: _'4&,
Address: _4)/052  Chy Kl £ ,(yuom LT S HS
Phone: Home (%0 ) 373- 4047 Cell (%22) 390203 Work ( ) -

If the health care agent listed above is ever unable or unwilling to do so, then | name as my
health care agent:

Name: _/%M_Q_@C&@_ Relationship: _ Autth v 4.,

Address: /) /052 C*/:; RO EE (Ouboe LT SIS
Phone: Home (42 ) 373- 4247 Cell (720) 370-20/3 Work ( ) —

If neither of the health care agents listed above is ever unable or unwilling to do so, then |
name as my health care agent:

Name: A_/Me, Relationship:
Address:

Phone: Home () _cell{ ) Work ()
Part Il — General Authority of the Health.Care Agent

Subject to any limitations in this document, if | ever have incapacity, my health care agent has the authority to
request and review all information, oral and written, regarding my physical and mental health. This includes
signing consent forms to release any medical information to other parties. I will discuss my desires with my
health care agent and believe he or she is willing to carry them out.

Note: Please check yes or no in the boxes below. If you do not mark a box in a section and make no clear
choice, Wisconsin law states that your choice is considered to be “No".

1. Admission to a nursing home or community based residential facility (CBRF):
My health care agent has authority to allow admission to a facility to receive long term nursing

care if necessary. (Note: A health care agent automatically has authority to allow admission to
a facility for short-term stays.)

X Yes No Nursing Home

7( Yes - No Community Based Residential Facility

2. Provision of a feeding tube:

My health care agent has authority to have a feeding tube or IV hydration withheld or
withdrawn from me, unless my physician has advised that in his or her professional judgment
this will cause me pain or will reduce my comfort. :

X Yes No

3. Making decisions if | am pregnant:
My health care agent has authority to make decisions for me if | am pregnant.
Yes No x N/A .

Page 3 of 6
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- Limitations on Mental Heaith Treatment :
My health care agent may not admit or commit me on an inpatient basis to an institution for mental
diseases, to an intermediate care facility for persons with mental retardation, or a state treatment
facility. My health care agent may not consent to experimental mental health research or
psychosurgery, electroconvulsive treatment or drastic mental health treatment procedures for me.

Part lll - Statement of specific Desires, Special Provisions or Limitations

My health care agent must make health care decisions for me based on the instructions | provide. He
or she must act in my best interest consistent with the principles | have stated in this document, or in
accord with any wishes | have made known to him or her. Most of what | state here is general in
nature, since I cannot anticipate all possible circumstances of a future illness. If I have not given
specific instructions, then my health care agent must make decisions consistent with my wishes and
beliefs, in accordance with the principles set forth below:

1. Ordinary or proportionate means shall be used to preserve my life. Proportionate means are
those that offer a reasonable hope of benefit, are reasonably expected to prolong my life, do
not entait an excessive burden or impose excessive expense on my family or community, and
do not cause significant physical discomfort.

2. Medical treatments that are extraordinary or disproportionate means of preserving my life may
be withdrawn or avoided. Disproportionate means of preserving my life may be withdrawn or
avoided. Disproportionate means are those that do not offer a reasonable hope of benefit, are
not reasonably expected to prolong my life, entail an excessive burden or impose excessive
expense on my family or the community, or cause significant physical discomfort.

3. A. In principle, there is an obligation to provide me food and water, including medically
assisted nutrition and hydrations if | cannot take food orally. This obligation extends to
chronic and presumably irreversible conditions (e.g., the “persistent vegetative state”)
where | am reasonably expected to live indefinitely, if given such care.

B. Medically assisted nutrition and hydration become optional when they cannot reasonably
be expected to prolong my life, do not offer a reasonable hope of benefit, when they would
be excessively burdensome or impose excessive expense on my family or my community,
or would cause significant physical discomfort.

4. 1should not be deprived of consciousness without a compelling reason.

5. - 1 oppose suicide and euthanasia. Treatment or support must not be provided or withheld for
the purpose of causing my death.

6. Idesire the use of medication or procedures necessary for my comfort. Medicines capable of
alleviating or suppressing pain may be given to me, even.if this therapy may indirectly
shorten my life. However, I do not wish to receive such treatment when given for the intent of
hastening my death.

7. If my death is imminent, | desire that those treatments which maintain a burdensome
prolongation of my life be withdrawn or avoided, unless those responsible for my care judge
that there are special and significant reasons why | should continue to receive such treatment.

1 also desire that the following be adhered to regarding my health care decisions:

Please check your choice, if any, in the boxes below.
For Catholics: | desire that efforts be made so that | receive the Sacraments of
Reconciliation, Anointing of the Sick and Eucharist as Viaticum.

X | desire that my spiritual/pastoral leader is contacted. N Ao dent

Page 4 of 6
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- If my life is at an end and there is no reasonable hope for recovery, the medical
)( interventions are non-beneficial, the burdens outweigh the benefits, and are

prolonging my dying process, | would like all life-support systems removed. | wish to
be kept comfortable and pain free. '

Donation of My Organs or Tissue (Optional): please check your choice in the box:
| intend to donate only the listed organs and/or tissues

| intend to donate any organs or tissue.

X | do not intend to donate any organ or tissue.

l'intend to donate my body to medical science. Note: Donating your body to medical science
needs to be arranged ahead of time.

Part IV — Making the Document Legal

This document created pursuant to Chapter 155 of the Wisconsin Statutes must be signed and dated
in the presence of two withesses with both witnesses signing at the same time. 1 am thinking clearly
and agree with everything that is written in this document and have made this document willingly.

-,

pI— 3]2lis

Signature . Date

Statement of Witnesses: ‘
I know the person creating this document and believe him/her to be of sound mind and at least 18
years of age. | personally witnessed him/her sign this document and believe he/she did so voluntarily.
By signing this document as a witness, I certify that | am: '

-At least 18 years of age.

“Not a health care agent appointed by the person creating this document.

*Not related to this person by blood, marriage, or adoption.

-Not directly financially responsible for this person’s health care.

-Not a health care provider directly serving the person at this time.

-Not an employee (other than social worker or chaplain) of a health care

provider directly serving this person at this time.
“Not aware that | am entitled to or have a claim against this person’s estate.

Witness #1: Date_3/7/is . Witness #2: Date 3/2//5
A %%f( [T M, ramm,
Signature s " $ignature K
Uy fee  puplle  pois a0

PrintName . . . _ . Print Name v

Marys?};‘igggn St

gzes:{nay.wumx 435  DoVan {SW‘M
Address Address

G e sn G’Dav’ Wi 54937
Page 5 of 6
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. Statement of Health Care Agent and Alternate Health Care Agent

1 understand that . fors”™ has designated me to be his or her health
care agent or alternate health care agent if he or she is ever found to have incapacity and unable to
make health care decisions. The person creating this document has discussed his or her desires
regarding health care decisions with me. :

A'f’:’s‘%ignétu

, a,;;bzéw/f

Alterna/t)e's Signature/Date

Alternate’s Signature/Date

This document includes information from the State of Wisconsin form as well as the addendum by the
five Catholic Bishops’ of Wisconsin (3/5/14).

