Home Office: Cedar Rapids, lowa

L T C Divisi
TRANSAMERICA ong Term Care Division
® LIFE INSURANCE COMPANY Hurst,TX76053-5302
1-(800) 227-3740

CONGRATULATIONS AND WELCOME!

Thank you for selecting Transamerica Life Long Term Care Coverage.
growing family of Transamerica Life policyholders.

lcome to our large and

product provides you and your family the added security of knowing/thay’shdul yowbe faced with
the very high costs commonly associated with Long Term Care, yoy wi ve Ainancia) and referral
resources available to better support you in making the right choices

This policy has been approved by the Connecticut Partnership for Long Te . As a result, the
State of Connecticut guarantees that when you receive benefits under this policyy you can protect an
amount of your assets equal to the amount of benefits your policy paid in/casg¢ you need to apply to
Connecticut’s Medicaid program. Even if the Medicaid program changes, ydur assets will continue
to be protected.

Asset Protection is a valuable part of this policy. In/order to, be able to Adse it, you must have all of
your records related to this policy. If you use enefity of thisvpolicy, Transamerica Life is
required to send you quarterly reports detailing ch Asset Protection you’ve earned.
Therefore, it is important that you keep this policy, the ASset Protection reports and all of your
other records related to it together, so that you wi all of your information if you need to

You can be referred to a Connecticut/ Partner proved Access Agency by calling the
following toll-free number: 1-866-745-3543. s ahd benefit information may be obtained
by calling the same toll-free number,.and ‘agki speak with a nurse care advisor. A nurse care
advisor will be happy to discuss yout car et/up an on-site visit with an Access Agency

We are pleased to enclose your Pdli ich is the contract between us that describes in detail each
benefit that you purchased. When I 1 i i 1
brochure and an Outline of Coverage. our 30-day Free Look Period, you should carefully
review your Application and-Policy to bexcertain that you are satisfied with the coverage that has
been issued to you.

As a reminder, your polidy is ranteed Renewable, which means that as long as the premium is
paid when due, we cannot\¢cancel yourpg cy However, this does not mean that premium rates are

A WORD OF CAUTION: Beware of anyone who encourages you to replace this coverage without
allowing you time to carefully investigate the replacement proposal. Insist on time to review the proposal,
and I encourage you to contact your insurance producer who can help you to review the proposal.

We look forward to serving you for the many years to come. And again, welcome to our family.

Sincerely,

Jorvg . Do

Tonya L Gray
Director of Policyholder Services, Transamerica Life

TLC-WL (CT-P) 0304



NOTICE OF PRIVACY POLICY
Information Only - No Response Necessary

Protecting your privacy is very important to us. We want you to understand what information we collect and how we
use it. We collect and use nonpublic personal information in order to provide our customers with a broad range of
financial products and services. We treat your information with the utmost respect and in accordance with our Privacy
Policy.

What Information We Collect and From Whom We Collect It

We may collect nonpublic personal information about you from the following sources:
o Information we receive from you on applications or other forms;

« Information about your transactions with us, our affiliates, or others; and

o Information we receive from non-affiliated third parties, including con ing ageéncieg’ and insurance

support organizations.

o An insurance regulatory authority.
« A law enforcement or other govern

may be retained by that organization disclgsed o other persons.

abo that we o¢btain from a report prepared by an insurance support organization
an

write to us in orde h e reasonable access to your nonpubhc personal information (this includes a
record of any subsequentdi ‘ medical record information). You may not access information relating to or in
anticipation of g i iminal or civil proceeding. If you believe the information we collected about you is
inaccurate, you 4 amend, correct or delete it. We will notify you of our decision, give you our
reasons and the opportunityto file/a concise statement of dispute with us if you do not agree. Your statement will be
made a part of our file and senfto persons or organizations that received your information in the past and in the future
as required by law.

Our Security Procedures

We restrict access to nonpublic personal information and only allow disclosures to persons and companies as permitted
or required by law to assist in providing products or services to you. We maintain physical, electronic, and procedural
safeguards to protect your nonpublic personal information. Should your relationship with us end, we will maintain and
only disclose your nonpublic personal information in accordance with this Privacy Policy.

Privacy 2-2009



Home Office: Cedar Rapids, lowa

L T C Divisi
TRANSAMERICA ong Term Care Division
® LIFE INSURANCE COMPANY Hurst,TX76053-5302
1-(800) 227-3740

This is a Precertified Long Term Care Insurance Policy
That Provides Medicaid Asset Protection under

The Connecticut

PART ERSHIP

FOR LONG-TERM CARE™

THIS IS A LONG TERM CARE INSURANCE POLICY. PLEA
We are pleased to issue this Policy to You. It has many important
carefully. It is issued in exchange for Your application and payment o

section 7702B(b) of the Internal Revenue Code of 1986,
is required as a result of future IRS rulings, You will be

by the Connecticut Insurance Department.
issued in Your state in the same premium
o¢cur only during the Premium Paying Period
least 60 days written notice before We change
ncrease due to a change in Your age or health.

REVIEW YOUR POLICY

application is attached. If any answers are incorrect or untrue, We may have the right to deny
benefits or rescind this Policy. The best time to clear up any question is now, before a claim arises!
If, for any reason, any of the answers are incorrect or untrue, contact Us at Our Administrative
Office. Our address is shown above and the toll-free number is shown above and on the Schedule

page.

Notice to Buyer: This Policy may not cover all the costs associated with long term care incurred
during the period of coverage. The buyer is advised to review carefully all Policy limitations.

THIS POLICY IS NOT A MEDICARE SUPPLEMENT POLICY. If You are eligible for
Medicare, review the “Guide to Health Insurance for People with Medicare” available from Us.

TLC 2-P CTP 0410 -1-



COORDINATION WITH OTHER BENEFITS NOTICE: Benefits provided under this Policy
may be reduced to the extent that similar benefits are payable under any other plans or programs to
which You are entitled (including Medicare). Please refer to the Coordination With Other Benefits

provision of this Policy for a full explanation. This provision will NOT reduce the Policy Maximum
Amount payable under this Policy.

by 8 Vi~ Free (lacey

Q
&
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SCHEDULE

Policy Number: 971046659 Effective Date: 3/16/2011
Insured: JOHN DOE Insured’s Issue Age: 45

Premium Paying Mode: Annual Premium Paying Period: Lifetime
First Annual Premium: $2,139.56 First Modal Premium: $2,139.56

Our toll free number for Customer Service: (800) 227-3740

Early notification to Our Claims Department will help Us make a timely’ review of Your claim.
Please let Us know immediately, or in advance whenever possible, w ed care or services

per-year only if.You choose the Annual
Premium Paying Mode. It will be exceeded if You pay premi or¢ frequently than once a year
(for example - Semi-Annually, Quarterly or Monthly).

Policy Maximum Amount* $146,000.00

Elimination Period 90 Days

The Home Care and Adult Day Care Benefit,
Facility Bed Reservation Benefit and the Alt
Period. ya

re Facility Benefit, the Long Term Care
Care Benefit are subject to the Elimination

Home Care and Adult Day Care Benefit* Included
Initial Maximum Daily Benefit $203.00
Care Coordination Benefit Included
Maximum Unlimited
Remain At Home Benefit* Included
Maximum Benefit $12,180.00
Long Term Care Included
Initial $203.00
Long Term Care Facili ; Included
Number of Dayg’ Per Calendar Year 60 Days
Respite Care Benefit* Included
Number of Days Per Calendar Year 30 Days
Initial Maximum Daily Benefit $203.00
Waiver of Premium Benefit Included
Hospice Care Benefit* Included
Initial Maximum Daily Benefit $203.00
Alternate Plan of Care Benefit Included

TLC 2-P CTP 0410 -4- CT



Compound Benefit Increase Included
Contingent Nonforfeiture Benefit Endorsement Included

*Subject to increases due to inflation.

