Metlife

Metropolitan Life
Insurance Company

A Stock Company Incorporated in New York State

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 ¢ ny of the terms of this policy
without Your consent, except that We may change the premium ra
Connecticut Insurance Department. Any such change in premiu
same class as Yours in the state where this policy was issued.
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| Revenue Code We will make
o do so in order to gain

n opportunity to receive these

ined by MetLife, to premium rates

Gwenn L. C
Vice- Pre5|dent and Secretary Z. Rohert Henrksaon

Fresident and Chief Qperating Cfficer

30-Day Right to Examine Policy. Please read this policy carefully. It is a legal 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, 2001]
(REPLACES ANY PREVIOUS SCHEDULE OF BENEFITS)

Original Coverage Effective Date [March 1, 2001]
Original Issue Age [61]

Policy Number [211100000 LTC]
Plan Number

Elimination Period
Benefit Period
TOTAL LIFETIME BENEFIT (does not reflect claims paid or payable)

COVERED SERVICES

PRIMARY SERVICES
Nursing Home/Hospice Facility

Assisted Living Facility [$100]/ day*
Respite Care - [21] days/Policy Year
- In a facility or [$100]/day or
- At Home [$75]/day
Home Care And Community Care Q [$75]/ day*

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

Amount.

This Monthly Benefit Amo
Elimination Period; (2) You&

complete any required
r Total Lifetime Benefit is reduced to
enefit Amount.

’During any Calendér Mop ervices for which Benefits are payable on
a monthly basis. 3 i of Primary Services You receive during any
Calendar Month whi gnefits are payable on axronthly basis) is the highest Monthly Benefit Amount for
one of those Primary Servi pay for each Primary Service that You receive is the

Monthly Benefit Amouf
Total Lifetime Benefit.

of that Primary Service. Payment of Benefits for Primary Services will reduce Your

INTERNATIONAL COVERAGE**
Elimination Period for International Coverage [90 days]
Per Diem Benefit for International Coverage (3,650/lifetime) [$37.50])/day
Maximum Benefit: [3,650 days/lifetime]

** This policy provides limited Benefits for International Coverage. Please see the International Coverage Section
of the policy for complete details.
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SCHEDULE OF BENEFITS (Continued)

Health Rating: [Preferred, Standard, Rated]
Discounts: [Spousal Discount***, Marital Discount, Residential Discount, Multi-Life Discount, None]
[[Spousal or Residential] Discount applies as long as associated policies do not lapse.]

*** |f Your spouse or Domestic Partner purchased a policy, the Spousal Discount will remain in effect as long
as both policies stay inforce. However, if Your spouse or Domestic Partner dies or exhausts his/her Total
Lifetime Benefit, the discount will continue. If the Marital Discount is in effect even though Your spouse or
Domestic Partner did not purchase a policy, the discount will remain in effect as long as Your policy stays
inforce.

PREMIUM SCHEDULE
Gross Annual Premium (includes Riders and Health Rating; does not include Discounts, if any):  [$XXXX.XX]

COVERAGE ANNUAL PREMIUM *
(inc ealth Rating and Discounts)

Base Coverage

[Future Purchase Rider]

[5% Automatic Compound Inflation Protection Rider] [5% Automatic
Simple Inflation Protection Rider]

[Nonforfeiture Coverage Rider]

[Paid-Up Survivorship]

[Restoration of Benefits Rider]

X.XX]

[Return of Premium Rider] $

[Shared Care Rider] [EXXX.XX]
[Calendar Day Rider] [EXXX.XX]
[Home Care Elimination Period Waiver] [$XXX.XX]
[Ten Year Premium Payment Rider] [EXXX.XX]
[Paid-up Premiums Rider] Q [EXXX.XX]
[Total Annual Premium with discounts applied] N [EXXX.X

A t*]

[[Monthly, Quarterly, Semi-annual, Annual] Premium [EXXX.XX]

[In addition, you have selected the Reduced(Pay at g5 Rider]
[[Monthly, Quarterly, Semi-annual, Annual] ium A

unt*:] Q
[Before Policy Anniversary at age-65 $XX
[On and after Policy Anniversa 7 65] X.
[In addition, you have selected the Doulgle P! First Year RidN
[$XHX.