Revised 1/22/15

Page 6 of 6
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WISCONSIN STATUTORY
POWER OF ATTORNEY FOR. .
FINANCES AND PROPERTY
IMPORTANT INFORMATION

This Power of Attorney authorizes another person (your agent)
to make decisions concerning your property for you (the
principal). Your agent will.be.able-to.-make. decisions and act
with respect to your property (including your money) whether
or not you are able to act for yourself. The meaning of }
authority over subjects fisted on this form is explainedinthe - _ Recording Area 4 -
Uniform Power of Attorney for Finances and Property Actin . -
Chapter 244 of the Wisconsin Statutes. -

Name and Return Address

This f Attorney d thorize th k Tonel R Arker
is Power of Attorney does not authorize the agent to make
health-care decisions for you. AEEb2a)k [ g .

Green oy pdr 54115
You should select someone you trust to serve-as your agent. - T ,

Unless you specify otherwise, generally the agent's authority will
continue until you die or revoke the Power of Attorney. or the agent lo H-19 Vie d

resigns of is unable to act for you. Parcel Identification Number (if any)
Your agent is entitled to-reasonable compensation unless you state otherwise in-thespecial instructions.

This form provides for designation of one agent. If you wish to name more than one agent, you may name
a co-agent in the special instructions. Co-agents are not required to act together unless you include that
requirement in the special instrugtions. : .

If your agent is unable or unwilling to act for you, your Power of Attorney will end unless you have named
asuccessor agent. You may also name a 2" successor agent.

- This Power of Attorney.becomes effactive immediately unless you state otherwise in the special
instructions. This. Power of Attomey does not revoke any Power of Attorney executed previously unless
you so provide in the special instructions.

I you revoke this Power of Attorney, you should notify your agent and any -other-person to whom you -have
" given a copy. |f your agent is your spouse or domestic partner and your marriage is anriulled or you are

divorced or legally separated or the domestic partnership is terminated after signing this document, the
document is irivalid. o '

I you have questions about the Power of Attorney or the authority you are granting to your agent, you

should seek legal advice before signing this form.-
3‘

DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
Divislon of Public Heaith . Effactive Date September 1, 2010
F-00036 (Rev. 09/10) ’ s, 244.08 (1), Wisconsin Statutes

Case 1:18-cv-00643-WCG Filed 01/08/18 Page 14 of 39 Document 23




is

Case 3:17-cv-00528-WHB-JCG Document 22 Filed 12/20/17 Page 17 of 46

DESIGNATION OF AGENT

L, T hn ) e‘l 2 I%,pku/‘ : (name of principal), name the following person as my agent:
Name of agent: _( Tonpie’.  Skenandore.
Agent's address: Z&, ‘ : 304

: 7
Agent's telephone number: ¢y / 3 ’20/ 2043

DESIGNATION OF SUGCESSOR AGENT(S) (OPTIONAL) -

If my agent is unable or unwilling to act for me, | name as my successor agent: -
Name of successor agent:’ﬂq N u ve Skenard Yo &)

Successor agent’s address: M yre,
Successor agent's telephone number: 230 - 370 -1 3D

If my successor agent is unable or unwilling to act for me, I name as my 2™ successor agent:

Name of 2" successor agent: .3 b - Lv H N / '
. V4 ) . *
Second successor agent's address: 99.2% Con m 15soner 5t Cnoydo . ¢ =yiss

Second successor agent's telephone number: g - Ko~ 1G0OEL

GRANT OF GENERAL AUTHORITY

I grant my agent and any successor agent general authority to act for me with respect to the following subjects
as defined (see Appendix) in the Uniform Power of Attorney for Finances and Property Act in chapter 244 of -
the Wisconsin statutes:

(INITIAL each subject you want to include in the agent’s general authority.)

4 ﬂ P | Real property
d Tangible personal property
Stocks and bonds

Commodities and options
Banks and other financial institutions

Operation of entity or business

skl

insurance and annuities
1( P. | Estates, trusts, and other beneficial interests

Claims and litigation
Personal and family maintenance

B -
ey
-ﬁr\

Benefits from governmental programs or civil or military service

" )0 Retirement plans ,
P Taxes \
Page 2 : Wisconsin Power of Attorney for Finances and Properly

F-00036 (Rev. 09/10)
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IMPORTANT INFORMATION FOR AGENT
AGENT’S DUTIES

When you accept the authority granted under this Power of Attorney, a special legal relationship is created
between you and the.principal. This relationship imposes upon you legal duties that continue until you resign
or the Power of Attorney is terminated or revoked. You must do all the following:

(1) Do what you know the principal reasonably expects you to do with the principal’s property or, if you do not
know the principal’s expsctations, act in the principal's best interest. ' '

(2) Actin goad faith.

(3) Do nothing beyond the authority granted in this Power of Attorney.

(4) Disclose your identity as an agent whenever you act for the principal by writing or printing the name of the
principal and signing your own name as “agent” in the following manner:

(principal’'s name) by %@MM&M (your signature) as agent

Unless the special instructions in the Power of Attorney state otherwise, you must also do all the following: .
(1) Act loyally for the principal's benefit. '

(2) Avoid conflicts that would impair your ability to act in the principal's best interest.

(3) Act with éare, competence, and diligence. '

(4) Keep arecord of all receipts, disbursements, and transactions made on behalf of the principal.

(5) Cooperate with any person that has authority to make health-care decisions for the principal to do what you
know the principal reasonably expects or, if you do.not know the principal's expectations; to act in the
" principal's best interest. ‘ :

(6) Attempt to preserve the principal’s estate plan if you know the plan and preserving the plan is consistent
with the principal’s best interest.

) TERMINATION OF AGENT’S AUTHORITY ,
You must stop acting on behalf of the principal if you learn of any event that terminates this Power of Attomey
or your authority under this Power of Attorney. Events that terminate a Power of Attomey or your authority to
act under a Power of Attorney include all the following:

(1) Death of the principal-

(2) The principal's revocation of the Power of Attorney or your authority.
(3) The occurrence of a termination event stated in the Power of Attorney.
(4) The purpose of the Power of Attorney is fully accomplished.

(5) If you are married to the principal, a legal action is filed with a court to end your marriage, or for your legal
separation, unless the special instructions in this Power of Attorney state that such an action will not
terminate your authority. ' .

(6) If you are the principal’s domestic partner and your domestic partnership is terminated, unless the special

instructions in this Power of Attorney state that such an action will not terminate your authority.

Page 5 o . Wisconsin Power of Attamey for Finances and Properly
. . F-00036 (Rev. 09/10)
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LIABILITY OF AGENT.