OPTIONAL BENEFITS

Shared Care Benefit Rider Elected-Premium $429.81
Monthly Benefit Rider* lected-Premium $181.15
Maximum Monthly Benefit for Long Term Number/0f ddys/n the Calendar Month X
Care Facilities LTC Facility Initial Maximuiy Daily Benefit
Maximum Monthly Benefit for Home Care Number e (Calendar Month X
and Adult Day Care Home Care and Adult Day Care Initial
ximum Daily Benefit

*Subject to increases due to inflation.
TOTAL PREMIUM FOR INCLUDED BENEFITS $1,528.60
TOTAL PREMIUM FOR OPTIONAL BENEFITS <> $610.96

TOTAL PREMIUM FOR ALL BENEFITS

3

$2,139.56

TLC 2-P CTP 0410 -5- CT



MODAL PREMIUM DISCLOSURE

You may choose to pay Your premium annually (once a year), semi-annually (2 times a year), quarterly (4
times a year), monthly (12 times a year) or in some cases, by payroll deduction at the frequency determined
by Your employer. The premiums may be paid monthly in 12 payments only by electronic funds transfer or
list bill. You may change Your mode of premium payment by sending a written request to Our
Administrative Office.

Please note that the more often You pay, the higher Your total premium amount will be per year.
Additional premium charges are included for all premium payment periods other than annual. These charges
are called “modal factor charges”. These charges are based upon modal factors that are used to determine
the premium amount for all payment options. The modal factors are 1.00/for/anual; .52 for semi-annual,
.265 for quarterly, and .09 for monthly. Payroll deduction modal factors vary depending on
payment by Your employer’s payroll system.

Cost Comparison of Premium Paying Modes /

. . Number of Amount of Each Total of Mo "
Premium Paying . . ) Total Additional
Premium Payments Modal Premium emium Payments

Mode Payment per Year
Per Year Payment er Year
Annual 01 $2,139.56 $2,139.5¢ $0.00
Semi-Annual 02 $1,112.57 $2,22514 $85.58
Quarterly 04 $566,98 $2,267.92 $128.36
Monthly 12 $192.5¢ ) $2,310.72 $171.16
N/
To calculate the total amount of premiums You will>pay in a year based on Your current premium payment
selection:
(1) multiply the First Annual Premium shown o edul¢ by the factor for Your chosen Premium
Paying Mode; and then
(2) multiply that result by the numbe WMm_payments per year based on Your chosen Premium

Paying Mode.
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GENERAL INFORMATION

This Policy uses terms that have certain meanings within this Policy. Defined terms are shown with
capital letters to help You better identify them. Most of the definitions are in the General Definitions
section at the end of this Policy. Definitions related to eligibility for benefits are in the Eligibility
Definitions section. We suggest that You closely read the facility and care provider definitions.

ELIGIBILITY FOR THE PAYMENT OF BENEKITS

(1) You are a Chronically Ill Individual; and
(2) The Qualified Long Term Care Services are prescribed for You in a~written Plan ¢f Cate by a Licensed
Health Care Practitioner.

You will be considered a Chronically Ill Individual when one of/the following critexid is met:
(1) You are unable to perform, without Substantial Assistance/from~another individual, at least 2 out of the

6 Activities of Daily Living (ADLs) for an expected period of “at 0 days due to a loss of
functional capacity; or
(2) You require Substantial Supervision to protect Yourself fro to health and safety due to Severe

This Policy provides coverage for Qua/],i
nervous conditions, including Alzheinger’s disease, Parkinson’s disease and senile dementia as long as You

ractitioner_as being a Chronically Il Individual as defined in this

Conditions
In order for benefits to be payablg under this Policy:

or the Payment of Benefits provision;

a&; erm Care\Services must begin while Your coverage is in force;

ust be incurréd for services rendered or goods provided while the applicable benefit is

You must satisfy the Eligibiljty
all Qualified f
+ all chargef m
in force;
You must safisfy Elingination Period if it applies to the benefits You are receiving; and
+ all care and services mrist be consistent with Your current Plan of Care. You must provide Us with
both an acceptable Plan of Care and Proof of Loss documentation.

The Elimination Period, benefits, benefit limits and Policy Maximum Amount are shown on the Schedule.
The Schedule and the benefit sections indicate if the Elimination Period is applicable to each Benefit.

Limitations
All benefits are subject to the Policy Maximum Amount of this Policy, except for the Care Coordination
Benefit. We will not pay benefits during the Elimination Period, except as noted in this Policy. Benefits are
subject to the General Exclusions and Limitations and the Coordination with Other Benefits provisions of
this Policy.

TLC 2-P CTP 0410 -7-



NOTE: If more than one type of covered care or service is received on the same day, only the daily
benefit providing the largest payment will be payable, unless otherwise stated in the Benefits section
of this Policy.

We will not pay for: Physician’s charges; hospital or laboratory charges; prescription or non-prescription
medications; medical supplies; durable medical equipment (except as provided under the Remain At Home
Benefit); payments in-kind; transportation; or personal expenses, such as items and services furnished at
Your request for comfort, convenience, beautification or entertainment.

ELIGIBILITY DEFINITIONS Y. .

Chronically Ill Individual

Any individual who has been certified by a Licensed Health Care Practition

(1) being unable to perform, without Substantial Assistance from another indiv
Activities of Daily Living (ADLSs) for an expected period o
capacity; or

(2) requiring Substantial Supervision to protect You from
Cognitive Impairment.

least 2 out of the 6
to a loss of functional

health /and safety due to Severe

Substantial Assistance
Hands-on Assistance or Standby Assistance.

(1) Hands-on Assistance
The physical assistance (minimal,

(4) Eating: The ability to feed oneself by getting food into the body from a receptacle (such as a
plate, cup or table) or by a feeding tube or intravenously.

(5) Toileting: The ability to get to and from the toilet, to get on and off the toilet, and to perform
associated personal hygiene.

(6) Transferring: The ability to move into and out of a bed, chair or wheelchair.

TLC 2-P CTP 0410 -8-



Substantial Supervision

Continual supervision by another person that is necessary to protect You as a Severely Cognitively
Impaired person from threats to Your health or safety (such as may result from wandering). This
includes cuing by verbal prompting, gestures, or other demonstrations.

Severe Cognitive Impairment (including the term “Severely Cognitively Impaired”)
A severe loss or deterioration in intellectual capacity that is measured by standardized tests and

scores as prescribed in Connecticut regulation by the Connecticut Part ip for Long-Term Care as
part of an evaluation that reliably measures impairment in Your:

(1) short-term or long-term memory; / R

(2) orientation as to people, places or time; and /D

(3) deductive or abstract reasoning.

BENEFITS
N
The following sections describe the coverage available for/care and services
read the benefit provisions carefully. Each of the Benefits M'\
requirements and limitations of this Policy.
gtion. In order for Home and Community Care
e payable, You must be using the Care

Home and Community Care includes the folowing~Benefits;
(1) Home Care and Adult Day Care;
(2) the Remain At Home Benefit;

nder this Policy. Please
subject to all applicable

Certain Benefits of this Policy require Care Coordin
benefits and the Alternate Plan of Care Benéfit
Coordination Benefit.

Home Care Services, Home F ( ices and/or Adult Day Care must be included in a Plan
of Care developed and ap ic
Agency. These benefits will be“payable/on any day that You are confined as an inpatient in a
hospital or Long Term Care ili

Home Care Services must be provided by or through a Home Care Agency or a Homemaker-Home Health
Aide Agency (in the state of Connecticut) in Your Home. Home Health Care Services must be provided by
or through a Home Care Agency. Adult Day Care must be provided by and at an Adult Day Care Center.

CARE COORDINATION BENEFIT

We will pay for the Care Coordinator to provide the following services. This is in addition to any other
benefits paid under this Policy. We will pay for the Care Coordinator to provide Care Coordination services
as long as You are certified as meeting the requirements in the Eligibility for the Payment of Benefits
provision.

TLC 2-P CTP 0410 -9-



(1) a comprehensive face-to-face assessment of Your functional and cognitive capacity;

(2) development, completion, approval and implementation of a Plan of Care;

(3) coordination, and monitoring of the delivery, of services included in the Plan of Care on an as needed
basis;

(4) completion of a comprehensive reassessment of a Plan of Care, as needed; and

(5) a transition plan when the services of the Plan of Care are no longer necessary.

