
AGENT AGREEMENT

The  AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS (the "Company") is hereby
requested to make application to the Department of Insurance of the State of  for
the issuance of a health insurance agent's license/appointment authorizing me to solicit applications
on behalf of the Company.

I,                                                                 ,hereby agree that your consent to the issuance of such license/
appointment is subject to, and I hereby agree to be bound by, each and all of the following conditions:

1. That I shall be an agent assigned to the jurisdiction of Healthy America.

2. That the Company has no obligation to me for commissions, expense allowances or any form of
compensation whatsoever in connection with the services performed and expenses incurred by me
in the solicitation of applications for insurance issued by the Company, it being expressly understood
that I am under direct contract with Healthy America who has agreed to compensate me for such
services;

3. That I shall comply with the rules, regulations and rate books of the Company, the laws of the State
of , and the regulations of the Department of Insurance relating to my activities in
the solicitation of insurance;

4. That I shall not alter, modify, waive or change any of the terms, rates or conditions of any
advertisements, receipts, policies or contracts of the Company in any respect;

5. That I shall promptly remit to Healthy America or the Company any and all monies or securities
received by me on behalf of the Company as full or partial payment of first year or renewal premiums,
or any other item whatsoever;

6. That I shall not obligate the Company nor incur expense in its behalf in any manner whatsoever;

7. That I shall not attempt systematically to rewrite or replace customers of the Company with other
carriers.  Should I do so, I will forfeit all compensation payable to me as a result of my sales of the
Company's insurance products, and my appointment with the Company, if still in effect, shall be
revoked immediately; and

8. That the Company may, without liability to me whatsoever, upon request of Healthy America or
upon its own initiative, cancel my license/appointment at any time.

A photographic copy of this authorization shall be as valid as the original.

Printed Name



AUTHORIZATION TO OBTAIN INFORMATION

I hereby authorize any Insurance Company, Agency, or other organization or any individuals to give to American National Life
Insurance Company of Texas (herein referred to as the Company) or its designated representative any and all information which
they may have about me, whether or not in their records.  I release any individual or organization issuing information from all
liabilities for any damage whatsoever for giving information.

I understand that the Company may, as part of its normal procedure, request that an investigative consumer report be made
whereby information is obtained through third parties such as past business associates, employers, financial sources, and
others with whom the applicant may be acquainted and hereby authorize such an investigation be made  I also authorize the
Company, through designated representatives or any third parties to conduct investigations into my background and to
ascertain whether or not have engaged in any past criminal activity.

I have read, on the date shown below, the above statements and understand that in signing this form, I authorize the Company
to make or have made any such investigations.  I have the right to make a written request to the  Company's home office within
a reasonable period of time for additional, detailed information concerning the nature and scope of any investigations.

In addition, the undersigned specifically attest that the Social Security Number or Tax Identification Number on the application
is the correct number for the entity applying for appointment with the Company.

 Signature                                           Date

AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS

Company Name

By:

Title:

 Applicant's SS # Applicant's   DOB

Applicant's Phone #Print Applicant's Name

 Applicant's  Email

Signature of Applicant

Applicant's  Address

IN WITNESS WHEREOF, I have affixed my signature this       day of                      , 20         .



Name Social Security No.

Corporate Name Corporate IRS No.
(All principals of the corporation must complete a personal history form, if agreement is to be in corporate name)

Mail to:          Business � Residence � Do not abbreviate address
 AC Fax No.

Business address:
Street or P. O. Box City State Zip AC Phone No.

Residence address:
Street or P. O. Box City State Zip AC Phone No.

Street address required
Street City State Zip                Email address

LICENSE INFORMATION:
In what States are you currently licensed?

STATE LIFE     A&H    LICENSE NO.

Do you wish to apply for non-resident appointment?                   If "yes", attach state appointment fee(s) and Non-Resident
State License(s).  We will contact you further regarding any other required forms.

PERSONAL DATA

Has your license ever been revoked?            (If "yes", please give details)

Are you currently representing American National?                        Have you ever represented American National?

If yes, when, what division and in what capacity?

Do you carry E & O Insurance?  Yes  �     No  �      If yes, give name of Insurer, Policy Number, Effective Date, and Amount.

