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Helpful Hints: 
Your signature is required on pages 6, 9, 10, 11 and 14 
Your signature may be required on pages 5, 12 and 13 

Page 5 could require up to 3 signatures 
 

 
 

 
 

RETURN ENTIRE APPLICATION PACKAGE 
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PLEASE RETURN 

ENTIRE 
PACKAGE 

Application Instruction Sheet PLEASE RETURN 
ENTIRE 

PACKAGE 
 
To help save time in the application process, it is important that the application be filled 
out completely and accurately. Once the application has been completed, review the 
answers and sign where indicated. Please return the entire application package to us in 
the enclosed stamped return envelope. 
 
Unless otherwise indicated below, all answers to the questions on the application form 
must be completed or checked off, both for the affirmative and negative responses. This 
includes the rejection of the 5% Compound Benefit Increase Option and Nonforfeiture – 
Shortened Benefit Period, if applicable. 
 
PERSONAL INFORMATION – If you have a domestic partner who is also applying, 
enter your domestic partner’s name on the line next to Spouse’s name.  You must also 
complete the Affidavit of Domestic Partnership on page 13.  This form must be signed by 
a Notary. 
 
FULL UNDERWRITING QUESTIONS 1 – 10. Please note if any question is 
answered Yes, You are not eligible for coverage. 
 
FULL UNDERWRITING QUESTIONS 11 – 15. If any question is answered Yes, 
circle the applicable diagnosis or condition(s) and give details in question 15. Please 
provide complete Physician and Medication information. 
 
PLAN SELECTION – The Nursing Home Daily Benefit must be at least $100.  Please 
note if a couple is applying, each of you must select the same plan in order to get the 
couple’s discount. 
 
RATE CLASSIFICATION – Fill in appropriate information. 
 
MODE OF PAYMENT – Select Your payment method and check the applicable box. 
You should submit a full premium payment with this application. For monthly mode 
payments, two months premium must be submitted with the application. Please refer to 
the quote included in the cover letter to complete the Annual Premium, Mode Premium, 
and Payment w/App. 
 
BANK DRAFT AUTHORIZATION – If you wish for the premium payments to be 
drafted from your bank account, complete this section and attach a voided check. If you 
chose a monthly payment method, you must complete this section. Please note a 
signature is required for this section. 
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PROTECTION AGAINST UNINTENDED LAPSE – If you wish to designate a third 
party to receive a notice if your policy is about to lapse, fill in the applicable information. 
If you do not wish to designate a third party, check the applicable box. 
 
REJECTION OF COMPOUND BENEFIT INCREASE OPTION – If you have not 
selected a 5% Compound Benefit Increase Option, check the applicable box. Please note 
a signature is required in this section if applicable. 
 
REJECTION OF NONFORFEITURE BENEFIT – If you have not selected the 
Nonforfeiture Benefit, check the applicable box. Please note a signature is required in 
this section if applicable. 
 
PAGE 6 – Please read the information found on this page and provide the information 
requested. Also note a signature is required in this section. 
 
FOR AGENT – Your Transamerica Long Term Care Agent will complete this part of 
the application. 
 
LONG TERM CARE INSURANCE PERSONAL WORKSHEET – Answer all 
questions. Sign and date the worksheet. If You do not wish to complete this information, 
check the applicable box and sign and date the worksheet. 
 
AUTHORIZATIONS FOR THE RELEASE OF HEALTH INFORMATION – Read 
this information carefully. Please note a signature is required in this section. Without 
each applicant’s signature, we cannot proceed with the application process and the 
application will be returned to you. 
 
NOTICE TO APPLICANT REGARDING REPLACEMENT – If You are replacing 
coverage, read this section carefully. Please note a signature is required in this section if 
applicable. Be sure to also complete the same form found in the Disclosure Package and 
keep it for your records. 
 