[[Monthly, Quarterly, Semi-annua exfium Amount*:]
[Year 1]
[Year 2 and after]
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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 toilet,
hygiene.

* Continence: Ability to maintain control of bowel and bladder f
control of bowel or bladder function, the ability to perform relats
for catheter or colostomy bag).

* Eating: Feeding oneself by getting food into the bod
or by feeding tube or intravenously.

“Adult Day Care” means a program of Qualiff&j ong~erm Care Services furnished Adult Day
Care Center.

érated and liseénsed and/or cert}
wr)certification Z?:equir- or, if lid
meets ALL o ollowings

“Adult Day Care Center” means a facility ¢

ord ofservi furnished to each

* ohi . 0 obtain emergency nad

operates at least five (5) days a week for a minimum of six (6) hours a day.

“Assisted Living Facility” means a facility that meets ALL of the following:

*  maintains all appropriate licensing under the laws where it is located to provide Maintenance or
Personal Care; and
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Definitions of Policy Terms (Continued)
* Provides twenty-four (24) hours a day Maintenance or Personal Care services sufficient to assist
clients with needs which result from the inability to perform Activities of Daily Living or from Severe
Cognitive Impairment; and

*  has at least three (3) clients; and

* uses aides trained or certified to provide Maintenance or Personal Care in accordance with any laws
which apply to the provision of such care; and

*  provides twenty-four (24) hour supervision of clients by a trained and awake staff; and

*  has formal arrangements for emergency medical care; and

* maintains written records of services furnished to each client; and

by law.

An Assisted Living Facility is not, other than incidenta
treatment or rehabilitation of drug addiction or alcoholj

Personal Care do not typically qualify as an Assi
license or purpose, only that section of the insti

Facility will qualify as an Assisted Living

“Benefits” means the amounts We will pa

of the following_services

* requisitioning and coordinating long-term care services;
* implementing the long-term care service plan; and
* monitoring and reassessing long-term care services as needed from time to time.
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Definitions of Policy Terms (Continued)
“Care Management Organization” means:

1. an organization operated and licensed as a Care Management Organization under the laws where
it is located; or

2. any other organization that meets ALL of the following:
*  provides Care Advisory Services; and
*  has a full-time administrator; and

*  maintains written records of services performed for each client; an

Care Services, but whose services are not necessarily arranged ang G
Agency. The person must be licensed or certified as a CNA ified Nurse’s Aide) or HHA (Home

Health Aide) under the laws where the service is provided. es not include members of Your
Immediate Family.

“Chronically IlI”: Refer to the Eligibility for the@aymen QM Renefits section.
“Community Care” means care furnished outside o rsing Home, Hospice facili isted
Living Facility and includes Home Health erviceswand Adult Day C
“Covered Services” means Qualified e Services @t re specifically provided subject to

the terms of this policy.

“Covered Partner” means Your spo y amed as Your Covered

“Custodial Care”
which are aimed 4 - \cti stajds. Custodial Care does not

“Domestic Partner” meang gach 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
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Definitions of Policy Terms (Continued)
* 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 manner that would bar their marriage in the jurisdiction in
which they reside; and

be Formal Caregivers.

“Home” means any residence in which You
acute care facility. For purposes of the Tral
Specialized Transportation Benefit, the
Day Rider, the term Home also does notd
facility.

Health Care Agency or a Hoprermaker-Home Health Aide Adenc
with Activities of Daily Ljxi %

organization that

*  if licensing or cer
Homemaker-Home Health Aide Agency under the laws where it is located, or under a public health
law or similar law, to provide Home Health Care Services; or

*  isrecognized as a Home Health Care Agency by Medicare; or

*  meets ALL of the following:

1. islicensed or certified where it is located to provide Home Health Care Services; and
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Definitions of Policy Terms (Continued)

2. has at least five (5) clients; and
3. develops and reviews long-term care service plans at appropriate intervals; and

4. uses Home Health Aides, trained or certified in accordance with any laws which apply to such
care, to provide Maintenance or Personal Care; and

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

6. has a Nurse or a Physician on call for a medical emergency during the hours that the Home
Health Aide is in the client's Home; and

7. maintains a written record of services performed for each client.

