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THE STATE OF WASHINGTON
OFFICE OF THE INSURANCE COMMISSIONER
In the Matter of Docket Nos. 11-0088 Al #iL0pgo 2 t: £1
ABILITY INSURANCE COMPANY, THIRD DECLARATIONOF
ALAN MICHAEL sm,,GlgR iy 5 @;;;;n

An Authorized Insurer and Respondent Chiaf Hearinn Officer

I, Alan Michael Singer, state and declare as follows:

My name is Alan Michael Singer. ] make this Declaration based on personal
knowledge. I am over the age of eighteen (18)‘ years. I am competent and authorized to
testify to the matters set forth herein.

1. Attached as “Exhibit 17 is a true and correct copy .of the insurance policy, schedule,
and endorsements issued to Gladys White in this matter.

2. Attached as “Exhibit 2” is a true and correct copy of Ability Insurance Company
CAPS entries produced by Ability Insurance Company in discovery.

3. Attached as “Exhibit 3” is a true and correct copy of a copy of the 8/9/10 “Ask Mike”
emailed inquiry from Jack White, with OIC staff Bianca Stoner’s acknowledgement of receipt
of the same.

4, Attached as “Exhibit 4” are true and correct copies of a 7/10/07 Medico record
regarding Gladys White by Dr. Mihali, and a 3/21/11 letter of Dr. Mihali.

5. Attached as “Exhibit 5” is a true and correct copy of a 10/24/07 Ability Insurance
Company record of facsimile with at‘taéhments from Cheryl Silvernail to Medico.

6. Attached as “Exhibit 6” is a true and cotrect copy of an 8/27/07 Medico letter to
Gladys White. | |

7. Attached as “Exhibit 7” is a true and correct copy of a Medico letter dated 3/20/09 to
Cheryl Silvernail. |

8. Attached as “Exhibit 8” is a true and correct copy of a 8/6/09 facsimile with
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attachments from Cheryl Silvernail to Ability Insurance Company claims department.

9. Attached as “Exhibit 9” is a true and correct copy of an Ability Insurance Company
letter to Gladys White received 10/9/09,

10.  Attached as “Exhibit 10” is a true and correct copy of an Ability Insurance Company
letter to Gladys White dated 8/31/09.

11.  Attached as “Exhibit 11” is a true and correct copy of a 9/8/09 facsimile with
attachments from Cheryl Silvernail to Ability Insurance Company claims department.

12. Attached as “Exhibit 12” is a true and correct copy of a 9/11/09 letter from Cheryl
Silvernail to Ability Insurance Company claims department.

13. Attached as “Exhibit 13” is a true and correct copy of an Ability Insurance Company
note (undated).

14.  Attached as “Exhibit 14” is a true and correct copy of a 9/30/09 facsimile with
attachments from Cheryl Silvernail to Ability Insurance Company “Sharon” in claims
department.

15.  Attached as “Exhibit 15” is a true and correct copy of a 11/5/09 Donald Lawler letter
to Cheryl Silvernail.

16.  Attached as “Exhibit 16” is a true and correct copy of a 11/30/09 letter from Cheryl
Silvernail to Don Lawler.

17. Attached as “Exhibit 17” is a true and correct copy of a 12/4/09 Donald Lawler letter
to Cheryl Silvernail.

18.  Attached as “Exhibit 18 is a true and correct copy of a 1/13/10 Donald Lawler letter
to Cheryl Silvernail, with returned premium check.

19.  Attached as “Exhibit 19” is a true and correct copy of an 8/12/10 OIC Bianca Stoner
letter to Ability Insurance Company with copy of 8/9/10 “Ask Mike” emailed inquiry from
Jack White, with Bianca Stoner’s acknowledgement of receipt of the same.

20.  Attached as “Exhibit 20” is a true and correct copy of an 8/23/10 Donald Lawler letter
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to Bianca Stoner with enclosures.

21.  Attached as “Exhibit 21” is a true and correct copy of an 8/30/10 Bianca Stoner letter
to Donald Lawler.

22.  Attached as “Exhibit 22” is a true and correct copy of a 9/8/10 Donald Lawler letter to
Bianca Stoner with enclosures.

23.  Attached as “Exhibit 23” is a true and correct copy of a 9/24/10 Bianca Stoner letter
to Donald Lawler.

24, Attached as “Exhibit 24” is a true and correct copy of a 10/4/10 Donald Lawler letter
to Bianca Stoner.

25.  Attached as “Exhibit 25” is a true and correct copy of a 10/21/10 Bianca Stoner letter
to Donald Lawler.

26.  Attached as “Exhibit 26” is a true and correct copy of an 11/1/10 Donald Lawler letter
to Bianca Stoner.

27.  Attached as “Exhibit 27" is a true and correct copy of a 12/1/10 Alan Singer letter to
Donald Lawler.

28.  Attached as “Exhibit 28” is a true and correct copy of a 12/16/10 Donald Lawler letter
to Alan Singer.

29.  Attached as “Exhibit 29” is a true and correct copy of a 5/27/99 filed unpublished
decision, Hanson v. Mut. of Enumclaw Ins. Co. (with page highlighted).

30.  Attached as “Exhibit 30” is a true and correct copy of a 12/7/10 Donald Lawler email
to Alan Singer (with Alan Singer questions in black and Donald Lawler answers in red),

31.  Attached as “Exhibit 31” is a true and correct copy of a 12/7/10 Donald Lawler email
to Alan Singer (with attached correspondence), responding to attached 12/6/10 email of Alan
Singer to Donald Lawler (with attached cotrespondence).

32.  Attached as “Exhibit 32” is a true and correct copy of a 12/30/10 Donald Lawler

email to Alan Singer (with Alan Singer questions in blue and Donald Lawler answers in red,
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and with attachments).

33.  Attached as “Exhibit 33" is a true and correct copy of a 12/30/10 Donald Lawler
email to Alan Singer (with Alan Singer questions in black and Donald Lawler answers in red,
and with attachments).

34.  Attached as “Exhibit 34” is a true and correct copy of a 3/10/11 Donald Lawler email
to Alan Singer (with attachments).

35.  Attached as “Exhibit 35” is a true and correct copy of the “Unintentional lapse®
section of the NAIC model long term care regulation included as a letter attachment in the

OIC rulemaking folder from WAC 284.54-253,

I declare under penalty of perjury under the laws of the State of Washington that the

foregoing is true and correct.

-
EXECUTED this’/ | day of July, 2011 at FJW\ (/U(/L/f'/ , Washington.

(UL

Atari Michael Singbr
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MUTUAL PROTECTIVE INSURANCE COMPANY

1515 SOUTH 75TH STREET « OMAHA, NEBRASKA 68124

A Mutual Company

CAUTION: The issuance of this long-term eare insurance policy is based upon your responses to the
¢uestions on your application. A copy of your application is attached to the policy. I your answers are
incorrect or unirue, the Company has the right to deny benefits or rescind your pelicy. The best time -
to clear up any questions is now, before a claim arises! X, for any reason, any of your answers are
incorrect, contact the Company at the address shown above, :

'IHIS POLICY IS NOT A MEDICARE SUPPLEMINT POLICY. If you are eligible for
- Medicare, review the Medicare Supplement Buyer’s Guide available from the Company.

Inguring Clause: We agree to provide the benefits. set out in thig policy for any insured loss. This agreement is
subject to all of the provisions of the policy. A "loss" is an expense you incur for care or serviees this policy
covers and that you receive after the Policy Date and while the policy is in foree. :

This policy i a legal contract between you and us. READ YOUR POLICY CAREFULLY, Also, read the copy
of your application and the policy Schedule. If there is any error or omission, tell us. We will make any needed

- _change,

The. first premivm you, the Iosured, paid before the Policy Bate (and the copy of your application, attached
herets), put this policy in force as of the Policy Date. That date is shown in the Schedule. The Schedule is

attached and is a part of this policy.

PART A .~ PLEASE READ — 30-DAY RIGHT TO RETURN

Please read your policy. ¥ you are not satisfied, send it back to us, or to the agent who sold it to you,
within 30 days afier you receive it. We will return. your money. That will mean your policy was never
in foree. We will pay a 10% penalty if the requested premium refund is not made within 30 days of our
receipt of the returned poliey. :

PART B GUARANTEED RENEWABLE FOR LIFE -
SUBJECT TO OUR LIMITED RIGHT TO CHANGE PREMIUMS -

We guarantee to renew your policy for life, subject to the Lifetime Maximum Benefits provision, as long as the

premiom is paid within the allowable time; but, we da have the right to. change your premium as stated below.

We can change your premium only if we do the same to all policies of this form and any similar form issued to
persons of your class in your state. If 5 change is made, it will not be based on any physical impairment you
might have or any claims you have ineurred under this policy, and it will be consistent with the Rate Guarantee
provision on page 2. If it is necessary to change the premium for your policy, we will send you notice at least 80
days before your premium is due,

NOTICE TO BUYER: This policy may not cover all of the costs associated with long-term care incorred
by the buyer during the period of coverage. The buyer is advised to review carefully all policy
limitations,

A QUALIFIED LONG-TERM CA_RE POLICY FOR FEDERAL TAX PURPOSES
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Rate Guaramtee: The preminm we charge for this pelicy is based on the benefit amounts shown in the policy
Schedule and the disclosures made in your application. That premium rate is guaranteed for at least a three
year period measured from the Policy Date. I subsequent rate increases are needed after that initial three year
period, each new rate will be guaranteed for an additional two year period.

ALPHABETICAL GUIDE TO YOUR POLICY

, Paxt - Part

Benefits . ........ e e HILJLEL&M Other Important Provisions ............... -

Deferred Inflation Proteetion . ................ N Payment Of Claims , ,...................... R

Definitions . ............ e, B Renewal Agreement And Premium Change ....... B

- Eligibility For Benefits ............... b G Restoration Of Benefits ......,.............. M

“Exceptions . ......................, P C  Right To Reduce Coverage . . . ... e P

General Benefit Information . ................ r Right ToReturn .. ..................00.... A

HowTo File AClaim . ....... .. ............ Q Schedule . . ..... et Last Page

Lifetime Maximum Benefits ............... ++ D Waiver Of Premium ... .................. .0
PART C - . EXCEPTIONS

‘We will NOT pay benefits for:

- . (1) loss that ocours while this poiib—'y is not It foree;
(2) intentional, self-inflicted injury or attempled suicide; g : ,
(3) alcobolism or drug addiction, unless addiction resulted from naicotics prescribed by a Physician;
(4) care provided by a meriber of your lmmedaate Fatnily; .
(5} services for which you ate ngt }Iiﬁb_l&_'ﬁﬁngnrjwiﬁqh no tharge normally is made in the absenee of
" ingurance: and o e ] qa A
(6) loss that occurs outside the United States.. -

E
H

.'BWSB-"meS incwrred for services or items to the extent
of the Boeial Security Act or would be so reimburssdble

Non-Duplication: This contract will 1ot paey G
that such expenses are reimbursable under.

[

- but for the application of a deductible or eomﬂﬁrﬂ;nbe But it will pay benefits for covered expenses you imcur that

excoed the amount paid or payable by 'amh‘gavmenml plans or laws,

PARTD - ILIFETIME MAXIMUM BENEFITS

The maximum dollar amount for all cuvgx"eé"ca};ié"ﬁhﬁt_xa\re will pay durmg the litétirne of _%"hé"pﬂ!]iby'fié shown in

the Scheduls. That lifetime dollar ‘maximum is determined by multiplying the Daily Benefit amount hy the ..

~

benefit day option, beth of which are shown in the Schedule. The lifetime dollar méaxinmim may be greater than - _
the amount sbown in the Schedule if the optienal inflation shield rider is in force. Coverage under this policy: £

automatically ends after we have paid ouit the Kfetime dollar maximum,

If the Schedule shows your lifetime dollar maximum as, UE]iinitedlLifetixﬁe-, there is no lifetime dollar maximum
for this policy. e L ' .
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PART E DEFINITIONS

When we use the following words in this policy or in any optional rider, this is what we mean:

~ Activities of Daily Living; (a) eating; (b) dressing; (c) toileting; (d) transferring; (e) continence and (©) bathing.

You are congidered to need agsistance for each of these activities when:
Eating: = You cannot, without the aid of another person, maintain an adequaté food and fluid
o intake consistent with your dietary needs. . '

Dressing: You cannot, without the aid of another person, put on and take off all necessary
items of clothing, including medically necessary braces and artificial limbs.

Toileting: . You cannot, without theaidof anotheér person, get to and from the'toilet, gét on and -

off the toilet and muhitain & reasonable level of associated personal hygiene,

Transferring:  You cannot, withaut the aid of anuteher‘.pgrsun,- walk or get in or out -ﬁf‘ 8 chair,
1 wheelchair, bed, or other stationary pesition, :

Coutinence: You canmot, without the aid of another persom, voluntarily eoritrol bowel and. bladder
functions or use an external catheter or other equipment, '

" Bathing: You cannot, without the aid of another person, wash yourself by sponge bath in
either a tub or shower, including getting into or out of the tulb or shower.

Adult Day Healkth Care: A program of social and health-related sérvices provided during the day in a
community group setting for the purpose of supporting frail, impaired elderly or other disabled adults: who can
benefit from care in a group seiting outeide the home, o

Adult Day Health Care Center: (2) a facility Licensed or certified by the state in which it is located to provide
Adult Day Health Care; or (b) if licensing/certification is 1ot required, a part of a facility (or center operated by 4
facility) that is licensed or certified as a hospital or any type of mirsing home by the state in which it is located;
or {¢) a facility that is approved for Medicaid, _ ' : ‘

Anpniversary Date: The same day and month 2s the Policy Date in each later year.

Assisted Living Carve Facility: A facility that is licensed or corfified as an Assisted Living Care Facility in
accordance with any applicable state or local laws, with the primary purpose of providing care and services to
support needs resulting from Cognitive Impairment or loss of functional capacily. The facility nust have a
trained, eraployee available at all times o provide that care, and the facility must have established procedures
for overseeing the administration of medications. The specific section or unit of the facility where you receive
assisted living care must meet all of the ahove stated requirements.

Renefit Period: A period of eovered care for the same or related Conditions, that is not separated by at least
180 days durmg which you are free of such care.

Case Coordinator: A licensed health eare professional, from an agency we will choose, whose training includes
managing and arranging for the type of care and services covered under this policy. This person can be a Doctor,
Nurse, social worker or other gimilarly trained.and licensed professional. Your Case Coordinator will provide a
comprehensive evaluation of your status and will be responsible for developing, implementing and coordinating
your Plan of Care. This person will further be responsible for assighing in the selection of providers, making
arrangements to initiate services, providing ongoing care monitoring, and revising the Plan of Care as cir-
cumstances dictate. The Case Coordinator will work in consultation with your Physician.
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Chronically JII Individwal: Any individual who has been certified within the preceding twelve (12) month
period by a Licensed Health Care Practitioner as: being unable to perform {without Substantial Assistance from
another individual) at least two (2) Activities of Daily Living for a period of at least ninety (90) days due to a
loss of funetional capacity; having a similar level of disability; or requiring substantial supervision to protect
such individual from threats to health and safety due to severe Cognitive Impairment.

Cognitive Impairment: Deterioration of or loss in your intellectual capacity due to organic brain disease or

- disorder, which requires supervision to protect yourself or others, as measured by clinical evidence and

standardized tests that measure your impairment in the following areas:
{a) Your short or long-term memory;

(6) Your orientation as to person (such as whe you are), place (such as where you are) and time (such as
day, date and year);

(e) Yeur deductive or abstract reasoning.

Buch loss in intellectual capacity can result from Alzhieimer’s Disease or related degenerative and dementing
ilmesses.

Condition: Sickness, disease or mJury These include Mental or Nervous Disorders that eause Cognitive
Impairment. C |

Elimination Period: The number of days for which no benefit is payable. The Elimination Period, if any, starts
on the date that benefits would otherwise begin and is in effect for the number of days shown in the Schedule.
Only oné Elimination Period will be applied to any cne Benefit Peiiod.

Home Health Agency: An ‘entity that provides liome care serviees and ig: () certified for participation in the
Medicare pregram; or (b) licensed or certified a5 a Flome Health. Ageney, where feqtiired by -the state; or (c) is
otherwise acceptable to us if licensing or certification is -not required. The Home FHealth Agendy must. keep
records of nursing reports and the Plan of Ca.;re Thesi records must be available to us upon authorized request.

Hoine Health Aide Services: Assistance’ with simple heslth care tasks, personal hyglene, Activitiss of Daily

Living, managing medications, and other réluted services provided by & Home Health Agency.

Home Healih Professional Serviées: One or more of the foﬂomr_i‘ng services for your care and treatment that

~are provided by a Home Health Agency in a noningtitutionsl setting, under the direction of .a Nurse and

according to a written diagoosis and Plan of Care: .. i

5
:

(a) nursing services; o L
{b) physical therapy; Lo T et
(¢} speoech therapy; - R
(d) respiratory therapy; e LT e
(e) occupational therapy; and ; -

{f) nutritional services provided by a litensed dietician,

Homém‘aker Services: Assistance prbvidéd by s Home Health Agency with managing and maintaining a house-
hold, when you can no longer manage those activities and an informal caregiver is not available. This may
include preparing meals, doing laundry and incidental household tasks. '

Hospice Care: Services (not drugs or other supplies) provided by a Hospice Facility or a Home Health Agency

that are designed to provide you with palliative care or to alleviate discomfort during the last phases of life. To
be eligible for Hospice Care you must be diggnosed by your Doctor as having no more than 6 months to live.
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Hospice Facility: A facility that is primarily engaged in providing care for terminally it patients whose 1He
expectancy is six months or less. It must be licensed, certified or registered as may be required by the state,

Injury: Accidental bodily Injury that results in loss independent of Sickness and other causes.

Licensed Health Care Practitioner: Any Physician and any registered professional Nurse, licensed social
worker, or other individual who meets such requirements as may be prescribed by the Secretary.

Maintenance or Personal Care Services: Any care the primary purposé of which is the provision of needed

assistance with any of the disabilities as a result of which the individual is a Chronically Tl Individual (inchuding
the protection from threats to health and safety due to severe Cognitive Impairment). :

Mental or Nervous Disorder; A Xneurosis, psychoneurosis, psychopathy, psychosis or mental or emotional
disease or disorder. '

Nurge: A person duly licenised as a Regi_stefed Nurse (R.N.), Licensed Practical Nurse (L.P.N.), or Licensed
Vocational Nurse (L.V.N.). : :

Nursing Home: A health care facility that is liconsed as a Nursing Hoine by the state in which it is located and
that provides, as its main function, Skilled Nurging Care, Intermediate Nursing Care or Custodial Care. The
facility must: (a) provide this care on a continuing inpatient basis as prescribed by a Plan of Care; (b} sppervise
the care through a nursing staff; (c) maintain clinical records for all patients; {d} maintain control and records of
medications given; and (¢} have arrangements for the services of a Doctor to furnish medical care in ¢ase of an

emergency. The specific section or unit of the facility where yow receive Nursing Homie Care must meet the - i

abave deseribed licensing requirernenits and also must provide, as the main function of that sectién or unit, care
that meets all of the other requirements above. (Ttems (¢) and {d) need mot apply when you receive osly
Custodial Care.)

A Nursing Home is NOT g facility for the treatment of aleoholism, drug addiction or chemical dependency.

Nursing Home Care: Skilled Nursing Care, Intermediate Nursing Care or Custodial Care provided in a Nursing
Home. ..

(a) Bkilled Nursing Care or Intermediate Nursing Care mist be preseribed in your Plan of Care. This
care uses professional nursing methods and procedures that are administered by licenised ar certified
health care persomnel I includes posthospital care, rehabilitation nursing care, mairtenance therapy,
administration of medication, injections and eatheterization. .

(b) Custodial Care mieans care that is given to residents of a Nursing Home who, not needing daily nursing
care, cannot properly care for themselves due to age or a covered Condition. This ears must be presevibed
in your Plan of Care. '

Physician or Doetor: A licensed practitioner of the healing arts acting within the scope of his/her license.

Plan of Care: A written docutoent prescribing individualized treatment or services that your Condition requires.
The plan must be prepared by your Case Coordinator and approved by your Doctor. If case coordination is not
used, the plan must be prepared by a Doctor or other Yicensed medica) professional, and must be approved by
your Doctor. The Plan of Care must be updated or recertified at least ance every 90 days, and the updated or
recertified plan must be approved by your Doctor.

Policy Date: The date on which this poliey first became effective. That date is shown on the Schedule.
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Qualified Long-Term Care Services: Any necessary diagnostic, preventative, therapeutic, curing, treating,
mitigating, and rehabilitative services and Maintenance or Personal Care Bervices which are required by a
Chronically Tl Individual or are provided pursuant to a Plan of Care prescribed by a Licensed Health Care
Practitioner,

Reasonable and Customary Charge: An amount measured by comparing it with charges normally made for
gimilar services and supplies to individuals of similar medical Condition in the locality where the charge is made.
All covered charges for which this policy provides benefits are based on the Reasonable and Customary Charges
for covered services, o

Schedule: Ts attached to and is a part of this policy.
Sickness: An illness or disease that you have or acquire.

Substantial Assistance: Physical assistance (minimal, moderate, or maximal) without which the individual
would not be able to perform the Activities of Daily Living,

' We, Us or Our: Mutual Protective Trisurance Company.
You or Your: The Insured named in the Schedule. o

PARTF GENERAL BENEFIT INFORMATION
(1) The Schedule Shows:

{a) The Daily Benefit which is the basis for our payment of the services we cover. (That aount may be
greater if the optional inflatiin shield rider is in force.) : .

(b) The Elimination Period that applies to the Benefit Period; and - R S

(c) The dollar maximum for all covered care that we will pay during the lifetime -of the policy. (That

dmount may be greater if the optional inflation shield rifer is in force). .- |

It the Schedule shows your lifetime dollar maximum as Unlimnited/Lifetime, there is no lifetinie dollar
maximum for this policy. v ’ :

(2) Receipt of Multiple Covered Servicés on the Same Diuy: B yoir receive more than oné type of covered

service on the same day, we will pay the Reasonable and Customary Charge for each service, but in no

event shall the total amowit paid exceed the Daily Benefit, This is subject to the weekly benefit optien
under Part K, Care Coordination Benafit. ) o : . )

PART G  ELIGIBILITY FOR THE PAYMENT OF BENEFITS

To be eligible for any type of henefit under this policy, your Doctor Must show-that you are‘_}"iii;).i‘}ica‘liyl_iﬁ-ﬂ '

chrenically ill person has been certified by a Licensed Heailth Caré Practitioner as:

(1) Being unable to perform (without Substantial Aésistancg f:éom ;aﬂother individual) &t_léast two
Activities of Daily Living for a period of at least 90 days due to Joss of functional capactti '

(2) Having a level of disability similar (as determined under regulations prescribed by the Secfetary
in consultation with the Secretary of Health and Human Services) to the level of disability
described in clauge (1); or ’ -

(8) Requiring substantial supervision to protect such individual from threats to health and safety dua;
to severe ngnitiva_ Impairment. . ' o
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Independent Evaluation: We may, at our expense, have you examined or evaluated by independent medical
experts, The studies they perform will be for the purpose of assessing and confirming that you are eligible for
care as shown above, and the trestment or services prescnbed in the Plan of Care meet all of the requirements
of this policy.

PART H : NURSING HOME CARD BENEFITS

Limitations or Condifions on Eliglblhty fur Beneﬁts. All of the following conditions apply to recexpt of
Nursing Home Care benefits,

(1) You must qualify under one of i-he eii;éibi]ity reqlﬁremants set out in Part Q.

{2} You must receive Nursmg I'Iome Ga:re in a Nursing Home, as deﬁned

(8) The care received must be prescmbed in your Plan of Care.

(4) Your Plan of Care must be updated or vecertified at loast unce every 90 days.

(5) 'You must receive covered care in excess of the number of days shown in the Schedule as the
E]umnatlon Period that applies to eaeh Benefit Period.

Benefii: When you are eligitile for and receive Nursing Home Care covered by this policy, we will pay a benefit.
That benefit will be thé Reasonable and Customary Charges made by the Nursing Home, not to exceed the
amount of the Daily Benefit shown in the Schedule or in effect at the time you receive care, It will be paid for
< “ench day you receive eare in a Nursing Home This beneﬁt is subject to your lifetime dollar maximum.

PART I o ﬁom CARE BENEFITS

Limitations or Conditions on Ellglblhty for Bemefits: All of the following conditions apply to receipt of home
care benefits: (Home care benefits consist of Home Health Professional Services, Home Health Aide Services and
Homemaker Services.)

(1) You must qualify under one of the eligibility requirements set out in Part (3.

(2) You must receive Home Health Professional Servu:es, Hoime Health Aide Services or Homemaker
Services, as defined.

(8) The caie received must be preseribed in your Plan of Care.
{4) Your Plan of Care must be updated or recertified at least once every 90 days.

{(6) You must receive covered care in excess of the number of days shown in the Schedule ag the
Elimination Period that applies to each Benefit Period.

Benefit: When you are eligible for and receive Hame Heslth Professional Services, Home Health Aide Services
or Homemaker Services i your home, we will pay a benefit. That benefit will be the Reasonable and Customary
Charges for each day of Home Heatth Professional Services, and 80% of the Reasonable and Customary Charges
for each day of Home Health Aide Services or I-Iomemaker Sefrwces, not to exceed the amonmt of the Daily
Benefit shown in the Schedule or in effect at the time you receive care. Denefits are subject to your lifetime
dollar maximizm, :
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P

" care. Benefits are subject to your- lfétime dollar maximum. : - L

PART K o CARE COORDINATION BENEFIT " -

Additional Home Care Benefits: We will also pay a benefit for the following items, which can serve as
cost-effective alternatives that allow you to remain in your own home. These henefits are nob subject to the
Elimination Period, and will not satisfy it. These benefits (except respite care) are not subject to the Daily
Benefit, but will count toward your lifetime doflar maximum. These benefits are subject to all other conditions

" that apply to home care benefits.