CONDITIONAL RECEIPT – Please complete the conditional receipt. Be sure to 
indicate the sum of money enclosed with the application. Please note your signature is 
required in this section. This receipt will be signed by an agent and returned to you. 
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Home Office: 
4 Manhattanville Road 

Purchase, New York 10577 
A Stock Company 

Long Term Care Division 
Administrative Office  
Mailing Address:  
P.O. Box 93003 
Hurst, TX 76053 
Telephone:  1-866-655-4422 

APPLICANT INFORMATION - PLEASE PRINT ID Number 
0904NY _  _ 

Application No. (Home Office Use) 

APPLYING FOR � New Coverage � Reinstatement � Upgrade Please provide policy #: _____________  

PERSONAL INFORMATION 

DATE  OF BIRTH FIRST NAME MI LAST NAME SEX 
� Male 
� Female 

M D Y 
AGE 

SOCIAL SECURITY NO. ADDRESS  Apt No. CITY STATE ZIP 

TELEPHONE 

(       ) 

BEST TIME TO CALL 

� _____ A.M.    � ______ P.M. 

E-MAIL ADDRESS 
(Optional) 

HEIGHT WEIGHT 

STATE OF BIRTH OCCUPATION (If retired, give year retired) 

APPLICANT STATUS:    
�   COUPLE, and spouse is also applying for (or has) Transamerica Financial Life Insurance Company coverage. 
Spouse's name __________________ 

� INDIVIDUAL who is married, but spouse is not applying.  Why is spouse not applying? _________________________ 

�   INDIVIDUAL who is single, divorced or widowed. 

BENEFICIARY NAME RELATIONSHIP ADDRESS 

OTHER INSURANCE INFORMATION 

1. Are you covered by Medicaid?...............................................................................................................  � Yes  � No 

2. Do you currently have any  long term care, nursing home or home health care  coverage, including a 
health care services contract or a health maintenance organization (HMO) contract in force? ...............

 

� Yes  � No 

3. Do you currently have an application for long term care insurance pending with another company? � Yes  � No 

4. In the last 5 years, have you been declined long term care insurance or offered such insurance with 
an increased premium or restricted benefits?........................................................................................  

 
� Yes  � No 

 If Yes, give company name, when and why: 
_____________________________________________________________________________  

 

5. Have you received any long term care benefits, disability income benefits, or Social Security 
Disability benefits? If Yes, please provide details: .................................................................................. 

 
� Yes  � No 

6. Did you have any other long term care coverage in force during the last 12 months?........................... 

If Yes, please complete table below, after question 8. 

If that coverage lapsed, please complete the table below, after question 8. 

� Yes  � No 

7. Do you intend this insurance to replace any other accident and health insurance policy presently in 
force?  If Yes, list the details below of all existing accident and health insurance policies and 
complete the required replacement form. 

 

� Yes  � No 
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Name Name of company Company address Policy # Type of plan Lapse date 

      

      

      

� Check here if more space is needed, attach a signed and dated additional sheet. 

FULL UNDERWRITING – Please check Yes or No.  If Yes, circle any applicable diagnosis 

or condition(s) and give details in question # 15.  If any question 1 - 10 is answered Yes, 

You are not eligible for coverage. 

 
1. Have you EVER had, or been diagnosed, treated or had symptoms of any of the following conditions? 

If Yes, please check the applicable condition(s): 

� Yes  � No 

 
 � Alzheimer’s disease 

� Amputation due to disease 

� Amyotrophic Lateral Sclerosis 
 (Lou Gehrig’s disease) 

� Arthritis with narcotic pain medication 

� Metastatic or Multi-site cancer 

� COPD (Emphysema) with oxygen use 
or steroid medications 

� Multiple Sclerosis 

� Muscular Dystrophy 

� Myasthenia Gravis 

� Organic Brain Syndrome 

� Huntington’s Chorea 

� Multiple Strokes (CVA, TIA) 

� Memory loss requiring 
medication 

� Osteoporosis with 
fractures 

� Paraplegia or Quadriplegia 

� Parkinson’s disease 

� Polymyositis 

� Scleroderma 

� Dementia or Senility 

 

 2. Have you ever been diagnosed by a medical practitioner as having AIDS (Acquired Immune 
Deficiency Syndrome) or ARC (AIDS-Related Complex)? ...........................................................  � Yes  � No 

 3. Do you have a direct family history (parents or siblings) of Huntington's Chorea or Polycystic 
Kidney Disease? ...........................................................................................................................  � Yes  � No 