“Home Health Care Services” means medical and nonmedical ser
persons in their residences. Such services may include Homemakge
Activities of Daily Living and Respite Care.

o Chronically Il
istance with

“Homemaker” means a skilled or unskilled person whose s re arranged and supervised through
a Home Health Care Agency or a Homemaker-Home
Homemaker Services.

“Homemaker Services” means MaintenanceQr erso re services that are necessa
consistent with the Chronically Ill person's ability t inh ' ifi
Care Services may include light housekeeping, meal p

ivate agenc@r unit @
spice, or is comp licensed

* 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.
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Definitions of Policy Terms (Continued)
“Lapse” means termination of this policy because of failure to pay premiums.

“Licensed Health Care Practitioner” means a Physician; any registered professional Nurse; a licensed
Social Worker; or other individual who meets such requirements as may be prescribed by the U.S.
Secretary of the Treasury.

“Maintenance or Personal Care” means any care with the primary purpose of providing needed
assistance when You are Chronically Il (including protection from threats to health and safety due to
Severe Cognitive Impairment). Maintenance or Personal Care services may include Custodial Care
and needed assistance with Activities of Daily Living (“ADL").

“Maximum Benefit Amount” means the most We will pay for Covered Services-Additional Services
as shown on page 3, subject to the terms of the policy, for the time period sp,

“Medicaid” means any state medical assistance program under Title XIX SocialM5ecurity Act, as
amended.

“Medicare” means the Health Insurance for the Aged and Disabled
Security Act, as amended.

“Nonforfeiture Coverage” means cqg
provision of this policy, or under the

policy.

“Nurse” means a registered i il se (L.P.N.) or licensed
vocational Nurse (L.V.N.) o e arwces are performed.

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

*  has twenty-four (24) hours a day Maintenance or Personal Care performed by a trained/certified and
awake staff supervised by a Nurse; and

*  keeps a written record of services performed for each client; and

*  has formal arrangements for emergency medical care; and

*  services are not limited to provision of food, shelter, and other residential services such as laundry.
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Definitions of Policy Terms (Continued)

A Nursing Home is not, other than incidentally, a Hospital (except a distinct part of a Hospital which is a
nursing facility), residential facility, hotel, motel, place for rest, home for the aged, sheltered living
accommodation, facility for the treatment of mental illness, continuing care retirement community or
similar entity, or place for the treatment or rehabilitation of drug addiction or alcoholism.

“Physician” means a Physician as defined in section 1861(r)(1) of the Social Security Act, as amended.

“Plan of Care” means a written plan prescribed by a Licensed Health Care Practitioner that identifies
ways of meeting the Qualified Long-Term Care Service needs of a person who is Chronically Ill.

“Policy Anniversaries,” “Policy Years” and “Policy Months” mean dates measured from the Original
Coverage Effective Date of the policy. For example, if the Original Coverage Effective Date of the
policy is May 5, 2005, the first Policy Anniversary is May 5, 2006; the first PgfiCy\Year ends May 4,

treating, mitigating and rehabilitative services, and Mainten
are required by a Chronically Ill individual; and (b) are pr
a Licensed Health Care Practitioner.

“Representative” means the person hamed @{ou or

“Respite Care” means Covered Services from a F Caregiver that temporarily

Informal Caregiver. These Covered Servi ived in a Nursin e, Hospice facility,

ction.

“Social Worker” means a licensed
certificate or similar permit to a

who has a license,
thorized by a state to issue

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

“Total Lifetime Benefit” means the most We will pay under this policy during Your lifetime, not including
Benefits for Needs Assessment. This amount is shown on page 3 and will change if Your benefit
amounts are changed.

“We”, “Us” and “Our” mean Metropolitan Life Insurance Company (MetLife).

“You” and “Your” mean the Insured named on page 3.
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Eligibility for Benefits

If You Need Benefits

Continuing Eligibility
for Benefits

LTC2-IDEAL-CT

Eligibility for the Payment of 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 policy.

“Chronically IlI” means You are unable to perfa
Assistance from another individual, at least tWa
(“ADL™) for an expected period of at least nine
functional capacity; or You require Sub
from threats to health and safety due to \Sevgré Cqgnitive Impairment.

