MetlLife

Metropolitan Life
INnsurance Company

A Stock Company Incorporated in New York State

New York, NY 10166

Metropolitan Life Insurance Company (MetLife) will pay the benefits of this policy according to its provisions.

Long-Term Care Insurance Policy

* RENEWABILITY: THIS POLICY IS GUARANTEED RENEWABLE FOR LIFE. PREMIUM RATES ARE
SUBJECT TO CHANGE. This means You have the right, subject to the terms of the policy, to continue
this policy as long as You pay Your premiums on time. We cannot change any of the terms of this policy
without Your consent, except that We may change the premium rates, subject to applicable state
Insurance Department approval. Any such change in premium rate pRly to all policies in the same
class as Yours in the state where this policy was issued.

The SCHEDULE OF BENEFITS provided by this policy is shqg 2Qe3. How We initially decide if
You are eligible for Benefits, and how You may appeal that gcribed in the Eligibility for the
Payment of Benefits section.

This policy is not eligible for dividends.

CAUTION: We issued this policy on the basis of Yourres Othe questions on Your application. A
copy of Your application is attached. If Your answey C or untrue, We may have the right to deny
benefits or rescind Your policy. The best time to ¢fea ouestions is now, befdra a claim arises. If, for
any reason, any of Your answers are incor@ct, con s at this address: Metropolitan\Life Insurance

Company, P.O. Box 937, Westport, CT 0688 37.
NOTICE TO THE BUYER: This policy ot all of the costs as

jated™w ang-term care

incurred by the buyer during the perigg-ofcovera The buyer is a to review carefully ALL
policy limitations. )
THIS POLICY IS NOT A M PLEMENT% CY: are eligible for

Medicare, review the Guid¢ oplenwith Medicare available from
the company.

This policy is intended tq be a g i reN smsa?ce contract under Section
7702B(b) of the Inter : A . If in the future, it is determined

nal Revenue Code, We will make

every reaso ¢ red to do so in order to gain
favorable f [ XX an opportunity to receive these
amendments, wi g, as determined by MetLife, to premium rates

Gwenn L. Carr d K‘&@'I F%:P/ /éj-\._--
Vice-President and Secretary

C. Robert Henrikson
President and Chief Operating Officer

30-Day Right to Examine Policy. Please read this policy carefully. Itis alegal contract between You
and MetLife. If You are not satisfied for any reason, You may return this policy to Us or to the sales
representative from whom You bought it within thirty (30) days from the date You receive it. If You
return it within the thirty (30) day period, this policy will be void from the beginning. We will refund
any premium paid within thirty (30) days after We receive the returned policy.
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Metropolitan Life Insurance Company
P. O. Box 937
Westport, CT 06881-0937
Toll-Free Number: 1-888-565-3761

SCHEDULE OF BENEFITS

INSURED
John Doe]

CURRENT COVERAGE: EFFECTIVE DATE [July 1, 2005]
(REPLACES ANY PREVIOUS SCHEDULE OF BENEFITS)

Original Coverage Effective Date [January 1, 2005]
Original Issue Age [61]

Policy Number [211100000 LTC]
Plan Number [XXXXX]
Elimination Period 5 days]

Benefit Period

TOTAL LIFETIME BENEFIT (does not reflect claims paid or payable) [UNLIMITED]

COVERED SERVICES BENEFIT AMOUNTS
PRIMARY SERVICES " XIMUM DAILY BENEFIT AMOUNT
Nursing Home/Hospice Facility $100]/day*
Assisted Living Facility [$100]/ day*
Respite Care - 21 days/Policy Year
- In a facility or [$100)/dayor
- At Home [$75]/day
Home Care And Community Careo [$75]/ day*

ADDITIONAL SERVICES
Needs Assessment
Transition Expense Allowance
Informal Caregiver Training
Supportive Services and S¢

IT AMOUNT

* There is no daily limit for thes¢ Bey . , i i ferred to as a Monthly Benefit
Amount."’

Elimination Period
reduced to zg

Benefit Amount forgme of those Primary Servicess\However, the most we will pay for each Primary
Service that You receive is the Monthly Benefit Amaunt for that Primary Service. Payment of Benefits
for Primary Services will reduce Your Total Lifetime Bengfit.