 4. During the last 3 YEARS, have you used over 60 units of insulin per day to treat Diabetes, or 
have you been diagnosed or treated for Diabetes WITH COMPLICATIONS (Neuropathy, 
Retinopathy, Heart Disease, Stroke), Chronic Hepatitis or Cirrhosis, alcohol abuse, drug or 
prescription drug addiction, or Transient Global Amnesia?............................................................ � Yes  � No 

 5. In the last 24 MONTHS, have you had a Single Stroke (CVA, or TIA)?........................................  � Yes  � No 

 6. In the last 24 MONTHS, have you had Cardiomyopathy?.............................................................. � Yes  � No 

 7. During the last 12 MONTHS, have you ever required assistance or supervision of any kind to
perform any everyday activity, such as mobility (including the use of pronged canes), taking
medications, dressing, eating, walking, bathing, transferring, or toileting? .................................... � Yes  � No 

 8. During the last 12 MONTHS, have you used a catheter, dialysis, oxygen equipment, respirator, 
walker, wheelchair, crutches, motorized scooter or chair lift? ........................................................ � Yes  � No 

 9. During the last 12 MONTHS, have you been confined to a nursing home, assisted living facility, 
attended an adult day care facility, or required home health care?................................................ � Yes  � No 
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Home Office: 
4 Manhattanville Road 

Purchase, New York 10577 
A Stock Company 

Long Term Care Division 
Administrative Office 
Mailing Address: 
P.O. Box 93003, Hurst, TX 76053 
Telephone: 1-866-655-4422 

 

Long Term Care Insurance 
Personal Worksheet 

 
People buy long-term care insurance for many reasons.  Some don’t want to use their own assets to pay for 
long-term care.  Some buy insurance to make sure they can choose the type of care they get.  Others don’t want 
their family to have to pay for care or don’t want to go on Medicaid.  But, long-term care insurance may be 
expensive, and may not be right for everyone. 
 

Premium 
 
The premium for the coverage you are thinking about buying will be $__________ per _________. 

The company has a right to increase your premiums in the future.  The Company has sold long-term care 
insurance since 2001 and has sold this policy since 2003.  Transamerica Financial Life Insurance Company has 
not had a rate increase on any of its policy forms. 
 

Ç Have you considered whether you could afford to keep this policy if the premiums went up, for 
example, by 20%? 

 
How will you pay each year’s premium? 
Ç From my Income Ç From my Savings \ Investments Ç My Family will pay 

Income 
 

What is your annual income?  (check one) 
 Ç  Under $10,000 Ç  $10-20,000 Ç  $20-30,000 Ç  $30-50,000 Ç Over  $50,000 

How do you expect your income to change over the next 10 years?  (check one) 
 Ç  No change Ç  Increase Ç  Decrease 

If you will be paying premiums from fixed income, a rule of thumb is that you may not be able to afford this 
policy if the premiums will be more than 7% of your income. 

Savings and Investments 
 

Not counting your home, about how much are all of your assets worth (your savings and investments)?  (check 
one) 
 Ç  Under $20,000 Ç  $20-30,000  Ç  $30-50,000  Ç  Over $50,000 
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How do you expect your assets to change over the next ten years?  (check one) 
 Ç  Stay about the same   Ç  Increase   Ç  Decrease 

If you are buying this policy to protect your assets and your assets are less than $30,000, you may wish to 
consider other options for financing your long-term care. 

 

Disclosure Statement 
 

Ç  The information provided above 
  accurately describes my financial situation. 
 

Ç  I choose not to complete this information, but I do 
 wish to purchase this coverage. 

Signed: _______________________________        ______________________________________ 
   (Applicant)      (Date) 

Ç I explained to the applicant the importance of completing this information.   

  _____________________________________________________________________________ 

Signed: _______________________________        ______________________________________ 
   (Agent)      (Date) 
 
Agent’s Printed Name: _____________________________________________________________ 
 
 
Note:  In order for us to process your application, please return this signed statement to Transamerica Financial 

Life Insurance Company, along with your application. 
 

My agent has advised me that this policy does not appear to be suitable for me.  However, I still want the 
company to consider my application. 