The meaning of the authority granted to you is defined in the Uniform Power of Attorney for Finances and
Property Act in Chapter 244 of the Wisconsin Statutes. if you violate the Uniform Power of Attorney for
Finances.and Property Act in Chapter 244 of the Wisconsin Statutes or act outside the authority granted, you
may be liable for any damages caused by your violation. ' '

If there is anything about this document or your duties that you do not understand, you should seek legal
advice. . :

OPTIONAL SIGNATURE OF AGENT
I have read and accept the duties and liabilities of the agent as specified in this Power of Attormey.

Agent’s signature (2 ONAUL Mw » Date

Attached:
(1) Agent's.certification as to the validity of Power of Attorney for Finances and Property and agent's
authority (Optional).
(2) Appendix: Power of Attorney for Finances and Property Statutory Authority Definitions {Optional).

Page 6 Wisconsin Power of Attarney for Finances and Praperty
' F-00036 (Rev. 09/10)
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The following optional form may be used by an agent to certify facts
conceming a power of attomey for finances and property:

‘ AGENT’S CERTIFICATION AS TO THE VALIDITY OF
POWER OF ATTORNEY FOR FINANCES AND PROPERTY AND AGENT'S AUTHORITY

State of: ;1 isann 5117
County of: Pyroedn .

1 mngéme {name of agent), certify under penalty of perjury that
) éda (L Z g& ng',,—. (name of principal) granted me authority as.an agent or

successor agent in a power of attorney dated

I further certify that to my knowledge:

(1) The principal is alive and has not revoked-the ‘power of attorney or my authority to act under the power of
- attorney, and the power of attorney and my authority to act under the power of attorney have not
terminated. ' '

(2) I the power of attorney was drafted to become effective upon the happening of an event or contingency,
the event or contingency has occurred.

(3) If t was named as a successor agent, the prior agent is no longer able or willing to serve.

4 '

(insert other relevant statements)

SIGNATURE AND ACKNOWLEDGMENT

Agent’s signature MM Date ©3 /o(, / VOIS
Agent's name printed ( Zgamé. Skenan dere

Agent's address: 2584, Zak Lane. GClreen ﬁ’@,’w 7 ¥ 5‘#’503/

Agent's telephone number: 944 - 3 T - 0)5

Stateof: _ \ . WS cole, County of: Brane ~

This document was acknowledged before me on

Date 5} (o l 1S . by (name 35‘\‘ qu ’§§. ’;f‘_&—\ Ave f)Lem Ly &\) o€
. » c) ..-'. . ..'..‘¢ '- °

\NOTARY
:(Seakifany) :
% PUBLC i3

i -, 3 :

. oA RN
Signature of notary QA,N\(-\«\- \\‘gmwi%%(\@:
3 VJ v LA )

o OF .
Name of notary (typed or printed) (™ A oM e < p =

i

My commission expires: a !39 Janm:t
- L ~ L] ' .
This document prepared by: _&w‘gg‘_ww

Page 7 Wisconsin Power of Attorney for Finances and Property
. - ‘ F-00036 (Rev. 09/10)
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-LIMITATION ON AGENT’S AUTHORITY

An agent who is not my spouse or domestic partner MAY NOT use my property to benefit the agentora

person to whom the agent owes an obligation of support unless | have included that authority in the special
instructions.

SPECIAL INSTRUCTIONS (OPTIONAL)
You may give special instructions in the following space

EFFECTIVE DATE
This power of attorney is effective immediately unless | have stated otherwise in the special instructions.

NOMINATION OF GUARDIAN (OPTIONAL)

If it becomes necessary for a court to appoint a guardian of my estate or guardian of my person, | nominate the
following person(s) for appointment:

Name of nominee for guardian of my estate: d@ NI f; S,E’mmiom

Nomines's address: 2796 Zale Lu. Bieen Py, Wz S48 5430 </

Nominee's telephone number: /s ) 013

Name of nominee for guardian of my person: /’,’onn té. SKerian c/ore/ :
Nominee’s address: 24, Z(g 7;;./(, j_}t) J é‘*a’ten Bay, A.)'T <SHZ0 ‘75

4
Nominee's telephone number: 90 / 3 70/ 2% 3

Page 3 Wisconsin Power of Attorney for Finances and Property
. ) F-00036 (Rev. 09/10)
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RELIANCE ON THIS POWER OF ATTORNEY FOR FINANCES AND PROPERTY - .
Any person, including my agent, may rely upon the validity of this power of attorney or a copy of it unless that
person knows that the power of attorney has been terminated or is invalid.

SIGNATURE AND ACKNOWLEDGMENT

Your signature ﬂﬁvﬂf’ Date s/, faers 5
L4 4
Your name pr!nted ;7 Y3 / K Qm(f ran

Your address: MLM&. séa; D7 59509

Your telephone number: 9.3 -~

State of: ()= CenoiDie, County of: 55 niuin
This documeng was acknowledged before me on
Date %! ! (:4? ! "f::" by name of princ\jaﬂl' o e N0 N2 \ R Pa fa Y
| :c'} """"" "%"'.
s &OTAR Yy <
: (Seal -rf'ane ; -
'-’ . PUBL\V ¢ 5

~ ":7 & G '~;§»’(§
Signature of notary Q__:_ ,‘}lk Hisae it

Name of notary (typed or printed% Qi atie DN e
My commission expires: { :;;:L [2d19

This document prepared by:

Page 4. Wisconsin Power of Attorney for Finances and Property
. F-00038 (Rev. 09/10)
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& .
g : Page 2 ol 4 ‘3%
S The Ghesapeake Life Insurance Company g?
oo i
; i

& Claimant’s Statement x
= 4
2 In order lo process your elaim @s quickly as possible, we need some information about you and the o
N Insured. Please submit the original insurance policy(ies), a certified death cerlilicate that includes the g_;
& cause ang manner of death, and the original Claimant’s Statement(s). Only one certified death certificate is G
needed to process your claim, Each Claimant must submit their own Claimant's Statement. If you need ‘5.4
assistence in completing this form, {he cormpany or one of its representalives will assist you. G

Yl WY
=T

A, Insured's [nfarmation, i
1. Narnes @}:L&g Dale of Deati: Lﬁ!b L l[ :’\ﬂjlf )

Other names usad by the Iﬁsured: 0
2. Please list l}p ficy/contract pumbers with our company on which you are flling a claim:
MogllhIg %]

3. Plgase nate: All policies listed above should be submitted with your claim. If policies are nof attached,

please stale why:

4, o . o
B ' Street Address/P.O. Box City, State and Zlp Code
5. Marital Status:
Single [] Marded [ Widowed [[] Separated b4 Divorced [} other [ (specify)

6. Dale of Birth: Place of Birth: _ 7L Q0m1piton
7. Cause of Death; :
8. Mannertaﬂealh: 0 o
Natural [[] Momleide [ -Accident Suicide [ -] Other (specify) s
9. Occupation: __ 0 gl el Date Last Worked: D5 Jdang )

1b.Emplo\,’e‘r Narne: : Employer Phone Number: _
11.Employer Address: _3 /4 £ 4o Clarsae 9 Ms

B. Cldimant’s information J

1. Name: (= ' . Relationship to nsured: |

2. Date of Birih: Sex: Male[] Female -

3. In what capacity ard yel Claiming the death benefit? Please check the box that applies to you.
Marned Benefidary /] ExecutorAdministrator [ Legal Guardian [] Trustee "] other [ (specily)

Hialing Addross: W
Street Address/P.O/Box City, Stafe and Zip Gode
(CELL

Phone Numbers; (WK (HM) )
Email Address: |
Please indicate
Citizenship, If not U.S.A,;

o g

. Information about other insurance
List any additicnal life insurance on the life of the Insured.

