Employer Group Discount

Carrier

Prudential LTC3

John Hancock Corp
Choice

John Hancock Corp
Solutions

MetLife

Genworth

Med America

CASE DISCOUNT

5% ESP Employees, Spouses,
Qualified Adults and other
eligible Family Members Parents,
in-laws, aunts, uncles, siblings,
grandparents, granparents-in-
law, children 18 and older. (10%
Discount available NY & NJ)

5% Discount, Simplified
or Guaranteed Issue
Available - based on

Hancock's decision.
FULL UW: Spouses,

Qualified Adults and other

eligible Family Members

5% Discount Simplified
Underwriting --- Not
avail in NY & CA

10% Discount (Simplified uw for
eligible EEs), 5% (modified uw for
Spouses, Domestic Partners, Adult
Children, Parents, Step-parents, In-
Laws, Grandparents, Step-
Grandparents)

5% Discount

10% for all Participants

Up to $300 Daily, Calendar Day to
365 EP, up to 150% Home Care
(with Daily Benefit up to $200), up to

Up to $300 Daily, 6 year
benefit, GPO or

LEADING EDGE
Simplified UW: up to
$300 Daily , $9000

Up to $300 Daily, 5 year
benefit period, Calendar Day,

Any plan designs

Multiple Options available

Case Design 6 year benefit period; Daily, Monthly, Compound. No Simple Monthly, 5yr benefit, All inflation otions . All are available - full (see MedAm attachment)
Flex Casz or CaSh‘: g” inflation P Infla{tion P inflation and riders. Full | Jbenefits available for modified underwriting
otions -- Ri e{)sy’:;’;‘e ut may vary UW: Any Leading Edge underwriting
Choices
ESP Commission Reduced to 50% / ERP ducti No Commission Reduction on 10+ Commission Reduced to: 45%
ay: no reduction. . i iagi y
5% (In NY & NJ 47.5% / 2%) y Commission Reduced to lives Commission (ages 18 - 64) and 35% (ages 65 -

COMMISSION IMPACT

Commissions further reduced for
Limited Pay Cases (10-Pay and Pay
to 65)

Commission Reduced to
45% on Voluntary Paid

45% on Voluntary Paid

Reduction on 3 -9 live plans based
on group's market segment, eligible
population and plan type.

Reduced to 40%

85) Limited Pay Options (to 65 and
10-Pay) are further reduced

ER Group of 2-6 lives: like Affiliation
5% Discount Only, no minimum lives

25 Paid For by ER or 200

7 ER Paid or 10

3 applications received together

First 4 Apps bundled

10 Employees and up ----

CASE SIZE - ot " Voluntary Paid. All EEs - ] (bundled) within 1st 30 days - . o
REQUIREMENT - requltl;fllln-e-llt-, fEuF! z?gsngng;n% qurect not Partners (Some wiggle- Voluntary Paid (of group suspended if not 3 pending toge.ther (can be need m|n.10 applications
INITIAL 7 i “\mlmr-mers room on case-by-case company of at least 100 | | 5 approved apps in 30 days (for 3 | | cOmbination of ER, | | from 10 actively-at-work EEs
do not count), Simplified Avail basis) EEs) to 9 or 10+ ee cases) EE, spouse) (Care Partners don't count)
Simplified Ages 18-65, 25 hours per Simplified UW (GSI with Simplified or Modified UW Simplified UW for eligible
UNDERWRITING week; Spouses: work 25 hours a P dd hi Simplified UW available (preferred avail w/ Full Underwriting EEs during open enroliment ,
week, ER Pay $250 annually or 25% good demographics) modified) Standard UW for all others
ENROLLMENT 30 Days First 4 must be
PERIOD 60 Days 80 Days 60 Days (new hires will be eligible) || submitted together 90 Days
Employer Sponsor . )
Endorsement Letter Signed Employer Auth Form Yes Yes Yes Busnnszfr:roﬂle Yes - ER Agreement Form
Needed
Agent Required Yes for ESP, approval form Yes Yes Yes Yes Yes
9 Formqs needed Call LTC (212) 697-2025 | |Call LTC (212) 697-2025 Call LTC (212) 697-2025 Call LTC (212) 697- Call LTC (212) 697-2025
Call LTC (212) 697-2025 X309 X309 X309 X309 2025 X309 X309