 
Signed: ______________________________        _______________________________________ 
  (Applicant)      (Date) 
 
 
The company may contact you to verify your answers. 
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AUTHORIZATION FOR THE RELEASE OF HEALTH INFORMATION  
 

This HIPAA authorization must be fully completed and signed as a condition of applying for insurance with Transamerica 
Financial Life Insurance Company (“Transamerica”).  Your application will not be accepted without a signed authorization.  It 
is an act of fraud to intentionally withhold, or cause to be withheld, medical records or other health information material to the 
underwriting of an application for coverage. 
 
I HEREBY AUTHORIZE THE USE OR DISCLOSURE OF HEALTH INFORMATION ABOUT ME AS 
DESCRIBED BELOW: 
  
1) Person(s) or group(s) of persons authorized to use or disclose the information: Any physicians, medical practitioners, 

hospitals, clinics, laboratories, long-term care facilities, medical or medically-related facilities, pharmacies, insurance companies 
(including Transamerica), and insurance support organizations such as the Medical Information Bureau.  

 
2) Person(s) or group(s) of persons authorized to collect or otherwise receive and use the information: Transamerica and its 

authorized representatives, including agents and insurance support organizations.  
 
3) Description of the information that may be used or disclosed: This authorization specifically includes the release of all 

information related to my health (except psychotherapy notes) and my insurance policies and claims, including, but not limited 
to, those containing diagnoses, treatments, prescription drug information, alcohol or drug abuse treatment information or 
information regarding communicable or infectious conditions, such as AIDS.  

4) The information will be used or disclosed only for the following purpose(s): For the purpose of underwriting my application 
for long term care insurance with Transamerica and, if a policy is issued, for evaluating contestability and eligibility for benefits 
and for the continuation or replacement of the policy. 

STATEMENTS OF UNDERSTANDING & ACKNOWLEDGMENT: 
• I understand that health information about me provided to Transamerica is protected by federal privacy regulations and that 

Transamerica will only use and disclose such information as described in its Notice of Health Information Privacy Practices.  
However, I also understand that, upon disclosure pursuant to this authorization to any person or organization that is not covered 
by the federal privacy regulations, the disclosed information may no longer be protected by those regulations. 

 
• I understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken in reliance 

on this authorization, or to the extent that other law provides Transamerica with the right to contest a claim under the policy or the 
policy itself, by sending a written revocation to Transamerica Financial Life Insurance Company, Underwriting Supervisor, P.O. 
Box 93003, Hurst, TX  76053.  I also understand that the revocation of this authorization will not affect uses and disclosures of 
my health information for purposes of treatment, payment and business operations, including agent commission statements. 

  
• I understand that I am entitled to receive a copy of this signed authorization. 
 
• This authorization will expire 24 months from the date signed.  
 
Applicant's Name: __________________________________ 
 
Applicant's Signature: _______________________________     Effective Date: __________________ 
 
 

(Company Copy) A copy of this authorization will be considered as valid as the original. 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

THIS PAGE HAS INTENTIONALLY BEEN LEFT BLANK 



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 
 
This Health Insurance Portability and Accountability Act (HIPAA) authorization must be fully completed and 
signed as a condition of applying for insurance with Transamerica Financial Life Insurance Company (“TFLIC”).  
Your application may not be accepted without a signed authorization. 
 
I HEREBY AUTHORIZE THE USE AND/OR DISCLOSURE OF HEALTH INFORMATION ABOUT ME 
AS DESCRIBED BELOW: 
 
I. Person(s) or group(s) of persons authorized to use and/or disclose the information: 
 MIB, Inc., formerly Medical Information Bureau (“MIB”), a non-profit membership organization of life, 

health, long term care and disability insurance companies, which operates an information exchange on 
behalf of its members, and TFLIC. 

 
II. Person(s) or group(s) of persons authorized to collect or otherwise receive and use the information: 
 TFLIC and its authorized representatives, including agents, reinsurers, service providers and other 
 insurance support organizations including, but not limited to, MIB. 
 
III. Description of the information that may be used and/or disclosed: 
 This authorization specifically includes the release and disclosure of my entire medical record and any 

other health information concerning me (excluding psychotherapy notes) and my insurance policies and 
claims, including, but not limited to those containing diagnoses, treatments, prescription drug information, 
alcohol or drug abuse treatment information or information regarding communicable or infectious 
conditions, such as Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome 
(AIDS), other matters such as hazardous activities, character and general reputation, finances, occupation, 
information collected by a consumer reporting agency about my credit history, credit worthiness, credit 
standing and credit capacity, avocation(s), motor vehicle driving record(s), and personal traits. 