“IA Ug‘m_ﬂ——- .

9]

N. Settlement Options
liistallinent Opfions Setilement Descriptions

Al or part of the proceeds of the policy may be paid under any one or a combination of the following
aptions, Pleast review Insured's policy for the specific options available ta yoiL

+ Inecome for Fixed Period: Payments, determined from the table provided in the polley, guaranteed
for the number of years chosen.

(continued on next page)

Form WI1DOSD/ Rev 10-2014 NOB10193

EXHIBIT
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|
|

)
= Paga 3of 4 Cj)
% (Section D. confinved) g;
w !
g * » LifeIncome; Paymenis, determined from the table in the policy, for the Option elecled, hased on :'R?
o the payee’s sex and age nearest birthday on the date the first payment becomes due. Life income ;;
g options available are (1) payments only while the payee is alive; or (2) payments guaranteed for .
N 10 years; then continving while the payes is alive. I.\\
~ o Interest Income: We will hold the proceeds until withdrawn by the payee. The payee may t
withdraw all or part of the proceeds at any lime. Any proceeds not withdrawn will be paid at the (3\)
death of the payee. Interest on any unpald balance will be accumulated or paid annually, semi- [iM]
annually, quarterly or monthly, as selected. 61}
« Income of Fixed Amount: We will pay the proceeds in installments of 4 saleeted amount until all By
of the proceeds and interest are fully paid. 0)
= Annuity; We will apply the proceeds as a single premium to purchase an annuily payable to one .

or two payees. The annuity payments will continue while the payee is living, or if an annuity for two
payees is selected, payments will continue while either is still living. The amaunt of each annuity
payment will not be less than the amiount of the payment which proceeds of this peficy would
otherwise provide based on the annulty rales we are using on the date the proceeds of this policy
become payable. If at any age the amount of the equal installnent payments is the same for more
than one'period cerain, payment will be made as i the longer period certain was chosen,

v

Any ather reasonable method of setllement may-be arranged subject to our agreement.

1fyou prefer a settlement in accordance with any of the installment opfions as indicated above, please
state which option. If you do not indicale your preference, a Lump-Sum Payment will be issuad:

212 m]m -ff;m

E. Requestfor Taxpayer [deotification Number and Certification

[ Check this box ONLY if you are NOT a U. S, Citizen or resident or otherwise ot subject to U, 8.
faxation. If this box is checked, STOP HERE and complete an IRS W-8BEN forin,

Social Security Number: — - . ot

OR
Employer, Trust, or Estate Tax Identification Number; -

Underthe penalties of perjury, | certify that:

The number shown above is the correct taxpayer identification number for the individuallentity
claiming the'proceeds [or | am walting for a number fo he Issued) AND (please check one of the
following inorder o receive the death Lienefit proceeds):

1 am NOT subject to Backup Tax Withhalding because:

a) |am exempt from Backup Tax Wilhholding, or

b) 1 have not been notified by the IRS that | am subject to Backup Tax Withholding as a resull of a
failure to repart all inlerest or dividends, or

¢) TheIRS has notified me that I am no longer subject ta Backup Tax Withhalding. (Does not apply fo
regl estate fransactions, martgage interest paid, the acquisition or abardorment of secured
property, contributions to an individual retirement arrangement (IRA), and payments other than

inlerest and dividends).
[J | amsubject to Backup Tax Withholding.

Also, please check the box below if applicable:
[0 1amaU.Ss. person (including a U.S. resident alien).

(comtimeexd on next page)

Form W11D050/ Rev 10-2014 NU81101531
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' {Section E. conlinued)

8920000 7RA000D

Page 4of 4 §

OF 113

The Internal Revenue Service does not raquire your consent to any provision of this document 9
other than the gertifications required to avoid backup withholding. 2-;
Sigied & Dated at: mwALA_L’M_'z_ this 'le day of [ )az. . Q’[ ; { :.@
City, State Day Month . Year o

ignatuge of Claimant, Trusteg, Executor or Signing Officer :

' A o
[}y
2]
F. Claimanf's Signature )

Any person who knowingly and with intent, defrauds or deceives an insurance company by
submitting or filing a cleim that contains any false or incomplete information, or conceals
information for the purpose of misleading, may be guilty of Insutance fraud, which may be a
ciime and may be subject to criminal and/or civil penalties.

By signing below, | attest that the Informatian in this Claimant’s Statement is complete and true
to the best of my knowledge, and that | have read and understand the Fraud Waming Notice set
out on Form YW11D047 for my state of residence, if any.

signe & Deted st Mevach pin M 5 wis (24 ayot_ ¥ _26[ 5.

Cily. State Day Month Year

%;rgee, Executor or Signing Officer Signature of Witness ’
imant's Prirt 8 ) Witness' Printed Name
_@_a.ﬂmgﬁzh&_ _ _EBlaewiliewme

Signaturg of Clai

For contracts issued in and vesidents of Hinois only:

A valid cfaim will include Interest due and payable from the date of death at a rate of 10% if wa do not pay
the claim within 31 days from the latest of 1) the dafe that we recejve proof of death, 2) the date we receive
sufficient information fo determine our fizbility and the apprapriate beneficiary(ies) entitied to the proceeds;
or 3) the date that any legal Impediinents are resolved.

A

For Vermont conlracts only: o
Pursuant to Vermont law, interest will accrue on the proceeds from the date of death of the insured to date

of payment at the rale of 6.00%. 1

Fotm W11D050/ Rev 10-2014 N0B1101931
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The Chesapeake Life Insurance Company

P.O. Box 1417 Phone: 866-215-5343
Jacksonville, IL 62651-1417 Fax: 803-333-4458

December 13, 2016

GiIHEL D PARKER

Insured Name: DANIEL PARKER

lioﬁci Nuiiii iﬂm 101931

Dear Ms Parker,

We are writing in response to your notification of the death of DANIEL PARKER. Our
sincere condolences go to the family for their loss.

Upon review of our records we do not find you listed asa beneficiary of this policy. 1Fyou
believe that we have reached this conclusion in error, please provide us with any
documentation to the contrary that you may have.

Due to privacy laws, we are prohibited form providing personal information relative to this
policy tc anyone other than the policy owner, the executor of the policy owner's estate, or
the beneficiary(ies) themselves. Our records do not include a current address for the
beneficiary. If you know who the beneficiary is, please have him/her contact us directly.