(1) Caregiver Training Benefit: We will pay a lifetime benefit of up to 5 times the amount of your original
Daity Benefit for the reasonable and customary cost of training a friend or family member to help you at
home, We will not pay this bencfit for anyone who will be paid to care for JOuL.

(2) Equipment Benefit: We will pay a lifetime henefit of up to 50 times the amount of your original Daily
Benefit for the purchase or rental of supportive equipment or in-home safety devices that allow you to stay
in your home for at least 90 days. Such equipment or devices may include ramps, grab bars, a, special hed,
or an emergency medical alert system,

(8) Respite Care Benefit: We will pay the Reasonable and Customary 'Charge of temporary care in your
home, an institution, or community-baged program in order to give your primary in-home caregiver a rest.
This benefit is subject to the amount of the Daily Benefit for all covered care shown in the Schedule or in
effect at the time you receive care, and is further subjéct to a 21-day maximum per calendar year.

PARTJ COMMUNITY CARE BENEFITS

Limitations or Géﬂdiﬁbm on Eligibility for Benefits: All of the following conditions apply to the receipt of

- commumity care benefits: (Community care benefits consist of Adult Day Health Care and Hospice Care.)

£1) You mmist Qualify ‘émder one of the eligibility requirements set out in Part G.

{2) You must receive.Adu-lt Day Health Care or Hoéspiee Care, as defined. Adult Day Health Care
mpst be received in an Adult Day Health Care Center. Hespice -Cave must be provided hy a _
Hogpice Facility or a Home Health Agency. ' '

D The eare réceived must be prescribed in your Plan of Care. o

{4) Your Plan of Care must be updated or recertified at least once every 90 days.

{5y You must receive covered care in-excess of the number of days shown in the Schedule as the
Flanination Period that applies to each Benefit Period. :

Benefit: When you are eligible for and receive Adult Day Health Care or Hospice Care, we will pay a benefit.

+-That henefit will be the Reasonable and Customary Charges made for cach ‘day of Adult Day Health Care or

Hospice Care, not to exteed 50% of the Daily Bepefit shown mthe Sehadule- or in-effect at the time you receive

- e 4

Additional benefits are available under this policy when you agree to and receive coordination of care through a

. Case Coordinator. When you agree to coordination of care, we will.pay for all expenses associated with the

services of your Case Coordinator, as well ag the following henefits:

(1} Elimination Period Waiver: You will receive benefits for the first day of care for any type of care

covered tmder this policy. The policy Elimination Period will not apply.

(2) Weekly Benefit: Instead of a Daily Benefit, you will receive a Weekly Benefit. The Weokly Benefit will
congigt of a weekly (Monday through Sinday) mazimum of up to 7 times your Daily Benefit for the
Reasonable and Customary Charges for care received during the wesk. This benefit is subject to your
lifetime dollar maximum. The added flexibility of this benefit is valuable because the amount and kind of
care you need could exceed your Daily Benefit on any given day-.
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(8) Enhanced Home Care Benefit: Instead of 80%, we will pay 100% of Reasonable and Customary
Charges, sabject to the Weekly Benefit, for Home Health Aide Services and Homemaker Services provided
under the divection of your Case Coordinator. Additionally, we, will waive the requirement that Homemaker
Bervices be provided through a Home Health Agency when your Case Coordinator determines that these
services may be supplied in a more cost-effective manner by alternate providers, This benefit is subject to
your lifetime dollar masimum,

(4) Assisted Living Care Facility Benefit: ' We will pay 80% of the Reasonable and Customary Charge for -

 care in an Assigted Livipg Care Facility, subject to the Weekly Benefit, when your Case Coordinator
recommends this alterative in your Plan of Care. We will not pay home care or community care henefits -
while you are recéiving the Assisted Living Care Facility benefit. This benefit is subject to your lifetime -
dollar maxioam, « - _ - . - :

PARTL - . . ' .  DBEDRESERVATION BENEFIT e

Limitations or Conditions on Eligibility for Benefits: To be eligible to receive benefits under this provision,
you must meet all of the conditions fisted below. : .

(1) You must be hospitalized temporarily during the course of your covered stay in a Nursing Home
or Assisted Living Care Faeility, '

(2) The Nursing ﬂume ar Assisted Living Care Facility must charge you to keep your room available
duriag your hospital stay.

{3) Your h@spitg]i‘z'aﬁﬂn: st be the result of a covered Condition.

(4) You must have satisfied any Elimination Period that applies to the Benefit Period, If you have
not, your days in the hospital will apply to the Elimination Perjgd.

Benefit: When you mggt the eligibility requirements of this provision we will pay a benefit. It will be equal to
the Reasonable and Customary Charge the Nursing Home or Assisted Living Care Facility makes t¢ hold your
room during the hospital stay, not to exceed the amount of the Daily Benefil for all covered care shown in the
Schedule or in effect at the time you receive care. We will pay this benefit for up to 14 days per calendar year,
subject. to the Elimination. Period and your lifetime maximum dollar amoumt for all eovered care shown in the
Schedule or in effect at the time you regeive care. Unused benefit days cannot be carried vver from one cedendar
year to the next, :

. PARTM RESTORATION OF BENEFITS IN THE EVENT OF POLICY LAPSE
DUE TO COGNITIVE IMPAIRMENT OR LOSS OF FUNCTIONAL CAPACITY

¥ coverage under this policy ends due to nonpayment of premium, you or any person acting on your behalf will
have 5 months to request reinstatement of the policy on the grounds that you suffered from Cognitive
Impairment or loss of functional capacity at the tims of lapse. We will require the same evidence of Cognitive
Impairment or loss of functional capacity that is required for eligibility for benefits under this policy. We also
must receive the back premium from the date of default. If these conditions are met, we will reinstate the policy
without evidence of insurability. The coverage will be at the same level that existed prior to the date of the
lapse. This provision does not apply to a policy that terminated because you requested cancellation or because we
paid the maximuin dollar amount, '
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PART N DEFERRED INFLATION PROTECTION OPTION

When you applied for this policy, you were given the opportunity to defer adding an optional Inflation Shield
Rider. If you elected that optien we will give you the opportunity to add an inflation rider without evidence of
insurability within 90 days prior to the third Anniversary Date of the policy, if you have not incurred a claim
under the policy. The additional premium required for the inflation rider will be based on your age at the time
this benefit is added. Increases will begin to take effect on the first Anniversary Date after the inflation rider is
in foree.

PART O ' WAIVER OF PREMIUM

After we have paid benefits for Nursing Home Care for 90 days in a row, we will waive the payment of
premiwms that come due thereafter during the continuance of consecutive days for which such benefits are paid,
‘This- waiver, which includes premiums for any attached rider, will contimite until the first day of the month
following the date we stop paying benefits for Nursing Home Care,

PART B : RIGHT TO REDUCE COVERAGE

You have the right te reduce the benefits of this policy without providing evidence of insurability. Changes may
include: ' : :

a) = longer Elimination Pgried;

b) -a lower Daily Bensfit; or

€) a sherter bhenefit. day option, resulting in a feduced lifetime dollar maximum.
Benefity w1li 'Igcii; bé reduce?l Eu ‘a level below the minivoum level approved by the Commissionsr of Insurance on
the date you ¥equest reduction. - : ' oL : 1

£ o ks :?){;ﬁ g "’:'- .

ERUR LI o ' ) ‘ . %

PARTQ - Ll HOW TO FILE A CLAIM |

- {1) Notice of blaun You raust give us written notice of a claim within 20 days after loss starts or as soon as
you can. You may give the notice or you may have someone do it for you. The notice.should give your
paixié and policy numaber. Notice should be mailed to our Home Office in Omaha, Nebraska, or-te one of pur
agents. . - : '

(2) Claim Forims: When we receive your notice, we will send you forms for filing proof of loss. If these forms
arg not-sent to you in 156 days, you will iave met the proof of logs rule below if, in 90 days after the loss
began (or; i the event of a continuing loss, within 90 days after the first month of the loss for which we

o are Tigblo), you gave us a written statement of what. happened.

BRER Y] Proof of Loss: You must give us written proof of your loss in 20 days or as soon as you can. Tn the event

- of & continuing losg that is eligible for periodic payments, you must give us written proof within 99 days
aftor the end of the period of loss for which we are liable. But proof must be furuished within 15 months
dfter-loss began, except in the absence of legal capacity.

PART R PAYMENT OF CLAIMS

(1) Time of Payment of Claims: Benefits for continuing care are paid monthly when loss lasts longer than
one month. When we réceive your proof of loss, benefits that acerued up to the date of the proofs will be
paid at the end of each month. All other benefits are paid as soon as we receive your proof of loss. Benefits

tmpaid when our liability ends are paid when we receive your proof of loss.
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(2) Payment of Claims: Benefits will be paid directly to you. Benefits unpaid at your death will be paid to

(8)

~ yout basis for the reguestsd review. Within 30 da
" you or yoiif reéprésentative of the results of the review.

your beneficiary or your estate.

If any benefit is payable to your estate, to a minar, or to any person not able to give a valid release, we
may pay up. to $1,000.00 to any relative by bleod or connection by marriage of the Insured or beneficiary
that we find entitled to the payment. Any payment we make in good faith will fully discharge us to the
extent of the payment. :

C]mm Review and Appeal Procedure: In the event of any claim denial with which you do not agree, you
have the right to submit a written request to the Company at its Home Office asking for & review of the

. denial of benefits, That request may include documents from your Physgician or care provider that support

ys after we receive that written request, we will notify

PARTS ' POLICY PROVISIONS

[

@

3).

@)

Eftire Contract; Changes: This policy, with any attachments (and the copy of your application), is the
entite eontract of insurance. No agent may make contracts, determine insurability or change the applica-
tiokx or policy in any way. Only an executive officer of ours can approve a change. That change must be

Showh in the policy.

Tinde  Livnit om Cértain Defenses: Afier two years from the Policy Date, ne misstatements, except

" knowing and intentionsl misstatements relating to the Tnsured's health, can be used to void the policy. If

this policy i reinstated en the basis of a health application, the eontestable period will be two years from
the reitistateraent date, )

Pre-Existing: Conditions: We will not reduce or deny a claim under this policy because a Sickness or
Injury existed before the Policy Date. - : o

Grace Period: Yp~r premiym must be paid gn or_befrrg the date i js due ~v during the 31-day, grace
beriod shat. fllg . ¥Your, policy. stays.in 1orge, during your grace period, ' ‘

Reinstdatement: Your policy will Yapse if you do not pay your premium before the end of the grace period.
If we later accept a premium and do not require an application for reinstatement, that payment will put
this policy back in force. If we require an application for reinstaternent and, as may be nceded, issue a
conditional receipt, this palicy will be put back in force when we approve it If we fail to natify you of
disapproval within 45 days of the date of application (or the date of the conditional receipt, where that is
required), your policy will be put back i force on that 45th day.

Your reinstated policy will cover only loss due to Injury that begins after the date your policy was put in

force. Alse, it will cover only loss due to Sickness that begins after the date the policy was put back n
foree. :

In all other respects, you and we will have the same rights under this policy that we bad before it lapsed.
The premium we accept to reinstate this policy may be nsed for a period for which premitums had not been
paid. But it will not be used for any period more than 60 days before the reinstaternent date,

Physical Examination: We, at our expense, can have yeou examined as often as reasonably needed while
a claim is pending,
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(1)

(8)

)

16

(11)

(12

(13)

(14)

Legal Action: You can’t bring a legal action to recover under your policy for at least 60 days after you
have given us written proof of loss. You can’t start such an action more than three years after the date
written proof of loss is required. .

Change of Beneficiary; Assignment: Only you have the right to change the beneficiary. This right is
yours unless you make a beneficiary designation that may not be changed. Consent of the beneficiary is not
required to make a change in this policy. Also, such consent is not required to surrender this poliey or to
assign the benefits.

Misstatement of Age: If your age has been misstated, the amount payable will be th'at which the
premium would have bought at the correct age. .

Hlegal Octupation: We will not be liable for any lous to which a contributing ecause was your corimission

of or attempt t6 commit a felony. Nor will we be liable for any loss to which a contributing cavse was your
being engaged in an fllegal eccupation.

Gther Ins.ura‘ngg With Us: You may have only one policy like this one at any one time. If ¥ou have more
than ene such policy,” the ong yeu, your beneficiary or your estate selects will remain in force. We will
return all premiuths paid for all other such policies. :

Extension of Benefits: Terminstion of this policy will be without prejudice to any benefits payable for
imstitutionalization if such jnstitutionalization began while the policy was in force and continues without
intarruption after termination. "Ihstititionalization” mesns Nursing Home Care, as defined in the policy.
This extension of benefits beyord the period the policy was in force will be limited to the duration of the
Benefit Peried, if any, or to the payment of the maximum dollar amount, It will be subject to the policy

Elimination Pariod and all other applicable provisions of the policy.

Term of Co;vé‘:?age: Your coverage starts on the Poliey Date at 12:01 a.m. standard time where you live,
It ends 4t 12:01 ami on the same’ standard -time on the Hist rovewsal date. Esch time you remew your
policy; the new berm begins vhien ihe oid term ends. ,

Conformity With State "Sfiatuteg-:-?l'&;é pf'Oﬁéi‘QﬂS'ﬂf the pelicy must co@faﬁm;ﬁth the laws of the state in
which you reside en the Policy Date. If any do not, $his clawuse amends them so that they do conform.

Annual Meeting: Oar anpual meetiing is held at 10:00 a.m. on the second Friday of May ai our Flome
Office, : ) -

This hcyls sigfixe'diﬂ our behalf by our Chief Executive Dfficer and Secretary.

ﬂhai)’:_‘xﬁan of the Boaxd . : Secretary
Chief Bxécitive Officer

DUPLICATE

Countersigned By _ . , e
Licensed Resident Agent




MUTUAL PROTECTIVE INSURANCE COMPANY
1515 SOUTH 75TH STREET
OMAHA NE 6812‘2gtl
TE

DUPLIC

SCHEDULE

- 0834326 POLICY TYPE - 696

BOLICY NO.
INSURED  — GLADYS E WHITE |
' 9223 60 AVE CT E : .
PUYALLUP WA -98371-6155 . T
St e POLICY PREHIUMS et
.. FOLICY DATE........... 08/08/1999 SEMI-ARNUAL.. ..., 0. :53,013.92

a

ANNUAL -o-ot-otoq--- $5 796 &0

DAILY BENEFIT, REASONABLE AND CUSTOMARY - : oo |
CHARGES UP TO......... ettt e et n e e e $120.00
ELIMINATION FERTOD FOR ANY ONE BENEFLT PERIOD. ...vvv.o.... 90 DAYS
BENEFIT DAY OPTION.............. P 1095
LIFETIME DOLLAR MAKIMUM: o\ eossnnnsnneesnneensnnnannnennes . $131,400.00

POLICY
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-ENDORSEMENT-

MEDICO® INSURANCE COMPANY
1515 SOUTH 75TH STREET
OMAHA, NE 68124

POLICY NUMBER - 0534226 _ RIDER PAGE10F1

Imsured: GLADYS E WHITE
THYS ENDORSEMENT CHANGES THE POLICY. PLEASE READ IT CAREFULLY,
'NAME CHANGE ENDORSEMENT

Name Change: Whenever in the policy the name MUTUAL PROTECTIVE _INSURANCE -
COMPANY is set forth, the name Medico™ Insurance Company is hereby substituted.

The notice of the Aninual Meeting in the policy is deleted and the fo]lowing provision
substituted in lieu thereof:

Medico™ Mutual Insurance Holding Company Provision: Pursuant to the laws of the
State of Nebraska, as a policyholder of the Company, you are a member of the Medico™
Mutual Insurance Holding Company and are entitled to vote either in person or by proxy at
any and all meetings of the Medico™ Mutual Insurance Holding Company. An annual
meoting of Medico™ Mutual Insurance Holding Company shall be held at the Home Office of
the Cempany in the eity of Omaha, Nebrasksa, on the second Friday of May each year at 10:00
a.m., Central Time.

All other provisions and conditions of the policy remain unchanged. The effective date of this
endorsement is January 1, 2006. -

ANY ENDORSEMENT IS A PART OF YOUR POLICY. THE NUMBER 1S SHOWN ABOVE.

TSR @’\W

Beoretary President
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" PRIVACY NOTICE TO MEDICO™ INSURANCE COMPANY AND
MEDICO™ LIFE INSURANCE COMPANY POLICYHOLDERS

Your privacy is owr cancern. Certain laws regulate the collection, uge and disclosure of a
consumer.or custorer’s nonpublic information, Medico™ Insurance Company and Medico™ Life
. Insurance Compaiy do not sell or otherwise disclose any nonpublic personal information about our’
customers-or former customers to anyone outside the Medico™ Group Family, excepl ag perrnitted
. by law. You don’t need to toke any action to prevent disclosure; this notice is. solely for your
informagion, . . . ) :
= General Privacy Information: It is the policy of Medico™ Ingurance Commpany and. Medico™ -
<+ . " Life lysurance Company, their independent agents and those companies; whose paliciss '
: admlmster togather with ours to: . . . <

¢ Collect only information riecessary or relevant to our business. :

¢ Make o reasonable effert to ensure that infermation we act upon is aeccurate, relevant,
timely and complete,

*  Use only legitimate means to collect information. '

® Make personal information available externally only to respond to legitimate business
needs, to regulatory or other government authorities or as otherwise permitted by law.

¢ Limit employees’ access to those who need to and are trained in the proper handling of
personal information, AR

® Require anyone outgide our corporate family (nonaffiliates) whe perform: services for ug,

. to conform to our privacy standards. We also require them nel to use your onpubli¢,

personal information for any other purpose. ' o

® Not to disclose your nignpublic personal information to others for their own marketiﬂg"t -
- purposes.
"~ & Not to reveal your health, character, personal habits or reputation to anyone for
marketing purposes, . <

* The follgwing summary explains the kinds of information that Medico™ Insurance Company and
Medico™ Life Insurance Company or their agents may collect, what is done with the information
and how you eart fmd out about information, if any, we have about you in our records.

What kind of information do we collect about you and from whom# Most of our information
comes directly from you. The application you coraplete, as well as any additional information you
provide, generally gives us most of the information we need o know. Sometimes we may contact
you by phone or masil to obtain additional information. Depending on the nature of your insurance
tramsaction, we may need additional information about you or other individuals proposed for
coverage from outside sources, such as medical records, credit reports, court reeords or other
public records. We also might obtain information from third parties, such as other insurance
companies or financial institutions that you have notified us of. '

What dv we do with the information collecied about you? The mformation is kept with your
application/policy records. We review it in evaluating your reguest for msurance eoverage and in
determining your rates. We will also refer to and use information in our policy records for
purpoges related to issuing and servicing insurance policies and settling claims. Your agent may
use information about you in his/her files for insurance marketing purposes or to help you with
your overall insurance program. :
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To whom do we disclose information aboit you? We will not disclose information about ydu‘ to

others without your written consent wnless the disclosure is necess
law; we are also permitted to share some or all of your nonpublic

ary to conduct our business. By
personal information with

affiliates or nonaffiliates without prior permission under certain circumstances to certain persons

and organizations such as:

¢  Our affiliated irisurance companies.

s  Your agent or broker,

¢ Parties who perform a business, professional
ineluding our reinsurance companies.

¢ Businesses that conduet actuarial or underwriting studies,

¢ Affiliates or nonaffiliates that market our produets: The parties we may

pergonal information with include life and heaith insurers, in

wmiarketing firms,

et

or insursmce fynction for our company,

surance agents and.

-

share nonpublic

* Other insurance companies, agents or consmner*i_-gpmﬁi_ r Hgenieies as reasonably
necessary in connection with dny application, policy ér élaim irvolving jou.

* Insurance stpport erganizations which are established ¢
purpose of detecting and preventing insurance crimes of
¢ Insurance regulatory or law-g

owr business.

Should you cease to be one of our polic
archive our information for a period of 5 years. Lo

"

 gollect, information for the
Traudulent. clatms.
nforeement agencies in eonsection with the regulation of

cyholders or after your claji js séft\_;léﬁf it is pur policy to

How do we protect the confidentiality of information cpboutyou? Wp‘ redtrict access to
nonpublic information about you to those employees who nqedﬁtiﬁ kiipw that information to provide

- products or services to you. We maintain physical, cleetronic a
comply with federal regulations to guard your nonpublic persafial

agreeiments are obtained from third-party vendors where services they performn for ug in

connection with our normal business operation may
Finally, Medico™ Insurance Company and Medico

emiployees regarding privacy so that they know about its importance.

gcediiral Sdfoguards that
inforination. Confidentiality

give thern access o nonpubli¢ information.
™ Life Insurance Contpany. étiucate their

How can you find out about information we have about you? You have the right to know
what kind of information we keop in our files about you, to Have reagonahle access to it and
reteive a eopy. Write to us if you have guestions about information that, You would like to reeive.
your complete name, address, type of policy and policy number
that was issued or applied for with us and identify the informafion yeu seel.

When you write us, please provide

UZ2F-155N0

- Medico™ Group
Attn: Policyholder Services
1515 South 75 Street,
Omahsa, NE 68124
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Stoner, Bianca (OIC)

From: Stoner, Bianca (QIC)

Sent: Wednesday, August 11, 2010 9:27 AM

To: . " ‘Jwhitebball@aol.com'

Ce: Marquis, Stephanie (OIC)

Subject: RE: Ask Mike - Category: Long term care insurance

Thank you for contacting the Office of the Insurance Commissioner, Commissioner Kreidler has asked me to respond on
his behalf regarding your insurance issue, and we have also forwarded your e-mail to him regarding your acquaintance

with him,

We're going to open a case regarding your issue, so we're sending the information that you sent to us to Ability. When
they respond, we'll let you know what they say, and we’ll go from there.

Thank you for contacting us, and if you have any further questions or concerns, please feel free to let us know.

Bianca Stoner

Comptiance Analyst

Consumer Advocacy

Washington State Office of the Insurance Commlssmner
1-800-562-6200

BiancaS{@oic.wa.goyv

Want to learn more about the Office of the insurance Commissioner and our services?
Read our WAnsurance blog | Follow our consumer updates on Twitter | Get our hews releases and ugdates on new

laws

From: Jwhitebball@aol.com [mailto:Jwhitebball@aol.com]
Sent: Monday, August 09, 2010 4:12 PM

To: OIC Ask Mike

Cc: Jwhitebball@aol.com

Subject: Ask Mike - Category Long term care insurance

Your Contact Information:

Name: |JACK R WHITE

Address: [5812 STARBOARD DR

City: |GREENSBORO

State:  |NC
Zip: 27410
Email  |Jwhitebball@aol.com

Phone 336 643 1236 or 336 508 1376

Category: Long term care insurance

Your comment or question:
Mike..I hope you tecognize my name..I went to high school with you at Curtis..T am living in NC now but my

1



concern is about my mom who do.. . livein a nursing home in Puyallup Wa., Ju probably remember her from
the funchroom at school...anyway I will try to make this brief..mom purchased longterm care from mutual
protective medico life in 8/7/99. from 2002-2007 a claim was processed for mom's broken hip.My sister Cheri
has the durable power of attorney for our mom..she sent all claims in for this period of time and she put her '
name,phone #,cell#,work#,on all claims.On 6/27 claim was closed for not meeting benefit qualifiers..7/23/09
mom broke her wrist in a fall at home,she was hospiatized for 3 days,then sentfo a nursing home..8/4/09 Cheri
ialked to the claims dept for the insurance-co the guy she talked to told her to get a claim form online and
submit,she did and sent it in on 8/6/09,he did not inform Cheri the insurance had lapsed due to non-
payment..9/8/09 a claim form was faxed from franklin house(mom!'s residence) and a copy of the durable power
of attorney.A letter was recvd from ability insurance saying they had recvd the power of attorney papers,in
order to proceed with them they had to have the addresses and phone#'s of each person on the durable power of
attorney,all info was mailed back to them..9/9/09 a letter was recvd from ability insurance(they apparently
putchased mutual protective medco life)it was mailed to my mom's house dated 8/31/09,they acknowledged
Cheri's correspondence of 8/4/09.They iriformed Cheri the insurance had lapsed due to non payment.9/1 1/09
Cheri faxed a letter to the insurance company and asked them to contact her in regard to the letter written on
8/31..Sharon from the claims dept contacted Cheri on 9/15/09 and discussed the fact mom had quit making
payments on the policy..Cheri told her about mom's cognitive impairment and that she had been shredding bills
and hiding other correspondence..Cheri asked why she(cheri) hadn't been informed of the non-payment since
she was the one taking care of the previous claims,and that there was numerous ways to contact Cheri..Cheri
was told that they weren't sure they still had access to those records because of the changes of the insurance
-companies..Cheri was told to to get documentation of mom's cognitive impairment and send them in..9/30/09
documentation from good samaritan hospital in puyallup stating she had dementia..10/12/09 Cheri faxed over
the october invoice from franklin house.10/25/09 Cheri called Ability insurance and asked why she hadn't heard
from them,they said they hadn't recvd any correspondence..on 10/27 again faxed over again the invoice that was
sent previous..11/5/09 Cheri recvd a letter from Ability stating the contract lapsed for non-payment of premium
on Eeb 7,2009..they said notice was sent to mom on 3 oceasions o her home address,they said they also had
sent a letter to Cheri giving notice,to her address in eatonville which was given to them in Sept 2007..11/30/09

" Cheri wrote a letter in response..saying when talking to Sharon in claims that Cheri had moved from her home

in eatonville in July of 2008,Cheri had a forward on her mail and never recvd notice from this company,also
stating they had numerous phone numbers to contact het.. 12/4 Cheri recvd a letter denying the claim..Mike T
would appreciate you looking into this as my mom can't afford to pay for this on her own ..I look forward to
" hearing from YOU on this and maybe we can catch up also..Thanks again Jack White class of 1962.