Claims for benefits will be referred by Us to an Access Agency who will contact You to arrange for an
assessment. There will be no charge to You for the covered Care Coordingtion services of the Care
Coordinator. No amount will be subtracted from the Policy Maximum Amount,

The Care Coordination Benefit is not subject to, nor will it be ap
Elimination Period.

REMAIN AT HOME BENEFIT

Qualified Long Term Care Services:
(1) Home Modification;

(2) Caregiver Training for a Volunteer Caregiver;
(3) Therapeutic Device or Technology; and
(4) Medical Alert System.

We will pay You for the Out of Pocke
Home Benefit. Payment is subject to:
(1) satisfaction of the Eligibility for the
(2) the Remain At Home Maximum Benetit;
(3) the Policy Maximum Amount:

The care or services provided
and provided according to a F

Out of Pocket Expensesf sspite Care. Payment is subject to:

(1) satisfaction of the Elygibility’for the Payment of Benefits provision;

(2) the Respite Care Maximmum Daily Benefit;

(3) the Policy Maximum Amount; and

(4) Respite Care must be provided in a Long Term Care Facility or in Your Home.

The Respite Care Benefit is available for up to the Number of Days Per Calendar Year shown on the
Schedule. Benefits for Respite Care are not subject to, nor will they be applied toward the satisfaction of,
the Elimination Period. Respite Care provided in Your Home must be included in a Plan of Care developed
and approved by a Licensed Health Care Practitioner employed by an Access Agency.
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LONG TERM CARE FACILITY BENEFIT

We will pay You for the Out of Pocket Expenses for each day You are confined as an overnight bed

patient in a Long Term Care Facility. This includes room and board and Qualified Long Term Care

Services. Payment is subject to:

(1) satisfaction of the Eligibility for the Payment of Benefits provision;

(2) the Elimination Period;

(3) the Long Term Care Facility Maximum Daily Benefit;

(4) the Policy Maximum Amount; and

(5) care and services provided while You are confined as an overnight bed patignt in a Long Term Care
Facility as defined in this Policy.

/ ~

We will not pay more than the charge for a one-bedroom unit.

EXTENSION OF THE LONG TERM CARE FACILITY BENEFIT
If Your Policy Lapses while You are receiving the Long Term Care Facili
continued until the earliest of the following: You no longer qualify for benefits;

Benéfit, benefits will be
u are discharged from
ou die. No other Policy

When You are absent for any reason during a Long Terpr Gare Facility confinement, We will pay You for
the Out of Pocket Expenses while the room in the ong ility i i . i

To qualify for the Waiver of F
(1) meet the requirements in ti

We will stop wa ving the premiuth when You no longer qualify for the Waiver of Premium Benefit. The
1. Benc ill ¢nd on the date the Policy Maximum Amount has been exhausted.

To keep Your Policy in~force“when the Waiver of Premium Benefit ends or after You no longer qualify for
the Waiver of Premium Benefit, premiums must be paid as they become due. Any unearned premiums paid
which apply to the period that premiums are being waived will be refunded to You following the Policy
monthly anniversary on which the waiver of premium began.

If benefits are added while the premium is being waived, the premium for those added benefits must
continue to be paid.

If You are receiving any benefits other than those specified in numbers (3), (4) and (5) above, the Waiver
of Premium Benefit will not apply.
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HOSPICE CARE BENEFIT

We will pay You for the Out of Pocket Expenses for each day You receive Hospice Care. Payment is
subject to:

(1) satisfaction of the Eligibility for the Payment of Benefits provision;

(2) a certification that You are Terminally Ill;

(3) the Hospice Care Maximum Daily Benefit;

(4) the Policy Maximum Amount; and

(5) Hospice Care must be provided by a Hospice Care Provider.

Benefits for Hospice Care are not subject to, nor will they be applied towatd .the satisfaction of, the
Elimination Period.

Benefits for Hospice Care will not be payable when other benefits are
the Care Coordination Benefit. Hospice Care that is provided somewhere
Facility must be included in a Plan of Care developed and approved by a Lice
employed by an Access Agency.

olicy, except for
Long Term Care
d Health Care Practitioner

ALTERNATE PLAN OF CARE BENEFIT
Your Policy provides coverage for a wide range of long tg

rm_care sgrvices. Bécause there may be new and

(3) We determine that You @atis

and co
Payment of Benefits provision «
(4) the cost of services under the Altern an of Care You request is less expensive than the amount We

+ the services 32
* the Alterng . wefit amount is agreed to in a written Alternate Plan of Care agreement

services. Any benefits paid undér this provision will reduce Your Policy Maximum Amount. Days on which
You receive alternative Qualified Long Term Care Services on or after the effective date of the Alternate
Plan of Care agreement may count toward satisfaction of the Elimination Period. If so, We will not pay this
benefit until Your Elimination Period has been satisfied, depending on what the alternative services are.
You will qualify for a waiver of premium under this benefit only if the benefits You are currently receiving
qualify for a Waiver of Premium Benefit.

The Alternate Plan of Care Benefit may not be used to pay for any charges for services described in the
General Exclusions and Limitations, or the Coordination with Other Benefits provisions of this Policy. The
Alternate Plan of Care Benefit will not extend any benefit listed in this Policy that You have exhausted.
The Alternate Plan of Care Benefit may not be used to pay for services at any type of facility that is
otherwise excluded from coverage under the terms of this Policy.
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An Alternate Plan of Care agreement will specify an agreement effective date and an agreement termination
date. We reserve the right to review and develop a new Alternate Plan of Care agreement with You at the
agreement termination date of the current Alternate Plan of Care agreement. However, You may choose to
discontinue the use of the Alternate Plan of Care Benefit at any time. Our consideration and/or payment of
the Alternate Plan of Care Benefit does not waive any of Your or Our rights under this Policy.

INFLATION PROTECTION COVERAGE

The following inflation protection coverage is available with this Policy form.
which benefit below applies to Your Policy.

e Your Schedule page for

COMPOUND BENEFIT INCREASE

For example:
Previous Anniversary’s Policy Maximum Amount: $400,000
Claims Paid During Last Policy Year: 50
Benefit Increase for Current Year: 17,560
Remaining Policy Maximum Amount: ,500

= [$400,000 - $50,000] x 5%)
= $400,000 - $50,000 + $17,500)

These increases will continue as long as thig Policy 1
date of the increase.

e,/even if You are receiving benefits on the

If You increase or decrease Your Policy’s benefits after Your Policy was issued, the above calculations will
be based on the new benefit Amounts. benefit amounts will be shown on an endorsement to
Your Policy.

This benefit ends on the earliest
(1) the date the Policy e

Until the Policy anniversary following Your 65 birthday, We will also increase the Policy Maximum
Amount by 5%. It is calculated based on the Policy Maximum Amount on Your last Policy anniversary,
minus any claims paid since the last Policy anniversary. The Remain At Home Maximum Benefit will
increase in the same way.

For example:
Previous Anniversary’s Policy Maximum Amount: $400,000

Claims Paid During Last Policy Year: $ 50,000
Benefit Increase for Current Year: $ 17,500 (= [$400,000 - $50,000] x 5%)
Remaining Policy Maximum Amount: $367,500 (= $400,000 - $50,000 + $17,500)
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On the Policy anniversary following Your 65" birthday, the Policy Maximum Amount will cease to
increase, and it will remain at its attained level. This means that the Policy Maximum Amount will not
increase over time and the Maximum Daily Benefits will continue to increase according to this Policy. This
will result in the Policy Maximum Amount being depleted at a faster rate as Your Maximum Daily Benefits
continue to increase. You should be aware that if Your Policy Maximum Amount does not increase over
time, it might not provide all of the Medicaid Asset Protection that You need.

The Remain At Home Maximum Benefit will cease to increase on the Policy~anniversary following Your
65" birthday in the same way as the Policy Maximum Amount.

These increases will continue as stated above, even if You are receivi
increase.

If You add to Your benefits after the effective date of this Policy, those added benefits will not increase
until the amount of the additional coverage has been in effect one full year.

Your Policy.