Health Rating: [Preferred, Standard, Rated]
Discounts: [Spousal Discount, Marital Discount, None]
[Spousal Discount applies as long as associated policies do not lapse.]
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PREMIUM SCHEDULE
Gross Annual Premium (includes Riders and Health Rating; does not include Discounts, if any):  [$XXXX.XX]

COVERAGE ANNUAL PREMIUM *
(includes Health Rating and Discounts)

Base Coverage [EXXX.XX]

[Future Purchase Rider] [EXXX.XX]

[5% Automatic Compound Inflation Protection Rider] [5% Automatic [$XXX.XX]

Simple Inflation Protection Rider]

[Nonforfeiture Coverage Rider] [$XXX.XX]

Paid-Up Survivorship Rider [$XXX.XX]

Nursing Home and Home Care Insurance for International Coverage Ridel $0

[Restoration of Benefits Rider] [$XXX.XX]

[Return of Premium Rider] [$XXX.XX]

[Shared Care Rider] [$XXX.XX]

[Calendar Day Rider]

Home Care Elimination Period Rider

[Ten Year Premium Payment Rider]

[Paid-up Premiums Rider]

[Total Annual Premium with discounts applied]

[[Monthly, Quarterly, Semi-annual, Annual] Premium Amount]

[In addition, you have selected the Reduced Pay at 65 Rider]
[[Monthly, Quarterly, Semi-annual, Annual] Premium Amo :
[Before Policy Anniversary at age 65]

[On and after Policy Anniversary at age 65]

[SXXX.XX]
[SXXX.XX]

[In addition, you have selected the Double Pay
[[Monthly, Quarterly, Semi-annual, Annual]%mium
[Year 1]

[Year 2 and after]

[$XXX:

[* If you pay premiums more frequently than ann , an additional cost has been included
application, “How You Want to Pay Pre s’ to lain the bas'bfor an ditional ¢harge

N
75

lease refer to Your
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Definitions of Policy Terms
This section defines most of the words and phrases used in Your policy which have specific meaning. All
terms with a defined meaning are capitalized and, except for Our, Us, We, You and Your, are bolded for
easy identification throughout the policy.

“Activities of Daily Living” means any of the following:

* Bathing: Washing oneself by sponge bath; or in either a tub or shower, including the task of getting
into or out of the tub or shower.

* Dressing: Putting on and taking off all items of clothing and any required braces, fasteners, or
artificial limbs.

* Transferring: Moving into or out of a bed, chair or wheelchair.

* Toileting: Getting to and from the toilet, getting on and off the t and ming related personal
hygiene.

for catheter or colostomy bag).

* Eating: Feeding oneself by getting food into the 1 ceptacle (such as a plate, cup or table)
or by feeding tube or intravenously.

“Adult Day Care” means a program of (Qal' i yag~Jerm Care Services furnis at an Adult Day
Care Center for the purpose of supporting fra airethefderly or other dis ho can benefit
from care in a group setting outside the .
“Adult Day Care Center” means: Q @

ehsed dnd/or certified as ax are Center under the laws where
that meets ALL of the folloy :

and

* j ients; and
n record of services furjshed to each client; and

*  has established procedures to obtain emergency medical care; and

* is not a place which chiefly provides services for recreation or social activities; and

*  Maintains a client-to-staff ratio of eight (8) (or less) to one, which staff includes: a full-time

director; one or more Nurses present at least four (4) hours a day during operating hours; and
at least two (2) staff members present whenever clients are present.
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Definitions of Policy Terms (Continued)
“Assisted Living Facility” means:

1. iflocated in New York State, a facility that is: (a) licensed as an Adult Home or an Enriched
Housing Facility (or any term sanctioned by law or regulation) which is approved by the New York
State agency with jurisdiction over assisted living facility licensure matters to provide assisted living
services in a facility as those services are recognized by the laws and regulations of New York
State and eligible for payment under a federal tax qualified policy; or (b) a facility legally operating
in New York State without licensure and providing assisted living services which includes personal
care in a facility as those services are recognized by the laws and regulations of New York State
and eligible for payment under a federal tax qualified policy; or.

2. if located outside of New York State in a jurisdiction that requiregtiCerqsing and/or certification, a

is located to provide assisted living services within the scopexg
jurisdiction and as those services are eligible for payme xfederal tax qualified policy; or

3. if located outside of New York State in a jurisdiction thg
certification, a facility that meets ALL of the following:

*  Maintains all appropriate licensing under t#
Personal Care; and

*  Provides twenty-four (24) houQa

Mamtenance or Personal Care sexvices sufficient to
assist clients with needs which res i

m theNnability to perform Ase 8

from Severe Cognitive Impa nt; a

onal Care in accordance with

ed and awake staff; and

*  has appropriate methods and procedures to assist in administering prescribed drugs where
allowed by law.

An Assisted Living Facility is not, other than incidentally, a hotel, motel, a place for rest or a place for the
treatment or rehabilitation of drug addiction or alcoholism. Retirement homes, congregate living, senior
housing, or other facilities chiefly intended to provide residential services but not Maintenance or
Personal Care do not typically qualify as an Assisted Living Facility. If an institution has more than one
license or purpose, only that section of the institution specifically meeting the definition of Assisted Living
Facility will qualify as an Assisted Living Facility.
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Definitions of Policy Terms (Continued)
“Benefits” means the amounts We will pay subject to the provisions of the policy.
“Calendar Month” means the period which begins on the first day of each calendar month.
“Care Advisor” means a health care professional from a Care Management Organization.
“Care Advisory Services” means any of the following services provided by a Care Advisor:

* Assessing long-term care service needs;

*

developing a long-term care service plan;
* Requisitioning and coordinating long-term care services;

* Implementing the long-term care service plan; and

* monitoring and reassessing long-term care services as
“Care Management Organization” means:

1. an organization operated and licensed as a £
it is located; or

2. any other organization that meets AL
*  Provides Care Advisory S s; and

has a full-time administrator;

licensing/certification is required, the person must be licensed/certified to provide Maintenance or
Personal Care Services in the Home, the person must be providing services in the Home within the
scope of licensure/certification and the services provided in the Home must be eligible for payment under a
federal tax qualified policy. The term does not include members of Your Immediate Family.