“Substantial Assistance” mea mAssistance or Standby
Assistance. “Hands-On Assi

Activities of Daily Living
presence of anoth

prevent, by physical in
Activities of Daily i

geynonstrations) by anotker gerson that is necessary to protect You from
threats to Your health and safety (such as may result from wandering).

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.

We will reassess Your continuing eligibility for Benefits, based upon the criteria
used to determine Your Eligibility for Benefits, at least once every twelve (12)
months, but no more frequently than every thirty (30) days.

12



Elimination Period

LTC2-IDEAL-CT

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 Ill; 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. Days when Covered Services-
Primary Services are covered in full or in part by Medicare or other health
care coverage will count towards satisfying the Elimination Period.

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

Period.

satisfied a day of the Elimina eri Rat day is satisfied for the life of the
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
However, Covered Services do not include agy ppIy which is
primarily for personal convenience or companio
There are two types of Covered Service &r thi§ policy: Primary Services
and Additional Services.
Covered Services-Pri ices
Primary Services During any Calendar Mo imary Services

for which Benefits&je
any combination of Pr
(for which Benefits

will pay for
ndar Month

Nursing Home, Amount for the actual
Hospice Facility and owing Covered Services
Assisted Living i 0] e, Hospice facility or Assisted
Facility Benefits, iVi i
including Bed
Reservation Berfefits oo ard board;/8
Nursing Care, Mainte
Hospice Care, from a
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Covered Services-Primary Services (Continued)

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, Hospice facility or
Assisted Living Facility, to enable You to return to the facility. The
amount We will pay for Bed Reservation Benefits will not be more than
the Benefits We would pay if You had been confined in the Nursing
Home, Hospice facility or Assisted Living Facility on those days.

Home Care and We will pay up to the Home Care and Community Care Monthly Benefit
Community Care Amount for the actual charges You incur in a Calendar Month for the following
Benefits Covered Services You receive while at Home or in an Adult Day Care Center:
1. Home Health Care Services performed by, Therapist or Certified
Private Aide; and
2. Therapy Services performed by a tf Home Health Care
Agency; and
3.. Home Health Care Service for Home Health Aide from a

Home Health Care Agenc
and

emaker-Home Health Aide Agency;

Home Health

4.  Homemaker @rvice ormedtNgy a Homemaker fro
. and

r-Home Health Ai

Care Agency or 8 Home
5. ongoing C@ vices performed

6. at-home HOspice Carg¢; and Q

7. Ad “ \
Ongoing Care goi e Ad¥isory Services gre-cQnsi

Advisory Services Care Benefit under

;and

Respite Care Bepéfits (Zare” means £overs

Oyne or in an Adult Da afe Center.

We will pay up to the Maximunm¥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.
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Covered Services-Primary Services (Continued)

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 Primary Services.

Alternate Services “Alternate Services” means Qualified Long-Term Care Services which are
Benefits furnished by a facility or person not defined in this policy.

We will consider paying for actual charges You incur for covered Alternate
Services as stated below. We will pay for Alternate Services only if We
determine that the Alternate Services meet ALL of the following:

1. the service falls within guidelines We estabfisk approved Alternate
Services; and

2. itis atype of service described i Care; and

3. it effectively meets Your long-ter e sefyice needs; and

4. itis, for You, a cost-effec :
would have been covéred twder this/policy; and

5. itis not pro{ied by
the Alternate_Ser and benefit amounts must

r Licensed Hea re Practitio
Services Ageeme

pay for Alternate ices e the lesser of:

An Agreement to receiveMltgrnate 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.
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Additional Services

Needs Assessment
Benefits

Informal Caregiver
Training Benefits

Transition Expense
Allowance

LTC2-IDEAL-CT

Covered 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.

After You become eligible for Benefits, You can receive, at no extra charge to
You, one Needs Assessment from a Care Management Organization,
selected by Us and to whom We make direct payment. Or, You may select a
Care Management Organization to conduct one Needs Assessment and We
will pay as a Covered Service the actual charges You incur up to the
Maximum Benefit Amount for Needs Assessment shown on page 3.