If you have any questions, please call the Client Service Center at the number above,
Monday through Friday from 8:00 AM to 5:00 PM Central Time.

Singerely,

REVOCABLE
Claims Services
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The Chesapeake Life Insurance Company
P.O. Box 1417 Phone: 866-215-5343

Jacksonville, IL 62651-1417 Fax: 803-333-4458

October 13, 2016

CONNIE R SKENANDORE
C/O GATHEL PARKER

5190 HICKORY FELLOWSHIP RD
HICKORY MS 39332

Insured Name: DANIEL R PARKER
Policy Number: N081101931
Correspondence Number: 01012558

Dear Ms. Skenandore,

"On behalf of the Company, we wish to extend our' condolences. To apply for benefits, we need
the following information:

e The enclosed Claimant Statement completed and signed by the named beneficiary.
Signed signature page must be returned with the completed Claimant Statement. If the
beneficiary has had a change in name, we will need a copy of the applicable marriage
license, divorce decree or similar legal documents. For settlement options, please refer to
the corresponding section of the claim form.

o Certified death certificate of the deceased. This should indicate cause of death, manner
of death, date of birth and Social Security Number.

o Return of the original policy.
¢ Beneficiary(ies) death certificate, if the beneficiary is deceased.

e To assist us in our review of this pending claim, please provide us with the address and
phone number for Connie R. Skenandore.

If benefits are payable to the Estate, Trust, Contingent Beneficiary or Minor children, please refer
to the instructions page of the claim form. If benefits are collaterally assigned to a bank or
creditor, a release of assignment or a statement from the assignee on their letterhead stating the
amount claimed is needed. An officer of the Corporation must sign on behalf of the Corporation.
Please submit legal documentation listing the officers who are currently authorized to sign
documents relating to the referenced insurance contract on behalf of the company.

If you have any questions, please call the Client Service Center at the number above, Monday
through Friday. from 8:00 AM to 5:00 PM Central Time.

14

Sincerely,

DPond - EX LA‘:[ B(X(K g
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The Chesapeake Life Insurance Company
P.O. Box 1417 : Phone: 866-215-5343
Jacksonville, I 62651-1417 Fax: 803-333-4458

October 13, 2016

CONNIE R SKENANDORE

C/O GATHEL PARKER

5190 HICKORY FELLOWSHIP RD
HICKORY MS 39332

Insured Name: DANIEL R PARKER
Policy Number: N081101931
Correspondence Number: 01012558

Dear Ms. S.kenandore,

On behalf of the Company, we wish to extend our condolences. To apply for benefits, we need
the following information:

e The enclosed Claimant Statement completed and signed by the named beneficiary.
Signed signature page must be returned with the completed Claimant Statement. If the
beneficiary has had a change in name, we will need a copy of the applicable marriage
license, divorce decree or similar legal documents. For settlement options, please refer to
the corresponding section of the claim form.

o Certified death certificate of the deceased. This should indicate cause of death, manner
of death, date of birth and Social Security Number.

¢ Return of the original policy.
* Beneficiary(ies) death certificate, if the beneficiary is deceased.

e To assist us in our review of this pending claim, please provide us with the address and
phone number for Connie R. Skenandore.

If benefits are payable to the Estate, Trust, Contingent Beneficiary or Minor children, please refer
to the instructions page of the claim form. If benefits are collaterally assigned to a bank or
creditor, a release of assignment or a statement from the assignee on their letterhead stating the
amount claimed is needed. An officer of the Corporation must sign on behalf of the Corporation.
Please submit legal documentation listing the officers who are currently authorized to sign

- documents relating to the referenced insurance contract on behalf of the company.

If you have any questions, please call the Client Service Center at the number above, Monday
through Friday from 8:00 AM to 5:00 PM Central Time.

_ Oy HT B

Case 1:18-cv-00643-WCG Filed 01/08/18 Page 28 of 39 Document 23



Page 1 of 2

FRAUD WARNING NOTICES
PLEASE READ THE FRAUD WARNING NOTICE FOR YOUR STATE

Any person who, knowingly and with intent to defraud, deceive, or injure an insurance company, files a claim
containing false, incomplete, fraudulent, or misleading information, may be prosecuted under state law and may be

subject to fines and/or confinement in pnson

R

ALABAMA: Any person who knowingly presents a false or
fraudulent claim for payment of a loss or benefit or
‘knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to fines
and confinement in prison, or any combination thereof.

ALASKA: A person who knowingly and with intent to
injure, defraud, or deceive an insurance company

files a claim containing false, incomplete or misleading
information may be prosecuted under state law.

ARIZONA: For your protection, Arizona law
requires the following statement to appear on this
form: Any person who knowingly presents a false
or fraudulent claim for payment of a loss is subject
to civil and criminal penalties.

ARKANSAS: Any person who knowingly presents a false
or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to fines
and confinement in prison.

CALIFORNIA:. For your protection California law requires
the following to appear on this form: Any person who
knowingly presents a false or fraudulent claim for the
payment of a loss is guilty of a crime and may be subject
to fines and confinement in state pnson

COLORADO: IT IS UNLAWFUL TO KNOWINGLY
PROVIDE FALSE, INCOMPLETE, OR MISLEADING
FACTS OR INFORMATION TO AN INSURANCE
COMPANY FOR THE PURPOSE OF DEFRAUDING OR
ATTEMPTING TO DEFRAUD THE COMPANY.
PENALTIES MAY INCLUDE IMPRISONMENT, FINES,
AND DENIAL OF INSURANCE AND CIVIL DAMAGES.
ANY INSURANCE COMPANY OR AGENT OF AN
INSURANCE COMPANY WHO KNOWINGLY PROVIDES
FALSE, INCOMPLETE, OR MISLEADING FACTS TO A
POLICY HOLDER OR CLAIMANT FOR THE PURPOSE
OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE
POLICY HOLDER OR CLAIMANT WITH REGARD TO A
SETTLEMENT OR AWARD PAYABLE FROM
INSURANCE PROCEEDS SHALL BE REPORTED TO
THE COLORADO DIVISION OF INSURANCE WITHIN
THE DEPARTMENT OF REGULATORY AGENCIES

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

DISTRICT OF COLUMBIA: WARNING: It is a crime'to
provide false or misleading information to an insurer for
the purpose of defrauding the insurer or any other person.
Penalties include imprisonment and/or fines. In addition,
an insurer may deny insurance benefits if false information
materially related to a claim was provided by the applicant.

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

. misleading information is guilty of a felony of the third

degree.

HAWAII: Any person who knowingly presents false
information in an application for insurance or life
settlement contract is guilty of a crime and may be subject
to fines and confinement in prison.

IDAHO: Any person who knowingly, and with intent to
defraud or deceive any insurance company, files a
statement of claim containing any false, incomplete, or
misleading information is guilty of a felony.

INDIANA: A person who knowingly-and with intent to
defraud an insurer files a statement of claim containing
any false or incomplete, or misleading information
commits a felony.