“Chronically IlI": Refer to the Eligibility for the Payment of Benefits section.

“Community Care” means care furnished outside of a Nursing Home, Hospice facility or Assisted
Living Facility and includes Home Health Care Services and Adult Day Care.
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Definitions of Policy Terms (Continued)

“Covered Services” means Qualified Long-Term Care Services that are specifically provided subject to
the terms of this policy.

“Custodial Care” means services provided on an extended basis to a person who is Chronically I,
which are aimed at maintaining a person's health and/or functional status. Custodial Care does not
include any transportation or other service which is chiefly for personal convenience or companionship.

“Domestic Partner” means each of two people:

* who have registered or filed as domestic partners or members of a civil union with a government
agency or office where such registration is available; or

* who meet the following requirements:
*  each person is 18 years of age or older;
*  neither person is married;

*  they share the same residence;

* they are not related by blood in a manne
which they reside; and

wouldsaptheir marriage in the jurisdiction in

*  they have an exclusive mutual codimjtmen share the responsibjli other’s welfare

and financial obligations and such c itment'is expected to last In

he Original Covera
(2) receiving’}rimar i (other than Hospice
Benefits hecom

A , Therapist, Social Worker,
spers of Your Immediate Family cannot

Calendar Day Ride e term Home also does no

hospice facility.

clude a nursing home, assisted living facility, or

“Home Health Aide” means a person whose services are arranged and supervised through a Home
Health Care Agency and whose main function is to assist with Activities of Daily Living. If state or local
licensing or certification is required, the person must be licensed or certified as a Home Health Aide
under the laws where the service is performed.
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Definitions of Policy Terms (Continued)

“Home Health Care Agency” means a Hospital or other organization that:

* if licensing or certification is required, is licensed or certified as a Home Health Care Agency under
the laws where it is located, or under a public health law or similar law, to provide Home Health Care
Services; or

* is recognized as a Home Health Care Agency by Medicare; or

* meets ALL of the following:

=

is licensed or certified where it is located to provide Home Health Care Services; and

2. has at least five (5) clients; and

3. develops and reviews long-term care service plans at apprepria rvals; and

4. uses Home Health Aides, trained or certified in accorg
care, to provide Maintenance or Personal Care;and

gny laws which apply to such

5. provides on-site supervision of Home Health-Aides byxa Nurse or Social Worker; and

6. has a Nurse or a Physician on c@for aw
Health Aide is in the client's Home;

ergency during the hotys,that the Home

7. maintains a written record of s perf for each client.

ical and nonmedic@ervice 3

“Home Health Care Services” means
i nclude Homema Ser

persons in their residences. Su erv

Al preparation and shopping for necessary items.
private agency or unit of a public or private agency
that meets federalTertification requirements as a Hospice, or is comparably licensed under the laws

where it is located, to provide care or management of the Terminally Ill.

“Hospice Care” means services furnished by a Hospice for the care or management of a Terminal
lliness.
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Definitions of Policy Terms (Continued)
“Hospital” means a facility that is licensed as a Hospital, and provides:

* a broad range of medical and surgical services for sick and injured persons twenty-four (24) hours a
day by, or under the supervision of, a staff of Physicians; and

* Nursing Care twenty-four (24) hours a day.

“Immediate Family” means Your spouse, child (natural, step or adopted), parent, sibling, grandchild, or
in-law. It also includes anyone who normally lives in Your Home.

“Informal Caregiver” means a person who provides Maintenance or Personal Care, not as a Formal
Caregiver. Members of the Insured's Immediate Family qualify as Informal Caregivers.

“Insured” means the person so named on page 3.
“Lapse” means termination of this policy because of failure to pa

“Licensed Health Care Practitioner” means a Physician; a
Social Worker; or other individual who meets such requj

“Maintenance or Personal Care” means any c
assistance when You are Chronically Ill@cludi
Severe Cognitive Impairment). Maintena orP
and needed assistance with Activities of Dail ing (“XDL").

“Maximum Benefit Amount” means most will pay for Covere
as shown on page 3, subject to the ter f the pglicy, for the @e peri

“Medicaid” means any state
amended.

“Medicare” means th
Security Act, as am

“Monthly
multiplied
Care and

“Needs Assessment” means the services provided by a Care Advisor to: (1) assess Your needs for
long-term care services; (2) develop or work with others to develop options for Your long-term care; and
(3) discuss the long-term care options with You or Your Representative.