How did you hear about us?
Please tell us how you heard of this office and the services provided.

Relative/Friend

We will try to respond to your comments and questions at the soonest time possible. I you would like
immediate assistance, contact the Insurance Consumer Hotline at 1-800-562-6900.

Visit the Waéhington Insurance Blog at http://wainsurance.blogspot.com for news, updates, and information
from Washington State’s office of the Insurance Commissioner. :
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Medico™ Insurance Company
Medico™ Life Insurance Company

1515 Sotith 75th Street = P.O. Box 3477

Patiant: #268503
White,Glays BN ltoneny oM
ATTENDING Pl 52X fonme” PRCP AL, ALKANDERK
MustBeCo e 12 ACOT 13452 PersonaliFamily
8223 B0THAVECT E GUARANTOR: WHITE.GLADYS €
PATIENT'S NAME, PUYALLUP, WA 98371 :Alzrc&nﬁngr AsB
3 B
Policy # g3 g 26 LW ID: OD04B367 CARPENTERS TRUST
1. Primary Diagnosis/iCD cm_‘%‘i‘_/_fm Date of Onse(_zgg_%_w
Secondary Diagnosis/ICD9 Code_7353., 7 Y] Date of Onast_ 2 Ad { .

2, Date you iast saw this patient P4 Jef o

3. Areany of the following services necessary?
Please check ail that apply.

Reason for visk ééaua: )fsfSer

RN 0 Occupational Therapist O N )
- . Cerlified-Alde -~ =} Spaach Therapist - O
Homemaker w] Other, - B
Physical Theraplst a
4. Care Sefting Nursing Home o Adult Day Care 0o
Assisted Living Facility 0 Other_4sA « B
Personal Residence
5. Able to faquires Soine Hequires
‘Parforms Homan
Perorms Complste Onl! Substantial
[ADLs] Cn':an:tnaly ‘i‘:fep :’;‘;‘i’:‘?&’ w?th Iémamg o¥ ”"g?r'::f with Aaslusl:ner; f:nm
Inclapendently nguvi o | Supervision of Herm t: ¢ | Another Parson
= Another Person T::k o » Complete
Bathing/Showering/Spornge wil & ] =1 ]
Transferring o (| B a e | 0
ﬂ\&lenoa Bladder/Bowel 5B | a 8 |
Esling - [m| | O m]
Toileting (| |~ o O (] 3
Dreasing . i [ O u] L

assessments, medical records, and actual utilization of support services.

Failure to compigte this form in full could posaibly result in benefit qualifiers not bein

6. Expecied amount of care required: _, 3 Hrs/Day 55 Days/Wk ﬁ Wecks/Months

Note: Recommendations for the care described above are theoretical, based upon your
definitive opinion of the need for the services s based upon alj documentation including,

ubservations. A
but not limited to,

g met. Use of “lifetime”

and/or “99 years” is not acceptabie for #6 unless insured has a terminal diagnosis or a savere progression of

dissase protess.

7. Should this patient be capable of retuming to prior level of independence with rehabilitation? [ Yes B No

olee L

¥ no, why, Eipace - E:?:’ﬁ_ raf ress e
8. Ifthis care was not availabie, would this patient require nursing facifity confine:

thyes, why_ Aot releven =

information. Additional medical information may be required.

Mﬁ.“

ment? JirYes A No

1 i
Lontherm care policles vary in the definitions of the Activities of Daily Livinz. This request is for genaral gt ‘

(" )
Thank you for completing this fo dse fax it o 402-398-0808. S D 2]
- 4 ’—L}%? o /%’f%
Physician Signature L L ;ﬁ( Date_s3 Y élf\é{*%@ 2
= g '.f'd‘
Name and Address of Attending Physician [ Esende, I< £7 ba o %_ 'f Q_
(987, 8 A# pin  LPia Torcone , LWp T e S
[ AT
Please sbe our wabsile at www.gomedico.com for sdtillonat copies of forms.
03202007

uaF208
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MultiCare 1
Allenmore Internal Medicine

BetterConnectad

Allenmore Internal Medicine
MultiCare Medical Group
3124 S 19th St.

Tacoma, WA 98405-1706
(253) 459-6510
www.multicare.org

3/21/2011

To Allen Singer Attorney at Law

Ms. Gladys E White has been under my care since 1983. On the office visit of June 11, 2009 she
was noted to have mild cognitive impairment in that she had no recollection of what she had for
breakfast or lunch. In fact she was not even certain she had eaten. She was oriented to self and
and place but not time. She knew the name of the president at that date. On a prior visit on
November 6, 2008, her daughter noted significant problems with memory. This was not
apparent on my brief mental evaluation and unfortunately she was not seen in follow-up the

following month as requested.

In summary Mrs. White was demonstrating mild cognitive impairment on the June 20090ffice
visit, and a more probable than not basis this was present in November 2008.

Sincerely,

a0,

Alexander K Mihali, MD
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Ot 24, 2007 9:57AM Ro. 5008 P 2
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-

Cciober 23, 2007
Dear Ms, Ven Dyke,

I am writing in regavds to the phone conversation you and I had yesterday, after which I
went back through sowe of the correspandence that I have on file tegarding my mother's :
clulra, !

You stted in your letter of Angust 31 that she no longer meets the benefit qualifiers to
continue the claim. You sald that in order to qualify for benefits, she had to require i
bands on assistance with two of the six Activities of Daily Living, T believe she does. :

1. Help in bathing
2. Inconfinence s -

A letter was written end sent on April 14, 2004 by her caregiver at that time, (I have i
attached e copy of the letter) This Jetter was sent to Denied Bowen, her claim adjuster. It
outlined all the work that her caregiver performed for my mother, She stated jn the letter
that becanse of the walker, she i5 vnable to move as quickly end has a problem with
incontinence. This problem has ot improved, In fact, it is worse, I¥now that when she
gets up during the nigh, she rarely mekes it to the bathroom before she wets herself
and/or het bed. Becanse of ihis probleta, she requires assistance with a daily bath.

Her present caregiver is providing all the servicss as outlined in the chart contained in the
attached letier,

Besed on this information, 1 belisve iy mother is sl emitled to continuing inmrance
coverage.

1 appreciate any assistance you can give us in resolving this issve, Thavk you for your
prompt attention to this matter.

Cheryl Silvernail

Intake ~ Old Carrier Information - Pol# 0534226, Clm# 1129715 - DoclID 147249, CLAIMS
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Oct. 24. 2007 9:57MM

-
-

Aptil 14, 2004
Dear Mr, Bowmn:

No. 5008

Listed below is work that I petform for ray client, Gledys Whita, on a daily and/or wesldy basis.

Job

Dally

i -Weekly

Weelkly

Monthly

Semi-

sneoally

B,

X

%

xuxJHx

lE

e (B

x

X

Sines Gilactys hroke her hip and uses her wallcer foll ie, she has not besn able to got & driver's
license. With her nnable to deive, T bave to take her grocery shopping, pick up ber prescriptions,
snd do her generel emwands,

Due io the walker, and her inability to move as quickly, Gladys has a problem withmontinenos
with uriszting. 1 have to bathe her und do her Lndry daily,

Busides her physical limitations,  don’t feel smotionally, Gledys could bandls boing by herslf

for a full day, Her hnsband passed away in Septomber, and T have been her companion during the

wesk, Her children offer her support. and cave on the weekends,

As you can see, she still requires quite a bit of daily care, If you have any further questions,
please call me at Glaidy’s home (253-845-1228) or at my home {253-537-5079).

st (Bllonollr—

Gt 12

Gertrud  Callendar
Caregiver

3
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MEDICO" GROUP

Medico~ Insurance Company « Medico" Life Insurance Company

August 27, 2007 RECT PS.
SEP 10 00

) GLADYS E WHITE
9223 60 AVECTE
PUYALLUR WA 98371

Policy No.: 0534228

Dear Gladys E White,

"You may name an Advisor(s} to provide extra secu}ity againgt the unintentional lapse of your insurance
policy. This will enable us to send a nofification to the persor you name in case of an unpaid premiurn, [f you
do not wish to take advantage of this opportunity, please sign the waiver below and return the form to us,

Please designate a person in the space provided and sign below,

-
sign the Waiver that foliows,

1. Advisor's Name: 'é—‘é/hbﬁé ,J /W : o
Homen‘\ddress;;—i?/'s'z‘ﬂL é)cszﬂma /Fﬂ J, 'év ' '
City: é{ A:L)“D(J,L;/ja_) State: MM«/'// Zip: Qf SRy

Phone Number: (_cAS 3y Fbd T4 7 S 343
’ 2. Name of Second Advisor (Optionar
" Home Address:
City: 7 | | State: Zip,
Phone Number: { ) ‘

e ——— i e e — W - Er— PRy [ ———

You have the right to change this written degggnatio at least once every twa years. «

NATE' L

| understand that | have the right to designate at least one person other than myself {o receive notice of lapse -
or termination of this insurance policy for nanpayment of premium. | understand that nolice wilt not be given
untit 30 days after a premium is due and unpaid. Z;NO‘F to.designate any person to receive such notice.

](DATE: b -7 \sioNATURE - Lp 2, s 4 “

Please return this completed form in the 4:]056&’ postage-paid envelope.
U2480 02052004

A
]

SIGNATURE:

WAIVER OF PROTECTION AGAINST UNINTENDED LAPSE

Protecting Your Future Today* _ .
1515 South 75th Street « Omaha, NE 68124 +.{402) 3516500 » fax (402) 331-6489 « www.gomedico.com .

Policy Information - Pol# 0534226 - DocID 361099

ABILITY_00325






March 20, 2009 , .

CHERYL SILVERNAIL
34402 THOMAS RD E
EATONVILLE WA 98328

RE: Gladys E White
Policy No.: 0534226
Due: 02/08/2009

Dear Chery! Silvernail,

You have been named as the Advisor to receive notification of this past due premium
for Gladys E White.

All of our long-term care/home health care policyholders are given the opportunity fo
name an Advisor. The Advisor receives a notice from us any time the policyholder’s
premium is 30 days past due. Our policyholder trusts you to contact him/her to
discuss the importance of paying the policy premium.

if the premium is not received within 35 days from the date of this letter, the policy il
lapse ror nonpayment ot premium. _ . '
T\rl R a4 L& - e ke EEE

Thank you,

Timothy J. Hall ; . \
President

U2462 ' 02162009

Protecting Your Future Today ®

1515 South 75th Street « Omaha, NE 68124 « (402) 201-6900 + foue (402) 397-6489 + claim fax, (402)938-9459 + www.gomedico.com
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August 6, 2009

TO:  Claims Department (Fax # - 402-391-6489) : o ‘

G8/1272883 pgBB3

FROM: Cheryl Silvemail (daughter of Gla&ys White)

RE: New Claim

I spoke with J cny in the claims department on Tuesday, August 4%, We went over some H
information regarding my mom’s long term care insurance. He advised me to get the !
claim form on line. If you have any questions or need additional information, please call '
me at:

Home: 253-446-7190

Work: 253-841-8726

Cell: 253-232-749%

FAX: 253-840-8819

Thank you.

RECEIVED
- AUG 07 2009
~ CLAIMS DEPARTMENT

Intake - Primary Claim Form - Pol# 0834226, Clmi - DocID 1228376
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No. 5768 P 1

Abnh L

ARILAT

¥ H\"L‘\h\-\(! [N

Long Term Care Claims Department
P.0. Box 3735 ¢ Omaha, NE 63103

Phone {877) 795-8493

Fax (B66) 498-0689 Cusiomersupport@ubimwe.net

Clalmant’s Proof of Loss
Long-Term Care Insurance Claim Reguest Form

Claimant and.Contact: Information 5.

[1HE
,.-ri I:Jr

z." Ff

A ".‘|..'"-_‘“
LT AT

Pol-cy " 3

insured's Name: E La:) I’Ll .'l Dawo!B-nh
Hﬁfﬂ‘dsf’ & 7/8 /1923

gooz o0t Av . (4. E Puyallvr 'L«Q‘r‘? | 47?57]
DoySme Phone B Social Securfiyd :

in order far thia raquest to be further processad, & member of our Claime dspar!mant will need to speak with sithar the
Insured or thelr representative about this clalm, For best service and most timely procassing, pleast provide all of the
Information requested [n the spaces below,

Medlcat Provider: information. .y

[Nama of Porson o Contact Ahout this Claim: \Relabonsh-p to hetred: \Power of Attornny:
(hopy | i luerna Cves [¥No
Address:
o
iZay  1q3ed Av. Ording WA  9E3L0
Buylime Phons ¥ Altornata Phone #: =~ Bost Yima 10 Call:
53 -54(- % 12 L:
Claimant's: Condition:” AT R A ey N Y it
Evont {linuag, Injury, atc,. )that Ind wa nnod for Long anm Cara services: Date Illnnuﬂnlury Started:
Lanled - Fedl- brore hec waist
Level of Assistanpe- Please eheck the box that boat describos the paaistance the Insured requiran with each notivity
indapandunt Standby Assist | Hands-On Ausiet [Daty this Azgistance Bugan
. Bathing 0

Dressing ] R e

Enting, ‘ E AtE-0-T200

Yoilcting Py

Transferdng =3 NT

Continence 7 ]

Other: : .
Droom tha Inaured have & Giagnosis of Alzhelimer's Disease or other type of Dementia? Hves ENo grrgdema
i Yes. please describe the Insured’s Cognitive Status {memory, judgresnt, abllity to manags modlcallnns. gafaty concemz, aic.. } /

\ L‘_ b 1[ ’[S ‘(.. AL 1
Tosn't _remember to hkz edscations - She. j 4 J.méf  pocsdcne

AL .({“ o J \~.

Attonting Physiclan's Nam.,j,({) dﬂ ,C {,/

Oﬂicn Phorm ¥: ofrlr.o Fax i H

t{doo 253 G40 - &:‘733

T Sob o st NE wuulw

wf% 45513

Has the Inaured Boan Hoapitalizad within the past 12 montie? [WNo

[Aves, Complate Section Below

Hmm of Hospliak;

‘HQ‘SP Addeuual
| Croep éamn& rTAN dp1 44 +Hh A\r SE. '—pu.
Phonu & Admizsion Date: Dischargn Date:
| 25% L97- 40T 12509 1128 !o‘]
S HREF0R Poge 1ol
Pr_:;;u—a::‘:y Claim Form - Polt 08342.2“6;”—'Clm# - DocID 1228376
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Aug. 6. 2009 11:36AM : _ No. 5768 P 3

LongaTerm Care Providerinformation - - e X ey

What Type of Care Does the Insured Naod?
CINursing Home  [@)Assisted Living [Home Heath Cace [ JHospice [Joter:

Doos the Inaured currantly have Long Term Care Services inPlace? §iNo ¥ Yes. Complete Section Bolow

Nume of FacllityfAgency: . Phone #: Type of Corc
Lynden GROVE 283 -§40-H4oo
FachitylAguncy Address;
oo ath St NE. P WA
Dato Cara Bogan: Date Care Ended! Hame ¢ Contpey Persan et Faci itylAgency:  |Fox#:

125109

Plaase Hote: If you are currently recelving services from more than 1 Long Term Care provider, plenge provide bt of the
informztion requested above for each provider In the white space at the bottom ot this form. .
If you ebtaln services from any nonsqualified provider, they will not be covered under your pollcy.
If you obtain arvices Ihat are not coverad under the Policy, we will not be able o reimburse far these gervices.

Medicare and Other nsurange Inormation e .tk s Sk E g w00 Sl S
Aro you ollgibie for or currently enrolled Io
Madicare Part A Wves [No
Medicare Part B Cves [INo
Medlcald Dves [ho
Have any of your Long-Tarn Care expensss besn pald for by Modicare? [INo [JYes, Complele Sectlion Balow
Start Dut Eref Dasto: AponcyiFacility:
72509 ~ Likdeu Grove

Do you have any other Long-Term Caro lnaurance Policisa? [{No [lves, Complete Section Below

Insurance Compony Nimo: Addiruss: ) [Poticy #: Dn.lly Bonsfit Amt.

§

AN ) e

Signature ' ciw bE T B U L ARTC R ARRE . A SC 11 V.02 Je_wie v

YT TRl

My signature below tndlgates that t understand that the clalms processing procedure includes the coliection of personal
mediga! information. | also understand that an on-sits agsessment may aleo be required. This usgassmant will be completed
at no cost to me Dy a licensed health care practiioner of Abitity Inauranco Company's choice.

Signature of the Insured or POA: ) Date Signed:

Intake — Primary Claim Form - Poli 0534226, Clmk - DocID 1228376

Plaase return this form and any additional documents o the
address at the top of the first page.

Please Rgmembor to Include the Following with this Form:
Ay
[TJA Copy of tha Power of Attorney Document {if applicable)

infortnation form (see page 3 of this form)
[Jcopies of invoices for any lony term care costs you have

A statement of the hourty and/or daily charge for the servica you

[DA copy of the license of the provider you ars using and thelr tax
1D number

WARNING — Froud Notice: Any person who knowlngly and with Intent to injure, defraud or decelve any Insurance company or

other person, files an application lor insurance or a stotornant of elaim containing any false or incomplste information, or

concers for the purpose of misleading, Information concerning any fact materal thereto, commmits o trautivient inaurance act,
which is o grime and subjects such psrson 1o crintinal and civil penalties as further defined by your state statute,

ML ZED ‘1'622_2'?0'2- Page 2ol 3

[Ithe signed Authorization to Use and Disclose Porsonol RECEIVED

incurred thus far ' : AUG. 0 7 2009
are raceiving CLAIMS DEPARTMEN!
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Ba/iz/zees r./

' PS ~ HIPAA Authorization = Dol 0834226 < Doail 1528377

\_
,

Pollcyholder's ﬁama: G lad yS & tOhs#e

Ab ” 't}ré‘%% L Policy Number(s); (23,31{ gg: Lg 7

ABELITE TRyl RaANCE O,

AUTHORIZATION TO USE AND OISCLOSE PERSONAL INFORMATION

MEANING OF TERMS )
Health Care Provider means: all physicians; medical or dental pracitioners; hosphals; other health cars facililies
(including nursing facllities and asslsted living faclities); pharmacies; pharmacy benefit manegers: the Medical

~ Information Bureau; and any other person or organization that furnishes, bills or is paid for care, services or supplies

related 1o the health of an individual, .

Personal Infarmation means: all information about the health of an individual, including medical recordes in thelr
entlraty, Information about physical condition and menital condlilon (excluding psychotherapy noles), prescriplion
drug records and information about drug and alcoho! use. Personsl Information aiso includes informalion about
personal finances, ococupation, general reputation and ingurance clgima.

AUTHORLZATION T0O DISCLOSE .

I authorize any Health Care Provider, government agency, Insurance company, insurance agent, employer or consumer
reponting agency 1o disclose Personal Information about me, or my dependent named below, to Abllity Insurance
Campany and to any persons acting on lhe Company’s behalf for the purposes described below.

AUTHORIZATION TO USE
1 authorize Ability Insurance Company, or any person or entity employed by the Company, o use the Personal
Information covered by this authorization for the purposes described below,

. PURPOSES OF DISCLOSURE

Personal Information will be used to determine my and, if applicabls, my dapandanis’ eligiblity for Insurance and to
resulve any issues regarding incomplele or incorect information on my applicalion lor insurance that may arlse during
the processing of the application or in connection with a claim for Insurance benefits. :

POTENTIAL FOR REDISCLOSURE :
The Parsonal Information used or disciosed based on this authorization may be subject to further disclosure without the
protections of federal privacy regulations.

REFUSAL TO SIGN
| understand that § may refuse to sign this authorization. | realize that if | refuse 1o sign, Ability Insurance Company
will not accept my application for insurance, and insurance benefits will not be payable. :

EXPIRATION AND REVOCATION
This authorization will remain in effect for 24 months from the date | sign it. | understand that | may revoke this
authorizalion at any time by written notice 1o Abliity Insurance Company, PO Box 3735, Omaha NE 68103,

| understand that my right to revoke this authorizalion is timited 1o the extant that Ability Insurance Company has laken
actlon In rellance on the authorization or the taw provides the Company with the right to contest a clalm under my
insurance poligy. '

COPY OF THIS AUTHORIZATION
| understand (hat | will receive a copy of (his aulhorization. A copy of this authorization is as valid as the onginat,

NAMES AND SIGNATURES -
. . . RECEIVED
Pri&t!a?\e’;g&{mt‘m 5 redw h rf& . ' | : AUG 0 7 2[]09
A AR g/4 /69

Sighature n%{nwns'umd » . Data CLAIVIS DEPARTMENT |

It appiicable: 1 am the personal represantative of the insured named above whose Personal Informalion is lo e disclosed, ard | am authorized
lo grant permission for discloswe,

Chery !  Silverna; ! ‘ Aauabdee.
Printexi Nana gf Fersonal Represeniative . Description ogmsonal Repravantative’s ALthorlly
. /% Jo7
Slgnature of Bifsanat Repropentative N Dale v
AL 720U 200 ' Bage 3 of 4
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AHILITY [NSURSNOE G,
Administered on behalf of Medico Life Insurance Company

Long Term Core Customer Support Depariment
1 PO Box 3735 ¢ Omaho, NE 68103

P - : Phone (877) 795-8493 ¢ Fox {B66] 498-0687 ¢ www.obilifyinsurance.com

, GLADYS E WHITE Policy: 0834226
| 9223 60 AVE CTE

: PUYALLUP WA 98371
|

We recently received Power of Attorney papers, Guardian, Conservator, or Trustee papers from you. In
order to proceed with adding them to our database we must have their address and phone number.
Please provide us with this information in the spaces below for every person listed on those papers, If
you have any questions please contact us at 877-795-8493, '

Thank you, ' _ RECEIVED
Ability Insurance Company 0CT 09 2009
Customer Support

ABILITY - OMAHA

Name William White . .

| Address 29039 79 th Av. S . Hent, LOA T80 S

| Phone 285 . 335 - A0 99 - , . @

- I TIATERS 7R HRizoad] - Dat - Masy

i A838- 630-1885 a5 Er Los  Rinsones '
GREEN t&d%t—#\ﬁzx Esu/Y -

Name Nancy Connelly '

Adiress 14033 3en DR S.z. MY Creex | WA
Phone YRS -~ 745 - 513 & 7E50 5

Naine Mardee Crawford

Address 08 p b [l ﬁi/. Ct. &
Surnner, 04 98390 A&3-89/- §590

PS - General POA - Pol# 0334226 - DocID 1331028
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5 DURABLE POWER OF ATTORNEY 55 34 pRyZ
]

w

3

™™

8

N L Gladys E. White ,of 9223 60th Ave, Ct. E Puyallup, WA

@ . {wtnc) (ackdreses, inchuding couty unid i) _
a Picree County ' hereby appoint William C. White , 1o serve

: (v of your amest)

as my agent ("Agent") and to exercise the powers set forth below. 1f suid agent is unable or

unwilling to act as my agenL, then I appoint the following as my successor agent(s) in the order

named:
First Successor Agent; Nancy Connelly ;
: , (mm)
Second Successor Agent: g rrf Ef J Or Qv C\: S,
(mune)

This mMeﬂt shall be effective:

Tromediately upon the date of execution, and shall not be affected by my subsequent
disability, incapacity or incorpetence except as provided by statute.

| Upon my disability, incapacity or incompetence except as provided by statute

Tmmediately upon the date of execution, and shall terminate upon my disability,
incapacity or incompetence.

I hereby revoke all powers of attorney, general or limited, previously granted by rae, exoept
for powers granted by me on forms provided by financial instindions granting the right to write
checks on, deposit finds to and withdraw funds from accounts to which I am a signatory or pranting
access 1o a safe deposit, and except to any powers granted by me for health care decisions. -

ARTICLE L

My Agent is suthorized in my Ageat’s solc and absolute discretion at any time, with respect to
any of my property, real (including homestead property or any other intcrost), personal, intangible
and mixed, as follows:

(1) To sell any property that | may own now or in the future, including but not limited to
contingent and expectant interests, marital rights and any rights of survivorship incident to joint
tensncy or tenancy by the entirety, upon such terms, conditions and security as my Agent. shall deem
appropriate and to grant options with respect to sales thereof; to make such dlspctnsmon of the proceeds
of such sales as my Agent shall deem approprate;

(2) To buy every kind of property, upon such terms and conditions as my Agent shall deem
appropriate; to obtain options regarding such purchases; fo arrange for appropriate disposition, use,

Page 1 of & Legel Forats Bank.biz

PS — General POA - Dol# 0834226 - DocID 1273907



Sep. 8. 2000 9:59AM No 6205 B 1/7

STATE OF _{{/ASENE T )
county oF __ LI ERLE )

On this / {7 W day of A/l A4 g% PWG, vefore me, personall
appeared (/g2 £ AJ418F  principal, end A--
aod _ﬂ?ﬂ /7 fm witnesses, who are personally known to mg or who pro-

vided __ D pute, inemnse (Mpll + timexieed) as

| AYIBRS2989 pgAB2

identification, and signed the foregoing instrument jn my prescoce.