This benefit ends on the earliest of:
(1) the date the Policy ends; or

(3) provided in a government facility (us rwise required by law), services for which benefits are
paid or payable under MediSare, or woukd be payable except for application of a deductible or
coinsurance amount (this dges hot

hen expenses are reimbursable under Medicare solely as a

covered care or services if he or she is a regular employee of an organization that is engaged in
providing the Qualified Long Term Care Services. The organization he or she works for must receive
the payment for the care or service. Your Immediate Family member must receive no compensation
other than the normal compensation for employees in his or her job category.

We will not pay for any confinement, care or service that is not included in Your Plan of Care. We will
not pay for anything that is prohibited by state or federal law, including any law governing economic and
trade sanctions.

A government facility includes a facility administered, covered or reimbursed by the Veteran’s
Administration.
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COORDINATION WITH OTHER BENEFITS

The benefits of this Policy are designed to supplement NOT duplicate other benefits.

If you have any health insurance plan or non-Partnership long term care plan and You are entitled to
benefits under those plans that would also be covered services under this Policy, You are required to obtain
payment for those benefits first, prior to using benefits under this Policy.

Examples of health insurance plans include, but are not limited to, basic”hogpital, health maintenance
organization (HMO), medical/surgical, major medical plan, Medicare, Megdicafe fhanaged care plan, and
Medicare supplemental programs.

earliest to latest.

Any benefit amounts that You are entitled to receive under
payable by these other plans. This provision will NOT re licy Maximum Amount payable under
this Policy.

Notifying Us of a Claim
Notice of Claim: Early notification to
claim. Please let Us know immediate

The claim form has instpactions/on how to fill it out and where to send it. Please read the form carefully.
Answer all questions and_send”all required information to the address on the form. You may choose to have
someone else complete the information for You as Your representative.

If You do not get the claim form within 15 days, Proof of Loss can be filed without it by sending Us a
letter. The letter needs to describe the occurrence, the nature, and the extent of the loss for which claim is
being made. That letter must be sent to Us within the time period stated in the Proof of Loss section. At a
minimum, the description should tell Us such things as:

*  Your name, address, social security number, and policy number;

+ the type of benefits for which claim is being made;

* the names and addresses of the medical professionals and care providers who are aware of Your

condition or have provided care covered by this Policy;
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* the diagnosis; and
* the time periods for which benefits are being claimed.

Assessment of Your Condition:
A. For Home and Community Care benefits and the Alternate Plan of Care Benefit, before We approve a
claim for benefits under this Policy, an assessment may be performed by a Licensed Health Care
Practitioner employed by an Access Agency. This assessment may be performed in person. The
Licensed Health Care Practitioner employed by an Access Agency will assess Your condition and
prognosis for recovery.

employed by an Access

To continue payments, We may require a Licensed Health Care Practitiorer
¢ . W will.pay the costs of

Agency to reassess Your condition and to update the prognosis for
the initial assessment and all reassessments. We may require a
months while benefits are being paid. We may require a reassessmen én, put not more often
than every 90 days.

When to File a Claim
Proof of Loss: You must give Us written P
Period in order to satisfy the Elimination

90 days after the end of the Elimination
ats. You must send the Proof of Loss to Our

In order to help Us determing You igibility_fer the payment of benefits, We may require that You
provide Us with any combinati ;
(1) claim forms and authorizations \
(2) Physician’s orders;
(3) medical records;

obtain Prgof of Loss;

(7) Explanation o Bene
includes: other healt
Medicare;

(8) provider’s Plan of Care or provider assessment/reassessment records or similar documents; and

(9) provider’s residence agreements, disclosures, life care contracts or similar documents.

§ (EOBg) that You have received from other sources for the same services. This
mnsurapce or long term care insurance policies; the Veteran’s Administration; and

For Home and Community Care benefits and the Alternate Plan of Care Benefit, We reserve the right to
have an Assessment of Your Condition conducted by an Access Agency before We approve a claim for
benefits under this Policy. For all other benefits, We reserve the right to conduct an Assessment of Your
Condition before We approve a claim for benefits under this Policy.

We must receive written Proof of Loss within 90 days after the end of each month for which benefits may
be paid. If it is not reasonably possible to give Us written proof in the time required, We will not reduce or
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deny a claim for being late if the Proof of Loss is sent to Us as soon as is reasonably possible. Unless You
are not legally capable, the required Proof of Loss must always be given to Us no later than one year from
the time specified.

How and When Claims are Paid
Time of Payment of Claim: Benefits under this Policy are payable after services have been rendered and
charges have been incurred for such services. We will not pay benefits based on Advance Bills.

A. Within 30 business days after We receive notice of claim and Proof of
claim, if We have received all of the required information and determi

ss, We will either: pay the

reason(s) for denial.

If We fail to follow the process outlined above, We wi

(1) the receipt of the claim with respect to subsection/A @
(2) all requested additional information is received with respeéct o subsection B above.

Claims Appeal Progess:
obtain or that is given to/Us. If/You do not agree with a claim decision, You may ask for an appeal. Your
request must be in writi s. It needs to include all of the following information: the names, addresses
and phone numbers of the providers who You think We should contact to learn more about Your health
and the care received; the Physicians and other health care professionals who treated You; and the facilities
that provided the care or services. No special form is needed. Your request must be sent to Our
Administrative Office within 1 year of the time of filing written Proof of Loss. You may authorize someone
else to act for You under this appeal process. You or Your authorized representative may submit additional
information of any kind that You think will help with Your appeal.

After We receive Your appeal and the necessary supporting documents, We will reexamine the information
regarding Your claim and any additional information provided to Us. Within 30 days after We receive all of
the necessary information, We will complete Our review. We will send You and Your authorized
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representative, if any, Our decision in writing. If Our decision is to pay the claim, We will pay it promptly.
If the appeal is denied, We will clearly state Our reasons and make information directly relating to the
denial available to You.

Right of Recovery
We have the right to recover any overpayment made because of an error in the processing of a claim. We
may offset any amounts that have not been previously recovered from any future benefit payment.

omission of someone else
the terms of this Policy.

Subrogation: If You become a Chronically Il Individual as a result of an act
and receive covered care or services, We shall provide benefits to You, subjeéct

execute and deliver such instruments and papers as may be required and do~whatever/else is necessary to
secure such rights to Us.

wrltten notice, We or Our designee shall haye the right to bring/suit and take such action as necessary in
i i icy. We can only do this if You or anyone
ird party to obtain a judgment, settlement, or

other recovery. Any action taken withodt Your censent shall be without prejudice to You.
You must take all actions, provide such™info and assistance, and execute all instruments as We may
require to help in the enforcement of Our nder this provision. You shall take no action prejudicing

towards Medicaid /Asset/Pr i o1/ purposes of eligibility for Connectlcut s Medicaid program or any
other state’s Medicaid as a reciprocal agreement with Connecticut’s Medicaid program. In
order for benefit payments-to ¢ount towards Medicaid Asset Protection, the conditions in Items 1, 2, and 3
that follow must be met:

(1) You have met one of the following insured events:
*  You have a documented need for Substantial Assistance, with 2 or more of the following Activities
of Daily Living: Dressing, Bathing, Eating, Toileting, Transferring and Continence; or
*  You have been assessed and found to have a Severe Cognitive Impairment based on tests and scores
prescribed by the Connecticut Partnership for Long-Term Care.
(2) The benefits are paid under this Partnership-approved Policy; and
(3) All Home and Community Care benefits and the Alternate Plan of Care Benefit must be provided in
accordance with a written Plan of Care developed and approved by an Access Agency (the Access
Agency must be approved by the Connecticut Partnership for Long-Term Care).
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How to Stay Qualified for Medicaid Asset Protection Under the Partnership

(1) Each year Your Maximum Daily Benefit amounts must equal or exceed the minimum inflation-adjusted
daily benefit specified by the Connecticut Insurance Department. The inflation-adjusted Maximum Daily
Benefit amount increase provided to You each year under the compound inflation feature that You have
selected will allow You to keep pace with the Department’s minimum requirements.

(2) You were a resident of Connecticut when You applied for and subsequently were issued this
Partnership-approved long term care insurance.