 
IV. The information will be used and/or disclosed only for the following purpose(s): 
 For the purpose of underwriting my application for long term care insurance with TFLIC and, if a policy is 

issued, for evaluating contestability and for the continuation or replacement of the policy.  The information 
may also be disclosed by TFLIC to MIB in the form of a brief coded report that will be stored for 7 years in 
the MIB database and may be released by MIB to another MIB member company if I apply for life, health 
or long term care insurance with that member company or a claim for benefits is submitted on my behalf to 
a member company.  I understand that there may be additional uses and/or disclosures of my health 
information that are specifically permitted by law without my authorization (i.e., TFLIC may be obligated 
to disclose health information to government, regulatory and law enforcement entities). 

 
STATEMENTS OF UNDERSTANDING AND ACKNOWLEDGEMENT: 

o I understand that health information about me provided to TFLIC is protected by federal and state privacy 
regulations and that, in addition to using such information as provided in this authorization, TFLIC will 
only use and disclose such information as described in its Notice of Health Information Privacy Practices.  
However, I also understand that, upon disclosure pursuant to this authorization to any person or 
organization that is not covered by the federal privacy regulations, the disclosed information may no longer 
be protected by those regulations. 

o I understand that I may revoke this authorization, in writing, at any time, except to the extent that action has 
been taken in reliance on this authorization, or to the extent that other law provides TFLIC with the right to 
contest a claim under the policy or the policy itself, by sending a notice to Transamerica Financial Life 
Insurance Company, Underwriting Supervisor, P.O. Box 93003, Hurst, TX 76053.  I also understand that 
my revocation of this authorization will not result in the deletion of codes in the MIB database if such 
codes are reported by TFLIC while this authorization is in force. 

o I understand that this authorization will be valid for 24 months from the date signed. 
o I understand that a copy of this authorization will be as valid as the original.  
o I understand that I am entitled to receive a copy of this signed authorization. 
 

        _____________________________________ 
Name       Date 
 
_______________________________________                                                                               
Signature of Individual or     Description of Authority of Personal  
Individual’s Personal Representative    Representative (if applicable) 

(Company Copy) A copy of this authorization will be considered as valid as the original. 
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NOTICE TO APPLICANT REGARDING REPLACEMENT OF 
ACCIDENT AND HEALTH INSURANCE AND THE PURCHASE OF 

MULTIPLE ACCIDENT AND HEALTH POLICIES 
 

Note:  If you are replacing any insurance with this long-term care policy, this form must be completed. 
 
According to the information you have furnished, you intend to lapse or otherwise terminate existing accident 
and health or long-term care insurance and replace it with long-term care insurance to be issued by 
Transamerica Financial Life Insurance Company.  Your new policy provides 30 days within which you may 
decide, without cost, whether you desire to keep it.  For your own information and protection, you should be 
aware of and seriously consider certain factors which may affect the insurance protection available to you under 
the new policy. 

You should review this new policy carefully, comparing it with all accident and health or long-term care 
insurance coverage you now have, and terminate your present policy only if, after due consideration, you find 
that purchase of this long-term care insurance policy is a wise decision. 
 
Statement to the applicant by the agent: 
 
I have reviewed your current accident and health insurance coverage and find that the indicated replacement, or 
the additional coverage of the type and amount applied for, is appropriate for your needs.  My conclusion has 
taken into account the following considerations, which I call to your attention: 

1. If you are replacing existing long-term care insurance, you may wish to secure the advice of your present 
insurer or its agent regarding the proposed replacement of your present policy.  This is not only your right, 
but it is also in your best interest to make sure you understand all the relevant factors involved in replacing 
your present coverage. 

2. You should be aware that the premium rate for the replacement policy may be higher than what you are 
paying for the existing policy that you plan to replace.  If the premium for your existing policy is based on 
your age when it was issued, you have built up equity in that policy which may be lost if you terminate it.   