ACKNOWLEDGMENT AND ACCEPTANCE BY AGENT

The undersigned accepts appointment as Agent and agrees to surve us Agent under this instrument.

whllor A.mj‘

Signature of Agent

Name: William C, White
Addrese: 28039 177th Ave, S.E.  Kent, WA
Soc. Sec. No. Y P-S4eav3
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DURABLE POWER OF ATTORNEY

L Gladys E, White , of 9223 60th Ave. Ct, E Payallup, WA
(urmes) {ackdirenz, incoding comty and mme)
Fierce County hereby appoint William C. White » to serve

(pemz f your agend)
as my agent ("Agent™) and to exercise the powers sat forth below. If sald agent is unable or
unwilling to act as my agent, then I appoint the following as tay successor agent(s) in the order

nared: . _ ._
First Successor Agent: Nancy Conmelly ;
(vame)
Second Successor Agant: 7 A dard
(ame) ,
This instrument shall be effective:

Immedimelynpmthedawufm@utiun,mdshannotbeaﬁbcﬁedbymy subsequent
disability, incapacity or incompetence except as provided by statate.

Upon my disability, incapasity or incompetence except as provided by staiute,

| Immediately upon the date of execution, and shall terminate ypon my disability,
incapacity or incompetence.

* Thereby revoke all powers of attorhey, general or limited, previously granted by me, except
for powers granted by me on forms provided by, financial institutions granting the tight to write
checks on, deposit fmds to and withdraw funds Gbm accounts to which 1 am # sgnatory of granting
access 10 a sefe deposht, and except to any powers granted by e Sor health care decisions,

ARTICLE L
WAgmtismﬁhoﬁmdinmyAgmfssuleandabsolm&dismeﬁonatanyﬁme,“iiﬁrespmm
any of my propesty, real (including homestead propecty or any other interest), personsl, intangible
and mixed, as follows;
(1) To sell any property that T may own rnow or in the future, including but not limited to

contingent and expeotant inberests, masital ights and any rights of survivorship incident to joint

mmmmwmm,mnmmmmmmmmmmmm
appropriate and o grant options with respect to sales thereof: to make such disposition of the proceeds
of such sales 8 my Agent shall deem appropriate; '

(2) Tobuy every kind of property, npon such terms and conditions as my Agent shall deem
appropriate; to obtain options regarding such purchases; to smange for appropriate disposition, use,

Paga 1 of & Legnl Porms Bankbiz
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safekeepingormhlgofmywohpmpﬂty;wmyuﬂimdsweovmwt bonds redeemable at
par in paymeat ofmﬂfedaalesmmxhnpowdatmydm;mbmnwmmforthepmpom
Wmmammmm@mmmemywmmW _
touseanymditm'dhaldinmynmetnmakemmhpumhaswandmsignmhchargesﬁpsasmay
benmessarytousesuahmditwrds;tumpayﬁomWﬁmdsbelmgingtomeanymoneybmmwed
andmpayforanypwnhammadeorcashmmdusingmditmﬂsiwwdmma;

3 Tohvmmdmhvmanwmymefmymmmmymwmimmh
Ww,mmmmgmmmmmmﬁﬁmm,mm
debentures, nuﬁg(mnﬂwmmmﬁ),mofmomﬁmmﬂm of olass, interests in

fvestment, commodities contracts of el Kinds, interests in trusts, investments trusts, whether of the
open or closed fund types, and participation in common, collective or pooled trust funds or annuity
contracts without being limited by any statute or rule of law concerning investments by fiduclaries;
to sell (including shoﬂsales}andminatemyinvmmtswheﬂmrmadeby me or my Ageat; to
establish, utiiize and terminate savings and money market accounts with finsneiel institions of
all kinds; to establish, utilize and terminate accounts (including margin accounts) with securities bro-
m;mmmmﬁmmdmmmmngmmmmvﬁmmmﬁmaﬂww
employ, compensate snd termingte the services of finsncial and investment advisors and
consuitants; .

wdmﬁawmmﬂsmoﬁwpmmﬁmmdmmmbyaﬂpmmsimofby all lawfuol
means; to acoept real propaty asagiﬁurasswxmyibraimn;toeollmsuefor,meiveand
rmeiptfurrmtsandproﬁtsmdmmme,invastoruﬁﬁaeauymhrents,pmﬂtsandmeipw{ar
mupmpowsdemibedmmismmgmpmmdumymmfmmgﬁnmmdmmmaﬁmmw,
compromise, of 10 contest tax assessments and 10 apply for refunds in connections therewith; to
employ laborers; to sabdivide, develop, dadicate to public use without considervtion, or dadicate
mmemommmﬁnmmmm&,w.mmmupmdmmmﬁmhnpmw
aﬂmwpﬂﬁmmﬁmobminmmplmmdadj\mbomdaﬁ&ﬂwmmmm
valuation on exchange or pactition by giving or receiving consideration; to release or partially
release real property from a lien; to sellandtobuyrealpmpgrty;tommgngeormnveybydaadof
uuMmomﬂwimmmmbermymdpropuwMWmhmﬂcmmedbym,whuhmwmhedby
-me or for me by my Agent; _

(5) With respest to personal propexty; o lease, subleass, and release; to recover possession of
byalllawﬁ;lmeam;tomlleﬁnsnefor,remivemdmeiptformm and profits therefrom; to
mmmmﬁ,pme,mmmmowaﬂmmpmmﬁm sell and to buy
thesamporoﬂmrpmnaipropmy;tommgage.pledgem-grmﬂﬂmsenurityintemtsinany
w&lmpeﬂyminﬂngihlﬁmworhmﬁwuwmdby me, whether acquited by me or for me

my Agent; '

® To exercise all rights with respect to corporate scourities which 1 now own or may
hereafier acquite, including the right to sell, geunt security interests in, and to buy the same or
different securities; to maks such payments as my Agent desms uecessaty, appropriate, incidental or
convmﬁmtmthenwningmdhuldingofmhmniﬁm;tomeiw,maimﬂxpﬁﬂdformybeneﬁt,
mvmtmdmmammakesmhdhpoﬁﬁmofmmymmandmmﬁmmadﬁﬁm
secutities, cash or property (including the proceeds from the sales of my securities) to which I may be
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orbecomeenﬁﬂedbymasmofmyownershipofmy securities; to vote at all meetings of security
holders, reguler or special; to letrd money to any corporation in which T hold any shares and to
gummmdomlommadatomhmrpomﬁonbytbhdpmﬁes;

(ﬁToapplyfm,dmmimbim_wwmmfm,mﬂmmmmwmy
bmeﬁgminvmtmmakemehoﬁmmﬂamdimiﬁmofunwﬁgmtdmw,ﬂl
cash, rights to the payment of cash, property (real, personal, intangible or mixed), debts, duss tights,
accounts, legacies, bexquests, devises, dividends, annvities, rights or benefits to which I am now or
may in the future beoome entitled, regardless of the identity of the individuel or public or private
enﬁtyinvolved,imh:dingbutnotlimimdtobenaﬁtspayablatomformybmeﬁtbyany
govemmental agency or body (such as Supplemental Social Security (SST), Medicaid, Medicare, and
Social Security Disability Insurance (SSDD), snd for the purposes of receiving social security
benefits, my Agent is herehy appointed my "Representative Payea™); to utilize all lawful means and
meﬁodstowwamhasseﬁmﬁghﬁ,qmﬁﬂmeﬁnmchbeneﬁmmdcmmchbeneﬁmonmy
wg_mwmpmmmmﬁmmmmmmmmmmdmwhmm

mmmmﬁmmmmmmmmmwmmpmmmMmywm

deem appropriate;

(8) To create and contribute to an employes benedfit plan for my benefit; to select any
paymmtoptionunderanyIRAmempioyeebeneﬁtplminwhich!amapuﬁcipantwmchange
options Y have selected; to make voluntary cortributions to soch plans; to make "roll-overs” of plan
benefits intnuthﬂ're&remmtplans;toapplyfurmdmiwpaymmtsmdbeneﬁts;mwaivarights
givon to non-smployeo apouss undee state or fodoml Jows: to borrow money end purbone annets

(9) To establish acoounts of all kinds, inclding checking and savings, for me with financial
institutions of any kind, includinghlﬁmtﬁmitedmbanksandihﬁﬂinsﬁnlﬁms:tomodiﬁr,
mmmma@mwm,mmmmmwmmﬂsmwgmmwmmm
al]ammminmynammorwilhrespecttnwhi&hiamanauﬂ:mizedsi@atmy,wheﬂmmrnntmy
suchmmmtwasmbﬁshedbymaorformabymyAgam;mnegoﬁm,endnmmmsferm
ohmksmoﬁmhmummtsm&ﬁampmwmysmhmm;mmmfmmywﬁmmdm
by any bank or financial institution; ‘

(10) To contract with any ingtit:ﬁonforﬂzemainlemeofamfadepmitbuxinmynma;m

have access to all safe-deposit boxes in my name or with respect to which I am avthotrized
signatory, whether or not the contract for such safe-deposit box was executed by me (either alone
or jointly with others) or by my Agent in my name; to add to and remove from the contents of any
such safo-deposit box and to teeminate any contracts for such boxes:

(11) To institute, supervise, prosecute, defond, imtervene in, sbandon, compromise, atbitrate,
settle, dismiss, and appeal fion: miy and all legal, equitable, judicial or administrative hearings,
actions, suits, proceedings, attachments, sevests or distresses, involving me in any way, including but
not limited to claims by or against e arising out of property damages or personal injuries snffered
byorcausedbymeonmdarsmhcﬁmnstmmsﬂmthelmmsulﬂngthmﬁumwﬁﬂormybe
impmedmmemdothw“ﬁseengageinﬂﬁgaﬁonimolﬁngms,mypmpmynrmy interest of mine,
including any propexty or interest of person for which or whom I have or tay have any
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regponsibility;

(12) To bomrow money from any lender for my account upon such tarms and conditions as
my Agent shall deem appropriate and to secure such borrowlng by the granting of security interests
in any property or intargsts in property which I may now or hereafier own; to borrow money upon
any life insurance policies owned by me upon my lifis for any purpose and to grant a security interest
In such polley to secuws any such loans (including the assignment and delivery of any such policies
as security); and no insurance company shall be under any obligation whatsoever to determioe the
need for such loan or the applications of the proceeds by my Agent;

{13) To executs a revocable trust agreennent with such trustee(s) as my Agent shall select
which trust shall provide that all income and principal shall be paid to me, fo gome person for my
benefit or applied for my benefit in such amounts as I or my Agent shall request or as the trustes(s)
shall determine, and that on my death any remaining income and principal shall be paid to my
personal representative, and that the trust may be revoked or amended by me or my Agent at any
time, provided, however, that any amendwent by my Agent must be such that by law or under the
provisions of this instrument such amendment could have been included in the original trust
agreement; to deliver and convey any or ell of my assets to the trustee(s) thereof, to add any or all of
my assets to such a trust already in existence at the time of the creation of this instrument or created
by me or my Agent at any time theveafier; and my Agent may be sole trustee or one of several
trustees; and to executs such instruments, documents and papers fo effect the transfors described
herein as may be necessary, appropriate, incidental or convenient; to make such transfers ahsolutely
in fee simple or for my lifetime only with the remainder or reversion (of the property so ttansferred)
remaining in me so that such property will be disposed of at my death by my will or by the intastacy
laws of the state in which I shall die a resident;

(14) To withdraw ar receive the incorme or corpus of any trust over which I may have a right of
teczipt o withdrawal to request and receive the income or corpus of any trust with respect to which
the trustec thereof has the discretionary power to make distributions to or o my behalf, and to
execnte and deliver to such trustee a receipt and release or similar document for the income or
corpus so received; to exercise (in whole or in parf), release or let lapse any power of appointment
held by me, whether general or special, or any power of amendment or revocation under any trust
(including any trust with respect to which I may exercise any such power only with the consent of
another person, even if my Agent is such other person), whether or not such power of appointment
was created by me, subject however, to any restrictions upon such exercise imposed upon my Agent
and set forth in other provisions of this instrument;

(15) To purchase, maintain, surrender, collect, or cancel (a) life insurance or annuitics of
any kind on my life or the life of any one in whom I have an insurable interest; (b) liability
insurance protecting me aod my estate against third party claims; (¢) hospital insurance, medical
insurance, Medicare supplement insurance, custodial care insnrance, and disability income insnrancs
for me or any of my dependents; and (d) casualty insurance msuring assets of myine against Joss or
damage dus to fire, thefl, or other commonly ensured risk; to pay all insurance premiums, to select
any options under such policies, to increase or decrease coverage under any such policy, to borrow
against any such policy, to pursue all insurance claims on my behalf, to adjust insurance losses, and
the foregoing powers shall apply to private and public plans, mecluding but not limited to Medicare,
Medicaid, 81 and Workers' Compensation.

(16} To represent me in all tax matters; 1o prepars, sign, and file federal, state, or local
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income, gift and other tax returns of all kinds, mcluding, where appropriate, joint returns, elaims for
refimds, requests fot extensions of time to file returtis or pay taxes, extensions and waivers of
applicable periods of Jimitation, protests end petitions to administrative agencies or courts, including
the fax court, regarding tax matters, and any and al) other tax related documents, including but not
limited to consents and agreemenits under Section 2032A of the Intemal Revenue Code or any
succassor seotion thereto and consents to split gifts, closing agreements, and any power of atiomey
form required by the Internal Revenue Service or any state or local taxing authority; to pay taxes due,
collect and make such disposition of refunds as my Agent shall deem approprists, post bonds, receive
contfidential information and contest deficiencies determined by the Internal Revenue Service or any
state or local taxing authority; to exercise any elections 1 may have under federal, state or local tax
law; to allocute any generation-skipping tax exemption to which I am entifled, and generally to
represent me or obtain professional representation for me in all tax matters and proceedings of all
¥inds and for all periods before all officers of the Inbettial Revenue Service or any state or Jocal texing
authority and in 2ll courts; to engage, compensate and discharge attorneys, accountants and other tax
und financial advisors and consultants o represent or assist me in connection with all tax matters
involving or in any way related to me or any property in which T have ot may have an interest or

responsibility;

ARTICLEIL

My Agent is authorized in my Agent's sole and absolute diseretion at any time to exercise the
suthority described below relating fo matters mvolving the control and management of my person,
and my health and medical care. In exercising the authority granted to my Agent herein, I first
direct try Agent to ry to discuss with me the specifics of any proposed decision regarding the
control and management of my person or my health and medical care if T am able to communicate in
any mamer, however adimentary. My Agent is further instrucied that if T am unable to give an
informed congent to medical trestment and my Agent cannot determine the treatment choice I would
want made ynder the circumstances, my Agent shall give or withhold such consent for me hased
upon any treatment choices that I may previously have expressed on the subject while competent,
whether under this ingtrument or otherwise. If my Agent cannot determine the treatment choice I
would want made vnder the circumstanees, then my Agent should make such choice for me based
upon what my Agent believes to be in my best interests, Accordingly, my Agent is authorized as
follows:

(1) To request, receive and review any information, verbal or written, regarding my personal
affairs or my physical or mental health, including medical and hospital records, and to execute
any releases or other documents that may be required in order to obtain such information, and to
disclose or deny such information to such persons, organizations, firms or corporations as my Agent
shall desm appropriate;

(2) To employ and discharge medicat persorme! including physicians, psychiatrists, dentists,
murses, 2nd herapists as my Agent shall deem necessary for my physical, mental and emotional
well-beintg, and to pay them (or cause them to be paid) rersonable compensation;

(3) To give or withhold consent to any medical procedures, tests or treatents, including
surgery; to arrange for my hospitalization, convaleseent care, hospice ot home care; to sammon

paramedics or other exmergency medical personnel and seek emergency ireatment for me, as my
Agent shall deetn appropriate; and under ¢ircumstances in which my Agent determines that certain
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medical procedures, tests or treatments are no longer of any benefit to me or where the benefits are
outweighed by the burdens imposed, to revoke, withdraw, modify or change consent to such
procechures, tests and treatments, as well as hospitalization, convalescent care, hospice or home care
which ] or my Agent have previously allowed ot consented to or which may have been implied due
o emergency conditions. My Agent's decisions should be guided by taking into account (a) the
provisions of this instument, (b) any reliable evidence of preferences that I may have expressed on
the subject, whether before or after the exscution of this docwment, (¢) what my agent believes {
would want done in the circumstances if T were able to express myself, and (d) any information
given to ray Agent by the physicians treating me as to my medical diagnosis and prognosis and the
intrusiveness, pain, risks and side effects of the treatment:

{4) To take whatever steps are necessary or advisable to enuble me to remain in my personal
residence as lang as it is reasonable undet the circurmstances, I realize that my health may deteriorate
so that 1t becomes necessary to have round-the-clock personal or mirsing ¢are, and 1 authorize my
Agent to make all necessary arrangernents, contractual or otherwise, for bome health care, or care
for me at any hospital, nursing home, adult congragate living facility, hospice, or similar estab-
lishment, and 1 direct my Agent to obtain such care (including any such equipment that might
assist in my care) as is reasonable under the circumstances, Specifically, I want to remain in my
personal residence as long as it is reasonable;

(3) To exercise my right of privacy and my right to make decisions regarding my medical
treatment, to cottsent to and arrange for the administration of pain-telieving drugs of any kind, or
other surgical or medical procedures calculated to relieve pain, includieg unconventional pain-relisf
therapies which nyy Agent believes may be helpful to me; even though such actions may lead to
permanent demage, addiction or even hasten: the moment of (but not intentionally cavse) my death;

(6) To grant, in conjunction with any instructions given under this Article, releases to
hospital staff, physicians, urses and other medical and hospital administrative personnel who act in
reliance on instructions given by my Agent or who render written opinions to my Agent in
connection with any matier described in this Article from all Yability for damages suffered or to be
suifered by me; o sign documents titled or purporting to be a "Refusal to Permit Treatment” and
"Leaving Hospital Against Medical Advice™ ay well as any necessary waivers of or releases from
liability required by any hespital or physician to implement my wishes regarding medical treatment
or nontreatment;

(7) To assist and facilitate the carrying out of my wishes as set forth in any living will or life-
prolonging procedures declaration I have executed; to request, requite or consent to the wilting of a
"No-Code" or "Do Not Resuscitate” order by any attending physician.

. ARTICLE IL

(1) In comection with the exercise of the powers herein described, my Agent is fully
authorized and empowered to perform any aots and things and to execnie and deliver any
documents, instiments, and papers necessary, appropriate, incident or convenient to such exerciss,
ineluding pursuing any legal o judicial romedies to whick I would otherwise be entitled to pursus,

(2) No person, organization, corporation or entity, who relies in good faith upon the
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authority of my Agent under this instrument, shall incur liability to me, my estate, my beirs or
assigns, as & result of such reliance,

(3) If any part of any provision of this instrument shall be fnvalid or unenforceable under
applicable law, such mrart shall he ineffective tn the extent of such invalidity only, withont in any
way affecting the remaining parts of such provision or the remaining provisions of this instrumett.

(4) In regard to medical decisions affecting mo, I intend for this instrument to be honored in
any jurisdiction where it may be presented and given the most Liberal interpretation available for
purposes of granting my Agent the fallest amount of discretion in making decisions on my behalf,
Should any physician or bealth care institution fail to honor this instrument, then my Agent is
authorized to terminate the services of such persons and institutions end to transfer my care to
another physician or health care instiiution that will honor the instructions of my Agent.

(5) If this instrument has been executed in multiple originals, each such counterpart original
shall have equal force and effect. Any photocopy of this instrument shall have the samo force and
effect as en original. .

~ (6) This instrument and the eotions taken by my Agent properly authorized hereunder shall
be binding upon my heirs, successors, assigns, and personal representatives. '

(7) The powers granted to my Agent are nondelegable,

IN WITNESS WHERROF, | have executed this Durable Power Of Attorney this 16th

day of August , 2009
Name: Gladys E. White
Addrazs: 9223 60th Ave, Ct, E.
Boc. Sec. No. 561-36-2379
Wimeéses:

2 \omea ey, Wines O L)AL

Signature of Witness \ Y Signatime of Witness

Neme: SOBERE £ ) Cana D Neme: gRes A LW/HITE

Address:_ 1Bt VNN W Us ® Address: 23059 177k Ol &
Suernter \he AEZHO J]/__M_,‘_Cub G304
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COUNTY OF __ /&R )
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,% ? -; before me, personall

) I;ﬁ(ti'ra;mf' I_ A4 §V[

On this /
appeared (z7gLve, £, A4/ principal, and .
and [Fla e : W2y , witnessps, who are personally known to me or who pro-
vided Ny /202 Dl O /_ Ao AV e .i’_‘ as

identification, and signed the foregoing instrument in my presen

*h"""“““““t |

=208 B

£ -
. - v -
%% “'lu‘ﬁ' £ 5
407 100 SRE
‘%qb"“* 3
"ll A N
Ntwy

ACKNOWLEDGMENT AND ACCEPTANCE BY AGENT

The undersigned accepts appointment as Agent and agrees to serve as Agent under this instrument,

ol A LA

Signatare of Agent
Name; Willlam C. White

Address: 28039 177th Ave, 8.E. Kent, WA
Soc. Sec. No. _ Y-S/ IY T
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ARNLLTY TRSURANGH Go. .
Adbainisrered ois bahulf of Medico insurance Company

long Tem Care Clalms Deporimeni
o POBox 3735 ¢ Omaha, NE 68103
Phona (877) 795-8493 + Fax {866) 498-0689 + www.gomedico.com

o Auvgust 31,2009 -

GLADYS WHITE

9223 60™ AVE CTE.

PUYALLUP WA 98371
Policy No. 0$34225

Thiis will acknowledge your recent correspondence, According to our records, your contract lapsad

affective 2-7-2008; therefore, you have no benefits avaliable.

Please contact us If you have any additional uestions coheerning this matter,

Sincerely,

Clafm Service Department

Old Carxier Information ~ Polf 0834226, Clmf - DocID 1508511,
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Sep.

' September 8, 2009
TO: Claims Department (FAX # 402-391-6489)

FROM: Chery! Silvernail (daughter of Gladys White)

EB9/68-/2688 pgha3

RE: New claim

Attached is the claim and invoice for my mother, Gladys White, She is now at the
Franklin House, an assisted living facility. ‘They are helping her with her presctiption
medications, insulin, bathing and dressing, etc. If you have auy questions or need
additional information, please call me at:
Home: 253-446-7190
Work: 253-841-8726
Cell: 253-232-7499
Address:
13714 143" Ave. E.
Orting, WA 98360
Thank you,

Cheryl Silvernail

X have alse vneludidl  the
#mt+ back. 95 the
dunalite powoer
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8. 2009 9:574M No, 6205

ABILITY $mwgas RANCE ro
Long Term Care Clalms Departrment
P.O. Box 3735 + Omaha, NE 68103

P21

/"'_""“*'-».,

Phone: (877) 795-84%3 Fox: (866) 498-0689  Email: Cuslomenuppor@abilityre.net

Claimant’s Proof of Loss
Long-Term Cure Inaurance Claim Requcst Forim

A83. 51228 Sti- 3 -2379

2 lalmam’anﬂ Comactinformatio AT S B e TN 6
Insurad's Name; ‘ ,Dale of Birin: olicy #: \ )
G;ﬂ?ﬁ,j"s E . WhYe 7/9/ /?.2:3/ 0SF4 220 "
Homa T I
223 Loth Ay Ot £
Oaytime Phonp #; Sovial Securdiy #:

Insured or thair reprasuntative nbout this claim, For best service snd most timsly processing, please provids all

In order for this requost 4o be further procecsed, 1 member of our Claimg department will nagd 1o spaak wilh either the

of the

intormation requeated in the gpaces bajow,
Name of Person to Contact Abaout thin ctmm Helationahip lo Ingurad; Power of Altoruy:
Qheey | S/ fuernai | dawg hdee.  |Oves o
Address: ,_}

Dgzm’ J4BRy Ay, E va?;/)q L W 5834n

uytlme Phong o Alternale Phone # 3 4 Best Titnd to Call;
Ao3-54/- §92 2534 Ma 2"“’? days i
Climant’s Gondiman: - ' B R B e

Euanl (inesy, tnjury, ote...) thet Ied 10 u mmd lnr Lnng anm Care aewices Dma Illnm,-.n'ln}ury

Brouey ket wrst - after L1 ot home. “Tfas |

Sarted:

451

Level of Asslstpnes- Please chack the hox that bes! deseribex the nsslstence the Insured requiras with gach aclwafy

Indepandent | Standby Assist | Hands-On Assiss Date this Assistance Begon

-_Bathin ; L] ]

Bresaing . al

Ealing i | ]

Yoileting O Eolg CJ

Transfarring ' ]

Continence (] Ing

Other: __Dement g, HZLD GaTi 1NEh i O/ 770 405

Daes the Insured have a dingnogis of Alzheimers Disense of other typs of Dementin? {yes [CINo

IF Yen, pheuse describs the Ingmd's Cognitien Batugimibmork{udpman lliy to Thanhage mudleationpTGaety CONCHNEY HIT...J:

)

.....