KENTUCKY: Any person who knowingly and with intent to
defraud any insurance company or other person files a
statement of claim containing materially false information
or conceals, for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent
insurance act, which is a crime.

LOUISIANA: Any person who knowingly presents a false o
fraudulent claim for payment of a loss or benefit or knowingl
presents false information in an application for insurance is
guilty of a crime and may be subject to fines and
confinementin prison.

MAINE: It is a crime to knowingly provide false, incomplete
or misleading information to an insurance company for the
purpose of defrauding the company. Penalties may include
imprisonment, fines or a denial of insurance benefits

Form W11D047 - (Revised 10.01.14)
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MARYLAND: Any person who knowingly and willingly
presents a false or fraudulent claim for payment of a loss or
benefit or who knowingly and willingly presents false
information in an application for insurance is guilty ofa -
crime and is subject to fines and confinement in prison.

MINNESOTA: A person who files a claim with intent to
defraud or helps commit a fraud against an insurer is guilty
of a crime.

NEW HAMPSHIRE: Any person who, with a purpose to
injure, defraud or deceive any insurance company, files a
statement of claim containing any false, incomplete or
misleading information is subject to prosecution and
punishment for insurance fraud, as provided in RSA
638:20.

NEW JERSEY: Any person who includes any false or
misleading information on an application for an insurance
policy is subject to criminal and civil penalties.

NEW MEXICO: ANY PERSON WHO KNOWINGLY
PRESENTS A FALSE OR FRAUDULENT CLAIM FOR
PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY
PRESENTS FALSE INFORMATION IN AN APPLICATION
FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE
SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

NEW YORK: Any person who knowingly and with intent to
defraud any insurance company or other person files an
application for insurance or statement of claim containing
any materially false information, or conceals for the purpose
of misleading, information concerning any fact material
thereto, commits a fraudulent insurance act, which is a
crime, and shall also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the
claim for each such violation.

OHIO: Any person who, with intent to defraud or knowing
that he is facilitating a fraud against an insurer, submits an
application or files a claim containing a false or deceptive
statement is guilty of insurance fraud.

OKLAHOMA: WARNING: Any person who knowingly, and
with intent to injure, defraud or deceive any insurer makes a
claim for the proceeds of an insurance policy containing
false, incomplete or misleading information is guilty of a
felony.

PENNSYLVANIA: Any person who knowingly and with
intent to defraud any insurance company or other person
files an application for insurance or statement of claim

| containing any materially false information or conceals for
the purpose of misleading, information concerning any fact
thereto commits a fraudulent insurance act, which is a
crime and subjects such a person to criminal and civil
penalties.

PUERTO RICO: Any person who knowingly and with the
intention of defrauding presents false information in an
insurance application, or presents, helps, or causes the
presentation of a fraudulent claim for the payment of a
loss or any other benefit, or presents more than one
claims for the same damage or loss, shall incur a felony
and, upon conviction, shall be sanctioned for each
violation with the penalty of a fine of not less than five
thousand ($5,000) dollars and not more than ten thousand
($10,000) dollars, or a fixed term of imprisonment for three
(3) years, or both penalties. Should aggravating
circumstances be present, the penalty thus established
may be increased to a maximum of five (5) years. If
extenuating circumstances are present, it may be reduced
to a minimum of two (2) years.

RHODE ISLAND: Any person who knowingly presents a
false or fraudulent claim for payment of a loss or benefit or
knowingly presents false informationin an application for
insurance is guilty of a crime and may be subject to fines
and confinement in prison.

TENNESSEE: It is a crime to knowingly provide false,
incomplete or misleading information to an insurance
company for the purpose of defrauding the company.
Penalties include imprisonment, fines and denial of
insurance benefits.

TEXAS: Any person who knowingly presents a false or
fraudulent claim for the payment of a loss is guilty of a
crime and may be subject to fines and confinement in
state prison. -

VIRGINIA: It is a crime to knowingly provide false,
incomplete, or misleading information to an insurance
company for the purpose of defrauding the company.
Penalties include imprisonment, fines and denial of
insurance benefits.

WASHINGTON: It is a crime to knowingly provide false,
incomplete, or misleading information to an insurance
company for the purpose of defrauding the company.
Penalties include imprisonment, fines and denial of
insurance benefits.

WEST VIRGINIA: Any person who knowingly presents a
false or a fraudulent claim for payment of a loss or benefit
or knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to
fines and confinement in prison.

Form W11D047 - (Revised 10.01.14)
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" " The Chesapeake Life Insurance Company -
P.0.Box 305014 . Phone:866-215-5343
Nashville, TN 37230-5014 Fax:803-333-4439

November 04, 2016

CONNIE R SKENANDORE

C/O GATHEL PARKER

5190 HICKORY FELLOWSHIP RD
HICKORY MS 39332

Insured Name: DANIEL R PARKER
Policy Number: N081161931
Correspondence Number: 13317578
Dear CONNIE R SKENANDORE:

Thank you for contacting The Chesapeake Life Insurance Company. We are writing in response
to your inquiry on the above-referenced policy.

Enclosed is a copy of the letter you requested.

If you have any questions, please call the Client Service Center at the number above, Monday
through Friday from 8:00 AM to 5:00 PM Central Time.

Sincerely,
Client Services

Enclosure(s): Requested Documents

CyIBIT 3
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- Claims Services

Enclosure(s): NONCONTESTABLE CLAIM FORM
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The Chesapeake Life Insurance Company

Instructions and Definitions for Claimant’s Statement

Please read before completing any part of these forms. Every question must be answered
completely. The Company reserves the right to require or obtain further information should it be

deemed necessary.

Proof of Death — In ordinary cases, the required proofs of death are as follows: Certified death
cettificate for the Insured and completion of this Claimant’s Statement by the appropriate party.
This Statement must be executed by the person or persons to whom the proceeds are payable.
Each Claimant must submit their own claim form.

Certified Death Certificate — The certified death certificate should list a cause and manner of
death. Please do not send in a copy as it can delay the processing of your claim. An original
certified death certificate should have a notarized seal or watermark. When the death certificate

- lists the cause and/or manner of death as “pending”, the finalized amended death certificate must
be furnished before the claim can be processed.

Other Names Used by the Insured and/er Claimant - List any and all names used by the
Insured and/or Claimant, including but not limited to: any alias used by the Insured and/or
Claimant, maiden name, hyphenated name, nicknames, or any derivative of the Insured’s and/or
Claimant’s first, middle, or last name including different spellings commonly incurred by the
Insured and/or Claimant. We may require additional proof of name change (e.g. marriage
license, divorce decree, certification of name change, etc.).

Minor Beneficiaries/Claimants — When the proceeds are payable to a minor, Section B of the
Claimant’s Statement must contain the minor beneficiary’s information. The signature section of
the form must be signed by the Guardian. Please furnish the certified court appointed
Guardianship papers for the Estate of each minor child. Custody papers are not acceptable.