“Nonforfeiture Coverage” means coverage provided under the Contingent Benefits Upon Lapse
provision of this policy, or under the Nonforfeiture Coverage Rider if the Rider is shown on page 3 of the

policy.

“Nurse” means a registered professional Nurse (R.N.), licensed practical Nurse (L.P.N.) or licensed
vocational Nurse (L.V.N.) who is licensed under the laws where the services are performed.
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Definitions of Policy Terms (Continued)

“Nursing Care” means services: requiring the professional skills of a Nurse; performed by a Nurse;
under the orders of a Physician; and to improve or maintain Your health.

“Nursing Home” means:

1. Iflocated in New York State, a facility that is licensed as a Nursing Home, and provides all
levels of care (skilled, intermediate, and custodial); or

2. If located outside of New York State, a facility that is licensed as a Nursing Home in the
jurisdiction in which it is located, if licensure is required, or a facility that meets ALL of the

following requirements:

*  Provides all levels of care (skilled, intermediate, and custodidl);

*  has twenty-four (24) hours a day Nursing Care; and

laundry.

A Nursing Home is not, other than incideﬁ

“Physician” means a Physicia

“Plan of Care” means a writte preggribed by a License Ith Practitioner that identifies
ways of meeting the Qualified L Care Service needs o son who is Chronically Ill.

gdan dates measured from the Original
al Coverage Effective Date of the

; the first Policy Year ends May 4,
month, e.g., June 5, 2005. If the Original

o0f a Calendar Month, and a Calendar Month does
iq on the first of the following Calendar Month. For
k1. in the time zone in which You reside.

2000

“Qualified Long-Term Care Services” means necessary diagnostic, preventive, therapeutic, curing,
treating, mitigating and rehabilitative services, and Maintenance or Personal Care services which: (a)
are required by a Chronically Ill individual; and (b) are provided pursuant to a Plan of Care prescribed by
a Licensed Health Care Practitioner.

“Representative” means the person named by You or by a court of law to represent You.

“Severe Cognitive Impairment”: Refer to the Eligibility for the Payment of Benefits section.
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Definitions of Policy Terms (Continued)

“Social Worker” means a licensed Social Worker, including any Social Worker who has a license,
certificate or similar permit to act as a Social Worker from a state or a body authorized by a state to issue
such permits, or a person with a Masters degree in Social Work from an accredited university.

“Terminal lliness” means an illness or injury which a Physician certifies is likely to result in a person's
death within six (6) months. “Terminally llI” means an individual diagnosed with a Terminal Iliness.

“Therapist” means a person who has a license or appropriate professional certificate to provide Therapy
Services under the laws where the services are being provided.

“Therapy Services” means physical, respiratory, speech or occupational Therapy Services rendered by
a Therapist.

“Total Lifetime Benefit” means the most We will pay under this polk
Benefits for Needs Assessment. This amount is shown on page 3 an
amounts are changed.

lifetime, not including
il .change if Your benefit

“We”, “Us” and “Our” mean Metropolitan Life Insurance Comg

“You” and “Your” mean the Insured named 0”@
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Eligibility for the Payment of Benefits
Eligibility for Benefits You will be eligible for Benefits only if:
1. We are given proof, satisfactory to Us, that You are Chronically Ill; and

2. alicensed Health Care Practitioner has certified in writing to Us, in the
last twelve (12) months, that You are Chronically Ill; and

3. aPlan of Care including the Qualified Long-Term Care Services You
need is in place for You.

In order for certain Benefits to be payable, You must also satisfy an
Elimination Period as described in this polic

“Chronically IlI” means You are unable 4 lrform, w (hout Substantial

Assistance from another individual, at leasttwoN(2) Activities of Daily Living

eimer’s disease and
easured by clinical evidence
pairment in: (1) short or long-

threats to Your health akd safety (such as may result from wandering).
If You Need Benefits You or someone acting for You may write to Us or call the toll-free number
shown on page 3 to request that We determine whether You are eligible for
Benefits.
Please refer to the Claims section of this policy for further information.
Continuing Eligibility We will reassess Your continuing eligibility for Benefits, based upon the criteria

for Benefits used to determine Your Eligibility for Benefits, at least once every twelve (12)
months, but no more frequently than every thirty (30) days.
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Elimination Period

LTC2-IDEAL-NY

Elimination Period

“Elimination Period” is the number of days after the Original Coverage
Effective Date of this policy during which You must be: (1) Chronically lll; and
(2) receiving Primary Services (other than Hospice Care and Respite Care),
before certain Benefits become payable. These days need not be
consecutive. The Elimination Period for this policy is shown on page 3.
Except as stated below, Benefits will not be paid for Covered Services You
receive during the Elimination Period.

No Elimination Period is required in order to receive Benefits for Hospice
Care, Respite Care, Needs Assessment or Informal Caregiver Training.
Receipt of these services will not count toward satisfying the Elimination

Period.

policy.