Medlicat, Prnv:dermfmmaﬂnn" 5 A i S
Allunding Physicinn‘e Rame:, AR, l‘(ucin . c:;( Ofice Prone #: Dlfice Fux

DL Pler Mihai; A53- ﬁLS‘i &S i

Ml 0 gpe ﬂEmU - She's huer;m? smralr‘_+m_,,..,_.~_.‘L__

Phyeiclan’s Addreso: Yoo d\"1+h_.:j}. N Mugdite p Wi 4 %37}"-
1460 S, Unionl fq lacs M 4. ywt‘q‘ Fen s’

Has the Insured Boen Hospitalized within 1be past 12 monthg? [JNg [ﬂYes. Complale Suetion Balow

Name of Horpital: I»\ddrem

(Gobp é_mﬁﬁjnd “07) l‘H-h Av Seg :‘Puua op

Phone #: Adn?ls.z.'lun Date: Dixcharge Date: o
853691~ Yopo fas|oq NI

Claimsant's F;Ol,

Pape10f 3
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Sep, 8. .2000 9:5TAM No. 6205 P 3/1

o | Policyholder's Name: (i ladys E. White

Abllltyﬁf";is | Folloy Numbor(s):_ Q5 328l

ARCLIYY INBURANCE QU

AUTHORIZATION TO USE AND DISCLOSE PERSONAL INFORMATION

MEANING OF TERMS ‘ :

Health Care Provider maans: all physicians; medical of dental practitioners; hospitals; other health care faclitles
(including nursing Tacifitias and assisted living facilities); pharmacles; pharmacy benelit managers; the Medical
Information Bureau; and any other person of organizalion that fumishes, bilig or Is pald for cars, sarvices or supplies
related to tho health of an Indlvidual.

personal Information means: all information about the health of an individua, inciuding medical records in their
entirety, Information about physical condilion and menlal condition (excluding psychotherapy noles), prascription
drug records and information about drug and alcohol use. Pargonal Information also Includes information about
personal finances, .pccupatlon. general reputation and insurance claims.

AUTHORIZATION TO DISCLOSE .
| authorize any Health Care Provider, government agency, insurance company, insurance agent, amployer or consumer
repotting aigency {o disclose Personal Information about me, or my dependent named below, to Abilily Insurance

) Company and to any persons acting on the Company's bahalf for the purposes describad below.

AUTHORIZATION TO USE .
| authorize Abllity Insurance Gompany, or any parson or snfity ampioyed by the Company. to use (ha Parsanal
(nformation covared by this authorizatlon for the purposes described below, ’

PURPOSES OF DISCLOSURE

" Parsonal Informatlon will be used to determine my and, if applicable, my dependents’ eligibility for insurance and lo
resolve any kssues regarding Incomplede or ncorrect information on my application for ingurance fhal may arlse during
the processing of the application or In canngction with a claim for insurance benefils. ’

POTENTIAL FOR REDISCLOSURE :
The Personal Information used or disvlosed based on this authorization may be subject 10 further distlogura without the
protections of federal privacy regulations.

REFUSAL TO SIGN
| understand thal | may refuse to sign this authorization. | realize that if | refuse lo sign, Ability lnsurance Company
will not accept my application for insurance, and insqrance benofits will not ba payable.

EXPIRATION AND REVOCATION '
This authorizalion will remain in effect for 24 months from the date I sign it. | undarstand that § may revoke this
authorization at any time by writlen nolice lo: Ablilty Insurance Company, PO Box 4735, Omaha NE 83103,

| understand that my right to revoke inis authorization s imited to the extent that Ability Insurance Company has taken .,
action in reliance on the authorization or [he taw provides the Campany with the right to contest e claim undar my
insurance policy.

COPY OF THIS AUTHORIZATION
| understand that { will receive a copy of this authorization. A copy.of this authorization is as valid a5 the original.

- NAMES AND}SIG.NATURES
PHG’IL%{;{ . Ilg\mm;umdw h ! _/d |

Higatura Mlcamﬂnsum Daie

if applicatte; I am the personal represenlative of the insured named sbove whose Personal Informalion is fo be disclosed, and l ém suthorized
o grant peomisalan for dlsclostre. ) \ . :

Ohery | Silvernal / _dauahdef..
Prinksd Nargy plA ersonsl Repressntative . Desctipbion ogmwaal Represertalive’s Aullwaty

- Yo A /’?’/0‘?

Sigatle of Gfsonal Reprasentative N

Dale
MLIF.BR00282000 Page 3nt3
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lniike - Primary Claim Form - Polk 0834226, Clmf - DocID 1273911

Sep. 802000 9:5OAM : Ho. 6205 P 477

B S

Forg Tl Ear DB T OTGaton (0 - 4
What Type of Care Does the Insured Need? :
[CiNursing Home @Asalsted Living TJHome Health Care  [JHospice Coher:

Does {he insured currently have Long Term Care Sesvices In Place? CINe  [)Yes, Complele Section Bulow

Name of Facility/Agency: PhoNe &% Type ol Cars:
Franklin  House 391 356
F‘E&Wf\uenw Addroge:

57R _ Facker Koad Sumner A 8390

Dale Cere Bagan: trate Care Ended: Name of Gonlact Persan ol Facillty/Agency:  |Fax #:

§lou g Chery | Hann 253~ 39U~ 9433
Plense Note: If you are currently recelving servises from more than 1 Long Term Care provider, ploase provide all of the
Intormation requestod above for pach provider ini the white space at the botlom of this form.

It yout abtain services from any non-qunilfled provider, hay will not be covered undar your policy.
It you obtaln sarvices that are not covered under the Policy, we will not be abia 10 relmburee for thase 681V

Madicaremnd (rierneiancalntormation®: ' Tk e e T
Are you eligible (or or currsntly vnralled (n

Medicars Parl A Cves [No

Medlcare Part B [Clves [ONo

Medicaid Clves KiNo

Have any of your Long-Term Care expenses boan poid for by Medicara? [INo ¥1ves, Compiets Seclion Delow
Start Date: End Dafe: Aguney/Faclity:

2% (09 | §[24[cf Linden (GiRoveE

Do you have nay other Long-Term Care insurance Policles? REno  Dlves, Complale Suction Below
insurancy Company Nama: Addreys: Policy #: Daily Benelit Amt.:

Vg HTRER

(A FadTr

. ' . bl R |
My signature bolow indicates that | undersiand that the elaims procassing procedurs includes the collection of peraonal
medical information. | also undersiond 1hat an on-6ile assessment may also be required. This pasassment will be eompleted
© @t no £ost 10 ma by 3 licensed henlth care practitloner of Ability lnsurance Company’s cholce.

Blgnaltlfeolihe hsurad DW‘ ) Date Signed:
s | 1 9-6-2009

Please return this form and any odditional documents to the
oddress at the top of the tiret page.

Please Remember to Include the Following with this Form:

[JA Copy of the Power of Attorney Document (il applicable)

CIthe signed Authorization 1o Use and Disclose Personal
Information form (see page 3 of this {orm)

[ICopies of invoices for nry long term care £osls you have
Incuryed thus far

["JA statament of the hourly and/or dally charge for the Service you
are recaiving

[JA copy of the license of the provider you are using and their inx
ID number

WARNING - Fraud Nollce: Any pargon who knowingly and with Intent 1o injure, defraud or deceive any Insurgncea company of
other persen, files an applicatinn for Inaurance or a stalament of clalm containing any false or incomplete intormation, or

conceals for the purpese of mislsading, intormation concetning any fact materal thereto, commits a fraydulent insurance act,
which ig a crime and subjects such person to criminal and civil panalties as jurther defined by your state statule,

Clsimeni'e POL Paga ol B
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No.§205 P, 5/7

REFUNDABLE DEPOSITS | é‘f i
Description : wﬁ% ;f‘;-? i -

- B
o it
;

" oo o

“ ‘ .
& .
: MOVE IN SUMMARY ()53 204
® FRANKLIN HOUSE |
g 5713 Patker Rd. -
kN Sumner, WA 98390
8 (253) 891-3569
M . it 2
-EE Resident ID: ( 13910195 ) Apartment Type: One Bedroots
Resident Name: - idys White Apartotent Number: 118
Move-in Date: 8/21/2009 : Service Points: 20.
Residency Type: Private .
Previous Balance: § ° 0.00
PRO-RATED RENT CALCULATIONS ACTUAL RENT CHARGED | 13914416
Standard Room/Board:  §  104.00 Per Day Description Fevind Amgunt
. Roomend Board - OpeBed  Ang  § 1,144.00
Standard R.nmdentCam. $  32.00 PerDay Resident Care - Level 20 Aig S 352.00
Diys in House: 11 Days Room and Boerd - Ono Bed  Scp 5 '3120.00
Resident Care - Level 20 . Scp  § 96000

ey o %@f 5,576.00 '
f Fdtal Rent Dyetwr $ 5,576.00

5 000

Tutal Deposits / Fees: 8 0.00

ADDED CREDITS / CHARGES
Description Compeats ' Aawpant ____g_f_}:
No Added Credits or Charges

Extended Price

e et it

BILLING INFORMATION

Total Added Credits / Charges:  $ 0.00

© 5 SILVERNAIL. 8378

J J SILVERNAIL
13714 143RD AVE & : TRLIAT Y

ORTING, WA 88360 -
' . _ Q7 .
Dite
3 ' 7 SEn .
| BEER

NV
f@/éaceﬁars B

DIRECT CHECKING

Lo N

For. V ) ﬂﬂ!:&ﬂ’.

PIL Bow 4 1GA < Twnnio, WA 54110270
flar ALY » EAUE28- 2050

32548 29LELA W0MR00EPLPEL® BETA

Total Due: § 5,576.00

502

vl4.6

' Page 1of1
Prinled: $/21/2009 6:38 PM

payment — Invoice - Polf 0834226, élm# ; Invi 1‘—2-73909 - DocIrD 12?;569'

SRV ’V
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. |
W ,
o ' ]
£ N
A DURABLE POWER OF ATTORNEY  5<, 34 PRy~
2 ,
L
N
™~
3
N 1, Gladys E. White - , of 9223 60th Ave. Ct. E Puyallup, WA
@ . ranc) ' {adress, inciuding courty sud vuite)
. Pierce County hereby appoint William C, White , 10 serve
{uetne of your mgent)

as my agent ("Agent”) and to exercise the powers set forth below. If suid agent is tmable or

unwilling to act as my agent, then I appoint the following as my successor agent(s) in the order

named:
First Successor Agent: Nancy Connelly :
' {pmunc)
Second Successor Agent: (M are(E£ xJ Or Aus Lo,
(rawmc)

This instruinent shal) be effoctive:

Immoediately upon the date of execution, and shall not be affected by my subsuquent
disability, incapucity or incompetence except as provided by statute.

0 Upon my dissbility, incapacty or incompetence except as provided by statute,

Tmunediately upon the date of execution, and shall terminate upon my disability,
incapacity or incompetence,

Ehereby revoke all powers of attorney, general or limited, previously granted by me, except
for powers granted by me on forms provided by financial Institutions grinting the right (o write
checks on, deposit funds to and withdraw finds from accounts to which I am 2 signatory or granting
access 1o & safe deposit, and except to any powers granted by me for health care decisions.

ARTICLE I.

My Agent is authorized in my Agent's sole and absolute discretion at any time, with respect to
any of my property, real (including homestead property or any other interest), personal, intangible
and mixed, as follows:

(1) To sell any property that | may own now or in the future, including but not limited to
contingent and expectant interests, marital rights and any rights of survivorship incident to joint
tesancy or tepancy by the entirety, upon such terms, conditions and security as my Agent. shall deem
appropriate and to grant options with respect o sales thereof: 1o make such disposition of the procesds
of such sales as my Agent shall desm appropriate; -

(2} To buy every kind of property, upon such terms and conditions ss my Agent shajl deem
appropriate; to obtain options regarding such purchases; to arrange for appropriate disposition, use,

Page 1 of 8 Legu) Forms Bak biz
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™~

L]

&

o

Y

o ,

3 STATEOF _ (W ASSME TIA )

X county oF__PUERLE )

N

& _

: On this / {# Wduyof ,;/.(,,.- S'Vl Qdﬂ? :bcforeme, personall
appeared (F/gavie &, A/ hfF  principal, and __fYlaa” .
gnd ﬁ?&, /7 ’M witnessps, who are personally known to n¢ or who pro-
vided N ri/é: Neu <O (,;~ AA] xtl" _ay

. 1dent1ﬁcatlon, and signed the fmeg,omg mstmment in my presence.

7 Mo L =
(/ - =] = .
’Il Op 'lel\\\\\o\«? «i

,"Hn{%“\\ =

ACKNOWLEDGMENT AND ACCEPTANCE BY AGENT

The undersipned accepts appointment as Agent and agrees to sorve: us Agent under this instruraent.

ohllar A LAE

Signature of Agent

Name: Williawe C. White _
Address: 28039 177th Ave. S.E.  Keat, WA
Soc. Sec. No. Y7/-SA ¢ vy

Page 8ol 8 Lepal Forins Bank.biz

PS - General POR - Polf 0834226 - DocID 1273907
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September 11, 2009

Ability Insurance

Long Term Care Claims Department
PO Box 3735

Omaha, NE 68103

FAX #: 866-498-0689

I am writing regarding the recent correspondence tny mother received about her Long
Term Care Insurance, stating that her contract had lapsed effective 2/7/2009.

I am not quite sure what this means as my mother has been paying for this insurance
since August, 1999,

Please contact me regarding this. My mom is now in an assisted living home because she
has not been able to care for herself or her financial matters for quite some time.

Thank you,

Cheryl Silvernail, daughter of Gfadys White

Address:
13714 143™ Ave. E.
Orting, WA 98360

Phone: 253-446-7190
Cell: 253-232-7499
Work: 253-841-8726






Gladys White
Policy Mo, 0534226

Lapsed 2-7-2009

OnBase: Primary Claim form recelved via fax 8-6-D9 imaged on 8-12-09, According to it care began on
7-28-D9. Sentletter advising that contract lapsed on 2-7-09.

OnBase: Primary Claim form received agaln on 9-8-09. Since | had already sent letter, | called daughter
and explained that contract lapsed. She stated that mother was cognitively impaired. Told her that she
couid send a letter with documentation and that the dept that handles the reinstatement would have to
review and determine if the contract was eligible for reinstatement. '

OnBase: Inguiry received on 9-15-09 asking about status of claim,
OnBase: Medical records received on 10-2-09 indicating the cognitive issues.

Refer corr to Erin/Don L to handle since per the contract it is outside the reinstatement time frame for
cOpRitive issues.

According to the Admin system policy lapsed eff. 2-7-2009

Intake - Old Carrier Information - Pol# 0834228, Clm# - DocID 1516298,

ABILITY_00207
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FAX #: 402-391-6489

September 30, 2009

TO: Sharen, Claims Department

FROM: Cheryl Silvernail
'RE: Documentation of Coguitive Impainm:nt

Policy #0834226

POL - Medjcal Records - Pol# 0834226, Clm# - DoecID 1315511

e, 6478

L
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G‘/ Oct, 1. 2000 1:12AM Mo 6478 A 313

Seplember 30, 2009
To Whom It May Concern:
As per my phone conversation with Shacon in the Claims Department, I am attuching

documentstion of my mom’s cognitive impairment as observed at Good Samaritan -
Hospital in Puyallup.

From my personal observation, I would also like to include the following:

1. My wother began hidiog bills that she dido’t understand or didn’t want 1o deal with.
- Just two examples of this are: : .

» The Interoal Revenue Service notice stating that she owed money. My sister
finatly found the notives so that we coald take care of them. '

¢ Her invoices for Lutheran Community Service (an invoice for her caregiver that
was coming in each day for a few hours,) This bill was unpaid for several months,
until they contacted me reparding the past due invoices.

2. My mothier coulda’t remember to take her wedications on the days that her carcgiver
wasn’t at her home. She’s a diabetic'and was not remembering to take her insulin.
Because of this, her blood sugar wus out of control. She was not taking her high blood

pressure medication, which had also soared out of control. = o =
’ L)
¥ have also enclosed & letter from her caregiver, Alexandria Farmmin, who works for - % ; ﬁ
Lutheran Community Services. She wrote about her cognitive impairment and other o P2
- problems ghe was encountering in Apnil of 2008. % =2 m
z 8 “
I'm still a little unsure of why ¥ wasn’t contacted when the insurance promiums weren't

being paid. My name and phone nuraber have been on all correspondence that was
.Submiitted when she had her previous claim. I would think you would still have records
of these,

My mothor has paid for this insurance since August of 1999. [t appears to me that one of
the problems of aging, cognitive impairment (dementia), would prevent her from paying
the premium notice that would keep her insurancs in tact,

Please reconsider your denial of this claim due to non-payment of the premium, Let us
know what we would have to pay to put this insurance policy back in force. Thank you,

Cheryl Silvemnail
CL Duughter of Gladys White

POL - Medical Records - Pol# 0834226, Clmé - DocID 1315511
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MULTICARE
GOOD SAMARITAN HOSPITAL
DISCHARGE SUMMARY
** Signed Report ™
FATIENT NAME: WHITE, $LADYS E
MRN: M342B43
DOR: ' 07/08/1923
ACCOUNT va11556031
DATE OF ADMIT: 07/26/2009 '

DATE OF DISCHARCE: ¢7/28/2008

ADMITTING DIAGNOSIS: Status post f£2)]l and wrist fracture.

KOSPITAL COURSE: This is an addendun to the discharge summary dictated by Dr.
Meyers 07/27/2009, please review for complate detajls. I completely agres with
the following updates.

The patient was agresable for discharge to skilled nureiny facility along wich
the family, so arrangements were iade for transfsr to akillad nux's{ng facillty

this afteracon.

Discharge madications will be the same, instructious the same, and hay gtatus
Lo gtable. Bhe is feelinyg geod today. Her vitals wars reaviewed and stable.
Physical exam unremarkable,

Dicraved by:
Enssam Arodak Mpr
Internal Madicine

D: 07/28/2005 11147132
T: 07/28/2009 16134153
Job#: 316188/MCF

<Elactronlcally signed by BASSAM ARQDAK MD>

Electronle Authantication Status: Signed
Sign Data/Time; 08/01/08 0725
Dictafing Or; ARDDAK, BASSAM MD

Account Number: V011556034 :
Paticnt Name; WHITE, GLADYS B Famalo

Birth Date; 07/08/1623
MR, Number: Ma4r643 DISCHARGE SUMMARY

POL - Medical Records -~ Pol# 0834226, Cim$ - DocID 1315511
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Report Number:-0729-0198
Admit/Service Data; 67/26/09 Status; DIS IN

POL - Medical Records - Pol# 0834226, Clmf - DocID 1315511
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MULTICARE
GOOD SAMARITAN HOSPITAL
DISCHARGE SUMMARY
** Signed Report —
PATIENT NAME WHITEH, BLADYS E
MRN = MA42843
DO : 07/06/1522
ACCOUNT ; VO11556031,
DATE OF ADMIT: 07/26/2009

DATE OF DIBCHARGE: ot/z6/2009

DISCHARCGE DIAGMOSIS:

1. Syncope,

2, Hyperglycemlin,

¥, Urinary tract infaction.
¢. Left wrist fracture.

N0.64)3 P. }/,%5/15

HOSFITAL COURSE: M, White is 3 very plesganc §6-year-old lagy., 5he lives
alon® but has assietancs during the dpy in her home, &he apparently prased ouc
ac home and when alie awoke had left arm pain. She wag brought to the BMErgeney
room whexe she was found to have a left wrist fracture. She was sgen by
orthopedic surgery and placed in a cast. Bhe wan admitted to tha hospital for
8yncope evaluation. Fhe Bad a head OT that showsd no evidenoe of any acuta
dipeace. She was yulsd cut for an MI by cardlac enzymes overnight and all ware
normal,  SRe underwont an echocazdiogram that showed pormal LV funecion, noropal
wall motion, mild diastolic dyofunction, but otherwise no acute abnormalicies.
The patient's mental pratus han bean alert and priented. Hex tolematry hac besn
aormal while here. Her abnormalitiss while have wera that she had evidence of n
urinary tract infeation on admission ag wall ay soma Hodarate hyparglycemia from
hex diabetes. Likely, her eyncopal epiacde wanm Becondary to her urinary tract
lafection wikn hyperglycemia and medarate dehydration From her diabates. No

other stiolegy has baen found. The patient has been neurologicall{
F:}

hemodynamically intect, At chis cime, the patient is stable for &

bowaver, becausa sha liveg alene, even though she does get some agei

intage and
charge homer
gflance

during che day, there hag been .a question of whether whe phould go teo an
asgivted livipng or mkillied pursing faclility temporarily until her wrist heads;
however, in discusgion with the patient, she adamantly refusas chat and scates
that Ahe wanty to go homs and that ahe gete soough assistance st homm. Wil
diseuse chis with soalal work and arrange for bome health care, home B.T., home
0.T- a8 well s continued assisbancs by her caretaker. I have almo discussed
with the patient that ahe needs to follow up with her PCP this week to further
evaluate har hyperglycemia and whether or not it is secondary to hex uwrinayy -
tract lofaction or whether it is dum to dust chroniocally undertreated diabetes.
The patienc ix otharwise atable, however, and will be discharged home.

CONDITION ON DISCHARGE: Good.

DISCHARGE MEDICATIONS: 'The Patient has ueen ingtructed to resume all of her

srier medications including:

1. Iueulin 76/30, 80 unito every day.

- Benicar 20 mg a day.

. Lipitor 40 ng a day,

+ Actos 15 mg a day.

« MEROPTOlLY 25 mg b.i.d.

- Metformin 1000 mo b.i.d.

. Robaxin 78 mg a day. .

She will alse bs on Clpro 250 mg b.1.d. for 7 days.

BN R0 T R R S

DISCHARGE INSTRUCTIONS: piet: Diabetic. Activity: as tolexated,
carg and P,T,, 0.T. will ba arxangesd £or the patient,

POL ~ Medical Records - Polf 0534226, Clumf ' - DocID 1315511
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MULTICARE

GOOD SAMARITAN HOSPITAL

EMERGENCYROOMREPORT
** Signed Roport ~

PATIENY NAME: WHITE, GLADYS §

MRN ; M342842
ROR . 07/08/1923
ACCOUNT : V011556031
DATE: . 07/26/200%

CHIEF COMPLAINT: Paesed out.

‘BISTORY OF FRESENT ILINESS: The patient iw an 9¢-year-old white famals who

gtdill lives by herself and {s widewed. fhe notes that she had no prodeems whan
she woke up on the flooxr with left wrist pain an hour prior to admiegicn.
Paramedics ware called and trangported her herp with am IV, She notes when gha
woke up she had some mild naussa and vomiting for 12 minmures and denied any

other complaints ro include ohest pain, beadache, rough, arm, neck, shoulday or

abdominal pain, or back pain, calf pain, tendecness, swelling, arthralgias,
ryalglas, fever, ohills, dyeuria, £requency, uxgency, aoy other aggravating or
relisving factars.  Paramedics found har with a good blood sugar. A Dexl-stick
at the scene was avted to be 348, and cbvicusly ler fall was not gecondary to
hypoglycemia, Her only complaint after waking up was 3 brief hausea snd
vemiting, and now she hae coms Modoxato lofk wveist pain uikll asmea nealos al.e
Wwalling. Sha denies any injurise, complaints, or pain snywhere wlge,

EEVIEW OF SYSTEMS: All other review of syatems is negative.
PAST MEDICAL HISTORY: Ramarkabls for inpulin-dependant diabetes, hypertensiesn.
PAST SURGICAL HISTORY: Bhe denijes Any operations in the papt.

SOCIAL RISTORY: She Is widowed, lives by herself, retired kitchen remodsler.
Deniea clgmrette, i1licit druy, or alcohol uae.

FAMILY HISTORY: Wencontributory.
ALLERGIES: She hss no known drug allergles.

MEDICATIONS: Her only current medication ig insulia, and nigh blood Fregsure
medicine she cannot remember,

PHYSXCAT: EXAMINATION:

GCENERAL: She hag a slightly overweight body habituas,

VITAL BIGNS: Blood prassure 158/84, pulska sp, respiratory rate 16, oral
temperature 36.7, saturation $5% intexpreted by ma as normal without evidenca of
wajor pulmonary dysfunction or hypoxemia.

HEENT: Nermecephalic, Puplls are PERRLA without scleral icterue or
conjunenival injection. Axtraccular mevements are intact. Nares pormal without
diocharge or flaring. TMs are clear. Orophaxynx sxam ia wnremarkable without
Poatnadal drip, tonsillayr ewelling, or pustular haze. Hucoue mewbranes are well
hydrated. No ketoues on her breath.

NEEK;hlsuppln. Wo cervical adenopathy oy maningeal signs, Thyroid axam {8 not
palpable.

LUNGS: Exam reveals very faint basilar wheezem. No wheazes or zshonehl axe
appreoiated,

cm??IanSCULnaa Revenle a regular rate and rhycbin without murmuze, xubs, or
Gallops. '

AUDOMEN: Flat. Bowel Sounds mre present.  There {s no hapatoaplenomegaly,

maos, rebound, guarding, tenderness, or peritonesl signe anywhere in the
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EXTREMITIES: Homans sign 18 negative. calf circumferences are equal. No cords .
are apprealatved, Very traca ankle edema prasant.

NEUROLOGIL: Aweke, alart, and oriented x3. No evidence of toxidrome or

aleohol. 5+« ptrength in all 4 extremitias.