Estate as the Beneficiary — WWhen the proceeds are payable to an individual’s Estate, the
Claimant’s Statement must be executed by the court appointed Executor/Executrix, Admlmstrator,
or Personal Representative. Please furnish the certified court appointed Letters
Testamentary/Letters of Administration for the Estate.

Trust as the Beneficiary — When proceeds are payable to a Trust, the Claimant’s Statement
must be executed by the current Trustee(s) of the Trust. A Cettification of Trust form must also

be completed, which we will provide to you. Please furnish a copy of the Trust Agreement and
any amendments to the Trust.

Please note: If death was due to a suicide, homicide, or accident, please furnish a copy of
the autopsy report and a copy of the investigating officer’s report.

Form W11D050/ Rev 10-2014 B

Case 1:18-cv-00643-WCG Filed 01/08/18 Page 33 of 39 Document 23



Page 2 of 4
The Chesapeake Life Insurance Company

Claimant’s Statement

In order to process your claim as quickly as possible, we need some information about you and the

Insured. Please submit the original insurance policy(ies), a certified death certificate that includes the
cause and manner of death, and the original Claimant’s Statement(s). Only one certified death certificate is
needed to process your claim. Each Claimant must submit their own Claimant’s Statement. If you need
assistance in completing this form, the company or one of its representatives will assist you.

A. Insured’s Information :

1. Name: Date of Death:
Other names used by the Insured:

2. Please list all policy/contract numbers with our company on which you are filing a claim:

3. Please note: All policies listed above should be submitted with your claim. If policies are not attached,
please state why:

4. Address:
Street Address/P.O. Box City, State and Zip Code

5. Marital Status:

Single [J Married [J Widowed [] Separated [] Divorced [[] Other [] (specify)
6. Date of Birth: Place of Birth: _
7. Cause of Death:
8. Manner of Death:

Natural [] Homicide [] Accident [] Suicide [] Other (specify)
9. Occupation: Date Last Worked:
10.Employer Name: Employer Phone Number: _

11.Employer Address:

B. Claimant’s Information

1. Name: “Relationship to Insured:

2. Date of Birth: Sex: Male [] Female []

3. In what capaCIty are you claiming the death benefit7 Please check the box that applies to you.
Named Beneficiary [[] Executor/Administrator [[] Legal Guardian [] Trustee [[] Other [ (specify)

Mailing Address;

Street Address/P.O. Box City, State and Zip Code
Phone Numbers: (WK) (HM) (CELL)
Email Address:
Please indicate preferred method of communication: Mail [] Phone [] Email []
Citizenship, if not U.S.A.;

Q] Yous

. Information about other insurance

List any additional life insurance on the life of the Insured.

D. Settlement Options
Instaliment Options Settlement Descriptions

All or part of the proceeds of the policy may be paid under any one or a combination of the following
options. Please review Insured’s policy for the specific options available to you.

» Income for Fixed Period: Payments, determined from the table provided in the policy, guaranteed
for the number of ye years _chosen.

(continued on next page)

Form W11D050/ Rev 10-2014 8
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Page 3 of 4
(Section D. continued)

« Life Income: Payments, determined from the table in the policy, for the Option elected, based on
the payee’s sex and age nearest birthday on the date the first payment becomes due. Life income
options available are (1) payments only while the payee is alive; or (2) payments guaranteed for
10 years; then continuing while the payee is alive.

« Interest income: We will hold the proceeds until withdrawn by the payee. The payee may
withdraw all or part of the proceeds at any time. Any proceeds not withdrawn will be paid at the
death of the payee. Interest on any unpaid balance will be accumulated or paid annually, semi-
annually, quarterly or monthly, as selected.

+ Income of Fixed Amount. We will pay the proceeds in installments of a selected amount until all
of the proceeds and interest are fully paid.

¢ Annuity. We will apply the proceeds as a single premium to purchase an annuity payable to one
or two payees. The annuity payments will continue while the payee is living, or if an annuity for two
payees is selected, payments will continue while either is still living. The amount of each annuity
payment will not be less than the amount of the payment which proceeds of this policy would
otherwise provide based on the annuity rates we are using on the date the proceeds of this policy
become payable. If af any age the amount of the equal installment payments is the same for more
than one period certain, payment will be made as if the longer period certain was chosen.

Any other reasonable method of settlement may be arranged subject to our agreement.

If you prefer a settlement in accordance with any of the installment options as indicated above, please
state which option. If you do not indicate your preference, a Lump-Sum Payment will be issued:

E. Request for Taxpayer Identification Number and Certification

O Check this box ONLY if you are NOT a U. S. Citizen or resident or otherwise not subject to U.S.
taxation. If this box is checked, STOP HERE and complete an IRS W-8BEN form.

Social Security Number: - -
OR
Employer, Trust, or Estate Tax Identification Number: -

Under the penalties of perjury, | certify that:

The number shown above is the correct taxpayer identification number for the individual/entity
claiming the proceeds (or | am waiting for a number to be issued) AND (please check one of the
following in order to receive the death benefit proceeds):

[0 1am NOT subject to Backup Tax Withholding because:
a) |am exempt from Backup Tax Withholding, or
-b) | have not been notified by the IRS that | am subject to Backup Tax Withholding as a resuit of a
failure to report all interest or dividends, or
c) The IRS has notified me that | am no longer subject to Backup Tax Withholding. (Does not apply to
real estate transactions, mortgage interest paid, the acquisition or abandonment of secured
property, contributions to an individual retirement arrangement (IRA), and payments other than
interest and dividends).
[0 1am subject to Backup Tax Withholding.
. Also, please check the box below if applicable:
[] lama U.S. person (including a U.S. resident alien).

(continued on next page)
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Page 4 of 4
(Section E. continued)

The Internal Revenue Service does not require your consent to any provision of this document
other than the certifications required to avoid backup withholding.

Signed & Dated at: this dayof ___ .
City, State Day Month Year

Signature of Claimant, Trustee, Executor or Signing Officer
X

F. Claimant's Signature

Any person who knowingly and with intent, defrauds or deceives an insurance company by
submitting or filing a claim that contains any false or incomplete information, or conceals
information for the purpose of misleading, may be guilty of insurance fraud, which may be a
crime and may be subject to criminal and/or civil penalties.

By signing below, | attest that the information in this Claimant’s Statement is complete and true
to the best of my knowledge, and that | have read and understand the Fraud Warning Notice set
out on Form W11D047 for my state of residence, if any.

Signed & Dated at: this day of .
City. State Day Month Year.
Signature of Claimant, Trustee, Executor or Signing Officer Signature of Witness
X X
Claimant's Printed Name Witness’ Printed Name

For contracts issued in and residents of lllinois only:

A valid claim will include interest due and payable from the date of death at a rate of 10% if we do not pay
the claim within 31 days from the latest of 1) the date that we receive proof of death, 2) the date we receive
sufficient information to determine our liability and the appropriate beneficiary(ies) entitled to the proceeds;
or 3) the date that any legal impediments are resolved.