(3) All Home and Community Care benefits and the Alternate Plan of Care Benefit that are covered by this
Policy count toward Medicaid Asset Protection only when an Access Agency(the Access Agency must
be approved by the Connecticut Partnership for Long-Term Care) develop d approved the written
Plan of Care. /

(4) You can accumulate Medicaid Asset Protection wherever Your Pgli enefits. JIf you need to
access Medicaid to pay for Your care and You want to utilize the i

other basic rights and obligations.

The Contract
Entire Contract: The entire contract between Y
(1) this Policy;

(2) the application; and

change or waiver must be:

(1) in writing;

(2) approved by one of Our ex€cutive officers~and/the Connecticut Department of Insurance, if necessary;
and

Misstatement of Age
If Your age has be i , benefits payable will be those that the premium paid would have

Contesting Cove
Time Limit on Certain Defensgs: When Your coverage has been in force less than 6 months, We may
rescind the coverage orﬂenyén otherwise valid claim upon a showing of misrepresentation that is material
to Our decision to issue You the coverage.

When Your coverage has been in force for at least 6 months but less than 2 years, We may rescind the
coverage or deny an otherwise valid claim upon a showing of misrepresentation that is both material to Our
decision to issue You the coverage and which pertains to the condition for which benefits are sought.

After Your coverage has been in force for 2 years or more, Your coverage is incontestable except for
nonpayment of premium.
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Correction of Mistakes

When We discover a mistake or You bring one to Our attention, We reserve the right to correct it. We
reserve the right to correct any mistakes We make whether: in the premium calculation and collection
process; in the policy issue process; in the benefit payment process; or in some other part of Our
contractual relationship. The benefit selections You made on the application and the premiums You have
paid will be used to determine the coverage of Your Policy.

Other Provisions
Nonparticipating: This Policy does not participate in Our profits or surplus e

Conformity with Law: If anything in this Policy does not comply with a la icly it is subject on its
Effective Date, that provision is amended to conform to such law.

Time Periods: All time periods begin and end at 12:01 A.M.

Legal Actions: You cannot bring suit against Us until written Proof of Loss has
been given to Us. You cannot bring suit against Us e time written Proof of Loss
is required to be given.

The Policy Taking Effect
Effective Date and Consideration: This icy\is issued based on Your answers to the questions on the
application and payment of the First i es effect on the Effective Date shown on the
Schedule, provided the First Modal

or add later will be shown by endorsement to this
Policy. All policy and benefit provisions and_the Elimination Period will be calculated from the effective

After payment of the first premj additional premium, if any, is due at the end of the period for

Paying Mode shown on the Schedule states how often premiums
are to be paid per/yea § i aying Period shown on the Schedule states how long premiums are

What Happens When Premiuvms Are Not Paid

Grace Period: This Policy has a 65-day Grace Period. If a premium other than the first premium is not paid
within 30 days from the Premium Due Date, We will send written notice of the nonpayment of the
premium to You and the person or persons You named to receive such notice. We will send the notice to
the addresses You provided to Us. You have an additional 35 days to pay the premium after We have
mailed this notice. You may choose to change Your benefits as described below in Your Right to Reduce
Benefits in order to reduce Your premium. During the Grace Period, this Policy will stay in effect. If We
do not receive the premium payment before the end of the Grace Period, this Policy will Lapse.

You may have named a person or persons to receive notice of nonpayment of premium on Your
application. The person or persons You named are not responsible for paying the premium. You may
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change the person or persons named at any time while this Policy is in effect. Please note that You must
tell Us if any of the addresses change. You must send the information in writing to Our Administrative
Office. We will provide You with a reminder of Your right to change the person or persons named at least
every two years.

Your Right to Reduce Benefits
You may request that We reduce Your benefits at any time while this Policy is in force. This request must
be in writing.

You may choose to:
(1) reduce only the Policy Maximum Amount;

premium for the coverage then currently in force; and the reduced amount of ¢
allow You to lower Your Maximum Daily Benefit amount to amount that_is
daily benefit amount that is required by the Connecti ership /fory, Long-Term Care for a
partnership-approved long term care insurance policy.

Reduced Benefit Offer
In the event Your Policy is about to Lapse, We will

the equivalent of one
of coverage.

Putting This Policy Back In Force

Reinstatement: Once this Policy Lapses, We may or may not put it back in force (reinstate) at Our option.
Within 90 days of Your last Premium Due Date, You may request that We reinstate this Policy. We will
require an application for reinstatement, but We will not require any premium at that time. If the application
is approved by Us, You must then pay all past-due premiums. This Policy will be put back in force as of
the Lapse date.

Your reinstated Policy will cover only losses that begin after the date of reinstatement. In all other respects,
Your rights and Our rights will be the same as before this Policy Lapsed. If there are any new provisions
that apply to the reinstatement, they will be endorsed on or attached to the reinstated Policy.
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Unintentional Lapse: If Your Policy Lapses unintentionally, We will reinstate Your coverage only if:

(1) We receive the request for reinstatement in Our Administrative Office within 180 days of the last
Premium Due Date; and

(2) We receive a Licensed Health Care Practitioner’s written certification that You were diagnosed, using
generally accepted medical diagnostic methods and tests, as being a Chronically Ill Individual at the
time this Policy Lapsed; and

(3) We receive all past-due premiums for the benefits that were in force at the time this Policy Lapsed.

Any claim incurred during the 180-day period will be considered for benefits subject to all other Policy
provisions.

When the Policy Terminates
We will not cancel or otherwise end this Policy because of Your age or a change i Your mental or

(1) the date this Policy Lapses;
(2) the date of Your death;

Policy, it will end on the next Policy monthly anpivepsaty following ©ur receipt of the request. If You
name a future cancellation date in Your w 'tten t, it will end on Your requested future
cancellation date.

If You send Us a written notice to cancel Yo i gve named a person or persons in addition
to Yourself to be notified regarding premiu 1

Refund of Premiums
If this Policy terminates due to Your deat ill refund the portion of the modal premium paid for the
period after the monthly annivefsa

¢ the next Policy monthly anniversary after Your death will
0 days of Our receipt of written notice of Your death. It will

receipt of the request. If You pame a future date to cancel this Policy, We will refund any premiums paid
from Your requested future cancellation date forward. The refund will be made within 30 days of Our
receipt of written notice of cancellation. It will be paid to You.

GENERAL DEFINITIONS

Access Agency

An organization that provides Care Coordination services, including assessments and reassessments, Plan of
Care development, and coordination and monitoring of all Home and Community Care benefits and the
Alternate Plan of Care Benefit and has been approved as an Access Agency by the state of Connecticut as
meeting the requirements for such agency defined in Section 17b-342 of the Connecticut General Statutes.
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Adult Day Care

A program for six (6) or more individuals of social and health-related services provided during the day in a
community group setting. The purpose of the program is to support frail, impaired elderly or other disabled
adults who can benefit from care in a group setting outside the home.

Adult Day Care Center
A facility or organization that is licensed, registered or certified to provide Adult Day Care, if required by
the state in which it is located.

If licensure, registration, or certification is not required by the state, it is that part (or separate center) of a

(2) it maintains a daily written record for each client, which includes
services provided;

during operating hours.

Advance Bill(s)

Bills for services that are prebilled or billed prior to the se
this Policy are not eligible for payment until after covered services aresyeceived. For example A bill or
invoice may be created one month by a Long Term arlity for residency or services that it anticipates
will be provided in the next month. This is considéred an Advance Bill. It will not be accepted as Proof of

payment.

Assisted Living Services
Nursing services and assistance with iving provided to residents living within a
Managed R651dent1al Communlty havidg sup ort1 ice§ that encourage residents primarily age fifty-five

Managed Residential Commun 1ty.v

Assisted Living Services Agenc
An entity that provides s

Care Coordination

The following services provided by an Access Agency:

(1) a comprehensive face-to-face assessment of Your functional and cognitive capacity;

(2) development, completion, approval and implementation of a Plan of Care;

(3) coordination, and monitoring of the delivery, of services included in the Plan of Care on an as needed
basis;

(4) completion of a comprehensive reassessment of a Plan of Care, as needed; and

(5) a transition plan when the services of the Plan of Care are no longer necessary.
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Care Coordinator

A person who is a Licensed Health Care Practitioner employed by an Access Agency provided to You by
Us. There is no charge to You for his or her services. The Care Coordinator may gather objective
information specific to Your circumstances; use the information gathered to help develop the Plan of Care;
and identify providers that can deliver the needed care and services. He or she may assist You in
identifying Your long term care needs and matching those needs with available service providers and
resources.