IMPRESSION :

1. Byncopa of unclear etiolegy without prodzome.

2. Frobable left distal radius fractuze,

3. Tnsulin-dependent diabetes with a pormal Accu-Chek on the sosns,

EMERGRNCY DRPARTMENT COURSH: IV acxmal saline wap atarted. A 4-view x-ray of
her left wrist ordered and interpreted by me ae abnormal, gacondary bo her
distal left radius nondisplaced fracture. No other Eractures, dialecations, or
subluxationa aze present. All joiot spaces axe eppropriately aligued,

intact. Mo goft tissue swelling, foreigm bodima, or joint effusions
appreciated, Abnormal 4 view left wrist x-ray secondary to diseal radiug
nondisplaced fracture on my interpretation. Portable chest x-xay, single view,
PA and upright, Ly orderad sud interpreted by me ap nomal. There is a pormal
caxdiac milhouerce. No acute infiltraces, =ffupions, pneumothoraces. Normal
Bofr tiepues, normal bony structures, normal cheet X-ray as intexpreted by me.
An EXG is ordered and interpreted by me as abnormal secondaxy to nonapecific
ST«T wava changes, not gopsiscent with acute jechemia, myogardial infarction, or
pericardicis. WVentricular rate 91, PR intarval 188, QRS duration 90, QT/QTe
360/442 williosconda with P, R, and T axes of 62, 10, and 83 respectively.
abrormal EXG unchanged from 08/24/2002 upon xeview of reporda. A O of the head
ordered by ma, vead by the radicloglst, reveals marked atrophy with no
intracranial bleeding or evente ara appreciated with ischemic changes. Yraleia}
i-8TAT troponin {m 0.0. T-STAT electrolytes are nermal. Her blood pugar ig up
a little bit at 334 and normal H&H. Hex white oounkt returns mildly elevated av
12 with a gormel HER., Her o¢osge revaal an IMR of is 0.51, and her chemistries
reveal an elevated blood gugar of 337 and a creatinine 1.2 with a BUN of 28.
CKa, troponing, and the rest of her laberatory is normal.

IMPRBSSION

i. Syncope of urclear etiology.
2, Left distal radive fracture.
3. Insulig-dependent dizbetes.

PLAN: Bhe 15 placed in a volar Orthoplast pplint. Poat aplint evaluatioa
reveals gofd meurovagcular exam, good positioning, and good technigue, and will
bo peen.by the orthopedist on call in 3-7 days, The oase is discucsed With SIP
whe greciotely scospts her to medioal telsmsbry for further evaluation and
treatment and will conpult the orthopedic surgeom on call. T £ind no evidancs
of gtroke, acute arrhythmia, archythmia, atrial fibrillation, V-tach,
intracranial hemorrhage, pubarachnoid hemorrhage or subdural or epldural,

Dictated by: .
Blake P Gendrop MD*
Emargency Madicine

D P7/26/2009 D1108:37
T 01/27/2009 07:41:28
Jobdtt 314357/LSH

<Elnclrnr_tlcally signad by BLAKE P GENDRON M.D.>
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MULTICARE
GOLD BAMARITAN HOSPITAL
CONSULTATION

* Signed Report **

Ortbopedic Surgery Coneultation

RATEENT NAMR: WHITE. CGLADYS B

MRN : Mi42p843
DR p7/08/192) '
ENCOUNTER ! : VOL1886031

DATE OF ADMIT:: 07/28/2009
DATE OF CONBULT: 07/26/2008

IDENTIFICATION: An 86-~year-old retized female, right-hand dominant.

CHIEF COMPLAINT: Byncopal episcds and £all with left wrist fractura, right
ahoulder pain. ‘

BISTORY OF PRESENT ILUMESR: Tha patient bas a significant past medical history
of insulin-dependent diabetes mellitus, coronary arterxy diseass, dementia, and
had a recant syncopal episoda where she was outsjde and fall. 8he woke up and
wag complaining of left arm pain. The ambulance tame to get her and brought her
jute the hospital. BShe also was complaining more xecently of soma rxight
choulder pain, whioh she did not xeport ia her ER adwiassion. ‘Thare wag no open
wound. Har laft weipt wos splinted. She doen not raport hiatory of left wrist
problems. She has no kuown prior history of shouldar problems. BShe has neveyx
seen an orthopedic dogtor or othar apeclalists for her right phoulder in the . |
past:. On careful questicning of the family, they did say she had aome ehronic
shouldar paln yesrs age when she was working about 20 years ago, they think on
tha right.

PABT MEDICAL KISTORY: Diabetes mellitus, iooulin-dependent; osteoarthricis.

PAST SURGICAL HISTORY« Previous right hip surgery from a f£all, coronary artery
disease, chyonic stable angina. hyperlipidemia, depreseion.

BOCIAY HISTORY: The patient doos oot smoke. She is widowed and 1ives on her
cwn at home, There 18 ne history of alcohol intaks.

FAMILY RISTORY: Previous family history net known te the patient. Her ohildyen
live in the area and ara reascnably healthy, and they live nearby.

REVIEW OF YYOTEMS: MNo pignificant chest paln recantly. No neck pain, ne
hocadache, no significant visua)l changes. No cough, reepiratoxy distress,
wheezing, or ehorecnome of bresth. No history of incontinance or back pain.

PHYSICAL RXAMINATION:

GENERAL: The patient was examined lying in bed. She seemed comfortabla, in no
specific distrecs.

MUSCULOSKELETAL: She had vendernesp at the anterior right shoulder mear the
glenchumaral doiat with movemsut. Sha could forwsxd elevats only about 10-40
degreea, limited by pain. With bar azm resting on the sida, phe could
inturnally rotata comfoxtably againec her body. She gould only axtermally
rotate about 45 degrees, limited by anterior pain, Bhe had dacrsased ability to
abduct her shoulder pecondary to pain. Rapsive ranga of motion wag much more
comprtable, and I ¢oudd pageively mlevate the ghoulder abousz 90-100 dagreen.
Left weist showed a slight dimner-fork deformity and pwelling with slight radial -
inclination snd tendernspss to palpation. She was too sors to paerform detalled
Range of motion testing. She had good movement of har tingers with intact
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radial, ulpar, and medien nerve funotion, both Bensory and motox, Radia) pulscw
withinp normal limive, There was no oper wound ax laceration on the lefe wrigt
after removing the splint that was placed in the ER. :
HEENT: Head was atraumatic and normocephalie, Pupile were equal.
oupple, with good movement,

Neck was

DIAGNOSTIC DATA: X-raye, I reviewad a chest x-ray, which did ehow the right
shoulder partially. It showed some what locksd like degenerative Joint dizease
at the glenchumeral snd the acromioclavienlar joint, but no obvious fracture of
tha right proximal humerus was noted. :
Proper shoulder geries x-rays have been ordersd and are pending. Left wrise
shows an intrz-articular, slightly impacted, Cellan-type fracture of the left
dista) radiug. It appearsd to be wall positicaed with Jjust slight shortening and
alight dorsal angulation but catisfactory alignment. She has significanc
cBtaopania.
ASSESEMENT AND PLAN: At thie point, I think for the wrist she does not require
surgical trsatment. I chink that she will do well with gentle slosed
manipulation send casting with the belp of ber family. I carafully held her arm
up by the fingers and removed the splint ang pearsconally appliad a ghort-arm
plaoter cist from the metacarpophalangsal joints down to che elbow. I vhen
gently molded the fracturs and performad a limited reduction maneuver to help
elighely improve the position without causing undue pain. wWe will obtain 3-view
sloulder 2ad poot-reduction x-raye of the laft wriet, Unlesrs the wrist ig
significantly displaced, ¥ do not think she will nead any kind of surgical
repair. I did warn her and her family about the risk of a bump and the risk of
stiffneds. T do not think that in her medical situation, being a nondoeminant
hand, that open reduction and internal fixation or wvan pin fixation is in her
Lupt inteceast for the wriat,,

I will revisw after the shoulder x.-raye are done.

Thank you for the consult.

Diatated by
Anthopy B Van Bergeyk D«
Orihopedic Surgery

O 0%/26/2009 15:50:30
T 07/21/2009 05:35:586
Jobi#: 314723784

oC: Laura E Keeter MDv.
Umay Waheed Mpv
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MULTICARE
GOOD SAMARITAN HOSPITAL
HISTORY AND PHYSICAL

w Signed Report ™
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PATIENT MAME: | WHITE, GLADYS
. MRN: | M342843°

DOB - ' p7/08/1923 .

ACCOUNT: ! yo11566031 |

DATE OF ADMIT: | pv/zs/z?osi
1 i : .
Lo

Do o l . Lo
CHYEF COMPLAINT: 'B?ncop?l episode and left wrist fracture.
- | - | ‘

' HISTORY OF PREGENT ILLNBEG: | The patient ig an 86 year old female with prior
medical history significant for diabetes mellitus, on ingulin and a2 history of
goronary arcery dissase, which is vatrisved from the prior records, and histoxy
of dementia. She ip not a very good historian and cameé in after the -synoopal
episode. The patient gaid that the last thing ghe remembered was later in the

" afterncon, she waz going to the pathroom and she came out, she was outside the
bathyoom and her left arm was hurting. She does not even remember how ghe came
to the emergency rcom, but she mays that she probably thought she ¢alled 911 and
came to the emergendy room. Navertheless, tha patient had an initial avaluation

" by the ER physician, who did the initial CT scan of head and x-ray of the left
wrist, which was painful and patient was found to have a fracture of the left
wrist. Ac well, & CT of the head that showed generalized atrophy and chrenic
igchemic changes but no acute intracranial abnormality. At the time when she
had a syncopal episcde, her blood sugar was tested and it was over 300, The

patient is currently not cemplaining of anything at all; however, during my
interview, there is a very significant memory finding paunses. She was unable to
tell me about her recent medi¢al problema or even dosing of the madication that
ghe has baen on. Daniesjany,c#est pain, denies any history of urine or stool

incontinence., Denles any histFi? of any dizeziness before'ox even after the

£all. The downtime is not knoym to the patient e well.

! : |
PAST MEDICAL HYSTORY: .| |
1. ' Imaulin-dependent digbetes mellitus.
2. History of osteoarthritis.|
3, Prior hip surgery for a fall. : :
4. Coronary artery disease with chronic stakle angina.
6. History of hyperlipidemia.
¢. History of depression..

i

SQCTAL HTSTORY: | She doss nmot smoke, Ehs is widowed and lives alonme at home.
No aleohol intake. i

FAMILY HISTORY: Not known to the patient., She ptates that her xids are
completely fine and they live close by.

REVIEW OF SYSTEMS: Essentially remarkable except for the left hand pain and
denies any other complaints at all. Review of systems in all the other systems
has been extensively reviewed and sssentially unremarkable other than the left
arm pain. ‘The patient denies any chest pain, denies any oough, phlegm. Denies
any history of shortness of breat  denies dlzziness, vertigo. No history of
urine or stool incontinence. No higtory of any visual or auditory problem, No
headaches. ‘ : -

PHYSICAL EXAMINATION: = . o L .
GENERAL: The patient lying ir. the bed, comfortable, in no ¢bvicus distress at
this point in time. b S i

VITAL SIGNS: BElgod pressire 1?5/72, pulse 58, respiration 18, and 97% on room
a:l.r - : i X | :
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HEENT: Mead atraumatic, neruwocepbalic, Pupils equel, reastive to Llight and
accommodation. '

NECK: Supple, ne JVD, no lymph node, no thyiomagaly.

LUNOE: Bilacerally clea? teo ausqultation. WNo chonchi, ne wheezes.
CARDIOVASCULAR: 81 end §2 normal, no gallcps, no muomur.

RBDOMER: Soft, nontender. Bowsl asunds are sudible. No viscoromegaly noted,
BACK: No aostovarcabral angle tenderanesg, ' No back tenderness.

8KIN: No rashes, bruilses, or ulcers age seof. )

EXTREMITIES: Negative for edsmw, awslling, or deformity, or any Homansg sign.
Left upper extremicy hes a casc placed. '
WRUROLOGIC: Intact. Nonfocal CNS examimation put she does have dementin,
pignificant memcry finding problemg. She was able to tell me the year but was
unable to tell me the month and the date, umable to recall whe is the president
af the Unitad $tates. 82he rold me she lives in Puyallup.

Mo 6473 B 16/1815

DEAGRDETIC DATAr . Inoludes INE 0.51, PY 12.5, potdsaium 4.%. Sodium 136, BN
28, creatinine 1.2, glucope B7. AST 11, ALT 312, croponin 0.04, €XK-M3 8.8, total
cK 7o, 12.25, hemoglebin of 12.7, platelsat acunt 3130. HXG showed noxmal
sinus rhythm and essencially untemarkable EXG although some artifact in it.

RBSEZSMENT AND PLAN: ,
1. Btatus post fall with left of the forearm or wrist injury. The x-ray report
of this left hand {s not rsported yet. Also has been put on consult for that
and wil) follow tha recommendation with ortho. The patient curvently hae a
oast, and she i{p completely asymptomatic and stating that har pain is already
better,

2. Bygcope. Cardisc snzymed X1 set is done. T will get an echosardiogram.

Bhe hag a complecely nonfocal CNS examination. The way she explained hex
gynoopal attack doee noet peem like any neurclogicas) problem, though she had a COT
scan, which was negative nleo. Sha should ac least get cardiac enzyme inte the
ecche snd should be yeassessed in the neurologic examination to see if ghe haa
Rhy palzures. .

3. Diabetes mellituya type 2, currently on ineulin. Prior recorde phow that ahe
was on oral hypoglycsmio agents. The patient's home regime of ineulin to be
verified bafore restarting. In the meanwhile, will juet continue with egliding
scale insulin.

4. Coronary artery dissags. Her home medicatlons are not known at this point
in time. I will giva hax aspirin 81 mg PO daily. ¥ome medicacion dose should
ke raviswed, - varified and should be resumed.

§, Hlatory of hyperlipidemia. : '

Gﬁ Medications unknown. Wae will get home medications before we will resume
then,

7. leukocyronls oeems reactive in origin; however, she bay a history of UTI. I
will check her ua, .

8. Peptic ulger diseass, prophylaxis through the Protonix.

9. DVD, prophylaxis through the Fragmin.

loé Code status is discussed with the patient, and she wants herself to be fyll
aede .

Divtated by: _
Unsnr Waheod MDw
Internnl Medicine

D; 07/26/200% D2:39:00
T 07/26/200% 05:55:18
Job#: 314382/5PB
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In regards to Gladys White
To whom it may conuern:

- Thave been working for Gladys for the pust three years in the caregiver role. [ have
noticed a lot of things during this time that a visit won’t disclose. As should be noted, she
uses o walker, This makes it virtually impossible to operate a vacuum properly and
without the risk of bodily harm (cord is 2 trip hazard). She cannot even assist in bringing
groceries inside, as her hands are already occupied with holding the walker.

8he does not drive. Not only because she can’t, but due to medical conditiops, she

“would be a hazard to hersclf and others on the road. She suffers from depression und has
an owcasional spell of blacking out. 1t is imperative for her to get out, not just for the
exercise she gets with walking at the store, but to alleviate her depression. Hence, I am
the one who sees to it that she gels out when we go and get her prescriptions and
groceries. These arc short outings that she both enjoys and looks forward to doing.

As with anyone of advanced age, she has a memory problem. There have been times
she hag put & pot on the burner, tumed it on and forgot it was there. This is dangerous for
anyone, but combined with someone who can’t move fast, it could be fatal. Another

factor in her memory-loss is her medicine. She has forgotten she has taken it and wants 10
double up, or forgets she even has medicine to fake. Her medicine is imperative for her
health and well-being. : '

Her depression and lack of balanee are of great concern to me. She has told me that on
weekends there have beea times when she just sits and cries all day. This is not healthy.
She has also had blackouts while in the shower. It is a good thing she uses a shower chair,
otherwise she would have fullen. As it was, she just slumped against the wall in har chair,

She has also had some incidents which are embarrassing 1o her, which I fee] -
compellied to relay to you, as it plays into al} this. She has incontinence problems. 1 have
come into the kitchen and discovered her standing in a puddle of urine. The best she can
o to clean it np i tn thmw a towe] nver it, as she cannat staap davwn te thoroughly clean

“the mess up. This then presents a stip hazard if not cleaned properly. | have also had to
sctub spots of dribbles off the curpet. :

She really coutd use more hours, and I hope this letter will help persuade that 1o
bappen. 1 can’t imagine just tossing ber to the garbuge, as seems the case. She is a person
who deserves all the care and respect we should show our elderly population. § would -
invite another assessment Lo reevaluate this situation. It would be more productive, | fecl,
if 1 or her daughter, Cheri could be present. As we are familiar to her, she is more prone
to open up in the presence of paople she is familiar with, She gets frustrated with her
mémory and clams up.

If you have any questions, please feel free to contact me at (253)314-7407.

‘Thank you,

Alexandria Farmia

POL - Medical Records — Pol# 08534226, Clm# - DooID 1315511






November 5, 2009

CHERYL SILVERNAIL
13714 143"° AVE E

OlIlRTiNG WA 98360 | | F".E BOPY

RE: Insured: Gladys E. White
Policy No.: 0834228

Dear Ms. Silvernail:
| am writing in response to your letter of September 11, 2008 and thank you for same.

Please be advised that the above contract lapsed for non-payment of premium on
February 7, 2009. Notice was given fo Ms. White on three occasions at the address on
file. Additionally, a Third Party Advisor Notice was sent {0 you at the Eatonville,
Washington address we had on file. This address was given to us on September 10,

© 2007 by Ms. White.

The policy has a Restoration of Benefits provision in Part M on page 9, but the provision
ts limited to a five-month perlod in which to request reinstatement. The five-month
period expired in July and we did not receive any contact from you until August.

am sorry | coul'd not write more favorably. If you have any questions or need .
additional information, please contact my office.

Very truly yours,
ABILITY INSURANCE COMPANY
R14

Donald K. Lawler, J.D., M.B.A.
Senior Vice President

(402) 218-4068

{B66) 240-2352 fax

dlawler@abilityre.net
DKLt

Encs,

PS8 ~ Inquiry Response - Pol# 0834226, Clmit -~ DocID 1441100







L ohon 30 2009 916 - bo. 6882 1. 272

| | A yto
_ November 30, 2009 ' |
Dear Mr. Lawlet,
lam writing in response to your letter of November 5.

As Itold Sharon from the claims department in September, 1 moved from 1oy home in
Eatonville in July of 2008. 1 had a forward on our meil that continued for one calendar
year, but nover recelved the notice that you're speaking of. I also told her, that all
correspendenoe related to my mother's previous claim was submitted by me overa 4 — 5
your paniod. L all coneapondanes that was faxed to your eampany, 1 provided my wosl
phone, my cell phone, and my home phone, I don't understand why mare effort whsn't
made 10 contact me, since you had all of that information on file.

My mother’s previous claim was suspended in June of 2007 because your insurance
company did not feel she met the criteria for assistance with Activities of Daily Living or
have severe cognitive impairment. Still, we had to contlnue with a carégiver in her home
becanse she could not care for herself and we:paid for this each month without the
asaistance of the long term care insurance that she had paid for since August of 1999.

In the past year and a half, she has become even more cogritively impaired. We
discovered that she was hiding or destroying mail that she didn®t understand or did not

- want to deal with, We were not aware of any corvespondence she received from your
company. Had we known of this situation, we would have teken care of it. Her plan,
when she purchrsad this insurance, was to be able to take care of herself when she
needed it. She would never have let it lapse, had she been mentelly stable,

When [ contacted your company the first part of August of this year, I spoke with a man
named Jerry who was working in the Claim’s Department. 1 asked him what I needed to
do to start & claim for my mother because of her injury on July 23, T gave him my
mother's name and birth dats. He checked ber file end gave me her policy number, He
never once mentioned that the policy had lapsed because of non-payment. I didn’t find
that out until I spoke with Sharon in September.

T would like you to reconsider your decision. If not, I will be forced to seck legal council.
If you need any additional information, please call me st my home phone, 253-446-7190.

Thank you,

Cheryl Silvernail
(danghter of Gladys White)

PS - .Inquiry Received - Pol# 0834226, Clm# - DocID 1441099 ~






December 4, 2008

CHERYL SILVERNAIL
13714 1437 AVE E
ORTING WA 08380

RE: Insured: Gladys E, White 1
Policy No.: 0834226 :

Dear Ms. Siivernail:

‘

| am wrlting in résponss fo your letter of November 30, 2009 and thank you for same.

Your letter confirms that we were not advised of your change of address and that
atthough you were aware that Ms. White could riot properly handle her affairs you did

not Intervene. Again, the policy has a Restoration of Benefits provision in Part M on
.page 8, but the proviston Is limited to a five-month period in which to request
refnstatement. The five-month period expired in July and we did not receive any contact
from you unifl August. :

" Lam sory | could not write more favorably. If you have any questions or need
additional information, piease contact my office.

Very truly yours, -
ABILITY INSURANCE COMPA&!Y

N 6L
. Deonafd K. Lawler, J.D., M.B.A,
Senlor Vice Prasident

{402) 218-4068
(886) 240-2352 fax

- diawler@abilityre net
DKL:tt

PS - Inquiry Response - Polk 0831206 Eimi = TFoois 1441160







January 13, 2010

FILE COPY

CHERYL SILVERNAIL
43714 143R° AVE E
ORTING WA 98360

RE: Insured: Gladys E, White
Palicy No.: 0834226

Dear Ms.-Silvernail:

Enclosed please find a check from Online Resources, #101603665, in the amount of
$6,796.00 made payable to Medico insurance Company. Pursuant to the check, it was
intended for Gladys E. White and Pollcy #0834226. As previously expiained, that policy
has iapsed. § am retuining this check to you as Power of Attorney for Ms. White.

Iif you have any qusstions or need. additional information, please contact my ofﬁcé. :
Very trﬁiy yours,
ABILITY INSURANCE COMPANY
of |
Donald K. Lawler, J.D,, M.B.A.
Senior Vice President

(402) 218-4069
(866) 240-2352 fax

diawler@abilityre. net

DKL:At

Encs,

P3 - Inquiry Response -~ Pold 0534226, Clm# -~ DocID 1494105

ABILITY_00100




T CEPTUI]
Cnling R §uur
4708 M I
Cha n!llly: gA’fc\g f . gggéi}
Acct#nsmz : mw ﬁmmé el ©

Re: Giadyn E. Whits

Five Thousand Sevsn Hundred Ninaly Slx and, !ara
; t Ilh]hqiu‘!# [ﬂ“h"lhll"lm%ﬂ IT@B il ’l
i PAY In . «mkﬁ. nﬂmn 12 ) d nhmnwwu
. g'n ofder M

Ao b gy iy

i G mJmmmumumumnumu

"0 L0 ABOIEE Sll’ 20301003805 0O5904, SDH'

PS ~ Inquiry Response - Pol# 0534226, clm$ - DocID 1494105

amqey

ABILITY_00101







STATE OF WASHINGTON
Y Pione: (350} 726+7000

WIKE KREIDLER
WY INSURANCEWAGOV

STATE INSURANCE COMMISSIONER

OFFICE OF
INSURANCE COMMISSIONER
August 12, 2010
ABILITY INSURANCE COMPANY
COIVIPL_IANCE DEPARTMENT
1515 8 75 TH STREET
OMAHA NE 68124—1655
Re: Consumer: Jack R White
OIC Case No.: 1041821

Dear Sir / Madam:

Enclosed is a copy of a complaint our office recently recelved. Please review your policy and/or
claim file and respond fo the coverage issues raised in the complaint. Your response should
include all supporting documentation that would heip resolve any factual disputes (do not send
film or recordings); however, please do not send your entire file. In your response verify the
name and NAIC number of the issuing company and the specific type of contract involved in this
complaint. This verification will be used to report complaint data to the NAIC.,

A detailed response within 15 working days of your receipt of this letter is required under WAC
"284-30-360 and WAC 284-30-650. We presume a maximum of 5 days for delivery of this letter.
Accordingly, we expect your answer by September 14, 2010. Any correspondence with regard

to this complaint should be directed to me at PO Box 40256, Olympia, WA 98504-0256, or
electronically to CAP.mailbox@oic.wa.gov, or fax (360) 586-2018. Please do not send duplicate
- responses via different delivery methods, e.g. email and U.S. Mail.

Sincerely,

Bianca Stoner

BIANCA STONER
Compliance Analyst, L&D
(800) 562-6900

BS:lv
Enclosure

cc: JACK RWHITE

Mailing Address: P.O. Box 40256 » Olympia, WA 98504-0256
Strest Address: 5000 Capito! Bivd. » Tumwater, WA 98501




Stoner, Bianca (OIC)

- From: Stoner, Bianca {OIC)
Sent: ~ Wednesday, August 11. 2010 2:27 AM
To: ‘Jwhitebball@aoc!.com’
Cc: Marquis, Stephanie (OIC)
Subject: RE: Ask Mike ~ Category: Long term care insurance

-Thank you for contacting the Office of the Insurance Commissioner. Commissioner Kreldler has asked me to respond on
his behalf regarding your insurance Issue, and we have also forwarded your e-mail to him regarding your acquaintance

with him. -

We're going to open a case regarding your issue, so we're sending the information that you sent to us to Ability. When
they respond, we'll iet you know what they say, and we'll go from there.

