
Arkansas Insurance Department 
 
 

 Mike Beebe   Jay Bradford 
   Governor      Commissioner 
 
 
 
 

1200 West Third Street, Little Rock, AR 72201-1904 · (501) 371-2600 · (501) 371-2618 fax · www.insurance.arkansas.gov 
Information (800) 282-9134 · Consumer Services (800) 852-5494 · Seniors (800) 224-6330 · Criminal Inv. (866) 660-0888 

 
 
DIRECTIVE NO.: 1-2009 
 
TO ALL LIFE SETTLEMENT PROVIDERS, LIFE SETTLEMENT BROKERS, 

LIFE INSURANCE AND ANNUITY COMPANIES, LIFE/ANNUITY 
PRODUCERS, TRADE ASSOCIATIONS AND OTHER INTERESTED 
PARTIES 

 
FROM: ARKANSAS INSURANCE DEPARTMENT 
 
SUBJECT: LIFE SETTLEMENT PROVIDER & BROKER APPLICATION FORMS 
 
DATE:  JULY 24, 2009 
 
Pursuant to Act 796 of 2009 by the Arkansas State Legislature, Arkansas recently repealed 
Arkansas’ Viatical Settlement Act (codified in Ark. Code Ann. §23-81-601 et seq) and replaced 
it with a life settlement law based on the National Conference of Legislators (NCOIL) Model 
Life Settlements Act (“2009 Life Settlements Act”). Please note that the 2009 Life Settlements 
Act is now codified in Ark. Code Ann. §23-81-801 et seq., and that the previously referred to 
licensees, “viatical settlement providers” and “viatical settlement brokers,” are now referred to 
simply as “providers” and “brokers,” respectively in the new law.  
 
The effective date of the new 2009 Life Settlements Act is July 31, 2009. 
 
The primary purpose of this Directive is to advise that all viatical settlement providers and 
brokers previously licensed by the Arkansas Insurance Department (“Department”), prior to July 
31, 2009, are not required to apply for new licensure as a life settlement provider or broker under 
the new 2009 Life Settlements Act. All currently licensed viatical providers and brokers will 
automatically be licensed as a life settlement provider or broker without the need for the filing 
and approval of a new license application. Please note that the past exception (under Department 
Rule 69, Section 7 and prior law in Ark. Code Ann. §23-81-603(a)(1)) which permits all resident 
and non-resident licensed life insurance producers to act as life settlement brokers, without the 
need for obtaining an additional or separate life settlement broker’s license, continues under the 
new 2009 Life Settlements Act, as long as the producer has been licensed with a life line of 
authority by his or her home state for one (1) year. In addition, the new 2009 Life Settlements 
Act does require already licensed life insurance producers who want to operate or engage in 
business as a life settlement broker to notify the Department within (30) days of operating as a 
life settlement broker. The Department has attached to this Directive a form for this notice.  
 
The new 2009 Life Settlements Act and its requirements will apply to any new applications for a 
license on and after July 31, 2009.  
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ARKANSAS INSURANCE DEPARTMENT  

LIFE & HEALTH DIVISION  
1200 WEST 3RD STREET, LITTLE ROCK, AR 72201  

PHONE: 501-371-2800, FAX: 501-683-2748 
WEBSITE: http://www.insurance.arkansas.gov/LH/divpage.htm  

 

LIFE SETTLEMENT (VIATICAL) PROVIDER APPLICATION  
 
NAME OF APPLICANT       _______________________________________________________________ 
 
DBA (if applicable)               _______________________________________________________________ 
 
HOME OFFICE ADDRESS  _______________________________________________________________ 

                                      (Street or P.O. Box) 
 

______________________________________________________________                  
(City)                                                                                      (State)               (Zip)  
 

MAILING ADDRESS           ______________________________________________________________ 
                                          (Street or P.O. Box) 

 
                                            _______________________________________________________________            

(City)                                                                                      (State)               (Zip)  
 

Contact Person                 ___________________________________________________  
                 
Phone Number                   ___________________________________________________   
  
Facsimile                      ____________________ Email Address  ____________________ 
 
TYPE OF BUSINESS ORGANIZATION (check one)  
 
___ Individual (sole proprietorship)      ___ Partnership       ___ Association     ___ Corporation             
 
___Limited Liability Corporation  
 
Date Incorporated ___________________State of Domicile______ FEIN Number__________________  
     
LIST NAMES AND ADDRESSES OF ALL MEMBERS, OR OFFICERS, OR OWNERS OF THE 
APPLICANT.  

 
FULL NAME   TITLE          ADDRESS               %OWNERSHIP  

______________________________________________________________________   
                 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
HAS ANY ADMINISTRATIVE ACTION EVER BEEN TAKEN AGAINST THE APPLICANT  
IN ANY OTHER STATE?      
 
YES_____ NO_____ If yes, please explain._________________________________________ 
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_____________________________________________________________________ 
 
_____________________________________________________________________        
 
HAS THE APPLICANT EVER BEEN FINED IN THIS OR ANY OTHER STATE?   
 