Care Coordinators are normally familiar with care providers in Your area. There usually is a wide range of
providers available. They vary greatly from skilled professionals to unskilled caregivers, based on the type
of care needed. The Care Coordinator may help find providers to work with Yo6u dnd)Your family. You are
responsible for choosing the actual providers to be used. You may ask ther provider to be identified
if for any reason You are not satisfied with a Care Coordinator or a car

A Care Coordinator does not include anyone who: (1) has an ownership interest in; (2) is on contract with;
or (3) is an employee of any provider of the services received. A Care Coordinator_gannot be a member of
Your Immediate Family.

Caregiver Training

Appropriate training and instruction provided by a persom appreved

knowledge and skills necessary for:

(1) the proper use and care of a Therapeutic Device 4@0
limited to catheters; ostomy bags; or suctioning ‘tubes; 0

re Coordinator to provide the

isposable medical aids, including but not

such as changing of wound dressings;

Civil Union Partner
An adult who is not related to You by tage under the laws of the state in which he or she
resides; and with whom You have e i
the state in which You both reside.

An adult who is not related to
was delivered; who has resided

describe this relat the term used by Your state or jurisdiction.
Domestic Partner\does not“inc any person who is married to anyone else (whether by civil or religious
ceremony Or COMMO ge), nor any roommate or friend of Yours.

Elimination Period
The number of days that You must be confined as an overnight bed patient or receiving care or services
before We will pay benefits for those services that are subject to the Elimination Period. The care or
services must be for which benefits would be payable under this Policy if there were no Elimination Period.
No such benefits will be paid until You have: (1) satisfied the Eligibility for the Payment of Benefits; and
(2) incurred Out of Pocket Expenses for the number of days shown on the Schedule. You will be
responsible for the expenses for those days. Days used to satisfy the Elimination Period do not have to be
consecutive and can accumulate over time after You have met the Eligibility for the Payment of Benefits.
Once satisfied, You will not have to satisfy the Elimination Period again.
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The Elimination Period is shown on the Schedule.

Only confinement, care and services received that are subject to the Elimination Period can be used to
satisfy the Elimination Period.

We will give You credit toward the Elimination Period for days of confinement, care or services covered
under this Policy, even though they are paid or payable by Medicare or other health insurance. Credit
toward the Elimination Period is given only for those services that are subject to the Elimination Period
under this Policy.

Days of confinement in a hospital or rehabilitation hospital/facility cannot bé uséd fo.satisfy the Elimination

Period, even if they are paid or payable by Medicare or other health insurdnce:

Home
Any place where You reside other than: a Long Term Care Facility; a
hospital; or other acute care facility.

abilitation” hospital/facility; a

Home Care Agency
An entity that provides care and services in Your Home and meets all
(1) it is, where required, licensed, certified or accredite

following criteria:

licensed social worker;
(4) it keeps written Plan of Care records on ients. This.inclades Physician’s orders where appropriate;
and
(5) if providing Home Health Care Servi i s dayly written clinical records on all patients.

Home Care Services
Services that are provided by skt ilfed pegrsons who work under the supervision of a Home Care
Agency or Homemaker-Ho Atde Agéncy (in the state of Connecticut). These services are
provided in Your Home. Ho rvices include the following:

A program of p
Home Care Agen You i1 Your Home. Home Health Care Services include nursing services provided
by a: Nurse; physical ]
therapist; or nutritional speci

Homemaker-Home Health Aide
An unlicensed person who has successfully completed a training and competency evaluation program for
the preparation of homemaker-home health aides approved by the Connecticut Department of Public Health.

Homemaker-Home Health Aide Agency
A Connecticut agency that is responsible for the Homemaker-Home Health Aide services furnished to
patients and for the implementation of the Plan of Care.
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Homemaker Services

Support services that are secondary to assistance with the Activities of Daily Living or because of a Severe
Cognitive Impairment. These services must be included in Your Plan of Care. They include one or more of
the following, required so that You can remain at Home: meal preparation; laundry; and light housekeeping.
Light housekeeping means: vacuuming; dusting; dry mopping; dishwashing; cleaning the kitchen and
bathroom; and changing beds.

Home Modification
Modifications to Your Home that are being made to improve Your ability toperform the Activities of Daily

Hospice Care
A coordinated, interdisciplinary program for meeting the special needs Terminally Il individuals. This
includes the physical, emotional, social and spiritual such individuals. Hospice Care provides
palliative and supportive services during the termin

of cure.

Hospice Care Facility

requirements as may b&prescribed by the U.S. Secretary of the Treasury. A Licensed Health Care
Practitioner may not be a member of Your Immediate Family.

Long Term Care Facility

A health care facility that is licensed, certified, or registered by the appropriate authority in the state in
which it is located to provide inpatient care for persons who are in need of assistance with Activities of
Daily Living or are Severely Cognitively Impaired. The facility must charge a fee for the inpatient care at
the time the care is provided.
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A Long Term Care Facility must:

(1) provide personal care by on-site facility staff. It must also make available 3 meals a day and can
accommodate special diets;

(2) have procedures in place establishing appropriate protocol for medication management and the handling
and administration of drugs and biologicals;

(3) provide an emergency call system and on-site facility staff able to respond to emergencies. The staff’s
duties must include supervision of safety, security and awareness of the whereabouts of the residents at
all times;

(4) have a Physician or Registered Nurse on site or on contract to provide
of an emergency; and

(5) have on-site facility staff that provide Qualified Long Term
24-hour-a-day basis.

rsipg services specified in case

In those states where licensure, certification or regt
an assisted living facility, a facility must me
addition, it must meet all of the following re
(6) the following information must be provi

treatment and care of: mental,
drug addiction; or rehabilitatio
hospital/facility.

A Long Term Care Facility is hot a;os tal” It may be a separate and distinct wing or section of such an
institution, if such wing on, including Your assigned bed, is appropriately licensed, certified, or

Maintenance or
Any care the prima
cause You to be a Chroxi
Severe Cognitive Impairment).

Managed Residential Community
A facility consisting of private residential units that provides a managed group living environment,
including housing and services primarily for persons age fifty-five (55) or older.

Medicaid Asset Protection

The right extended by Sections 17b-252 and 17b-253 of the Connecticut General Statutes to a person who
purchases a Partnership-approved long term care insurance policy to retain an amount of assets equal to the
sum of qualifying insurance payments made on their behalf in determining eligibility for the Connecticut
Medicaid program.
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Medical Alert System

A communication system installed in Your Home that is used solely for the purpose of calling for
assistance in the event of a medical emergency. We will not pay for any charges for: normal telephone
service; a home security system; or any other similar service or device.

Medicare
The “Health Insurance for the Aged Act,” Title XVIII of the Social Security Amendments of 1965 as then
constituted or later amended.

Nurse

A person who is duly licensed as either:
(1) a Registered Nurse (RN);

(2) a Licensed Practical Nurse (LPN); or
(3) a Licensed Vocational Nurse (LVN).

The term Nurse does NOT include:
(1) You; or
(2) a member of Your Immediate Family.

Our Administrative Office
The Long Term Care Division located at the address sk owion the front our Policy.

Out of Pocket Expenses
This Policy will pay You for the actual charges Youw incur and are legally obligated to pay for covered
services after You receive those covered services. . able up to the policy maximums shown
on the Schedule. Advance Bills are not eligible for payment. @n}§ covered services that have been provided

As a condition to receiving benefits, You mus ¢are provider’s bill or invoice showing all of the
following:

(1) Your name;

(2) the name, address and tax 1dent1ﬁcat10n § of the provider who rendered the covered service(s);

(3) the date(s) of each covered/service thé month, day and year

(4) each type of covered se ay; and

(5) the actual charge for which\Y ally’obligated to pay for each covered service.

The covered service(s) must have hcluded in Your current written Plan of Care and must be provided
within the frequency, specified in th 1 of Care.