Tharik you for contacting us, and if you have any further questions or concerns, please feel free to let us know,

Bianca Stoner

Cormpliance Analyst

Consumer Advocacy

Washington State Office of the Insurance Commlssmner
1-800-562-6800

BiancaS@oic.wa.qov

Want to learn more about the Office of the Insurance Commissioner and our services?
Read our WAinsurance blog | FEollow our consumer updates on Twitter | Get our news releases and updates on new

jaws

From: Jwhitebball@aol.com [mailto:Jwhitebball@aol.com]

Sent: Monday, August 09, 2010 4:12 PM

TFo: OIC Ask Mike

Cc: Jwhitebball@aol.com

Subject: Ask Mike - Category: Long term care insurance

Your Contact Information:

Name: |JACK R WHITE

Address: | 5812 STARBOARD DR
City: GREENSBORO

State: NC

Zip; 27410

Email Jwhitebball@aol.com

Phone 336 643 1236 or 336 508 1376

Category: Long term care insurance

Your comment or questien:
Mike. ] hope you recognize my name..] went to high school with you at Curtis..] am living in NC now but my

1




concern is about my mom who do.. . liveina nursing home in Puyallup Wa., Ju probably remember her from
the lunchroom at school...anyway I will try to make this brief.mom purchased longterm care from mutual
protective medico life in 8/7/99..from 2002-2007 a claim was processed for mom's broken hip.My sister Cheri
has the durable power of atiorney for our mom..she sent all claims in for this period of time and she put her -
name,phone #,cell#, work#,on all claims.On 6/27 claim was closed for not meeting benefit qualifiers..7/23/09
mom broke her wrist in a fall at home,she was hospiatized for 3 days,then sent to a nursing home..8/4/09 Cheri
talked to the claims dept for the insurance-co.the guy she talked to told her to get a claim form online and
submit,she did and sent it in on 8/6/09,he did not inform Cheri the insurance had lapsed due to non-
payment..9/8/09 a claim form was faxed from franklin house(mom's residence) and a copy of the durable power
of attorney.A Ietter was recvd from ability insurance saying they had recvd the power of attorney papers,in
order to proceed with them they had to have the addresses and phone#'s of each person on the durable power of
attorney,all info was mailed back to them..9/9/09 a letter was recvd from ability insurance(they apparently '
purchased mutual protective medco life)it was mailed to my mom's house dated 8/31/09,they acknowledged
Cheri's correspondence of 8/4/09.They informed Cheri the insurance had lapsed due to non payment.9/11/09
‘Cheri faxed a letter to the insurance company and asked them to contact her in regard to the letter written on
8/31..Sharon from the claims dept contacted Cheri on 9/15/09 and discussed the fact mom had quit making
payments on the policy..Cheri told her about mom's cognitive impairment and that she had been shredding bills
and hiding other cotrespondence..Cheri asked why she(cheri) badn't been informed of the non-payment since
she was the one taking care of the previous claims,and that there was numerous ways to contact Cheri..Cheri
was told that they weren't sure they still had access to those records because of the changes of the insurance
companies..Cheri was told to to get documentation of mom's cognitive impairment and send them in..9/30/09
documentation from good samaritan hospital in puyallup stating she had dementia..10/12/09 Cheri faxed over
the october invoice from franklin house.10/25/09 Cheri called Ability insurance and asked why she badn't heard
from them,they said they hadn't recvd any correspondence..on 10/27 again faxed over again the invoice that was
sent previous..11/5/09 Cheri recvd a letter from Ability stating the contract lapsed for non-payment of premium
on Feb 7,2009..they said notice was sent to mom on 3 occasions to her home address,they said they also had
sent a letter to Cheri giving notice,to her address in eatonville which was given to them in Sept 2007..11/30/09
Cheri wrote a letter in response..saying when talking to Sharon in claims that Cheri had moved from her home
in eatonville in July of 2008,Cheri had a forward on her mail and never recvd notice from this company,also
stating they had numerous phone numbers to contact her..12/4 Cheri recvd a letter denying the claim..Mike T
would appreciate you looking into this as my mom can't afford to pay for this on her own ..I look forward to

~ hearing from YOU on this and maybe we can catch up also. Thanks again Jack Whlte class of 1962.

How did you hear about us?
Please tell us how you heard of this office and the services prov1ded

Relative/Friend

We will try to respond to your comments and guestions at the soonest fime possible. If you would like
immediate assistance, contact the Insurance Consumer Hotline at 1-800-562-6900.

Visit the Washington Insurance Blog at http: //wamsurance blogspot.com 1"01 news, updates and 1nf0rmat10n
from Washington State’s office of the Insurance Commissioner.
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ABILITY INSURANCGE CO

August 23, 2010 | B | . | RECEEVED

| Mg 2572010
BIANCA STONER INSUHANLE UEFL, ULYMPIA
COMPLIANCE ANALYST L&D JONSUMER ADVOGARY DIVISION
WA OFFICE OF INSURANCE COMMISSIONER - .

PO BOX 40256 : |

OLYMPIA WA 98504-0256

RE: ~ Your File No.: 1041891
Consumer: Jack R. White
insurad: Gladys White
" Palicy No.: 0834226 o .
Policy Type: Individual - Long-Term Care, Form MP-LTB38(WA) |
NAIC Na.: 71471 :

Dear Ms. Stoner:
Your lefter of August 12, 2010 has been forwarded to me for review and responge,

Enclosed please find a Specimen copy of the above numbered policy with relevant provisions

highlighted for your corivenience. As Mr. White's letter indicates, the above numbered policy

+ lapsed for non-paymeént of premium on February 7, 2009. Also, enclosed please find a Timaline

documenting contact with Ms. White's daughter and Power of Attorney, Cheryl Siivernail, and my
subsequent correspondence to Ms. Siivernalil. .

@

A Premium Notice and Past Notice was sent to Ms, Whits prior to the policy lapse, Additionally, we -

. sent a Reinstatement Notice to Ms. White and a Third Party Advisor Nofice to Ms. Silvernail.

Because the policy is lapsed no benefits are payable for the confinement which began on July 25,
2010, i :

If you have any questions or need additional information, pledse contact my office.
Vaery truly yours, _
ABILITY INSURANCE COMPANY

Donald K. Lawler, J.D,, M.B.A,
Senior Vice President

(402) 218-4069

(866) 240-2352 fax

" dlawler@abilityre net

DKLt

Encs,

P.O. Box 3735 « Omaha, NE 68103 « abilityinsurance.com

[



gmn  MUTUAL PROTECTIVE INSURANCE COMPANY

1515 SOUTH 75TH STREET « OMAHA, NEBRASKA 68124

A Mutua! Company .

CAUTION: The issuance of this long-term ecare insurance policy is based upon your responses to the
questions on your application.’A capy of your applieation is sttached to the policy. If your answers are
incorrect or unirue, the Company has the right to deny benefits or rescind your policy. The best time to
elear up any questions is now, before a claim arises! If, for any reason, any of your answers are incorrect,
contact the Conapany at the address shown above,

THIS POLICY IS NOT A MEDICARE SUPPLEMENT POLICY. If you aré eligible for
Medicare, review the Medicare Supplement Buyer's Guide available from the Company

Insuring Clapse: We agreé to provide the benefite set out in this policy for any insured loas. This agreement is
subject to all of the provisions of the policy. A "loss" is an BXpeNss you incur for gare or services this pelicy covers and
that you recefve aftar the Policy Date and while the policy ia in force,

This policy is a legal contract between: you and us. READ YOUR POLICY OAREB‘ULLY Also, read the copy of your
_ applicahon and the policy Schedule. If thers is any error or omission, tell us, We will malke any needed change.

The first premmm you, the Insured, paid before the Policy Date (and the eopy of your application, attached hereto),
put this policy in force as of the Policy Date, That date is shown in the Schedule The Schedule ia atiached and is a part
of thie pohey

PARTAV- - PLEASE READ — 30-DAY RIGHT TO RETURN

Please read your policy, Iif you are not. satisfied, send it back to us, or to the ngent who sold it to you,
within 30 days after you receivs it. We will return your money, That will mean your policy was never in
- foree. We will pay a 10% penalty if the reguested premium refund is not made within 30 days of our
receipt of the returned policy. ‘

PARTB | GUARANTEED RENEWABLE FOR LIFE
' SUBJECT TO OUR LIVITED RIGHT TO CHANGE PREMTUMS

We guarantea to renew your policy for life, subject to the Lifetime Maximum Benefits provision, ds long as the
premium is paid within the allowable time; but, we do have the right to change your promium as atated helow.

“We can change your premiym cmly if we do the same to all polieles of this form and any similar form issued to persons
of your class in your sfate. If 4 change iz made, it will not be based on any physical impairment you might have or any
claims you have incurred under this policy, and it will be consistent with the Rate Guarantes provision on page 2. If it
is necessary to chemge the premium for your policy, we will seng you notice at least 80 days before your premmm is
due, . .

NOTICE TO BUYER: This polmy may not eover all of the eosts associated with longterm care incurred
by the buyer during the period of coverage. The huyer is advxsad to review carafu]ly all poliey
limitations. )

A QUALIFIED LONG-TEEM CARE POLICY FOR FEDERAL TAX PURPOSES

MP-LTG06(WA) . . CL . : 897
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Rate Guarantee: The premium we charge for this poliey s based on the benefit amounts shown In the policy

Behedule and the disclosures made in your application. That premium rate is guarantesd for at least a three year

period measured from the Policy Date, If subsequent rate increases are needed after that initial three year period, each .
. mew rate will be guaranteed for an additional two yesr period, ‘

ALPHABETICAL GUIDE TO YOUR POLICY -

. . Part . Part
Benefits wuvivumieesrensemersssessarassraserserses wH, LS EL&EM Other Important Provisions ..o — 8
Deferred Inflation Protection ... N Payment Of Claimis ....... SRR - S
DOfIIHONE coovvrenssrsmsmserssisssuresesbusssnsismmrrmenseprassssssstsossssns B Renewal Agreement And Prenyium Change ..o B
EHgibility For Benefits . cosvseissenereressrsessssessee G Restoration Of Benefits ....... v ' M
Exceptions ... ST OTPTN SR SOV ¢ Right To Rediuce Coverage ... P
Geiteral Benofit Information .ivmeemsecesssmrssssrssnsiores B Right 'To Return . e
How To Filo A CIaIM .vuivrsvienmsereremsrsnascessvesssseresssssssssnst Schedule .. sernrmnanuennnnn Ltet Page
Lifetime Maxiiim Benefits ...uuwmvereressscsssssssemmarsen D ‘Waiver Of Premitiin .oou.eurviessesines vonsnnnns O

- PART C . ' EXCEPTIONS

We will NOT pay benefits for:

(1) loss that occurs while this policy is not in force;

(%) infentional, sslf-inflictad injury or atbempted sulcide; ,

(8) aleoholism or drug addietion, unless addiction resulted from narcotics preseribed by a Physiclan;

(4) care provided by a member of your immediate family; ‘ .

() setvices for which you are not lable or for which no charge normally is made in the absence of insurance;
, and : ; .

8 loas that occurs outside the United States.

Non-Duplication: This contract will niot pay or reimburse expenses incurred for services or items to the extent that
such expenses are reimbirsable under Title XVIII of the Social Security Act or would be =0 reimburssble but for the
application of & deductible or toinsurance, But it will pay henefits for covered expenses you incur thit exceed the
amount paid or payable by such governmental plans or laws. : ‘ -

PART D . LIFETIME MAXIMUM BENEFITS

- The maximum dollar amount for &1l eovered care that we will pay durihg the lifetime of the policy is shown in the

Schedule. That lifetime dollar maximum is determinad by multiplying the Daily Benefit amount by the benefit day
option, both of which are shown-in the Schedule. The lifetime dollar maxbmum may be greater than the amount shown
in the Schedule if the optional inflation shield rider ig in force, Coverage under this policy automatically ends after we

have paid out the lifetime dollar inaximuan.,

If the Schedule shows your Yfetime cdollar maximuim as Unlimited/Lifetime, there is no lifetime dollar maximum for

this policy,

MPLTGSSCWA) Page's
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PART E ' DEFINITIONS
When we use the following wo:_'ds in this policy or in amy opbional kider, this iz what we mean:

Activities of Daily Living: () eating; (b} dressing; (c} toileting; (d) transferring; () continence and (f) bathing, You

. are constdered to need asi_listanee for pach of these activities when

Eating: ' You camnot, without the aid of another person, maintain an adequate food and fluid
intake conslstent with your dietary needs. :

Dressing: You cannot, without the aid of another person, put on and take off all necesssry items of

clothing, including medically necessary braces and artificial limbs,

Toileting: You caninot, without the aid of sniother person, gat to and from the toilet, get on and off
the toilat and maintain a reasonable level of agsociated personal hyglene,

Transfercing: You cannot, without the aid of’another person, walle or get in or out of a chair,
- wheelchair, bed, or other stationmypoaitiap. : '

Continence: You cannot, without the aid of enother persom, iroluntarily control bowel and bladder

functions or use an external catheter or other equipment.

Bathing: You cannot, without the aid of another person, wash yourself by sponéo bath in either a
' tub or shiower, including gatting into er out of the tub or shower. .

Aduli Day Health Care: A program of soclal and health-related services provided during the day'in a community
group sefting for the purpose of supporting frail, impaired elderly or other disabled adults who ean benefib from eare in
a group sefting outside the home. : . -

Adhult Day Health Care Center: (a) a facility licensed or certified by the state in which it is located to provide Adult .

Day Health Care; or (b) if liconsing/certification is net required, a part of a faeility (or center operated by a facilily)

that Is licansed or certified ae o hospital er any type of nursing home by the state in which it is located; or (o) & farility
' that is approved for Medicaid, - ‘

Amﬁversary'Datm The same day émd month as the Policy Date in each later year.

Asgisted Living Care Facility: A facility that is licensed or cortified as an Assisted Living Care Facility in
accordance with any applicable state or local laws, with the primary purpose of providing care and services to support
needs resulting from Cognitive Impairment or loss of functional capacity. The facility must have a traiued employee
available 2t all fimes to provide that care, and the facility must have established procedures for overseeing the
adninistration of medications. The specific section or unit of the facility where you receive assisted living care must
meet all of the above stated requivernents. ‘ : . . -

Benefit Period: A peridd 6f' covered eare for the same or related Conditions, that is not separated by at least 180 days
during which you are free of such care, ' ' : ,

Case Coordinator: A licensed heaith-care profesgional, from an agenoy we will choose, whose training includes
managing and arranging for the typs of care and services covered under this policy. This person cun be a Doctor,

Nurse, gocial worker or other similarly trained and licensed professional, Your Case Coordinator will provide a-

comprehensive evaluation of your status and will be responsible for developing, implementing and coordinating your,
Plan of Care, This person will further be responstble for assisting in the selection of providers, making arrangements
to initiate services, providing ongoing care monitoring, and revising the Plan of Care as circumstances dictate. The
Case Coordinator will work in consultation with your Physieian,

MP.LTens(WA) . Page 8
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Chronically I ¥ndividusl: Any individual who has been certified within the preceding twelve (12) month period by
a Licensed Health Cave Practitioner as: being unshle to perform (without Bubstantial Assigtance from another
individual) at least two (2) Activities of Daily Living for a period of at lenst ninety (90} days due to a loss of functional
capacity; having a similar level of disability; or requiring substantial supervision to proteet such individual ﬁ-om
threats to health and safety due to severe Cognitive Impairment,

Cognitive Impairment- Deterioration of or loga in your intellectual eapacity due to organic brain digense or disorder,
. which Tequires supervision to protect yourself or others, as measyred by.clinical evidence and standardized tests that
meamure your impairment in the following areas: . .

{a) Your-short or long-term memoLy;

(b} Your orfentation as to person (such as who you are), place (such a8 where you are) and time (such as day, date
and year);

(o) Your deductive or abstract reasoning,
Such loss in intelleetual eapacity can result from, Alzheimer’s Digease or related degenerntive and dementinglﬂlnasses..

Condition: Sickness, disease or injury. These include Mental or Nervous Disorders that cause Cognitive Impairment.

Elimtination Period: The number of daye for which tio benefit is imyahle. The Elimination Porlod, if any, starts on

the date that benefits would otherwise begin and is in effect for the number of days shown In the Schedule, Only one
Elimination Period will be applied fo any one Henefit Poriod.

Home Health Agency: An entity that provides home care services and ir: (a) certified for participation in the
Medicare program; or (b) licensed or eertified as a Home Health Agency where required by the state; or (¢} is otherwise
-accoptable fo s if liconsing or certification is not required. The Home Health Agency must keep records of nursmg
teports and the Plan of Care. These records muat be available to us upon authorized request,

Home Health Aide Bervices: Assistance with gimple health care tasks, peraonal hygiene, Activities of Dally Living,
+ managing medications, and other related services provided by a Home Health Agency.

Home Health Professional Serviees: One or more of the following services for your care and treatment that are
provided hy a Hume Health Agency in a nomnstﬂ:utmnal settmg, under the threctmn ofa Nursa ang acoordmg toa
written diagnosis and Plan of Caye:

(_a) nursing services;

(b) physical therapy;

(¢} speach therapy;

(d) respivatory therapy;

(e} ocoupational therapy: and

'(f) nuiritional services provided by & Licensed dietician.

" Homemaker Services: Asaistance provided by a Home Health Agency with ruanaging and maintaining & household,
when you can nio longer manage those activities and an informal caregiver is not available. This may include preparing
-meals, doing laundry and incidental household taske,

‘ Hospice Care: Services (not drugs or other supplies) provided by a Hospxce Fuaollity or a2 Home Health Agency that

ave designed to provide you.with palliative care ox to alleviate discomfort during the last phases of life. To.be eligible
for Hospise Care you must be diagnosed by your Doctor as having no more than 8 months to live,
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Hnspme Facility: A facility that is primarily engaged in providing care for terminally ill patmnts whose life
expoctancy I stz months or less. It must be licensed, certified or registered as may be required by the state.

Injury: Accidental bodily Infury that results in loss inxlependant of Sidkness and other causes.

Licensed Health Care Practitioner: Any Physician and any registered professional N urae, Yeensed social worker,
or other mdmdual who mests such requu'ementa as may be prescribed by the Secretary,

Maintenanee or Personul Care Services: Any care the primary purpose of which is the provision of needed
_ assistance with any of the disabilities as a result of which the individual is a Chronically I} Yodividual (including the
protection from threats to health and safety dus to severe Cognitive Impairment), -

Mental or Nervous Digsorder: & neurosis, psychaneurosm. peychopathy, psychokis of mental or emotmnal dizease or
disorder, . ,

Nuxrse: A person duly licensed as a Reglstered Nurge (R.N,}, Licenged Practmal Nurse (1.P.N.), or Licansed Voeational
Nurse (L.V.N.). .

Nursing Home: A health care facility that is licensed es a Nursing Home by the state in which it is located and that
provides, as its main function, Skilled Nursing Care, Intermediate Nursing Care or Custodial Care, The facility must:
(a) prowde this care on a continuing inpatient basis as prescribed by a Plan of Care; (b) supervise the cate through &
nursing staff; (¢} maintain clinical records for all patients; (d) maintain pontrol and records of medications given; and
(e} have axrrangements for the services of & Doctor to furnish madical care in case of an emergency. The specific section
or unit of the facility where you receive Nursing Home Care must meet the above described licensing requirements and
. aleo must provide, as the main function of that section or unit, care that mests all of the other requirements above.
(Items (c) and (d) need not apply when you receive only Custodial Care )¢

A Nuraing Home is NOT a facility for the treatment of alcoholism, drug add.tcﬁxon or chemxcal depandenqy. :

Nursing Home Cuare; Skilled Nursing Cars, Intermediate Nuraing Care or Gusl:od:al Care provided in a Nursmg
Home, . .

() Skilled Nursing Care or Intermediate Nursing Care must be prescribed in your Plan of Care. This care
uges professional nursing methods and procedutes that ave administered by licensed or certified health care

personmel. It inclades posthospital eave, rehabilitation nureing rare, maintenance therapy, administration of

medication, injections and catheterizahon.

(b) Custodinl Care means care that is given to residants ofa Nursmg Home who, not neseding daily nummg

eare, cannot properly care for themselves due to age or a covered Cnndmon. This eare muet be preseribed in

your Flan of Care,
Physician or Doetor: A lieansed practitiuner of the heaiing arts acting within the scope of hisfher Heense,
Plan of Care: A written document preseribing individtializéd treatment or services that yov:r Condition requires. The
plan must be prepared by your Case Coordinator and approved by your Doctor. If case coordination is not used, the
plan must be prepared by a Doetor or other licensed medical professional, and must be approved by your Docior, The

Plan of Care must be updated or recertified at least once every 90 days, and the updated or recertified plan must be
spproved by your Doctor,

Polioy Date: The date on which this policy first became effsctive. That date is shown on the Schedule,
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Qualified Long-Term Care’ Services: Any necessary disgnostic, preventative, therapoutic, .curing, treating,
mitigating, and rehabilitative services and Maintenance or Personal Care Services which are required by & Chronieally
11l Indtvidual or are provided pursuant to a Plan of Clare prescribed by & Licensed Health Care Practitioner,

Reasonsble and Customary Charge: An amount messured by comparing it with charges normelly made for similar

sarvices and supplies to individuals of similar medical Condition in the locality where the charge is made. All covered .

charges for which this policy provides benefits are based on the Reasonable and Customary Charges for covered
services, ’

Behedule: Is attached to and is a part of this poliey. .
Bickness: An illness or disease that you have or acquirs.

Bubstantial Asslstance: Physical assistance (minims!, moderate, or maxitaal) without which the individual would
not be able to perform tl;e Activities of Dally Living. '

‘ We, Ugs or Our: Mutual Protective Insurance Cormipany,
You or Your: The Insured named in the Schedule.
PART F ’ , GENERAL BENEFIT INFORMATION
(1) 'The Schedule Shows:
(8) The Daily Benefit which is the basis for onr payment of the services we caver, (That ampunt mey be
greater if the optional inflation shield vider is in foree,) -
(b) The Elimination Period that applies to the Benefit Period; and

(¢} The dollar maxtmum for all covered care that we will pay during the lifetime of the policy, (That amoums
may be greater if the optional inflation shield rider is in force.) .

- If the Schedule shows your lifetime doliar meximum as UzilimitedjLifetime, there is no lifetime dollar
maximumm for this palicy, ' ' .

- (2) Receipt of Multiple Covered Services on the Same Day: If you receive mors than one type of covered
servico on the same day, we will pay the Reasonable and Customary Charge for each service, but in no event
- shall the total amount paid excoed the Daily Benefit, This is subject to the weekly benefit option under Part K,

*, Care Coordination Benefit, - . )

PARTG . ELIGIBILITY FOR THE PAYMENT OF BENEFITS

To be eligible for any type of benefit under this ‘policy, your Doctor must show that you are chronieally il A .

chronieally ill person has heen certified by a Licensed Health Care Practitioner an:

(1} Befng unable to perform. (without Substantial Assistance from anothey individual) at least two Activities of |

Daily Living for a perlod of at least #0 days due v loss of functional capacity;

(2) Having a level of dipability similar (as determined under regulations prescribed by the Secretary in
congultation with the Secretary of Health and Human Services) to the level of disability described in clause
(1) or : ' . '

(8) Requiring substantial supervigion to protect such individual from threats to health and safety dus to severe
 Cognitive. Impairment, _ C . .
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Independent Evalustion: We meay, at our expensge, have ybu examined or evaluated by independeni' medical experts.
The studies they perform will be for the purpose of asseasing and confirming that you are eligible for ¢sre as shown
ebove, and the treatment or services prescribed in the Plan‘of Care meet all of the requirements of this policy.
PARTH o NURSING HOME CARE BENEFTTS

Limitations or Conditions on Eﬁgibﬁity for Benefits: All of the following conditions apply to recéipt of Nﬁrsing
Home Care bemefits, : . I

(1) You must qualify under one of the aﬁgibilii;y requirements set out in Part G,
@) Yﬁu aust recoive Nursing Home Care in a Nursing Home, as defineci.
(8) 'l‘h;a care raceived must be preseribed in your Plan of Cate. . .

. (-4) Your Plan of Care must be updated or recertified at least once every 90 days.

(5) You wmust receive covered care in excess of 'the number of days shown in the Schiedule as the Elimination
Period that applies o each Benefit Period, - : |

Benefit: When you are dligible for and receive Nutsing Home Care covered by this poliey, we will pay n benefii, That
benefit will be the Reasonable and Customary Charges made by the Nursing Home, not o exceed the amount of the
Daily Benefit shown in the Schedule or in'effect at the time you receive care, It will be paid for each day you receive
eare in g Nursing Homs, This benefit is subject to your lifetime dollar maximumm, . o

PART § 'HOME CARR. BENEFITS

Limitations or Conditions on Eligiliﬂiiav for Benefita: All of the following conditions apply to receipt of home '

care benefits: (Home care benefits consist of Home Health Professional Bervices, Home Henlth Alde Services and

- Homemuaker Services.)

(1) You must qualify under one of the eligibility reguirerents get out in Part G. .

(2) You must recoive Home Health Professional Services, Home Hoalth Aide Services or Homemaker Bervices, ag
defined. i . - . :

(8} The care received must be preseribed in your Plan of Care.
(4) Your Plan of Care must be updated or vecertified at least once every 90 days,

@) You must recéive covered care in excess of the number of days shown in the Schedule ag the Elimination
Period that applies to pach Benefit Period. .

’

Benefit: When you ave eligible for and receive Home Health Professional Services, Home Health Alde Services or

Homemsker Setvices in your home, we will pay a benefit, That benefit will bs the Reasonable and Customary Charges.

for each day of Home Health Professional Services, and 80% of the Reasonable and Customary Charges for each day of
Home Health Aide Services or Homemaker Services, not to exceed the amount of the Daily Benefit shown in the
Schedule or in effect at the time you receive care, Benefits are subject to your Hfetime dollar maximum. :

MPLTGUEWA) ‘ . Paget

S R




S

Additional Home Care Benefits: Wo will also pay a bénefit for the following items, which can serve as cost-effective

alternatives that allow you to remain in your own home, These benefits are not subjact to the Elimination Period, and
will not satisfy it, These benefits (except respite care) are not subject to the Daily Benefit, but will count toward your
Hfetime dollar maximum. These benefits ave subject to all other condit.lons that apply to home care benefite,

(1) Caregiver Training Benefit: We will pay a lfetime benefit of up t;o b times the amount of your original Dafly
Benefit for the reasonable and customary cost of training a friend or family member to help you at hOme. We
will ot pey this benefit for anyone who will be paid to care for yow

(2) Equipment Benefit: We will pay a lifetime berefit of up to 60 times the amount of your original Daily Bonefit
for the purchase or rental of supportive equipment or in-home safety devices that allow you to stey in your home
for at lesst 90 days. Such equipment or devices may include ramps, grab bars, a special bed, or an emergency
medieal alert system,

(8) Respite Care Benefit: Wo will pay the Reasonable and Custmnanr Cherge of temporaxy care in your home, an
institntion, or community-based program in order to give your primary in-home caragwer a rest. This benefit is
aubject to the amount of the Daily Benefit for all covered care shown in the Schedule or in effect at the time you
receltve care, and is further subject to & 21-day maxithum per calendar year,

PARTS © COMMUNITY CARE BENEFITS

Limitations ér Conditions on Eligibility for Benefits: All of the following conditions apply to the receipt of
community care benefits: (Community care benefits consist of Adult Day Health Care and Hoepice Care.)