SPOUSAL /QA
DISCOUNT

InNY: 25% Both Spouses
10% One Spouse Out
of NY: 30% Both Spouses
15% One Spouse

NY Discount capped at 35% --
--------- Preferred Health
(Spouse/Partner with FULL
UW) loses the ESP group
discount

Blended partner rates
approx 17%

15% Partner/Marital
Discount avail. (or)
30% Partner/Marital both

both approved

NY 10% / 20%

Total Max 43.5% (NY
33%)

30% Spousal (both apply &
accepted)

15% Marital (spouse does not
apply or is declined)

15% Residential (same
household and meet eligibilty)

Max 33.5% (Full UW)
(Simplified)

24%

40% Joint Married
CT 30% max

25% couples in NY
(to 35% cap)

Blended Care Partner Discount:
Approx. 34% discount in all states
except NY and CT. In CT it is about|
25% discount and in NY about a
17% discount (regardless of
whether partner applies)

PREFER HEALTH
DISCOUNT

Preferred Health Discount not
available for EEs even if Fully
Underwritten - Spouse/Partner
preferred class avail w/ Full
uw

Preferred not available
unless full underwriting -
price based off
demographics of group

Some industries able to

receive preferred health

discount of 15% (see JH
Attachment)

No Preferred Health Discount
for Simplified UW

10% Preferred Health
Discount available for Full/
Modified Underwriting for
qualified participants

Preferred Avail (w
Multi-life plus and no
tobacco 3 years,
Preferred and PHI
waived)

No Preferred Health Discount
available

DISCOUNT LIMIT

No caps except NY - 35%

43% (Except NY where
limit is 33%)

43% (Except NY where
limit is 33%)

35% (Full UW)*  24%

(simplified)

35% cap in NY

No Discount Limits

Billing

Direct Bill

Payroll Electronic Billing
Only (EE) Direct Bill
Partners Family, etc.

Direct Bill or List Bill
avail.

List Bill (Emp & Spouse --
monthly), Direct Bill or 3rd
Party Billing Avail. -- Applicant
chooses option.

List Bill or Direct Bill
Avail. (on emp
sponsor form)

Direct Bill & List Bill

February, 2010
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Association / Affiliation Discount

Carrier Prudential LTC3 John Hancock MetLife Genworth Med America
10% for all eligibles (Affiliation
5% Discount for Association members, Care Partners of
Members, Spouses, Qualified Members, Family -- defined as
! o X Children/Stepchildren, Adopted
Adults and other ellglple Family ) ) children, Parents, In-laws,
CASE DISCOUNT Members Parents, in-laws, 5% Discount 5% Discount NOT AVAIL

aunts, uncles, siblings,
grandparents, granparents-in-
law, children 18 and older.

Grandparents, Grand-in-laws,
Siblings)

Case Design

Any plans and riders
approved in the state

Any plans ok -- (ER
can't pay for more than
50% of premium in NY)

Any plans and riders
approved in the state

All Simplicity ii plans
available

Commission Reduced to 50% / 5%

Commission reduced to

No Commission

Commission Reduced to:

---- Commissions further reduced 52.5%/3.5% ---- No Reduction on 10+ lives o
COMMISSION IMPACT | | tor Limited Pay Cases (10-Pay and reduction for Leading Reduction on 3 -9 live 45mu(ages 18 - 64) and
Pay to 65) Edge plans 35% (ages 65 - 85)
3 lives within 30 Days
CASE SIZE (modified uw) - must
REQUIREMENT - No Minimum 3 lives within 90 days have 3 pending or 1 Participant of group of 5
INITIAL - (can be spouses) approved apps pr members or greater
group will be
suspended
UNDERWRITING Full Underwriting Full Underwriting Modified UW Full Underwriting

After initial Open

ENROLLMENT No Defined Enroliment 90 Days Enrollment Period, new No Defined Enroliment
PERIOD Period 4 Employees must enroll Period
within 12 months
Sponsor Sponsor Letter Of
Endorsement Letter p Yes Yes No
Acknowlegement
Needed
. Yes Yes Yes
Age”Ft Required [ |ves (212) 697-2025 ;B%LQLTC call LTC (212) 697- Call LTC (212) 697- Call LTC (212) 697-2025
orms 2025 X309 2025 X309 X309