Covered Services
Conditions for Benefit ~ We will pay for Covered Services only if:
Payments

1. they are Qualified Long-Term Care Services; and

2. they are received after the Original Coverage Effective Date of this
policy; and

3. they are received after satisfying any required Elimination Period; and
4. You are eligible for Benefits; and

5. the Total Lifetime Benefit has not been paid.

and Additional Services.
Covered Services-

Primary Services During any Calendar,
for which Benéjtts are

le on*a monthly basis. The
any combination i

vices You receiv

ifetime Benefit and may thereby reduce the required
ing home and home care services coverage. If You
wish to retain the required tpverage for nursing home and home care services,
You should use these additional Benefits carefully.
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Covered Services-Primary Services (Continued)

Nursing Home,
Hospice Facility and
Assisted Living
Facility Benefits,
including Bed
Reservation Benefits

Home Care and
Community Care
Benefits

Ongoing Care
Advisory Servic

Respite Care Benefits

LTC2-IDEAL-NY

We will pay up to the Nursing Home Monthly Benefit Amount for the actual
charges You incur in a Calendar Month for the following Covered Services
received in and provided by a Nursing Home, Hospice facility or Assisted
Living Facility:

1. room and board; and

2. Nursing Care, Maintenance or Personal Care, Therapy Services and
Hospice Care, from a Formal Caregiver; and

3. Bed Reservation Benefits up to fifty (50) days per Policy Year. “Bed
Reservation Benefits” means the Benefits We will pay for actual charges
You incur to hold a space in a Nursing /Home, Nospice facility or
Assisted Living Facility, to enable o retumdthe facility. The
amount We will pay for Bed Reservation Benefits will not be more than

unity Care Monthly Benefit
Amount for the actual charg L mgur in a Calendar Month for the following

1. Home He@h Care i performed by a Nurse\Therapist or Certified
Private Aide;

vices performed ide from a

Agency; and

om er from a Home Health

ed by a Care Advisor; and

Ongoing Care Advisgry Services are considered a Home Care and
Community Care Ben&fjtynder this policy.

“Respite Care” means Covered Services from a Formal Caregiver that
temporarily relieves the Informal Caregiver. These Covered Services may be
received in a Nursing Home, Hospice facility, Assisted Living Facility, at
Home or in an Adult Day Care Center.
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Covered Services-Primary Services (Continued)

We will pay up to the Maximum Daily Benefit Amount for Respite Care
shown on page 3, for a maximum of twenty-one (21) days per Policy Year,
for actual charges You incur, based on the type of service received.

If You receive more than one type of Respite Care service on the same day,
the most We will pay is the highest Respite Care Maximum Daily Benefit
Amount that relates to the services used.

You do not need to satisfy the Elimination Period for Respite Care Benefits
to be payable. Receipt of Respite Care will not count toward satisfying the
Elimination Period. Payment of these Benefits will reduce the Monthly
Benefit Amounts available for other Prim Services.

Alternate Services Benefits “Alternate Services” means Qualifi are Services which

ou incur for covered Alternate
Alternate Services only if We

We will consider paying for act
Services as stated below. We Wi
determine that the Alterna

1.

Thé
1.

2. the maximum benefit amount for the Covered Services We determine
to be most closely related to the Alternate Services received.

We will not pay for any Alternate Services received prior to the date all
parties have signed the Alternate Services Agreement.
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Covered Services-Primary Services (Continued)

An Agreement to receive Alternate Services Benefits will not waive any of
Our rights or any of Your rights under this policy.

Receipt of Alternate Services as specified in the Alternate Services
Agreement will count toward satisfying the Elimination Period.

Covered Services-Additional Services

Additional Services Additional Services may be received on the same day as Primary
Services, without affecting the benefit amounts for Primary Services. The
Maximum Benefit Amounts We will pay for Additional Services are shown
on page 3.

Needs Assessment After You become eligible for Benefit
Benefits

payable. Receiptg

EIiminatio@eriod.

Lifetime Ben

Informal Caregiver
Training Benefits
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Covered Services-Additional Services (Continued)

Transition Expense
Allowance

Supportive Services and
Specialized Transportation
Benefits

LTC2-IDEAL-NY

After You have satisfied the Elimination Period, We will pay up to the
Maximum Benefit Amount for Transition Expense Allowance shown on
page 3. We will pay for actual charges You incur for Qualified Long-Term
Care Services during or after the Elimination Period, if the expense was
incurred on a day You were eligible for Benefits and not paid under any
other provisions of this policy.

Transition Expense Allowance may include items required pursuant to a
Plan of Care, such as personal emergency response systems, durable
medical equipment or Home maodifications, required by a Chronically Ill
person in order to continue to live at Home. We will not pay for modifications
that would increase the value of Your Ho Receipt of this Benefit will not
count toward satisfying the Elimination

iring a vehicle, with ramps, lifts
ou to get in and out of it, to
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Contingent Benefits
Upon Lapse

Definitions

Contingent Benefits Upon Lapse

We will provide limited coverage if Your policy ends because of nonpayment of
premiums or Your written request to cancel the policy, following a Substantial
Premium Increase, as described below. Note, however, that if Your policy
includes a Nonforfeiture Coverage Rider shown on page 3, We will not pay
Benefits under both that Rider and this provision. We will automatically apply
the feature that will provide You with the higher adjusted Total Lifetime Benefit.