You do not need
payable. Recei imination
efit.
Pertad,\We will pay up to the

Allowance shown on
for Qualified Long-Term

eguipment or Home modifications, required by a Chronically Il person in order
to continue to live at Home. ill not pay for modifications that would
increase the value of Your Home. Receipt of this Benefit will not count toward
satisfying the Elimination Period. Payment of this Benefit will reduce Your
Total Lifetime Benefit.
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Covered Services-Additional Services (Continued)

Supportive Services and
Specialized Transportation
Benefits

LTC2-IDEAL-CT

We will pay up to the Maximum Benefit Amount shown on page 3 for
Supportive Services and Specialized Transportation, for actual charges
You incur for the following Qualified Long-Term Care Services required to
promote Your health and safety while Chronically lll:

1. Supportive Services, which are services that enable You to remain
safely at Home. Such Supportive Services may include:

a) shopping for items You need;

b) personal laundry services;

c) meal preparation;

d) Meals on Wheels; and

e) light housekeeping.




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 a charfgé inBergfits as provided
under the terms of Your policy, will be added tg and becomepart of the Initial
Annual Premium. If You decrease Your Bene he Initial Annual Premium

your Initial Annual Premium, a
increase which results from a ch

owing table. Any premium
efits requested by You, as a result

Per crease
Original Over\Initial rﬁ) igi 5) iti
Issue Age* An remiym Iss(ip Age* Annual Premium
29 and under ~—_ 72 N/ 3%
30-34 % 3 34%
35-39 % 32%
40-44 09 75 30%
45-49 28%
50-54 110% 26%
55-59 90% < 78 24%
60 70% 79 22%
6 66% 20%

62% 81 19%

58% 82 18%
6 54% 83 17%
65 50% 84 16%
66 48% 85 15%
67 46% 86 14%
68 44% 87 13%
69 42% 88 12%
70 40% 89 11%
71 38% 90 and over 10%

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

LTC2-IDEAL-CT

19



Eligibility for
Contingent
Benefits Upon
Lapse

Contingent
Nonforfeiture
Coverage

When Contingent
Nonforfeiture
Coverage Begins

Limitations
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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.

except that the Total Lifetime Benefit will be §
premiums paid or waived under the terms of th
the Nursing Home Maximum Daily Ben

which Your policy Lap
receive Your writter
days after the f
Increase.
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International Coverage

We will pay Benefits for International Coverage if You qualify under the conditions defined in this section.
“International” means any location outside of the United States and its territories.

Eligibility for Payment of
Benefits for International
Coverage

Per Diem Benefit for
International Coverage

Elimination Period for
International Coverage

Total Lifetime Benefit for
International Coverage
Benefits

LTC2-IDEAL-CT

In order to receive payment for Benefits for International Coverage under
this policy, You must:

1. be outside the United States and its territories; and

2. provide proof, satisfactory to Us, that You are Chronically IlI; and
3. Dbe eligible for Benefits under this policy; and

4. satisfy the Elimination Period for International Coverage; and

5. provide a written Plan of Care that includes the Qualified Long-Term
Care Services You need.

The Per Diem Benefit We will pay for Inte nal Cowérage is equal to
fifty percent (50%) of the Home Care and ity Care Maximum Daily
Benefit Amount shown on page 3.

“Per Diem Benefit” means a Benef
You are outside the United Sta
charges You incur. Youdon
receive the Per Diem Benefi

' put Jjon a daily basis for each day

wo (2) times the
vent will the Elimination

overage will be credited toward satisfaction of the
Elimination Period shqwr.on page 3 on the basis of two (2) days satisfied
under this International CQVverage provision is equal to satisfaction of one
day of the Elimination Period shown on page 3. This method of crediting
days toward satisfaction of the Elimination Period will apply to all other
Benefits and provisions of this policy which require satisfaction of the
Elimination Period.

We will pay You Benefits for International Coverage up to the lesser of: (1)
Your Total Lifetime Benefit less any Benefits paid while You are in the
United States and its territories; or (2) the Per Diem Benefit for International
Coverage times 3,650.
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Tax Note
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International Coverage (Continued)

In the event You have used any or all of the Benefits for International
Coverage payable under this policy, Your policy will remain in force, subject
to the timely payment of premiums and all provisions and conditions of this
policy. Any remaining Benefits payable under the Total Lifetime Benefit
may be used for Covered Services You receive in the United States and its
territories.