3. If, after due consideration, you still wish to terminate your present policy and replace it with new coverage, 
be certain to truthfully and completely answer all questions on the application concerning your medical 
health history.  Failure to include all material medical information on an application may provide a basis for 
the company to deny any future claims and to refund your premium as though your policy had never been in 
force.  After the application has been completed and before you sign it, reread it carefully to be certain that 
all the information has been properly recorded. 

 
____________________________________________________ ____________________________________ 
Agent’s Signature       Date 

____________________________________________________ ____________________________________ 
Agent’s Name (please print)      SS# 

 
The above “Notice to Applicant” was delivered to me on: 
 
____________________________________ __________________________________________ 
Date Signature of Applicant 
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AFFIDAVIT OF DOMESTIC PARTNERSHIP 
 
I hereby state that I am eligible to apply for Transamerica Financial Life Insurance Company’s 
long term care insurance policy as a Domestic Partner. 
 
I acknowledge and agree that I fulfill the following criteria for eligibility as a Domestic Partner: 
 
(1) I am 18 years of age or older and am mentally competent to consent to contract; and 
(2) I am not married to or legally separated from anyone else; and 
(3) I am not related by blood to my Domestic Partner in a manner that would bar marriage under 

the laws of the State of New York; and 
(4) My Domestic Partner and I have been living together on a continuous basis for at least 2 

years prior to the date of application; and  
(5) I have not been registered as a member of another domestic partnership within the last 6 

months; and 
(6) My Domestic Partner and I are financially dependent on one another. 
 

 
I have read and understand the above statement and hereby certify that it is truthful and accurate. 
 
 
___________________________________  ________________________________ 
Signature of Domestic Partner/Applicant  Signature of Domestic Partner/Applicant 
 
 
___________________________________  ________________________________ 
Name of Domestic Partner/Applicant   Name of Domestic Partner/Applicant 
 
 
__________________________________  _________________________________ 
Date Signed      Date Signed 
 
 
 
Sworn to and subscribed before me this         day of                    ,          . 
 
 
 
 
      
  Signature, Notary Public 
  For the State of New York 
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Home Office:   
4 Manhattanville Road 

Purchase, New York 10577 
A Stock Company 

Long Term Care Division 
Administrative Office 
Mailing Address: 
P.O. Box 93003, Hurst, TX 76053 
Telephone: 1-866-655-4422 
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CONDITIONAL RECEIPT 
All premium checks should be made payable to Transamerica Financial Life Insurance Company.  Do not make check payable to the 
agent or leave payee blank. 

Received from __________________________  a) Ã the sum of $ ________________ OR b) Ã payroll deduction/employer paid 

This receipt is given and accepted with the express understanding that the insurance applied for will go into effect on the date of the 
accurately completed application (unless a later effective date is requested, in which case the coverage will be effective on the date 
requested) if the applicant is found to be insurable in accordance with the Company's underwriting standards as of the date of the 
application (the “Effective Date”), the policy is issued and the initial premium has been received by the Company.  Premiums will be 
applied from the effective date forward and there will be no coverage for any claims that begin prior to the effective date. 

For payroll deduction/employer paid plans, the insurance applied for will go into effect on the date of the accurately completed 
application (unless a later effective date is requested, in which case the coverage will be effective on the date requested) if the 
applicant is found to be insurable in accordance with the Company's underwriting standards as of the date of the application (the 
“Effective Date”), and the policy is issued.  If the initial premium has not been received prior to the date the policy is issued, this 
Conditional Receipt shall terminate 60 days after the date the policy is issued if the initial premium is not received by the Company 
prior to the 60th day after the policy is issued. 

The Company reserves the right to disapprove the application by offering to issue coverage other than as applied for or by declining to 
issue coverage.  If applicable, monies received with the application will be refunded if coverage, other than applied for, is offered but 
not accepted, or if the application is declined by the Company.  Any delay in completion of the underwriting process or refunding of 
monies shall not be construed as approval of the application. 

I also understand that if I have requested a different effective date for my coverage that I may be waiving certain rights and guarantees 
under this Conditional Receipt. 

__________________________________ __________________________ 
Signature of Agent  Date 
__________________________________ __________________________ 
Signature of Applicant   Date 
 
CR (NY) 0801 
 