SPOUSAL /QA
DISCOUNT

In NY:
25% Both Spouses 10%
One Spouse

Out of NY:
30% Both Spouses 15%
One Spouse

NY Discount Capped at 35%.
Preferred Health (Spouse/Partner)
(Full UW) loses the ESP group
discount

15% Partner/Marital
Discount avail. (or)
30% Partner/Marital

both approved

NY 10% / 20%

Total Max 43.5% (NY
33%)

30% Spousal (both
apply & accepted)
15% Marital

Max 33.5% (Full UW)
24% (Simplified) *
Availability may vary by
state

1. 20% Single Married *

2. 40% Joint Married *

*Vary by state:
NY 10% /20%, CT 15%/
30%

PREFER HEALTH
DISCOUNT

Preferred Health Discount
Avail

Available (see max
discounts available
above)

No Preferred Health
Discount for Simplified
uw

10% Preferred Health
Discount available for
Full/ Modified
Underwriting.

15% Preferred Health
Discount available to all
participants

DISCOUNT LIMIT

No caps except NY - 35%

43% (Except NY where
limit is 33%)

35% (Full UW)*  24%
(Simplified)

No Discount Caps

Billing

Direct Bill

Direct Bill or List Bill
avail.

List Bill (Emp & Spouse
-- monthly), Direct Bill or
3rd Party Billing Avail. --
Applicant chooses
option.

Direct Bill

June, 2009




Employer Simplified Knockout Questions

MetLife NY Knockout Height & Weight? No Sposes simplified if ER
Questions pay 10+ lives
Metlife
PARTE IMSURABILITY QUESTIOMNS

SIMFLIFIED UNDERWRITING — Answer questions in Parts 3 and ©, skip Part D [not app!icable to
Simplified Underwriting) and continoees to Port B
MODIFIED UNDERWRITING - Answer quostions in all sections,

To the best of your Emowledge anc belief APPLICANT 1 | APPLICANT 2
1. Hrva yos had, do you corrently hove, heve wou over boon medicalky Oves Oxe | Oves Onia
diagnosed & having or have you been reated for: Clrcle all that apply
= Bapedco (0WVAS = Amyotrophie Lotes = Coanvar that hos opraad
= Multiple Trarsici Scleresis (Lou 1o another anea of wour
Ischemic Amtacks Golrlgls Dhacasa) bady pcluding nodes

o waweoy dladen

CTRAS) = bimcilar Drsiroplin it ey e
* TTA within % yasrs # Welinftiphe Sclernets i e T i ;
= Alzhaimer’s Driscase = Parkimeon’s Cisease m:mﬁ:ﬁd
= Demerain = Diabetes with arsgma. o1l marenar
= Muzital Relur-Bulion tmtin rr comnp hiestions
= Schrmophmenia affecting the kidney W [OSTATE CATSET )
= Organ Transp i
2. Hoeve vos over betn ieaded for o medlcal v diagnosed as having AIDS Eves Oxe | Ovis Ona

CAcgaited Ierane Deficiency Syiklrome), ARC (ATDS Relared Complexs,
arg ANDS relacsd conditlonis 17 This docs oot fieclids any porior
HIY tes) resnlis

=

Do o wurvenily meside i, un B s been advised 1o enlen, un are yod Evies OOnNe | Ovis Ona
planning g 3 oursmge hor, ssisied Diviog Cocilily o pesiaemiisl
cang Meility or ane vou currently eciving lome healk cane servioes o
atfeodmg Adlt 13ay aneT

4. Dy repaine Do bislp on supervision G sy of dus Gslkawbig T Ovis Omie | Ovis O
= hathimg  * dressing - * safing = walking = tocleting
s ransferring from had or chair  + conmral ling howel o Bladder

. Do yom curremily vse ans of the folowing™; Eves Bmie | Oves Omiw
=dinh=iz coxrpen T wheekhonr = walbos - gusd same = crolsles

w

SADIISE (it DOMESTIC PARTHER OF EMPLOYVEES ONLY

Comigpleiy this sectien (T ol are pan o7 a Sioplifad Underwriting groug, and your Spouse= or Domesiic Pamsers
amplover i= paying the premium.
D s osrrsily wovd sr pesubve Tl slil angy ol g Sl g omctiedimes
auze s

Atean wean s grmodhle an e e
ae ¥R AN R W R Hh

e

= fakang medicaton: = shoppang = meal preparstion = maraging finances

IF *¥ES" please explain:

Thie infiormarion will bz reviewnd o desermine iT fe covenegs vou selecknd cai b appresd,
Wiy ] o poniner yom e adclitinens) inforesrion

MAIL THIS PAGE TO METLIFE

ET bl - A PPy ]

MetLife nonNY Height & Weight? Yes if Sposes simplified if ER
Knockout Questions yes to any of the following pay 10+ lives

PART € INSURABILITY QUESTIONS

IF you have any doull sboul your answers, ask your doctos,

SAMPLIFIED WHDERWRITING - Answer questions in Pam C. IF all arswers are N0, skip Pam D and comtinue to Part E. I you arswer
YES ho question &, you must aswer all of the questions in Part D and continue the spplication

BODIFIED UNDBERWRITING — Answer questions in ali sactions.

1. Hatve you ever been specifically diagnased or treated by any medical professional far any of the following conditions:

YES YES

Stinke {CVA} Muscular dystrophy 2

Mulnpl= Transient ischemic Atiacks [TIAS) Mulhipde sclemsi a
=]

a

TLA wwithim the past 5 years PBark ri's disease
Alzheimer’s dissase Humtingion's chorea
Dementa  Organic brain syndrome Cances that has speead to another area of your
Memary bes andiar pereistent Wd]l!l';lcluldl:'-ﬂ nﬂn o l:,uzrur dlar-'l;rr[lmd ar a
fargetiolnes tha ' el reaied within the past 1.2 monthe leept
wmhﬁwm;ﬂma EBersal o squansous oell of the skin}
Menital retardatian Diabreres with ¢ hcations {e.g. amputaton,
Eickney disease, tl:lr!‘;m un% mﬁ;uﬂ' O
Schinopheenia ar disbetes combined with heart attack, bypaes
Surgery, angina amdior TIA
[ o BAryotrophic Laeral Sderosts {ALSy Cugan tramsplant completed o medically advised| O
2. Hawe you been medically dagnosed as hawng or hane you bean treated by any medical professional for AlDS
(Acqirad Immune Daficdency related D:mrrtlulu.?
3. Do require sup=nision ar human assistance with: bathing; dressing eating walking; getting inowt of bad or
a chair; use of 1oliet; or bowelbiadder control?
4. Do you use or have you been advised to use any of the following medical equipment: wheelchair, modorized
scooter; walker: stair lifi; quad cane; onatches; dlafgﬁs: e ooygen (except for sheep apneal?
5. Do you curently reside in, or have you been advised 1o enter or use: & nursing home; an asssted Iang facility:
residential care Tacility, adult day cane any othes Type of kang-term care tadkty;, or home heslth care servicesT
E. Within the past 2 years, have you had an application for Metlife Long-Term Care insurance dadined, pastponad
of rated fess than standard? [FYES please ansver all the questions in Part 0. We will review your information and .| a
determing if pou @n be approved for coverage. We may need o contact you for additional information,
SPOUSE OR DOMESTIC PARTMER OF EMPLOYEES DNLY
Complete this section if: You arz part of a Simiplified Underwriting qu.n you are under age 66, and your Spouse
or [romestic Partner's employer is paying the premiom
7. Do you need or recedve helpwith amy of the following activities bacause you are unable to parform them poursel: o 3
shapping, paying bills, maal preparation, transportalion, laundny, o taking yaur medicaticn?
IF YES pleasa explain
This infonmation will be reviewed 10 determine if the woverege you selecied can be approved, We may need
cantact you for additional information

oojo|c|®

o|C|ojo|o

C
[

C

C|d C |ojcojoc|E

6}
[

L
[N S Iy

FART D HEALTH QUESTHONS: (Prowide additioral inlormaiion in the DETRILS section on pace 5, il nesded )
SKIP PART O IF SIMPLIFIED LINDERWRITING
Primary Care Physician (with most of your recares)

Pirysician Phone Numier | ) Date Last Seen
Agdress City State Zip
All Physician Spediadists (excluding podiatrists, dentists) seen within the pase 5 years

Physician PhoneMumiber 1 [ate Last Seen
Ardress City Stana Zip
Physician Phone Kumber § Diate Last Seen
Address City Stata Tip

VIPZAFF-MIL-H) 3

3/10/2010




Employer Simplified Knockout Questions

Pru Knockout Qs (not Height & Weight? No
NY)