The sum of all Benefits We will pay while You are in the United States and its
territories and outside the United States and its territories will never exceed
the Total Lifetime Benefit shown on page 3.

Since Benefits for International Coverage are paid without regard to the
actual charges You incur, part of the Benefits could be considered taxable
income if they exceed the daily benefit amount limit prescribed by U.S. tax
" limit is indexed for




Benefit Increase With
Proof of Good Health

Benefit Decreases
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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 time equest. If You have

received any Benefits under this policy, then i he Total Lifetime
Benefit, and the Transition Expense Allowan d Informal Caregiver
Training Maximum Benefit Amounts, t crease in Your
Nursing Home Maximum Daily Benefij nill be applied to the
remaining amounts. There will be no incee ¢ Needs Assessment

Maximum Benefit Amount.

The extra premium for this b } aWill be based on Your age, the
premium rates and Your Hea ‘ e takes effect.

a written
ease and
before the

We will require Your yritten

nefit amounts in writing.
and timits in effect at the time of
der this policy, then with

'he decrease will take effectomnthe first day of the Policy Month which starts on
or next follows the date We apprfove 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

Extension of Benefits If as of the date Your policy Lapses or as of the date We receive a written
request to cancel Your policy, You are eligible for Benefits and are confined in a
Nursing Home, Hospice facility or Assisted Living Facility, We will extend the
payment of Benefits for Covered Services received so long as, without
interruption, You remain eligible for Benefits and are confined. Subject to the
Elimination Period and the terms of this policy, Benefits will be extended only
until the earliest of the date:

1. You are no longer eligible for Benefits; or

2. You are no longer confined in a Nursing Home, Hospice facility or Assisted

Living Facility; or
3. the Total Lifetime Benefit has been pmd@

&
L E
2 O
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What is Not Covered
Under This Policy
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Limitations and Exclusions

No payment will be made for any of the following:

The

Treatment of alcoholism or drug addiction, unless the addiction was due to
drug(s) taken on the advice of a Physician.

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

Any injury or sickness which is caused by declared or undeclared war or any
act thereof.

Any intentionally self-inflicted injury.

Services, other than Supportive Services, (performethby a member of Your

eceives no compensation other
n his or under her job category.

Any care or services receiyed ide of the United States and its territories,
except as described in tF

a governme@facilit less otherwiserequired by

law); which benefits are ilable government program
digaid).
areNqohmitations or exclusions fo -existing conditions, or mental

us disorders, includi@er isease.
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Premium Payment

Grace Period

Waiver of Premyj
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Premiums

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 on g-class basis, subject to
approval by the Connecticut Insurance Departméent. expremium will not
increase because You get older or Your healtlythanges. pir premiums will

change if We change Your benefit amounts as aresuit of Your request or as a

You have a Grace Period of thirty-one (31) days 0/pay each premium due after
the first premium. If the premium i e end of the Grace Period,

We will send a written notice of e policy to You and to any person
named to receive such notice s€s given to Us. You have thirty-five
(35) days after We mail thj topay the premium. Th licy will stay in
force during this tin@unless e\eceive a written request frorn Xou to cancel the

policy. If We do not reks scemium within thirty-fj of mailing
the notice, the policy wi apse at the end of this thirty= day period.

pse, aRy\unpaid premiums

of Lapse at the same time
ot be responsible for
mform Us of any change

Manth, waiver of premiun | begin on that date. If this requirement is initially
et on a date other than theXirst,day of a Calendar Month, waiver of premium
will begin on the first day of the next Calendar Month.
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Reinstatement

Reinstatement for
Cognitive Impairment or
Loss of Functional
Capacity

LTC2-IDEAL-CT

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 pglicy back to the date it
Lapsed, if within twelve (12) months of that r someone acting for
You:

1. request reinstatement; and
2. submit proof of good health, acceptaple tg’ Us, at Your expense; and

3. pay all past due premiu
reinstatement.

ikWe approve Your request for

If We reinstate @Jr poli ium will be what it
Your coverage ha aps

If Your policy, es, We reinstate Your poé
Lapsed, without proof\ofl Your good health, if
date, You ting for You:

ihstatement; and

at Yo d a Severe Cognitive
sapacity before the policy Lapsed; and

e approve Your request for

gwill use will be no more restrictive than that
oryhe Payment of Benefits section.

he standard of proo
described in the Eligibili

If We reinstate Your policy, Your premium will be what it would have been if
Your coverage had not Lapsed.
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Notice of Claim

Claim Forms

Proof of Claim

Claims for International
Coverage
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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.

