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Complete and submit only one Coverage Selection page.

Page 1 of 8 65007

Applicant A
Print Name:

Age
Applicant B
Print Name:

Age

Monthly Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Benefit Multiplier
  240   192   144  120
  96   72   48

Elimination Period
 30 days  90 days

Restoration of Benefits
 Yes  No

Nonforfeiture Benefit
 Yes  No

Replacement
Is this to replace an existing policy with us?
Applicant A:    Yes    No
Applicant B:    Yes    No

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.

62420CT

Submitted Full Modal Premium

$

If one applicant for this Shared Coverage is found uninsurable by the Underwriting Department, the insurable person will receive an Individual plan with
the selections above (except that only 50% of the Benefit Multiplier will be used, but not less than 24), unless Contingent Selections are chosen.
Complete these Contingent Selections ONLY if the selections above are not desired.

Monthly Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Elimination Period
 30 days  90 days

Benefit Multiplier
 Unlimited   120   96   72
 60   48   36   24

PCS-65007

State in which
application
is signed:

Agent
Producer
Code:

Agent Name: For Internal Use

Cell Code:

2. COVERAGE SELECTION  Privileged Choice  SHARED  Coverage Use reverse for INDIVIDUAL coverage.

* Must accurately answer No to all parts of questions 1-7.
If medical history is found inconsistent with your answers, premium will be adjusted accordingly.

Enhanced 7-Year Survivorship Benefit - The 10-Year Benefit is included with coverage.
Yes No This Enhanced 7-Year option is only available if a couple both apply for and are issued policies.

Restoration of Benefits
 Yes  No

Nonforfeiture Benefit
 Yes  No

Eligible for Preferred Health Discount Eligible for Preferred Health Discount
Applicant A:            Yes*    No Applicant B:            Yes*    No

OPTIONS/RIDERS

PREMIUM INFORMATION

DISCOUNTS

BASIC BENEFIT SELECTIONS

CONTINGENT SELECTIONS

Group NumberList Bill
 Yes  No





Survivorship Benefit - 7-Year and 10-Year options only available if a Shared
Coverage policy is issued. Check only one box.

 7-Year (optional)  10-Year (optional)  None

Monthly Maximum
 Yes  No

Waiver of Home Care Elimination Period
 Yes  No
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Applicant A
Print Name:

Age
Applicant B
Print Name:

Age

Daily Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Benefit Multiplier
 7300  5840  4380  3650
 2920  2190  1460

Elimination Period
 30 days  90 days

Restoration of Benefits
 Yes  No

Nonforfeiture Benefit
 Yes  No

Replacement
Is this to replace an existing policy with us?
Applicant A:    Yes    No
Applicant B:   Yes    No

Premium Payment Mode
 Annual (1.0)  Semi-annual (.51)  Quarterly (.26)  Monthly* (.09)

* Automatic draft of checking account required. Must complete EFT form.

62418CT

Submitted Full Modal Premium

$

Home Care Benefits
 100%  50%

Daily Maximum

$

Inflation Protection / Benefit Increases
 5% Compound Increases  5% Equal Increases  No Increases

Nonforfeiture Benefit
 Yes  No

Benefit Multiplier
 Unlimited  3650  2920  2190
 1825  1460  1095  730

Waiver of Home Care Elimination Period*
 Yes  No

*Not available with 50% Home Care Benefits option.

Monthly Maximum*
 Yes  No

CSS-65207

State in which
application
is signed:

Agent
Producer
Code:

Agent Name: For Internal Use

Cell Code:

Restoration of Benefits
 Yes*  No       *Not available with Unlimited Benefit Multiplier.

Eligible for Preferred Health Discount Eligible for Preferred Health Discount
Applicant A:            Yes*    No Applicant B:            Yes*    No
* Must accurately answer No to all parts of questions 1-7.
If medical history is found inconsistent with your answers, premium will be adjusted accordingly.

Use reverse for INDIVIDUAL coverage.

Elimination Period
 30 days  90 days

*Not available with 50% Home Care Benefits option.

Complete and submit only one Coverage Selection page.
4. COVERAGE SELECTION  Classic Select  SHARED  Coverage

If one applicant for this Shared Coverage is found uninsurable by the Underwriting Department, the insurable person will receive an Individual plan with
the selections above (except that only 50% of the Benefit Multiplier will be used, but not less than 730), unless Contingent Selections are chosen.
Complete these Contingent Selections ONLY if the selections above are not desired.

OPTIONS/RIDERS

PREMIUM INFORMATION

DISCOUNTS

BASIC BENEFIT SELECTIONS

CONTINGENT SELECTIONS

Group NumberList Bill
 Yes  No









Provide condition, reason consulted/treated, dates from/to, and name, address and phone # of Health Care Professional/Facility.
For medications, please provide only the name and reason for taking. Include the question number for the details being provided.

Print Name of Applicant A Print Name of Applicant B

Applicant A Applicant B

If you need more room to write, use a separate signed and dated sheet, and check here:

Page 5 of 8

D. DETAILS

!

Ques.# Ques.#
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Print Name of Applicant A Print Name of Applicant B
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Applicant A
 YES NO

16A. Do you have any accident and sickness or Long Term Care, Nursing Home, or Home Health Care insurance policy or
certificate (including health care service contract, health maintenance organization contract, or life insurance with Long
Term Care coverage) in force or applied for?
If YES, provide DETAILS below.
Applicant A Applicant B
Company: Company:

Long Term Care? No  Yes       Daily Benefit: $ Long Term Care? No  Yes       Daily Benefit: $

B. If you have Long Term Care Insurance coverage with us, please list policy/certificate number(s):
Applicant A Applicant B
Policy/certificate number(s): Policy/certificate number(s):

C. Did you have another Long Term Care, Nursing Home, or Home Health Care insurance policy/certificate in force
during the last 12 months?
If YES, with which company?
Applicant A Applicant B
Company: Company:
If that insurance lapsed, when did it lapse?
Applicant A Applicant B
Lapse Date: Lapse Date:

D. Do you intend to replace any of your long term care, medical, or health insurance coverage with this policy?
If YES, name company being replaced:
Applicant A Applicant B
Company: Company:

Agent:  If YES, be sure to fill out the Replacement Notice. Leave one copy with applicant; send one copy with application.

G. OTHER COVERAGE AND REPLACEMENT
Applicant B
 YES NO

I understand that I have the right to designate at least one person other than myself to receive notice of lapse or termination of this long-term care
insurance policy for nonpayment of premium. I understand that notice will not be given until 30 days after a premium is due and unpaid. The designated
person is not responsible for paying the premium.
Applicant A  (Use for Individual and Shared Applications)

I designate the following person to receive notice prior to cancellation
of my policy for nonpayment of premium:

Full Name

Home Address

City State Zip

Phone (                     ) Relationship

Applicant B  (Complete whenever there is a second applicant)

One of the boxes must be checked.H. PROTECTION AGAINST UNINTENTIONAL LAPSE

I elect NOT to designate any person to receive such notice.

Mr.     Mrs.     Miss     Ms.     Other Title:

I designate the following person to receive notice prior to cancellation
of my policy for nonpayment of premium:

Full Name

Home Address

City State Zip

Phone (                     ) Relationship

I elect NOT to designate any person to receive such notice.

Mr.     Mrs.     Miss     Ms.     Other Title:

If selecting this option, we recommend designating someone other than a spouse or agent.

Same as applicant A.
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