MEDICGAL HISTORY = PART 1 INSURABILITY PROFILE Indicate Yes ar No

Ofes ONe 1 Doyouwmesm O'Waker O Omygen O Respraswr [ Kdney Dishgis O Whesichar?
Ofes DOl 2 Wikhin tha past 12 moaths hawve you: O Used Adull Day Care [0 Needad Home Heallh Cae

O COMe Bt miedically advised 10 eniar or besn confined o
OO A Nursing Home 13 An Assisted Livieg Facilly O3 Other Long Term Care Facility

Ofes OMe 3 Do you cemently nead assistance or supanvision by another person in performing any of tha falowing activities:
[0 Bsthing O Esting O Toileting O Bowel or Bladder Control
8 Mowving In and Out of Bed or Chair O Dressing O3 Taking your Medicafion

4 Heve you had, do o CurrenTy heve, of feve you ever D diagnesad as Faving any of the tamwing
mudical condbions:
O O a Drganic Brain Syndrose, Demesdia, Sanility, Condusion, Memary Loss, Alzheime's Disesse or Schizophrenia?
Ofs Ok b Metazatc Cancer (cencer that has spread fram the original site or location)?

Ofes DOMe ©  Muitinle Scleross (MS) Nuscwler Dystrophy. Multpie Transient schemic dttacks (THA). Parkinsan's Disease,
Amypodrophic Latanl Sclaresis (ALE), Stroka, Carebrouascelar Accident (TVE), or Hemtinghon's Miceasa?

OYes OWe o Diabwetes with heart, cliculasoery, or kidesy complications?

Ofese DOMe 5 Have you had do you camently have, or have you ever been dizgnosed as hawmsg Acquared immene Deficency
Gyndvame [ADSIT

Artention Ageni: Tha above cenililions: are uninsurable

3/10/2010




Employer Simplified Knockout Questions

Pru NY Knockouts Height & Weight? No

MEDIGAL HISTQRY - PART 1 INSURABILITY PRDOFILE

Indicale yes or no

OYs DOk 1 Deyeuusea: OWalker DOxygen O Pespiretod 10 Kidney Dialysis ) Whessichowir?
O%¥a DOhko 2 Within the past 12 menthe have you: [ Used Adult Day Care [ Needed Hame Health Cars
O%s DOho Baen medically adwized to anler or been confinad fo:
I A Nursig Home [ AnAsssted Living Fecility (O Other Long Term Gare Faciity
O¥s DOhe 3 Do yeu currerdly need assistance or supernsion by another person in performng ary of the falkreieg activities;
D1 Bathing D) Eatieg D Todeting 03 Bowel of Bladder Contol
O Mowing In and Qul of Bed of Chair 00 Dressling O Taking your Medication
4 Hawe you ever bean mediczlly diagroesed as having any of the following medical condifions:
O%¥s DOho a Orpanic Brain Syadmome, Dementa, Senility, Confission, Memory Loss, Alshesmer's Dsease, or Schizopheenia?

O%: DOk b Metastatic Cancar feances thal has spraad from the original sfa or lecation]?

OYes Ok ¢ Mulliple Scierosts (M5 Muscolsr Dystrephy, MuTiple Transient lschemic Aftacks (TIA), Parkirson s Diseass,
Amyotrophic Leteral Scleross (ALS), Stroke Cerebrovascular Accident (VAL ar Huntimgton's Digaxsa?

O%s DOho d Diabetes woih haad, circelatory, or Kidney compdicalions?

OYs Dho & Boguined Imeune Deliciancy Sendroms (UDS), of Buman immunodaticiency Viogs (HIV) indection?

Attention Froducer: The abowe conditions are uninsarable.