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.

We will pay Benefits only if We determine that re eligible for Benefits,
have satisfied any required Elimination Peri receive Your

completed claim form(s) and written proof s
incurred charges for Covered Services.

You must submit written proof of clai the address stated on the
claim form We provide You, no later t
calendar year in which You incysre

period; ando

and in no
one year

d/as soon as reaso
nce of Your legal ¢ ity, late
e proof s otlferwise required.

2. proof of claim w
event, exc i the
from the

To help U i or You have

On We name may co You, Xour Representative, Your
ician0r other persons famil ur condition or with the

g,/or a person We name, with access
frfformation about Your condition or the
/e may not be able to determine Your eligibility
2 a claim for Benefits if We do not have access to
these records; and

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.

If You are making a claim for Benefits under the International Coverage

section of this policy, any reference above to either charges You incur for
Covered Services or to claim forms do not apply.
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Physical Examination

Notice of Approval or
Denial

Appeals of Denials

Payment of Claims

Claims (Continued)

We have the right to have You examined by a healthcare professional at Our
expense and to conduct an on-site assessment. 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.

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 /]2 in whole or in part, We

Within sixty (60) days of the dé
denial and make a final degi

R

LTC2-IDEAL-CT
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General Provisions

The Contract 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.

Assignment; No Cash The Benefits payable under the policy may only be assigned after a loss.
Value; Premium
Refunds The policy has no cash surrender value or other money that can be paid,

assigned, borrowed, or pledged as collateral for a loan.

Any refund of unearned premiums due at Your death or on cancellation of this

unearned premiums shall be, at Our option, a
applied to increase future benefits.

Refund to Us for If at any time We determine that the totl itgaid to You was more than
Overpayment of the total Benefits due, We have the right t0 {fecoyey the excess amount from
Benefits You to the extent permitted by apyp

paid Benefits to You.

&

If at any time We dete
entity was more th

r person or
over the

ai You or on Your

Facility of Payment the Payment of Claims

t more than $1,000, may be

Limitation on Y, broker or other person except Our President,

Representative’s or may: (a) make or change any contract of

Other Person's nsurance; or (b) change orwaive any of the terms of this policy. Any change or

Authority waiver must be in writing and signed by Our President, Secretary or a Vice-
President, and approved by the Connecticut Insurance Department, if such
approval is required.

Statements Made By Any statement made by You in the application will be deemed a representation
You Relating to and not a warranty. No such statement made by You which relates to
Insurability 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.
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Misstatement of Age

Legal Actions

Termination of Policy
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General Provisions (Continued)

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.

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, it shall be
incontestable, except for nonpayment of premium,

If Your date of birth is not correct as shown o “a rapp !i ation, an adjustment

in premium and/or amounts of coverage may bewade, at Our option, based on
the correct information.

deterioration in Yo@menta Q sical’health. Your policy Qnly terminate

upon:
1. Our receipt gf aWritten request to cancel the (the policy

on the last day of the Policy Month in which [sych reqest wa
eiture Cover@e ;

terminate
gceived,
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Conformity With State
Statutes

Notice
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General Provisions (Continued)

Any provision in this policy which, on the Original Coverage Effective Date of
the policy, conflicts with the laws of the state in which You reside on that date, is
amended to meet the minimum requirements of such laws.

When You write to Us, please give Us Your name, address and Policy Number.
Please inform Us promptly of any changes. We will write to You at Your last
known address.

Checks, drafts or money orders may be drawn on a U.S. bank to the order of
Metropolitan Life Insurance Company (or "MetLife"). They are received subject
to the condition that they may be handled for collection in accordance with the
practice of the collecting bank or banks. If We do pet receive the full amount of
any check, draft or money order, it will not constifiyte payraent. All payments are
to be made in U.S. currency. We may refuse {o~accept any payments made in a

manner that applicable law requires Us to refuse as any large cash