As part of Our/reyie claim, We reserve the right to require that You provide Us with

Expenses for each™c
documentation may inclyde cap elled checks or bank statements and, if requested, must be provided before
any benefits will be paid ou. If You have assigned benefits directly to a provider, We will not require
documentation from You that You paid the benefits. However, We reserve the right to request
documentation or perform audits to assure Us that there is no duplication of payments, refunds, discounts,
or rebates from the provider to You or any other entity.

Partner
A Domestice Partner or a Civil Union Partner.

Personal Care Attendant Services
Care or assistance that is necessary to protect Your health and safety while allowing You to remain at
Home. This includes services such as assistance with Activities of Daily Living, medication management,
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mobility, and personal hygiene. Personal Care Attendant Services are not services that are primarily for
personal convenience or companionship, nor do they include transportation services.

Physician

A person who is legally qualified and licensed by a jurisdiction within the 50 United States and District of
Columbia, or Canada as a Medical Doctor (M.D.) or a Doctor of Osteopathy (D.O.) and who is operating
within the scope of that license.

The term Physician does not include:

(1) You;

(2) a member of Your Immediate Family; or

(3) anyone who has a financial interest in, or is an employee of, a facﬂ'{il, ency, Or
the Plan of Care.

er administering

Plan of Care

A written, face-to-face, systematic, standardized and comprehensive assessment Your physical and

cognitive abilities by a Licensed Health Care Practitioner. Plan of e must specify the type,
frequency and providers of all the services that You require.

Policy Maximum Amount

The total dollar amount payable for all benefits of this Policy, except for the Care Coordination Benefit.
The Policy Maximum Amount is shown on the Schedule. When the Policy Maximum Amount has been
exhausted, no further benefits will be payable.

Premium Due Date
After the first premium, each date a premium is due, subject to the terms of this Policy.

Premium Paying Mode
As shown on the Schedule, how often premiums are to be paid.
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Proof of Loss

Information or documents satisfactory to Us that We require to determine whether benefits are payable
under Your Policy. We are able to pay benefits only after We have received all necessary Proofs of Loss.
You must either provide Us with this information or authorize its release to Us.

Qualified Long Term Care Services
Necessary diagnostic, preventive, therapeutic, curing, treating, mitigating, and rehabilitative services, and
Maintenance or Personal Care Services, which:

(1) are required by a Chronically Ill Individual; and

Qualified Long Term Care Services. These services must also:
(1) be services that are otherwise eligible to be paid under this F
(2) satisfy all other requirements of this Policy.

Respite Care
Respite or relief for Your Volunteer
who normally provides Your care

Long Term Care Facility; in a community-
Home.

ased pragram such as Adult Day Care or care received in Your

Spouse
A legal spouse.

Terminally Il
A person who has
or less.

ng by his or her Physician as having a life expectancy of 6 months

Equipment or technology/that is/designed to assist You in performing the Activities of Daily Living or help
with Your Severe Cogniti pairment. It must be appropriate for Your condition and used in Your Home.
Examples of a Therapeutic Device or Technology include:

(1) hospital-style beds;

(2) crutches;

(3) wheelchairs;

(4) infusion pumps;

(5) walkers;

(6) smart home monitoring or “wander mats”; or

(7) tracking systems like “smart shoes” with GPS (global positioning system).
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Therapeutic Device does not mean any drug or medical equipment implanted in Your body, temporarily or
permanently. It also does not include: CPAP machines; backup generators; oxygen; hearing aids; artificial
limbs; teeth; medical supplies; motorized scooters; sporting, protective, athletic or exercise equipment.

Volunteer Caregiver
The unpaid person who has the primary responsibility of caring for You in Your Home. A person who is
paid to care for You is not a Volunteer Caregiver.

We, Us, Our, the Company
Transamerica Life Insurance Company.

You, Your, Yours, Yourself
The Insured named on the Schedule.

Q
&
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Home Office: Cedar Rapids, lowa

A L T C Divisi
. TRANSAMERICA ong Term Care Division
® LIFE INSURANCE COMPANY Hurst,TX76053-5302
1-(800) 227-3740

CONTINGENT NONFORFEITURE BENEFIT ENDORSEMENT

This Endorsement is made a part of the Policy to which it is attached. It is s
definitions, conditions, exceptions and limitations of Your Policy. The Effectiv
will be the Effective Date of Your Policy. If this Endorsement is added dftey”Y.
Effective Date is shown below.

ject to all of the provisions,
Date of this Endorsement
olicy was issued, the

If We increase Your premium rates to a level which results in a cumulative~increase/of the annual premium
equal to or greater than the percentage of Your initial annual premium in the chary’below and You are
unable to afford the increased premium, then You may choose one of the two Opti

We will give You at least 60 days written notice prior to the the/premiium rate increase.

Options

We will notify You that You may elect to:

(1) reduce Your current Policy benefits so that the r quire ium payments are not increased. You may
not reduce Your benefits to less than an amount.that is™¢urrently available; or

enefit Period. You have 120 days after the

due date for the rate increase to choose this option. olicy Lapses during this 120-day period,

No underwriting is required.

Your initial annual premium is bas
cumulative increase is less than the per
available to You.

en the Policy was issued. Please note that if the
below, the Shortened Benefit Period option is not
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% Increase % Increase

Over Initial Over Initial
Issue Age Annual Issue Age Annual
Premium Premium
29 and under 200% 72 36%
30 - 34 190% 73 34%
35-39 170% 74
40 - 44 150% 75
45-49 130% 76
50 - 54 110% 77
55-59 90% 78
60 70% 79
61 66% 80
62 62% 81
63 58% 82
64 54% 83
65 50% 84
66 48% 8
67 46% 86
68 44% 87
69 42% 88
70 89
71 ahd over 10%

Shortened Benefit Period

ould have Lapsed. Combined benefits under Your Policy and this
aximum amount payable for each benefit. Nor will they be more

benefits at the time Youy coverage would have Lapsed will continue to apply. To the extent that any of the
requirements were satisfied—ander Your Policy at the time it would have Lapsed, they will also be satisfied
under this Endorsement.

All optional coverage, including any riders, will end when Your coverage is continued under this
Endorsement. In addition, no inflation adjustment will be made while the Policy is in effect under this
benefit.
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At the time Your coverage would have Lapsed, if You have a benefit in force that allows coverage to
become paid-up or premium to be waived for life at some future date, this Endorsement will only apply if:
(1) Your coverage would have Lapsed before the date when coverage would otherwise have become
paid-up; or (2) Your coverage would have Lapsed before the date when the waiver of premium for life
under a survivorship rider, if applicable, would have applied. This Endorsement will end on the date
coverage becomes paid-up or premium is waived for life under any such provision.

At the time Your coverage would have Lapsed, if You had a return of prempam. benefit that was in force:
(1) the return of premium benefit will end; and (2) no return of premium bengfit.will be paid under this
Endorsement.

Once the maximum benefit amount in force under this Endorsement ha further benefits will

be payable and all coverage will end.

Endorsement Effective Date:

&7&4 Ywis—
SECRETARY
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Home Office: Cedar Rapids, lowa

L T C Divisi
TRANSAMERICA o T o Do
® LIFE INSURANCE COMPANY Hurst, TX 76053-5302
1-(800) 227-3740

SHARED CARE BENEFIT RIDER

This Rider allows Your Spouse/Partner to access the available benefits
Policy Maximum Amount under his/her own policy has been exhausted.

er Your Policy once the

This Rider is made a part of Your Policy. It is subject to all of the
exceptions and limitations of Your Policy which do not conflict with this Rider. In/ca
the Policy and this Rider, the provisions of this Rider will control.

efjni ions, conditions,
of £onflict between

fective date of this Rider
i$sued, the effective date
orsement attached to this

The additional premium amount for this Rider is shown on the Schedule. The
also is shown on the Schedule. If this Rider has been added aft

. er-Your Policy was
of this Rider is shown below. The premium for this Rider is then Sh\o‘wé\%
Rider.