For Vermont contracts only: ,
Pursuant to Vermont law, interest will accrue on the proceeds from the date of death of the insured to date

of payment at the rate of 6.00%.

Form W11D050/ Rev 10-2014 B
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. Page20f4
The Chesapeake Life Insurance Company

Claimant's Statement

In order to process your clalm as quickly as possible, we need some information about you and the

insured. Please submit the original insurance policy(ies), a certified death ceriificate that includes the
cause and manner of death, and the original Claimant's Statement(s). Only one certified ‘death cerfificate is
needed lo process your clalm. Each Claimant must submit their awn Claimant's Statement. Ifyou need
assistance in completing this form, the company or one of its representatives will assist you,

9891000 ¥Z80000

A, Insured’s Information

1. Name:Danel R Yackex Date of Desth: 1o JOle )20 1 le

Other names used by the Insured: A 4
2. Please list all policy/contract numbers with our company 6n which you are filing & claim:
) DR IO
3. Please note: Al policies fisled above should be submitted with your claim, If policies are not atlached,
aase state why: ¢

%EQFQ@E’PZSQBQQ

. Marial Status. ’ R

Single [J Magi (specify)

Dale of Birth: Place of Birth:

. Cause of Death;

. Manner of Death’

| Natural i) Homicide [] Accident (] Sujgide [ Other (specify)

: 9, Occupation: vetifed \federna (.SQT. Date Last Worked: _°

| 10.Employer Name: - Employer Phone Number: _
11.Employer Address:

————

LN, o

B. Claimant's Information .

1. Name; Relationship to Insured: e

2. Dale 8f Birth: Sex: Male (] Femals

3. Inwhal capa : g fe death benefit? Please check the box that applies to you. >
Named Beneflaiary

B4 Executor/Administrator (] Legal Guardian [ Trustes [J Other [ (specify)

Mailing Address: ¢

4. Phone Numbers. (W
5. Email Address:

6. Plesse indicate PrelcHen me
7. Ciizenship, ifnotU.S.A.i_
Cc

. information about other insurance

List any additional Jife insurance on the life of the Insured. -
eL;stggg Q‘}u_}m;j, MM&&WKD\‘\Q& Orwarson

D. Settiement Options

instatiment Options Sgftlemant Destriptions

All or part of the proceeds of the policy may be pald under any one or a combination of the followlng
oplions. Please review Insured's policy for the specific options avallable to you.

» “Income for Fixed Period: Payments, detarmined from the table provided in the policy, guaranteed
for the number of years chosen.

{continued on next page)
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Page 3 of4

{Section D. continued)

the payes's sex and age nearest birthday on the date the first payment becomes due. Life income
options available are (1) payments only while the payee is alive; or (2) payments guaranteed for
10 years; then continuing while the payee is alive.

s [nferest Income; We vill hold the proceeds until withdrawn by the payee. The payee may
withdraw all or part of the proceeds 4t any time. Any proceeds not withdrawn will be paid at the
death of the payee. (nterest on any unpaid balance will be accumulated or paid annually, semi-
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»  Life Income: Paymenls, determined from the table in the policy, for the Option elected, based on - g
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annually, quarterly or monthly, as selected. i
«  Income of Fixed Amount: We will pay the proceeds in installments of a selected amount until &ll i
of the proceeds and interest are fully paid. i

s Annuity; We will apply the proceeds as a single premium to purchase an annuity payable to one
or two payees. The annuity payments will continue while the payee is living, or If an annuity for two
payees is selecled, payments will cantinue while either is still living. The amount of each annuity
payment will not be less than the amount of the paymerit which proceeds of this policy would
uthervise provide based on the annuity rales we are using on the date the proceeds of this policy
become payable, |fat any age the amount of the equal installment payments is the same for more
than one period certain, payment will be made as if the longer perod certain was chosen.

Any other reasonable methad of seltlement may be amanged subject to our agreemenit.

If you prefer a selflement in accordance with any of the installment oplians as indicated above, please
stale which option. If you do not indicate your preference, a Lump-Sur Payment will be issued:

E. Request for Taxpayer [dentification Number and Gertification

[ ] Check this box ONLY if you are NOT a U. S, Citizen or resident or otherwise not subject fo U.S.
taxation. [f this box is checked, STOP HERE and complete an IRS W-8BEN form.

Sacial Security Number; _

OR
Employer, Trust, or Estate Tax |dentification Mumber; -

Under the penalties of perjury, | certify that:

The number shown above is the correct taxpayer identification number for the indlviduallentity
claiming the proceeds (or | am waiting for a number to be issued) AND (please check one of the
following in order te receive the death benefit proceeds):

[ 1am NOT subject to Backup Tax Withholding because;

a) | am exempi from Backup Tax Withholding, ot

b) 1 have not baen notlfied by the IRS that 1 am subject 1o Backup Tax Withholding as a resuit of a
failure to report all interest or dividends, or '

c) The IRS has nolified me that | am no langer subject to Backup Tax Withholding. (Does not apply to
real estate fransactions, mortgage interest pald, the acquisition or abandonment of secured
property, contributicns to an individual retirement arrangement (IRA), and payments other than
interest and dividends).

[ 1am subject to Backup Tax Withholding.

Also, please check the box belaw if applicable:

[1 1ama US. person (including a U.S, resident alien).

{cantinued on next pags)
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{Seciion E. continved) a
5]
The Internal Revenue Service does not require your consent to any provision of this document @
other than the certifications required to aveld backup withholding, ™
. . [
Signed & Dated at; &cm_wtms q?%.day of _IR \A0]7 . :
City, State Day Month Year g
Signgipre of Clalmant, Trustee, Execular or Signing Officer o
X ; b
o
L
-

F. Claimant’s Signature

Any porson who knowingly and with intent, defrauds or decelves an Insursance company by
stibmitting or filing a claim that contains any false or incomplete information, or conceals
information for the purposs of misleading, may be guilty of insurance fraud, which may bea
crime and may ba subject to criminal and/or civil penalties.

By signing below, { attest that the information in this Glaimant's Statoment s complete and true
{o the bes! of my knowledge, and that | have read and understand the Fraud Warning Notice set
out on Form W11D047 for my state of residence, if any,

Signed & Dated a% m% . ZZt' this 2744 day of _- IR 2017
Cily. Sta Day Month Year

Sigane of Cla(maz:, Trustee, Executor or Signing Officer ignature of Wilness

X 5 X;

Claimant’s Printed Name ess’ Printed Name
‘ T B

For contracts issued in and residents of lllincis anly: | .

Avalid claim will include terest due and payable from the date of death 2t a rate of 10% if we do not pay
the claim within 31 days from the latest of 1) the date that we receive proof of death, 2) the dale we receive
sufficient information [o determine nur liabiity and the eppropriste beneficiary(ies) entitled to tha proceeds;
or 3) ihe date that any tegal impediments are resolved.

For Vermont contracis only: '
Pursuant to Vermont law, inferest will accrue on the proceeds fram the date of death of the insured to dats
of payment at the rate of 5.00%.
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