“Initial Annual Premium” means the Gross Annual Premium on the Original
Coverage Effective Date as shown on page 3 of the policy. In determining the
Initial Annual Premium and any changes thereto, We will not take into account
any premium payment mode factors or any discounts (for example, spousal
discount).

Any premium increase which results from af¢ghange iR Benefits as provided

under the terms of Your policy, will be addethto and begome part of the Initial

Annual Premium. If You decrease Your Benefits, the Initial Annual Premium
] QuUr premium.

ulative increase in Your Initial
iven percentage increase over

: e following table. Any premium
increase which results from\& JeND Benefits requested by You, as a result

ercent Jocredse
Original ver Iniial

Issue Age* emium <)s,§ue Annual Premium

29 and under 36%

30-34 7 34%

35-39 4 32%

40-44 30%

45-49 76 28%

50-54 7 26%

=59 > 8 24%

9 22%

61 80 20%

81 19%

82 18%

64 83 17%

65 84 16%

66 85 15%

67 86 14%

68 87 13%

69 88 12%

70 89 11%

71 90 and over 10%

* Qriginal Issue Age means Your age as shown on page 3 of the policy.

LTC2-IDEAL-NY
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Eligibility for
Contingent
Benefits Upon
Lapse

Contingent
Nonforfeiture
Coverage

When Contingent
Nonforfeiture
Coverage Begins

Limitations

LTC2-IDEAL-NY

Contingent Benefits Upon Lapse (Continued)

We will provide You with written notice of a Substantial Premium Increase at
least forty-five (45) days prior to the date on which such premium increase will
take effect. In this notice, We will:

1. Offer to reduce Your Benefits, without Your providing proof of good health,
so that Your premium will not increase; and

2. Offer You the ability to receive Contingent Nonforfeiture Coverage as
described below; and

3. Advise You that a Lapse at any time during the 120-day period following the
due date of the increased premium will be deemed to be an election to
receive Contingent Nonforfeiture Coverage.

as those payable under the policy immediately prorto the Contingent
Nonforfeiture Date will be payable under i W NQnforfeiture Coverage,

premiums paid or waived under the terms
the Nursing Home Maximum Dail

; or (b) thirty (30) times
t (shown on page 3 of the

; or/(b) the Iasttb(of the Pqlicy
equest to cancel Your potigy, i eCeived within 120
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Benefit Increase With
Proof of Good Health

Benefit Decreases

LTC2-IDEAL-NY

Changing Benefit Amounts

While You are insured, You may change benefit amounts so long as
Nonforfeiture Coverage is not in effect for You. As stated in the Premiums
section of this policy, a change in benefit amounts may change the amount of
premium for the policy.

We will send You a written notice of any change in benefit amounts and the date
it takes effect.

You may, at any time, ask for an increase in Your benefit amounts in writing.
We will approve the request only if You provide Us, at Your expense, proof
satisfactory to Us of Your good health. Increases in amounts are subject to Our
underwriting rules and limits in effect at the fip our request. If You have
received any Benefits under this policy,

Nursing Home Maximum Daily B Amenint will be applied to the
remaining amounts. There will be ¢rease/n the Needs Assessment
Maximum Benefit Amount,

th which starts on
d You a written
increase and
ance before the

The increase will
or next follows the e approve Your request.
efit amounts, th tive date of
) due. We will require Your wri acc

r benefit amounts in writing.
rules™and limits in effect at the time of
jits under this policy, then with

um Benefit Amounts, the percentage
um Daily Benefit Amount will be

The decrease will take™effect on the first day of the Policy Month which starts on
or next follows the date Wé approve Your request. The premium will decrease
as of the effective date of any decrease You requested in Your benefit amounts.
The amount of the premium reduction will be computed assuming that the
benefit amounts purchased last are discontinued first. We will send You a
written notice of the decrease in benefit amounts, the effective date of the
decrease and the amount of premium due or to be applied to future premiums.
We will require Your written acceptance before the change You requested takes
effect.
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Extension of Benefits

LTC2-IDEAL-NY

Extension of Benefits
Lapse of this policy will be without prejudice to any Benefits payable under this
policy if eligibility to receive such Benefits or total disability began while the policy
is in force and continues without interruption after the policy Lapses. For
purposes of this policy, total disability means that You are Chronically lll.
Subject to the Elimination Period and the terms of this policy, extension of these
Benefits beyond the date of Lapse will continue only until the earlier of the date:

1. You are no longer eligible for Benefits or no longer have a total disability; or

2. the Total Lifetime Benefit has been paid; or in the case of Home Care and
Community Care Benefits, a period of twelve (12) months has elapsed

since the date of Lapse, if earlier. @

&
L E
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Limitations and Exclusions
What is Not Covered No payment will be made for any of the following:
Under This Policy
1. Treatment of alcoholism or drug addiction, unless the addiction was due to
drug(s) taken on the advice of a Physician.