The Violent Crime and Control Act of 1994 makes it a criminal offense for anyone who has been convicted of any criminal felony
involving dishonesty or a breach of trust to willfully engage in the business of insurance.  Have you ever been indicted or
convicted of any such felony?      Have you been arrested for any other crime?             If "Yes," give spe-
cifics as to charge, date, jurisdiction and outcome on a separate sheet of paper.

Do you now have or have you ever had any federal, IRS, or state tax liens, or garnishments?    Yes  � No  �

Have you ever filed or been declared bankrupt? Yes  �     No  �     If "Yes," attach documentation of final disposition.

Have you ever been disciplined by a state insurance department?                 If "Yes," please give specifics.

Are you presently indebted to any insurance company?    Yes  �   No  �     Amount

What Insurance Carriers are you currently representing?

Type of Contract:

Have you sold insurance under another name within the past five years?   Yes � No  � Explain:

Date Of Birth: Place Of Birth:              Married  �   Single  � Spouse Name:

for supply shipments

American National Life Insurance Company of Texas
Post Office Box 1996 • Galveston, Texas 77553-1996

  HLAC@ANICO.com

CONFIDENTIAL HISTORY QUESTIONNAIRE
PLEASE TYPE OR PRINT



HIPAA BUSINESS ASSOCIATE CONTRACT
WITH

AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS

This Contract is entered into on this ______ day of ______________, 200__, by and between American National Life
Insurance Company of Texas (the “Covered Entity”) and _______________________________ (the “Business Associate”).  This
Contract is effective as of the compliance date of the Privacy Rule and Security Rule as defined herein.

WHEREAS Business Associate and Covered Entity have entered into a contract through which Business Associate provides services
related to health insurance products issued by or on behalf of the Covered Entity, and

WHEREAS the disclosure of certain individually identifiable health information will be regulated by the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA”), as amended from time to time, and the regulations promulgated thereunder, effective in April 2003, and

WHEREAS Covered Entity may from time to time disclose to Business Associate certain individually identifiable protected health
information (“PHI”) that is subject to protection under HIPAA,

WHEREAS Business Associate and Covered Entity desire that their contract complies with the applicable provisions of HIPAA and the
Privacy Rule, including, but not limited to, Title 45, Sections 164.502(e) and 164.504(e) of the Code of Federal Regulations (“CFR”).

NOW THEREFORE, for and in good consideration of the premises and other good and valuable consideration, the receipt of which is hereby
acknowledged, it is agreed by and between the parties hereto that the terms listed below are made a part of their contract and provide a full statement
of their responsibilities.

Definitions

(1) “Individual” shall have the same meaning as the term “individual” in 45 CFR §164.501 and shall include a person who qualifies
as a personal representative in accordance with 45 CFR §164.502(g).

(2) “Privacy Rule” shall mean the Standards for Privacy of Individually Identifiable Health Information at 45 CFR Parts 160 and 164,
Subparts A and E.  Additionally, any references herein to the Privacy Rule means the section as in effect or as amended, and for
which compliance is required.

(3) “Security Rule” shall mean the Security Standards for the Protection of Electronic Protected Health Information at 45 CFR Parts
160 and 164, Subparts A and C.

(4) “Protected Health Information” or “PHI” shall have the same meaning as the term “protected health information” in 45 CFR
§164.501, limited to the information received from or created/received by the Business Associate on behalf of the Covered Entity.

(5) “Required by Law” shall have the same meaning as the term “required by law” in 45 CFR §164.501.

(6) “Secretary” shall mean the Secretary of the Department of Health and Human Services (“HHS”) and any other officer or employee
of HHS to whom the authority involved has been delegated.

General

Business Associate shall take all necessary actions consistent with HIPAA’s requirements to safeguard the PHI that Covered Entity
discloses to Business Associate in connection with Business Associate’s duties under the Contract.  Business Associate may not use or further
disclose PHI in a manner that would violate HIPAA’s requirements if done by the Covered Entity.

Permitted Uses and Disclosures

Business Associate is permitted to use and disclose PHI from the Covered Entity as follows:

Duties of Business Associate

Business Associate shall:

(1) Not use or further disclose the information other than as permitted or required by this contract or as required by law.



(2) Use appropriate safeguards to prevent use or disclosure of PHI disclosed by the Covered Entity or Business Associate other than
as provided for by this Contract.

(3) Have appropriate procedures in place for mitigating, to the extent practicable, any deleterious effect from the use or disclosure
of PHI in a manner contrary to this Contract or the Privacy Regulations.