Hancock Knockouts

Height & Weight? Yes

PART 3 INSURABILITY QUESTIONS

SIMPLIFIED UNDERWRITING PROGRAM — If you are part of the Simplified Underwriting Program please complete
Section A and skip 1o Part d. i you are part of the full underariting program please complete all Pans of the

application.
* Please check “yes” or *ne™ ta each question. H“yes", circle all diagnoses or conditions that
Section A apply.
o if you answar “yes” te any question 1-8, then we supgest you do not submit an agplication.
‘We will be unable ta offer you coverage.
Applicenta | applicantB
1 Do you hawa or have you ever baen disgnosad for
+ Alrhdmers Dissosa * Memory Loas * Paradyais
* ALS (Lou Gahrig's * Wenlal Relandation * Pl Poiiy
DHseeas]) * Mematalic Cancer Panslyfic -,
* Cirtoss S "‘n.l'i' \c
+ Cheonic: Kidray Failum: * Muibgie Scieris + Srhignphesnin “-. ﬁ 'I'. L e
+ Dementia * Muscular Cyswophy + Sclerndema \%‘h ..'}'I-. 4. 'f: L::{'_-—J
* [Habsies —ireated wah * Keuntiogical CondiEons * Systemic Lupus Bl
prahor thean 49 units of affacting tha Brain of Erviharmatoaus
mzulm or with amputabon Spiral Card " Shrkaitys

ar angoing complications
affectng the lodney

* (rgarec Bran Symdrome
* Parkinson's Diseass

* TIA'= 2 or mara

D Vs JNe O Yes DINo

2 Do you currently requine human assistance of supenasion in any of the olowing

actnebas: eating; dressing, toilating; fransfeming from bad o char, walking 0 Yeas ko | D¥es No

maniaining centinence; of bathing ¥
3 Do curmenthy reside in, hawe you bean aduized lo endar, or ans you planning to enter

2 mursing homs, asssbod ing Tacilily of cther cusiooal Iacily, o aeg you cumantly O Yaz QMo | O¥es ONa

recandng homa health care sandicss of altending acull day cara?
4 Do you currently usa one of the falowing medical devices. whesslchair, walker.

huepial boad, quad cang: oxypan, $1aidin; of dibsis? 0 Yas Mo | O Yes jm 1]
§ Hawe wou bean diagnosed o treatad by 3 member of the medical profession for

AIDS (Acquired Immune Deficenoy Syndrome) o AIDS Related Complen? 2 Yes DN | D¥es DN
& Ara you currandy recanarg Socal Secunty Diaabiity, Worker's Compensation or

Lory Teem Dosabitty Ganafity? DOYer QMo |Ovas DOHa

m If you are part of the Simplified Undsrwriting Frogram please skip to Fart 4.

MEDICAL HISTORY Applicant A

Applicant B

1 Have you corsulied wath your Pnmany Cars Prysscran wilhin ihe 3=l 18 montha ¥

0 Yes A Mo | OYes

=1

Applicant &:  Priman Care Plugsician Nams Applicant B:  Primary Care Physician Name

Adkdrass Al idreess

Caty, State, Tp Coda: City, Gtata, Zip Coda
Tal # Ted #

Date Las! Saan Dals Lasl Saen

3/10/2010




Employer Simplified Knockout Questions

MedAmerica Height & Weight? Yes
Knockouts

¥. INSURABILITY PROFILE-MUST BE COMPLETED BY ALL APPLICANTS:

1

-

Continue Compleling the Insurability Profile Unless You are Directed to STOP- SP.EEBIW
Please read the Slop Instructions Carefullly. fin.

INSTELICTIONS: You mest answer each quesion by checking YES or MO,

. Have you ever received Medical Advice, Cormultation, or Treatment For any of the following conditions: CIvEs[] Mo

Aizheimer's Disease, Lewy Body Dicessn. Dementia. Any Memory Probieme. Prychosis, Schimnphmnia, Mental Retardation
Barrtrophis Lataral Sclaroas (ALS| Myasthenta Gons, Mallipls Sderosis, Parkineor's Diseses'Parkinsoriam

Pogt Folio Syndroms, Denmelinaling Diceose, Oher Meurogical Condions ailecting the bean o spinal cond

Lupus (HLE), Mumd Connecive Tissue [hseass, Scemderma, Mascular Dystrophry, (iher Musoular Concitions Causing Limts
Hoddrery Dizeasn, Polpiyehc Hidnery Disessn, Usver Clirrhosie, Hepoatibs, Hermachromaboss

Amputaton-Due to Diseass, Dotk Hearl Valve Aeplasement | Ongan of Bore Maroe Transplanis

Brain or 3pmal Tumors-benign or malignan], Mulfipl: Myeloma

Patigheral Visscutar Disease sind Smoking. Periphensl Wisoulsr Disease and Diabeles, Sidn LBsers and Diskeotes

2 ar meore Srohes or Transeenl Ischemio Altacks(T14s), Single Stroke OF T1A and Diabeders

AIDS-You nead nat answer s you have only tested posiee fior Human Immunodeficiency wings |HIVE Inaddiion, wou mesd not
AREWET e If ol B Rl haus, oF haws Reder been baeted for HIV o AL, Yoo rs abligaled b snswer “pas” iyl hive schially besn
diagpresnd s fening AIDIS

3.