2. Any care received while in a Hospital, except in a unit specifically designated as
a Nursing Home or Hospice facility.

3. Any injury or sickness that results from:

a. any war, or act of war (whether declared or undeclared); or

b. participation in a felony, riot or insurrecti

4. Any intentionally self-inflicted injury.

5. Services, other than Supportive Servi
Immediate Family.

med by a member of Your

ayer under applicable law. Thi IQsured must file all
e service or supp. i

ar's Disease.

» disorders, including
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Premiums

Premium Payment The premium is due and payable on the Original Coverage Effective Date of
the policy and thereafter in accordance with the Premium Schedule that is in
effect for the policy as shown on page 3. The premium must be paid in U.S.
currency.

You may change the premium payment mode with Our approval.
The amount of the premium for Your initial coverage is based on Your Original
Issue Age, Health Rating and Discounts, as of the Original Coverage

Effective Date as shown on page 3.

We reserve the right to change premium rates-en a class basis. The premium

Grace Period ¥) days to pay each premium due after

apse, any aid premiums

om the claim payme
of Lapse at the same time
will not be responsible for

inform Us of any change
You of Your right to change the

Waiver of Prémiu &Y [ , jum if e’receiving payment of Benefits for

met on a date otheithaf the first day of a Calendar Month, waiver of premium
will begin on the first day ofthe next Calendar Month.
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Reinstatement
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Premiums (Continued)

Waiver of premium will end when You are no longer receiving Covered
Services. If waiver of premium ends on the first day of a Calendar Month,
payment of premium must resume on that date. If waiver of premium ends on
a day other than the first day of a Calendar Month, payment of premium
must resume the first day of the next Calendar Month.

If You selected a premium payment mode other than monthly, You will be
considered to be on a monthly premium payment mode while premiums are
waived. You may change Your payment mode once premiums are no longer
waived.

If Your policy Lapses, We will reinstate Your policy back to the date it
Lapsed, if within twelve (12) months of You or someone acting for
You:

1. request reinstatement and syb

Questionnaire”); an applic @

2. Submit evidence of Yo
and

The policy wil
(“Reinstaters

coverage not been

We will notify You mwriting of Our decision on or before the forty-fifth (45)
day after: (1) We receive Your request for reinstatement; or (2) the date of
the Conditional Receipt (if any), whichever is earlier. If We do not notify You
within this forty-five (45) day period, Your policy will be reinstated at the end
of this forty-five (45) day period. If your policy is reinstated, You must also
pay all past due premiums to Us.

The reinstated policy will cover those Benefits which We would pay pursuant
to the terms of the policy if You become eligible for Benefits after the date of
reinstatement. In all other respects, Your rights and Ours will be the same as
they were just prior to the date of Lapse.
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Reinstatement for
Cognitive Impairment or
Loss of Functional
Capacity

LTC2-IDEAL-NY

Premiums (Continued)
If Your policy Lapses, We will reinstate Your policy back to the date it
Lapsed, without proof of Your good health, if within six (6) months of that
date, You or someone acting for You:

1. request reinstatement; and

2. submit proof acceptable to Us, that You had a Severe Cognitive
Impairment or loss of functional capacity before the policy Lapsed; and

3. pay all past due premiums to Us, if We approve Your request for
reinstatement.

restrictive than that
section.

The standard of proof We will use will b
described in the Eligibility for the Pay!
If We reinstate Your policy, You what it would have been if
Your coverage had not Lapsed



Notice of Claim

Claim Forms

Proof of Loss

e

Physical Examination

LTC2-IDEAL-NY

Claims

You must provide Us with notice of claim within twenty (20) days after the
beginning of any loss covered by the policy, or as soon as reasonably
possible. You may provide Us with notice of claim at the address shown on
page 3, or You may call Us at the toll-free number listed on page 3.

When We receive Your notice of claim, We will provide You with claim form(s).
Your notice of claim must include Your name, the Policy Number, the type of
care, and an address to which the claim form(s) should be sent. If We do not
provide You with claim forms within fifteen (15) days after We receive Your
notice of claim, Our claim form requirements will be satisfied if You provide Us
with written proof of the date(s) and exact nature of the charges You have
incurred for Covered Services.

form We provide You, no | han™si 90) days after the end of the
calendar year in which Yoy inturired charges. Failure to submit proof of loss
im denial unless it is shown that:

3. We have the right to require You to submit to Us Your Explanation(s) of
Benefits from Medicare or records from any other source from whom You
may have received reimbursement for the same Covered Services.