Eligibility
You have named Your Spouse/Partner as the Shared Carc ered person under Your Policy. This will
allow Your Spouse/Partner to access benefits under Policy Af, and only if:

*  You and Your Spouse/Partner both purchase and
issued by Transamerica Life Insurance Co

*  You and Your Spouse/Partner both have j i | Carg’ Benefit Riders attached to Your Policies;
and

* the Policy Maximum Amount of Y,
policy has been exhausted; and

*  Your Policy has at least some of f aximuty Amount still available; and

*  We receive a signed consent form
Your Policy Maximum Amount.

The amount of assets You &an Wt under/a Partnership-approved Policy is equal to the amount of
benefits paid for Your care. Plgase edicaid Asset Protection is only available to the individual
i s that if You receive benefits under this Policy, the specific dollar
amount of assets Yg g is dependent upon (limited to) the amount of coverage You, as an

If Your Spouse/ is_aecessing benefits under this Policy, You will NOT receive Medicaid Asset
Protectlon for th i

Definition
Spouse/Partner means the Spouse/Partner who is named in the application for this Rider.

Benefit

If Your Spouse/Partner exhausts the Policy Maximum Amount under his/her own Transamerica Life
Insurance Company policy, We will continue Your Spouse/Partner’s coverage under Your Policy. Your
Spouse/Partner’s coverage is subject to all of the terms and the Policy Maximum Amount of Your Policy as
long as You keep Your Policy and this Rider in force. You may keep this Rider in force by the timely
payment of the Rider premium.

TLC 2-SC-R CTP 0410 1



In order for Your Spouse/Partner to access benefits under Your Policy:

*  Your Spouse/Partner must have already exhausted the Policy Maximum Amount under his/her own
policy; and

*  Your Policy must have at least some of its Policy Maximum Amount still available; and

*  Your Spouse/Partner must have already satisfied the Elimination Period under his/her own policy, if the
benefits used under his/her policy were subject to the Elimination Period; or

*  Your Spouse/Partner must satisfy the Elimination Period under Your Policy, if the benefits he/she
receives are subject to the Elimination Period.

You and Your Spouse/Partner both may receive benefits under Your Policy at/th e time. We will not

All of the benefits of Your Policy are available for Your Spouse/Pa cess thfough this Rider,

except as noted below.

Waiver of Premium
The Waiver of Premium Benefit contained in Your Policy or/in a
You are receiving benefits under Your Policy. We will not
Spouse/Partner is receiving benefits under Your Policy.

Rider attached to it will apply only if
licy’s premiums because Your

Restoration of Benefits
The Full Restoration of Benefits Rider, if it is atta ed our Policy, only applies to benefits that You
have used under Your Policy. No benefits used by ¥Your Spousg/Partner will be restored under Your Policy.

Death of Your Spouse/Partner

notice of the new Policy Maximum
will be required.

Termination
Termination of this Rider will/no
Rider will be subtracted fro

This Rider ends on the earliest
(1) the date the Policy ends
(2) the date the Pohc

(4) the date the
policy;

(5) the date You or Yout ge/Partner elects to change either of Your policies so that the policies are no
longer identical; or

(6) the date We receive written request from You to cancel this Rider or Your Policy.

Rider Effective Date:

SECRETARY
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Home Office: Cedar Rapids, lowa

L T C Divisi
TRANSAMERICA o T o Do
® LIFE INSURANCE COMPANY Hurst, TX 76053-5302
1-(800) 227-3740

MONTHLY BENEFIT RIDER
This Rider is made a part of Your Policy. It is subject to all provisions, definitions, conditions, maximums,
exceptions and limitations of Your Policy which do not conflict with this Rider. In case of conflict between
the Policy and this Rider, the provisions of this Rider will control.

The additional premium amount for this Rider is shown on the Schedulg. fective date of this Rider is
the Policy’s Effective Date shown on the Schedule.

The Maximum Monthly Benefit for Long
Respite Care; or Hospice Care. You must be con
Facility, in the case of Hospice Care).

Out of Pocket Expenses ¢ Care Services, Home Health Care Services and Adult Day Care based on
services received during Calendar Month. This means that the daily limit for these benefits no longer
applies. Instead, benefits are paid based on the total services received during the month. This may allow
You to receive multiple services on the same day that would otherwise exceed your Home Care and Adult
Day Care Maximum Daily Benefit.

The Maximum Monthly Benefit for Home Care and Adult Day Care can also be used for Respite Care or
Hospice Care received in Your Home.

The maximum benefit payable during each Calendar Month will be calculated by multiplying the Home
Care and Adult Day Care Maximum Daily Benefit shown on the Schedule by the number of actual days in
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the month. If You meet the Eligibility for the Payment of Benefits requirements and We receive a Plan of
Care for only part of a Calendar Month, We will prorate the Maximum Monthly Benefit. See the Prorate
paragraph above for details. In no case will the Maximum Monthly Benefit exceed Your Out of Pocket
Expenses for the Calendar Month.

This Rider ends on the date that the Policy ends.

b v Ll
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AUTHORIZATION FOR THE RELEASE OF INFORMATION TO FAMILY MEMBERS & OTHER
INDIVIDUALS
A copy of this authorization will be considered as valid as the original

| hereby authorize the use or disclosure of information about me as described below:

1) Transamerica Life Insurance Company has my permission to disclose my personal information to the following
people who are involved in my care or the handling of my affairs:

Name of Person: Description of Relationship:
1)
2) LS

3 N /LS

(List the full name of up to three relatives, friends or other individuals involved in~your carg’to whom you want personal
information disclosed.)

2) Description of the information that may be used or disclosed:
This authorization includes the release of any information regarding e under my long term care
insurance policy, any personal information related to my care or benefi other information contained in

care.
STATEMENTS OF UNDERSTANDING

submission of a subsequent version of this authorization will serve to add the named individuals to the original
submission. It will not serve as a written revocation.

Name of Policyholder (includes applicant, policyholder, or other insured) Policy/Certificate Number

Signature of Policyholder Date

If Personal Representative, please provide explanation and documentation of authority (e.g., power of attorney, court-
appointed administrator)

TLC 1-FAM AUTH 403 (POLICYHOLDER'S COPY)






AUTHORIZATION FOR THE RELEASE OF INFORMATION TO FAMILY MEMBERS & OTHER
INDIVIDUALS
A copy of this authorization will be considered as valid as the original

| hereby authorize the use or disclosure of information about me as described below:

1) Transamerica Life Insurance Company has my permission to disclose my personal information to the following
people who are involved in my care or the handling of my affairs:

Name of Person: Description of Relationship:
1)
2) LS

3 N /LS

(List the full name of up to three relatives, friends or other individuals involved in~your carg’to whom you want personal
information disclosed.)

2) Description of the information that may be used or disclosed:
This authorization includes the release of any information regarding e under my long term care
insurance policy, any personal information related to my care or benefi other information contained in

care.
STATEMENTS OF UNDERSTANDING

submission of a subsequent version of this authorization will serve to add the named individuals to the original
submission. It will not serve as a written revocation.

Name of Policyholder (includes applicant, policyholder, or other insured) Policy/Certificate Number

Signature of Policyholder Date

If Personal Representative, please provide explanation and documentation of authority (e.g., power of attorney, court-
appointed administrator)

TLC 1-FAM AUTH 403 (COMPANY COPY)






Home Office: Cedar Rapids, lowa

i L T Care Divisi
. TRANSAMERICA ong Term Care Diision
® LIFE INSURANCE COMPANY HurSt,TX76053-5302
1-(800) 227-3740

Policy Holder Name:  JOHN DOE

Policy Number: 971046659

Date of Delivery: {\ /5

| have received my Policy. Changes in Benefits o e’ been fully explained to me.

Signature of Appli AV

\7

ignatlre of Agéfﬁ/

TL-PDR 501 POLICY HOLDER’S COPY






Home Office: Cedar Rapids, lowa

i L T Care Divisi
. TRANSAMERICA ot
® LIFE INSURANCE COMPANY Hurst,TX76053-5302
1-(800) 227-3740

Policy Holder Name:  JOHN DOE

Policy Number: 971046659

Date of Delivery: (\ A

| have received my Policy. Changes in Benefits or’Premiu & been fully explained to me.

Signature of Applic A4

\7

Signature of Age\t\/
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