OMB Apprgved No. 2900-0166

Respondent Burden:5 minutes

1. INSURANCE FILE NUMBER (Include letter
prefix)

\2) Department of Veterans Affairs

APPLICATION FOR ORDINARY LIFE INSURANCE 2. POLICY NUMBER ON NEW INSURANCE
REPLACEMENT INSURANCE FOR MODIFIED LIFE REDUCED (To be assigned by VA)
AT AGE 65
NATIONAL SERVICE LIFE INSURANCE

PRIVACY ACT INFORMATION- VA will not disclose information collected on this form to any source other than what has been authorized under the Privacyf
1974 or Title 38, Code of Federal Regulations 1.576 for routine uses identified in the VA system of records, 36VAQO, Veterans and Armed Forces Personnel
Government Life Insurance Records - VA, and published in the Federal Register. Information provided on a voluntary basis will be used by VA employees a
authorized representatives in the maintenance of Government Insurance programs.

Act of
.S,
d your

RESPONDENT BURDEN: We needthis informationfrom you to purchaseadditionalgovernmentife insuranceTitle 38, United StatesCode,allows us to askfor this
information. We estimatethat you will needan averageof 5 minutesto review the instructions,find the information, and completethis form. VA cannotconductor
sponsora collectionof informationunlessa vaild OMB control numberis displayed.You arenot requiredto respondto a collectionof informationif this numberis not
displayed.Valid OMB control numberscanbe locatedon the OMB InternetPageat www.whitehouse.gov/omb/library/OMBINV.VA.EPA.htmI#VAf desiredyou can
call 1-800-827-1000 to get information on where to send comments or suggestions about this form.

IMPORTANT: Thisapplicationandtheinitial premiummustbe submittedto the Departmenbf VeteransAffairs beforeyour 65thbirthday.

3. FIRST NAME - MIDDLE NAME - LAST NAME OF INSURED

4A. MAILING ADDRESS FOR INSURANCE PURPOSES (Number and street or rural route, city or P.O., State and ZIP Code)

4B. IS THIS A CHANGE OF ADDRESS FOR YOUR INSURANCE RECORDS? (Check one) 5. DAYTIME TELEPHONE NUMBER (Include Area Code)

[] ves [] ~o

6. AMOUNT OF INSURANCE APPLIED FOR

| wish to appI%/ for the amount of insurance shown in Item 6, the block to the right, as
replacement for the insurance that will end on the day before my 65th birthday.

I understand that the beneficiary designation and optional settlement under this new policy will remain the same as that on my Modified Life policy and will re
until | submit a change in writing to the Department of Veterans Affairs.

main so

7. SIGNATURE OF INSURED (Do not print) 8. DATE OF APPLICATION

9. PLEASE MAIL THIS APPLICATION TO THE VA OFFICE BELOW.
Department of Veterans Affairs
Regional Office and Insurance Center
P.O. Box 7787
Philadelphia, PA 19101

VA FORM EXISTING STOCKS OF VA FORM 29-8485, APR 2001
MAR 2008 29-8485 WILL BE USED.