We have the right to have You examined by a healthcare professional at Our
expense and to conduct an on-site assessment, as often as reasonably
required while a claim is pending. We may not be able to determine Your
eligibility for Benefits or to approve a claim for Benefits if You do not consent
to an on-site assessment, if such assessment is needed.
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Notice of Approval or
Denial

Appeals of Denials

Time of Payment of
Claims

Payment of Claims

LTC2-IDEAL-NY

Claims (Continued)

We will send You a written notice of Our decision to approve or deny Your
eligibility for Benefits or a claim as soon as reasonably possible. In no event
will We send this notice later than ten (10) working days after We have
received all the information We need to assess Your eligibility for Benefits or
claim. If You are not eligible for Benefits or We do not approve Your claim,
Our notice will state the reasons for denial.

If We deny Your eligibility for Benefits or Your claim, in whole or in part, We
will review Our decision if You or Your Representative:

* request in writing that We review Our decision; and

Ourfj on will be in writing, and if it
% &: s for the denial and make
eldtiQg tg/shch denial.

All Benefits will b to You, unless they are assi
unpaid Behefits due to Yo ur death wi
Facility of Paément vision.

Q
o
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The Entire Contract,
Changes

Assignment; No Cash
Value; Premium
Refunds

Refund to Us for
Overpayment of
Benefits

Facility of P ent

Statements Made By
You Relating to
Insurability

Time Limit on Certain
Defenses
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General Provisions

This policy, with any Riders, endorsements and written application attached,
make up the entire contract.

The provisions of this policy must be read as a whole. For example, the
Limitations and Exclusions apply to all Benefits in the policy.

No sales representative, agent, broker or other person except Our President,
Secretary or a Vice-President may: (a) make or change any contract of
insurance; or (b) change or waive any of the terms of this policy. Any change or
waiver must be in writing and signed by Our President, Secretary or a Vice-
President.

The Benefits payable under the policy may e assigned after a loss.

applied to increase future-bepefits:

' jne th.‘i“ total Benefits paid ta

the total Ben
You. Total Bene

payment. Any paymemt made by Us in good faith will fully discharge Us to the
extent of the payment.

Any statement made by You in the application will be deemed a representation
and not a warranty. No such statement made by You which relates to
insurability can be used by Us to: (a) contest the validity of Your policy; or (b)
deny an otherwise valid claim, unless the application was signed by You, and a
copy of the application has been attached to the policy.

If Your policy has been in force for less than six (6) months, We may contest the
validity of Your policy or deny an otherwise valid claim upon a showing of
misrepresentation by You that was material to the acceptance for coverage.
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Misstatement of Age

Legal Actions

Coverage Suspension
for Insureds in Active
Military Service

Termination of Policy
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General Provisions (Continued)

If Your policy has been in force for at least six (6) months but less than two (2)
years, We may contest the validity of Your policy or deny an otherwise valid
claim upon a showing of misrepresentation by You that is both material to the
acceptance for coverage and which pertains to the condition for which Benefits
are sought.

If Your policy has been in force for two (2) years or more, We may contest the
validity of Your policy or deny an otherwise valid claim only upon a showing that
You knowingly and intentionally misrepresented relevant facts about Your
health.

ur application, all amounts
iym would have purchased

If Your date of birth is not correct as shown o
payable under this policy shall be such as
at the correct age.

No legal action may be brought untit stxty after written proof of loss
has been given. No such action proyoht after three (3) years from the

If You are a member of a ronent of the armed forces of the United
States, including the NatioralNquard, X6u may have Your coverage suspended

than for the
; or Your active

period of active duty if the secretary of veterans affairs determines that the
condition was incsred in the line of duty; and

2. coverage will be retroactive to the date of termination of Your active duty;
and

3. ifan Elimination Period has been imposed but not completed at the time
Your policy is suspended, You must complete the Elimination Period after
Your coverage resumes before Benefits are payable.

Your policy will remain in force and will not terminate because of Your age or a
deterioration in Your mental or physical health. Your policy will only terminate
upon:
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Conformity With State
Statutes

Notice
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General Provisions (Continued)

1. Our receipt of a written request to cancel the policy (the policy will terminate
on the last day of the Policy Month in which such request was received,
subject to any Nonforfeiture Coverage);

2. payment of Your Total Lifetime Benefit under the policy;

3. policy Lapse (subject to any Nonforfeiture Coverage); or

4. Your death.

Any provision in this policy which, on the Original Coverage Effective Date of

the policy, conflicts with the laws of the state jpwhich You reside on that date, is
amended to meet the minimum requireme

When You write to Us, please give Us Your , address and Policy Number.
Please inform Us promptly of any

known address.

Checks, drafts or money orgé atwwn on a U.S. bank to the order of
Metropolitan Life Insurance w(or "MetLife"). They are received subject
to the condition that the he handléd for collection in accordance with the

practice of the collectn . ive the full amount of
any check, dré} or money™s it'wi i nt. All payments are
to be made in U. , yments made in a
manner that i arge cash
payment

You ma : ompany
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