(4) As soon as reasonably practical, report to the Covered Entity any use or disclosure of the information not provided for by its
contract of which it becomes aware.

(5) Ensure that any agents or subcontractors to whom it provides PHI received from or created/received by the Business Associate
on behalf of the Covered Entity agree to the same restrictions and conditions that apply to the Business Associate with respect
to such PHI.

(6) Make available PHI in accordance with rules regarding access of individuals to information under HIPAA.

(7) Make available PHI for amendment and incorporate any amendments to PHI in accordance with HIPAA.

(8) Make available the information required to provide an accounting of disclosures in accordance with HIPAA.

(9) Make its internal practices, books and records relating to the use and disclosure of PHI received from, or created/received by
Business Associate on behalf of Covered Entity available to the HHS Secretary for the purposes of determining Covered Entity’s
compliance with HIPAA.  Business Associate shall immediately notify Covered Entity upon receipt or notice of any request by
the Secretary to conduct an investigation with respect to PHI received from the Covered Entity.

Security of Electronic PHI

If applicable, Business Associate shall take reasonable and necessary measures to comply with the Security Rule as set forth in HIPAA,
including but not limited to:

(1) Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the confidentiality,
integrity, and availability of the electronic PHI that it creates, receives, maintains, or transmits on behalf of the Covered Entity.

(2) Ensure that any agents or subcontractors who will have access to electronic PHI will also implement reasonable and appropriate
safeguards to protect the information.

(3) Report any security incident of which it becomes aware to the Covered Entity including any attempted or successful unauthorized
access, use, disclosure, modification, or destruction of information or interference with system operations in an information
system.

Uses and Disclosures for the Proper Management or
Legal Responsibilities of the Business Associate

Business Associate may, if necessary, use and disclose PHI for the proper management and administration of the Business Associate or
to carry out the legal responsibilities of the Business Associate.  However, in order to disclose PHI:

(1) The disclosure must be required by law; or

(2) The Business Associate must obtain reasonable assurances from the person to whom the information is disclosed that it will be
held in a strict and confidential manner and used or further disclosed only as required by law or for the purpose for which it was
disclosed to the person; and

(3) The person must notify the Business Associate of any instances of which it is aware in which the confidentiality of the information
has been breached.

Data Aggregation Services

Business Associate will provide data aggregation services as set forth in 45 CFR §164.501, relating to the health care operations of Covered
Entity.

Right to Audit



Covered Entity and its representatives shall be entitled, with ten (10) business days prior written notice to the Business Associate, to audit
the Business Associate from time to time to verify Business Associate’s compliance with the terms of this Contract.  The Covered Entity shall be
entitled and enabled to inspect the records and other information relevant to Business Associate’s compliance with the terms of this Contract.
Covered Entity shall conduct its review during the normal business hours of Business Associate, as the case may be, and to the extent feasible without
unreasonably interfering with such entity’s normal operations.

Termination

Covered Entity may terminate the Contract without penalty or recourse to Covered Entity if Covered Entity determines that the Business
Associate has violated a material term of the contract.

At termination of the Contract, the Business Associate shall return or destroy all PHI received from or created or received by the Business
Associate on behalf of the Covered Entity that the Business Associate still maintains in any form and retain no copies of such information.  If such
return or destruction is not feasible, the Business Associate must continue to protect such PHI in accordance with this Contract and limit further
uses and disclosures to those purposes that make the return or destruction of the information infeasible.  This provision shall apply to PHI that
is in the possession of agents or subcontractors of Business Associate.

Further Assurances

In order to ensure that this Contract is consistent with HIPAA, the Business Associate agrees that this Contract may be modified from
time to time upon written notice from Covered Entity to Business Associate as to the revisions required, to make this Contract consistent with HIPAA.

 Nothing expressed or implied in this Contract is intended to confer, nor shall anything herein confer, upon any person other than the
Business Associate and Covered Entity and their respective successors or assigns, any rights, remedies, obligations or liabilities whatsoever.

Both Business Associate and Covered Entity agree that the individuals’ signatures appearing below have both the legal capacity and
authority to enter into a binding contract on behalf of the entities they represent.

IN WITNESS WHEREOF, the parties hereto have caused this Contract to be signed and delivered by their duly authorized representatives,
as of the date set forth above.

Agent Signature                                                                Date

Print Agent Name

Social Security Number

American National Life Insurance Company of Texas Date