YES_____ NO____ If yes, please explain_________________________________________  

 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
The applicant is required to submit any changes from the above information to this office in a timely 
manner. 
 
Herewith submitted are the following documents:  
 
(  )  A biographical affidavit for each individual, member, officer or owner of applicant and each 

person to be authorized to act under the license. (One copy enclosed. Please make additional 
copies if needed.) 

  
(  )  A copy of the partnership agreement, or articles of incorporation, or articles of association 

depending on your type of business organization.  
 
(  )  A foreign corporation will have to provide a certificate of good standing from the Arkansas 

Secretary of State.  
 
(  )  A Certificate of Authority from your domiciliary state.  
 
(  )  If applicable, authority from the appropriate regulatory official from your state of domicile to use 

a DBA.  
 
(  )  Financial statements including a balance sheet and income statement for the most recent 

completed calendar or fiscal year. Audited financial statements are desired if available.  
 
(  )  A Plan of Operation for Arkansas that includes the following:  

a. What market does the applicant intend to target? What geographical areas? 
b. Who will produce business for the applicant and how will these persons be trained? 
c. What is the anticipated number of persons the applicants plans to have marketing its products 

or services. 
d. What is the total projected Arkansas business over the next five years? 
e. Give a detailed description of the corporate organizational structure of the applicant, its 

parent company and all affiliates. 
f. Give a detailed description of the steps taken by the applicant to ensure immediate access to 

owner funds. 
g. Give a detailed description of the procedures used by the applicant for keeping all medical 

information confidential. 
 
(  )  A completed Appointment of Attorney to Accept Service of Process form (Page 15).  
 
(  )  Registration fee of $100.00. Please make checks payable to “Arkansas Insurance Department.”  
 
(  )  A letter of certification of securities compliance. 
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(  )  Samples of all forms the provider uses or plans to use to enter into life settlements with owners, 

and owner application forms.  
 
(  )  Samples of all advertising and other solicitation materials the provider is using or plans to use in 

the state.  
 
(  )  Samples of all information brochures.  
 
(  )  Copy of the life settlement contract subject to the provisions set forth in A.C.A. §23-81-

802(11)(A).  
 
(  ) Copy of an antifraud plan which meets the requirements of § 23-81-814 and includes: 

a description of the procedures for detecting and investigating possible fraudulent acts and 
procedures for resolving material inconsistencies between medical records and insurance 
applications; a description of the procedures for reporting fraudulent insurance acts to the 
commissioner; a description of the plan for antifraud education and training of its underwriters 
and other personnel; and a written description or chart outlining the 
arrangement of the antifraud personnel who are responsible for the investigation and reporting of 
possible fraudulent insurance acts and unresolved material inconsistencies between medical 
records and insurance applications. 

 
 
DATED___________________                               __________________________________________ 

   (Name & Title of Officer)  
 

State of ________________ County of__________________   
 
____________________________________ (name) being duly sworn, deposes that he/she is the 
 
____________________________________ (title of official capacity) of the above-named applicant and that 
the foregoing is a full, true, and correct statement of all the facts concerning this application. I understand 
that pursuant to Arkansas law, any false statement contained in any document concerning this application 
may subject all licenses issued to me and this organization to suspension, or revocation, or other 
administrative action.  
 
 

         ______________________________________________ 
                        Signature  

 
Subscribed and sworn to before me this_____ day of_________________, 20____.  
 

NOTARY PUBLIC for the state of______________________________  
   

(SEAL)               Residing at_________________________________________________ 
   
                                       My commission expires_______________________________________   
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BIOGRAPHICAL AFFIDAVIT 
 
To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory 
authority.  

(Print or Type)  
 

Full Name, Address and telephone number of the present or proposed entity under which this biographical 
statement is being required (Do Not Use Group Names).  
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
In connection with the above-named entity, I herewith make representations and supply information about 
myself as hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to 
answer any question fully.) IF ANSWER IS “NO” OR “NONE,” SO STATE.  
 
1.  a. Affiant’s Full Name (Initials Not Acceptable). _______________________________________  
                                                                                                

b. Maiden Name (if applicable). ____________________________________________________  
                                                                                               

2.  a. Have you ever had your name changed? If yes, give the reason for the change and provide the 
full name(s).  

 
______________________________________________________________________________ 
 
______________________________________________________________________________ 

 
b. Other names used at any time (including aliases). 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 

3.  a. Are you a citizen of the United States? _____________________________________________ 
                                                 

b. Are you a citizen of any other country, if so, what country? ____________________________ 
                                               

4.  Affiant’s Occupation or Profession.    _______________________________________________   
                                                                         
5. Affiant’s business address. ________________________________________________________                           
 
  Business telephone. ______________________________________________________________
 
6.  Education and Training:  

College/ University                  City/ State         Dates Attended (MM/YY)     Degree Obtained  
 
______________________________________________________________________________

Graduate Studies:  
College/ University                  City/ State         Dates Attended (MM/YY)     Degree Obtained  
 
______________________________________________________________________________
  










