I the pasd vear have you nomded assestancs or suporason in podorming aclnries ofdaty iving*, wsed any Modical [Ivea[] Mo
Equipment™ . or receiverd nunsing home care, home heath cane, assisted |Tang capt o adulfday can: senioos™
“giteities of Caily Living Inslude Walking, Dreseing, Rating, Toilefing, Taking Medications,
Galting In and Out ol Bed Bowel and Bladder Contrel

“Mechea Equipment Inchudes Wheslohair, Watker, Motorted Sceoler, Ousd Cine, Canadian Crabehas_ Calbeters, Wanlilstoes,

gx. Staidift, oo Homa Istrvenous Medicalions.

9 STOF!  IF questions 1 OR 2 are "Yes,” we cannal offer eoverage ol this time. Da nal Submit the Applicasion,

I bhee peasq 2 yemrs have you senaulted with 8 medical professiorsl, had surgery for, bgen hospitalized for, had 1 yea I WD
theragy o rohakilMatien asrvicen for, of tken sy medication fer g of the follawing?
Prtht waih Muktpla Joint Replacaments or Causieg Limisions '« Dngfuhstanes Abusa

= Cancar = Boveal or Bladdar Froblems

»  Candismypopatin or Congaetve Haar Falum « Falt, Frachurse o Comprastion Frashies

» Cheonic Blocd Disomens #® Jninl Deformities

» Cheonic Mussidar or Maunckgesl (lendions e Lung Dsorders auch s COPD o Emplnsema

s Wascidar Disesse of ohar Croulaiohy Disesse = Maric-Depression

= [Digbeizs = Sroke TN Amaross Fugax- Singls Episods

i wu.twubemhjspd:m Mmgrl Basn adhised 15 haoe surgary, redshid rehainlistie sarioss O ves [ no

oamp- If ¥ou are Applying During Open Enrgliment AND You are An Activeiy 51 York Empioyee of the Group
* 50 T SECTION VI Authorization fo Obtsin Protsstsd Health Information ™

V. Insurability Profile [Continued] List ALL Cuwmrent Me [ Ho Medications
Medication Doaage |xiday) Reascn Taking #antha On Med
STOP!

IF You are applying During Open Enrollmert AND You are an Acllvely sl Work Care Pariner of an Employes
OR You are T1 or ¥Younger Purchaeing a §1 00 or $300_000 Cach Benefit Accound

oo 10

3/10/2010




MedAmericaAttachment

MedAmerica Employer Group Discount Protgram Benefits Options

The section below summarizes the benefits available under the Simplicity' Emplower Program. Applicants choose a Cash Benefit Account and one Monthly Cash Benefit that & right for them. If they
wish tio inarease Facility Benefits, they then choose the comesponding Enhanced Facility Benefit from the same row. All riders available, and may vary by state.

$100,000 (2 options) > OPTIONAL: i ou chosen Monihly o eneit

MONTHLY CASH BENEFIT —— Choose:a. $1,500 + b.$3,000  ENHANCED FACILITY BENEFIT ———— 3.$2,000 « b.$4,000

$200,000 (4 options) &> (OPTIONAL)

MONTHLY CASH BENEFIT —— (hoose: a.$1,500 » ¢. $4,500  ENHANCED FACILITY BENEFIT —— a.52,000 - c. 56,000
b.$3,000 » d. $6,000 b.$4,000 - d.5$8,000

$300,000 (3 options) > (OPTIONAL)

MONTHLY CASH BENEFIT ——= Choose: a. $3,000 ENHANCED FACILITY BENEFIT ——————= a. 54,000

b. $4,500 b. $6,000

c. 56,000 c. 58,000

$500,000 (2 options)
MONTHLY CASH BENEFIT ——= Choose: a. $4,500

(OPTIONAL)

CASH BENEFIT ACCOUNT

ENHANCED FACILITY BENEFIT ———— a. $6,000
b. $6,000 b. $8,000