(1) You must gualify under one of the eligibility requirements set out m Part G,

(2) You must receive Adult Day Health Care or Hospice Care, a8 defined. Adult Day Health Care must be
received in en Adult Day Health Care Center. Hospice Care must be provided by a Husplce Facility or s Home

Health Agency:
(3) The care received must be prescribed in your Plan of Care,
4) Your Plan of Care must be updated or recertified at least once every 80 days,

(B) You must receive covered care in excess of the mumber of days shown. in the Schadule as the Ehmnatmn
Period that applies to each Benefit Period, - .

Benetit: When you. are eligible for and receive_ Adult Day Health Care or Huspicé Care, we will pay a benefit, That .

benefit will be the Reasonable and Customary Charges made for each day 'of Adult Day Health Care or Hospice Care,

not to exceed 650% of the Daily Benefit shown in the Schedule or in effect at the time you receive care, Benafits are

subject to your lifetime dollar maxinoum, ‘ '
PART K o CARE, COORDINATION BENEFIT

Additional benefits are available under this policy when you agree to and receive coordination of care through a Cage

Coordinator. When you agree to coordination of care, we will pay for all Bxpenses associated with the services of your
Case Coordinator, as well ag the follovmng benefits:

( 1) Eliminstion Pertod Waiver: You will receive benefits for the Pirst day of care for any type of care coversd
under this po]:cy The palicy Elimination Period will nut apply _

(%) Weekly Beneﬁt: Instead of & Daily 'Baneﬁt. you will receive a Weaklv Benefit, The Weekly Benefit will consist '

of a weekly (Mondey through Sunday) maximum of up to 7 times your Daily Benefit for the Reasonable and
Customsty Charges for care received during the week. Thie benefit is subject to your lifetime dollar mexinum,
The added flexibility of this benefi{ is valuable because the amount and kind of care yon need could excead your
Daily Benefit on any given day.
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(8) Enhanced Home Care Benefit: Instead of 80%, we will pay 100% of Ressonable and Customary Charges,
subject to the Weekly Benefit, for Home Health Aide Services and Homermaker Services provided under the
diragtion of your Cage Coordinator, Additionally, we will waive the requirement that Homemaker Services be
provided through a Home Health Agency when your Case Coordinator determines that these gervices may be
supplied in & more cost-effective manner by alternate providers. This benefit is subject to your lifetime dollar
meaximum. '

(4) Assisted Living Care Facility Benefit: We will pay 80% of the Reasonable and Custoroary Gharge for cate in
an Assigted Living Care Facility, subjent to the Weekly Benefit, when your Case Coordinator recommends this
alternative in your Plan of Care, We will not pay home care or community eare benefits while you are receiving
the Ageisted Living Cave Facility benefit, This benefit is subject to your lifetime dollar maximum,

PART L : BED RESERVATION BENEFIT

~ Limitations ox Conditions on Eligihility for Benefits: To b eligible to receive benefits under this provigion, you

must meet al] of i:.he conditions listed below.,

(1) You must be hospitalized temporarily during the conrse of your covered sta& in a Nursing Home or Assisted
Living Care Facility. : .

‘(@) The Nursing Home or Assisted Liying Care Facility must charge you to keep your room available during yoﬁr
hospital stay, '

) Your Hospita]ization must be the result of & covered Condition,

4) You must have satisfied any Elimination Period that applies to the Benefit Period. If you ave not, your days
in the hospital will apply to the Elimination Period.

Benefit: When you meet the eligibility requivements of this provieion we will pay a benefit. It will be-equal to the

* Reasonable and Customary Charge the Nursing Eome or Assisted Living Care Facility makes to hold your room

during the hospital stay, not to xceed the amount of the Daily Benefit for all covered eare shawn in the Sichedule or in
offoct 4t the time you receive care. We will pay this benefit for up to 14 days per calendar year, subject to the
Elimination Period and your lifetime maximum dollar amount for all covered eare shown in the Schedule or in effect at

. ¥he time you receive care. Unused beriefit days connot be carried over from one calendar yoar to the next.

PART M RESTORATION OF BENEFITS IN THE EVENT OF POLICY LAPSE
DUE TO COGNITIVE IMPAIRMENT OR LOBS OF FUNCTIONAL CAPACITY

I coverage under this policy ends due to nonpayment of premium, you or any person au:tmg on your behalf will have &

monthe t0 request reinstatement of the policy on the grounds that you suffered from Cognitive Impairment or loss of

- functional capacity at the time of lapse. We will require the same evidence of Cognitive Impairment or loss of

functional capacity that is required for eligibility for benefits under this policy. We also must receive the back premium
from the date of default. If these conditions are met, we will reinstate the policy without evidence of insurability. The
coverage will be at the same level that existed prior to the date of the lapse. This provision does not apply to a policy
that terminated because you requested cancellation or becanse we pald the maximum dollar amcunt,

| MP-LTEOB(WA) - Page 9




() I

PARTN . DEFERRED INFLATION PROTECTION OPTION

‘When you applied for this policy, you were given the opportunity to defer adding an optional Inflatlon Shield Rider, If

. you elected that option we will give you the opportunity to add an inflation rider without evidence of insurability
within 90 days prior to the third Anniversary Date of the poliey, if you have not incurred e claim under the policy. The
additional premivm required for the inflation rider will be based on your age at the time this benefit is added.
Increases will begin to take effect on the first Anniversary Date after the inflation rider is in foree.

PART O ' , WAIVER OF PREMYUM

After we have paid benefits for Nursing Home Care for 90 days in a row, we will waive the payment of premiums that

. coms due thereafter during the continuance of consecutive-days for which such benefits arve paid. This waiver, which
includes premiums for any sattached rider, will continue until the firet day of the month following the date we stop
paying benafits for Nureing Home Care.

PART P . RIGHT'TO REDUCE COVERAGE

You have the right to raduce the benefite of tl‘us policy without providing evidence of ingurability, Changes may
include. .

a) alonger Elimination Peribd;
b) : a lower Daily Benefit; or
¢)  ashorter benefi$ day opi:ion, resulting in s}. reducad lifetime dollar ma:dmum

Benefits will not be reduced to a level below the minimum level approved by the Gomrmsnuner of Insurance on the
date you request reductmn

PART Q ’ HOW TO FILE A CLAIM

(1) Notice of Claim! You must give us wr1tten notice of a claim within 20 days after loss starts or a5 soon as you
can, You may give the notice or you may have someons do it for you. The notice should give your name and
policy munbér. Notice should be mailed to our Home Office in Omaha, Nebraska, ot to one of our agents.

(2) Claim Porms; When we receive your notice, we will send you forms for filing'proof of losd. If these forms are
not sent to you in 15 days, you will have met the proof of loss rule below if, th 90 days after the loss began (or, in *
the event of & continuing loss, within 90 days after the first month of the loss for which we are lmbla), you gave
ug a written statement of what happened, .

6] Proof of Loss: You must glve us written proof of your loss in 80 days or 88 scon: 88 you ¢an, In the event of »
continuing loss that is eligible for periodic payments, you must give us written proof within 90 days after the
end of the period of loge for which we are liable, But proof must be ﬁnrm:hed within 15 months after loss hegan,
except in the absence of legal capamty ' .

PART R | ‘ PAYMENT OF GLAIMS
(1) Time of Payment of Claiins: Bene;ﬁtg for continuing cave are paid monthly when loss lasts longer than one
month. When we receive your proof of loss, benefits that acerued up to the date of the proofs will be paid at the

end of pach month, All other henefits are paid as soon as we receive your proof of loss. Benefifs unpaid when our
Linbility ends are pmd when we recaive your pv:oof of logs. .
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Payment of Claims: Benefits will be paid directly to you, Benefits unpaid at your death will be paid to your
benaﬁciary_ or your estate. . o ) : . _

If any benefit is payable to your estate, to a minor, or to any person not able to give a valid release, we may pay
up fo $1,000.00 to any relative by blaod or connection by marriage of the Insured or beneficiary that we find
entitled to the payment. Any payment we make in good faith will fully discharge us to the extent of the payment,

Claim Review and Apperl Procedure: In the event of any claim denial with which you do not agree, you
have the right to submit a written request to the Company at its Home Office aslking for a review of the denial of
benefits. That request may include documents from your Physieian or care provider that support your basis for
the requested review, Within 80 days after we receive that writben request, we will notify you or your
repregentative of the results of the review, :

PART 8 ' POLICY PROVISIONS

(1)

(2

3)

®

)]

Entire Contract; Changes: This poliéy,’ with any attachments (and the copy of your epplication), is the entirve
contract of insurancs, No agent may make contracts, determine insurability or change the application or policy
in any way. Only an executive officer of ours can approve a change. Thet change must be shown in the poliay.

Tithe Limit on Certain Defenses: After two years frotn the Policy Date, no misstatements, except: knowing’-
end intentional misstatements relating to the Insured's health, can be used to void the poticy, If this policy is
reingteted on the basia of & health application, the contestable period will be two years from the teinstatement
date. '

Pre-Existing Conditions: We will not raduce or deny a claim under this policy because a Bickness or Injury
existad before the Policy Date.

Grace Period: Your premium must be pﬁid on or before the date it is due or during the 81-day grace period
that follows. Your policy stays in foree during your grace period, :

Reinstatement: Your policy will lapse if you do not pey your premium before the end of the grace period. If we
later aceept a premivn and do not require an application for reinstatement, that payment will put this policy
back in foree. If we require an application for reinstatement and, as mey be needed, issue a conditional recaipt,
this policy will be put back in force when we approve it. If we fail to notify you of disapproval within 45 days of -
the date of application (or the date of the conditional receipt, where that is required), your policy will be put
back in force on that 45th day, : o SR

Youor reinatated policy will cover only-loss due to Injﬁry that l_:egina aftor the date your policy was put in force.

. Algo, it will cover only loss due to Sickness that begins after the date the policy was put bacl in force,

‘In &ll other respects, you and we will have the same rights under this policy that we had before it lapsed. The

premimm we secept to reinstate this policy may be ysed for a period for which premiums had not heen paid, But
it will not be used for any period more than 60 days befors the reinstatement date. '

Physieal Exanination: We, at our expense, can have you examined as often s reasonably needed while a
claim is pending. © | : ' ' .
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Legal Action: You can't bring & legal action to recover under your policy for at laast 60 days after you have
given us written proof of loss. You can't start wach an ection more than three years after the date written proof

of logs is required.

Change of Bepeficiary; Assigxunent: Only you have the right to change the bensficiary. This right is yours
unless you make a beneficiary designation that may not be changed. Consent of the beneficiary is not required
to make & change in this policy. Also, such consent is not required to surrender this policy or to assign the
benefits.

Misstatement of Age: If your age has been misstated, the amount payable will be that which the premium
would have bought at the correct age. )

TMegal Ocoupation: We will not be liable for any loss to which a contributing cause was your commission of or
attempt to commit & felony., Nor will we be liable for any loss to which.a contributing cause was your being
engaged in an legal occupation. S '

Other Insuranece With Us: You ma;;} have oniy one policy like this ong at any one time, If you have more then

one such policy, the one you, your beneficiary or your estate gelocts will remain in force, We will return all.

premiums paid for all other such policies,

Extension of Benefits: Terrination of this policy will be without prejudice to any benafits iaayable for
institutionalization if such institutionalization began while the policy was in foree amd continues without

interruption after termination. "Institutionalization" means Nursing Home Care, as defined in the policy, Thie
extension of henefits beyond the period the policy wag in force will be limited to the duration of the Benefit
Period, if any, or to the payment of the matimum dollar amount. It will be subject to the poliey Elimnination
Period and all other applicable provisions of the policy.

Term of Coverage: Your coverage starts on the Policy Date at 12:01 a.mn. standard time whete you live. It ends
gt 12:01 a.m, on the same standard time on the first renewal date, Bach time you renew your policy, the new
term begins when the old term ends. ’ '

Conformity With State Statutes: The provisions of the policy must conform with the laws of the state in

which you regide on the Policy Date. If any do nof, this clause amends them so that they do conform.
Annmal Meeting: Our annual meeting is held at 10:00 a.m. on the second Friday of May at our Home Office,

This policy {s signed in our behalf by our Chief Executive Officer and Secretary.

Chief Bxecutive Officar

Countersigned By, ‘

Licensed Resident Agent
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0534226 G!ad.ys White 696 Issued 8-8-1999

Lapsed 2-7-2009

Claim 980004 Closed Benefit Qualifier Not Met
Clalm 980001 Closed Benefit Qualifier Not Met

it appears that benefits were paid for DDS 9-21-02 to 5-31-07 for a total of 89872.38

8-12-09 Claim Form Received--—-Added ﬁot to doc in OnBase
| 8-31-09 Sent lefter to pi advising them that contract lapsed - copy attached
9-8-09 2 Claim Form Réceived'along ﬁ;ith-lnvoices
- 9-15-09 Calied Daug'hter Cheryl explained that policy lapsed on 2-8-09
g-15-0¢ Ingquiry Recelved from Cheryl
This was hanﬂled by-Judy and it'api_:)ears that she referred letter to Tie to discuss with Daughtef
10-2-09 'Med'ical Records | |

. 10-21-09 referred Medical Records to Don L/Erin to revtew'anc.l handie

~ 10-13-09 Invoice

10-28-09 Another Primary Claim Form along with invoices

Notes in caps indicated:
10-27-09 Daughter Cheryl called regarding reinstatemant
11-10-09  Itr to daughter Cheryl Reinstatement denied

12-12-09 follow up.ltr to same daughter regarding denlal of reinstatement.
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STATE OF WASHINGTON

WVIIKE KREIDLER Phone: (360) 725-7080

STATE INSURANCE COMMISSIONER ] www.insurance wa.gov

OFFICE OF
INSURANCE COMMISSIONER

August 30, 2010

Ability Tnsurance
Donald Lawler, _
Senior Vice President
PO Box 3735

Omaha NE 68103

Re: Case Number 1041891

Dear Mr. Lawler:

Thank you for your recent response to our office regarding Mrs. White’s long-term care policy.

After reading the response, T have some remaining questions:

1)

2)
3)

5)

Under WAC 284-54-253 (2), companies that provide long-term care policies must
“offer each insured in writing an opportunity to change the designee, or update the
information concerning the designee, no less frequently than once in every twenty-four
months.” Does Ability do this, and if so, what’s Ability’s process for doing this?

Was Mrs. White’s daughter, Cheri Silvernail, listed as the designee on Mrs. White’s
policy?

Did Ability mail a letter to Cheri Silvernail before the policy lapsed notifying her that the
policy was going to lapse?

If so, when did Ability mail the letter to Ms. Silvernail?

If Ability mailed such a letter to Ms. Silvernail, did Ability receive the letter back as
non-deliverable? If so, what further action did Ability take to follow up with Ms,
Silvernai]? ' '

Mailing Address: P.O. Box 40255 « Olympia, WA 98504-0256
Street Address: 5000 Capitol Blvd. Tumwatsr, WA 98501



Mr. Whele explaihs in his e-mail that Ability had Ms. Silvernail’s cell phone number and

work number. Did Ability ever contact Ms. Silvernail using her cell phone number or
work number to notify her that the policy was about to lapse? '

Thank you for addressing this issue, A detailed response within 15 working days of your
receipt of this letler is required under WAC 284-30-360 and WAC 284-30-650. We

presume a maximum of 5 days for delivery of this letter. Accordingly, we expect your answer
by September 30, 2010. Any correspondence with regard to this complaint should be directed
to me at PO Box 40256, Olympia, WA 985 04-0256, or electronically to
CAP.mailbox@oic.wa.gov, or fax (360) 586-2018. Please do not send duplicate responses
via different delivery methods, e.g. email and U.S. Mail,

Sincerely,

Blanoa onen

Bianca Stoner
Compliance Analyst
1-800-562-6900

(Fax) 360-586-2018

CC: Jack White

Mailing Address: P.O. Box 40255 Olympia, WA 98504-0256
Street Address: 5000 Capitol Blvd, » Tumwater, WA 98501

Mailing Address: P.O, Box 40256 Olympia, WA 98504-0256

Mailing Address; P.O. Box 40258 e Qlympia, WA 98504-0256
Street Address: 5000 Capitol Blvd. e Tumwater, YWA 98501
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RECEIVED

BIANCA STONER ' o
COMPLIANCE ANALYST L&D - SEP 13 2010

WA OFFIGE OF INSURANCE COMMISSIONER .

PO BOX 40256 . INSUBANGE DEPT, OLYMPIA:

OLYMPIAWA 985040256 =~ - GONSUMER ADV & OUTREACH

RE:  Your File No.: 1041881
_Consumer: Jack R, White

Insured: Giadys White

Policy No.: 08342268 ' ‘

Policy Type: Individual - Long-Term Care, Formi MP-LTE96(WA)
" NAIC No.: 71471 ‘ : . :

© . Dear Ms. Sfoner:

| am writing in responsé to your lettor of 'August'ao, 2010 and thank you for same,

Please be advised that we are in comp[iahce with WAC248-54-253(2). As i*ny previous Iattef indicated,

_the Third Party Advisor Notice was sent to Ms, Slivernall after retur of an Advisor Letter. we mailed to
Ms. White on August 27, 2007, Pursuant to the 24 month reguirement, another Advisor Letter would
have been mailed in August 2008, buit the policy had already lapsed in February of that year. A copy of
the August 27, 2007 letter is enclosed for your review. '

Yes, Ms. Silvernail was listed as a designee on Mrs, White's response. Ability did mall a letter to Ms. .-

Silvernail, Both Reinstatement Notice and the Third Party Advisor Notice were mailed on March 20,
2009, A billing history is enclosed for your convenience. Neither was refurned as undeliverable,
Premiym Notices and Third Party Advisors Notices are in writing and there was no, attempt made to
follow up via telephone when payment was not received. , ' '

It you'have any other questions or nsed additional informaticn, pleasé contact my office.
Very truly' yours, _
~ ABILITY INSURANCE COMPANY

Donald K. Lawler, J.D., M.B.A.
Senior Vice President

(402) 218-4060

(866) 240-2352 fax

dlawler@abilityre.net
DKL:it "

Encs.

P.O. Box 3735 « Omaha, NE 68103 « abilityinsurance.com



MEDRICO" GROUP

Medico~ insurance Company « Medico Life Insurance Company ' .
August 27, 2007 - o 2 , REGD PS.
SEP 10 01

" GLADYS E WHITE
§223 80 AVE GT E

PUYALLUP WA 88371 S
, Policy No.: 0934226

Dear Gladys E White,

You may name an Advisor(s) to provide extra security against the unintentional lapse of your insurance
palicy. This will enable us to send a notification to the persen you name In case of an unpald premium. If you
- do not wish to take advantage of this opportunity, please sign the walver below and return the form to us,

. Please designate a person In the space provided and sign below,
. - 0OF = ) .
sign the Walver that foliows.

1. Advisor's Name; -W ,_aff ,,—W .
" Horme Addreaswég_g%@ﬂ /‘/ ag?- '& . N
Gi;y:,é_&nw;/faj Stote: fleats .z QT8 2 F
Phona Number, { 015' 3 )\ Bed JHILF 43

2. Name of Second Advisor {Optionaly;_,

‘Home Address:

- Clty: : . State; Zip;

Phnng Numbér: ( 1

- — —m " },.s-.m.'__ . —_—— -— 1 e e ——— N

" You have the rlght 1o change this wiitten de’é'lgnatio at least once every two yeers, «

)@ATE_; ' & - ' \SIGNATURE: £ ZIM ;

WAIVER OF PROTECTION AGAINST UNINTENDED LAPSE

| understand that | have the rght to designate at least one person other than myselfto recelve rotice of fapse
of termination of this Insurance policy for nenpayment of premium. | understand that notice will not be given
untll 30 days after & premium ls due and unpaid, 1 ejgat NOT to.designate any person to reogive such notlce.
% -<7_ YSIGNATURE: 4 /e 2

Please return this complated form in the /nctased postage-paid envelope.

2460 . ' : 2052004
'1] !

Protecting Your Future Today® E

: ¥
1515 South 75th Street « Omaha, NEBET24 « (402) 391-6900 » fax (402) 391-6489 « www.gomedicocom .

Policy Information - Pol# 0834226 ~ DoclD 361099




0534226

Bill From
‘2/8/2009
2/8/2009
2182009
© B/8i2008
8/8/2008
8/812007
818/2007
8/8/2006

- BI8I2005 -

8/8/2004

White, Gladys

Bill To Billing Mode
8/7/2009 Semi-Annual
8/7/2008 Semi-Annual
8/7/2009 Semi-Anhual
8/7/2008 Annual
8/7/2008 Annual
8/7/2008 Annual
Bf7/2008 Annual
8/7/2007 Annual

~ 8/7/2006 Annual

- -8f7f2008 Annual

il

Biling History

Bill Dats * Status
3/20/2009 -
2/16/2009 VDB

1/8/2008 VDB
8/1%/2008 VDB

. 7fa/2008 VDB
8/20/2007
7/9/2007 VOB
8/30/2008
TMN2008 .
7/0/2004

iteration







STATE OF WASHINGTON:

MIKE KREIDLER Phone: (360) 725-7080
STATE INSURANCE COMMISSIONER www.insurance.wa.gov

OFFICE OF
INSURANCE COMMISSIONER i

September 24, 2010 : - | .

Ability Insurance
Donald Lawler,
Senior Vice President
PO Box 3735

Omaha NE 68103

Re: Case Number 1041891
Dear Mr. Lawler:

Thank you for yuour recent response to our office regarding Mrs. White’s long-term care policy. i
In the response, you explained that Ability mailed the reinstatement notice and the third-party ]
advisor notice to Cheri Silvernail on March 20, 2009. ‘ ‘

Under WAC 284-54-253(1)(a), the designee’s notice must “provide that the contract or
certificate will not lapse until at least thirty days after the notice is mailed to the insured’s
designee.” Thus, the contract could not lapse until April 19, 2009, at the earliest. Moreover,
"WAC 284-54-253(2) requires, in the event of lapse for nonpayment of premium where the
insurer is provided with proof of the insured’s cognitive impairment, that the insurer allow
reinstatement when reinstatement is requested within the five months after the lapse. Therefore,
the insured in this case had until September 19, 2009 to request reinstatement. Because Ms.
Silvernail spoke with Ability on September 15, 2009, asking fo reinstate the policy, Ability was
obligated under Washington taw to comply and reinstate the policy. Of course, Ability is
entitled to any premiums to which is it entitled under the contract that it has not yet received for
the period

Mailing Address; P.O. Box 40256 e Olympia, WA 98504-0256
Street Address: 5000 Capitol Blvd. e Tumwater, WA 88501



We look forward to hearing from Ability regarding the reinstatement of this policy.

Thank you for addressing this issue. A detailed response within 15 working days of your
receipt of this letter is required under WAC 284-30-360 and WAC 284-30-650. We

~ presume.a maximum of 5 days for delivery of this letter. Accordingly, we expect your answer
* by October 25, 2010. Any correspondence with regard to this complaint should be directed to
me at PO Box 40256, Olympia, WA 98504-0256, or electronically to :
CAP.mailbox@oic.wa.gov, or fax (360) 586-2018. Please do not send duplicate responses
via different delivery methods, e.g. email and U.S. Mail. : '

Sincerely,

GBanoa Ploron

Bianca Stoner
Compliance Analyst
1-800-562-6900
(Fax) 360-586-2018

CC: Jack White
Carol Sureau

Maifing Address: P.O. Box 40256 Olympia, WA 98504-0256
Strest Address: 5000 Capitol Blvd. » Tumwater, WA 98501
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Abilityl ns

Otober 4, 286" | REGE‘VEU

BeT 4 ¢ 2010
BIANCA STONER ~
. COMPLIANCE ANALYST L&D INSURANGE DEP1. OLYMPIA
WA OFFICE OF INSURANCE COMMISSIONER CONSUMERADVNCACY nISIOr
PO BOX 40256

OLYMPIA WA 98504-0256

RE:  Your File No.: 1041891 _
) Consumer; Jack R. White s e
nsured: Gladys White
Policy No.: 0834226
Policy Type: Individual - Long-Term Care, Form MP-LTGS6(WA)
NAIC No.: 71471

Dear Ms, Stoﬁer'

| am writing in response to your latter of September 24" and received in our office on September
30%.

Please be advised that WAC 284-54-253 (1) (a) extends the grace period and prevents the policy
from lapsing during said grace period, but if premium is not received in this extended grace period,
the policy termination date reverts back to the paid to date. In this case, the policy lapsed for non-
payment of premium on February 7, 2009. The extended grace period does not affect the
termination or lapse date. .

“{am sorry | could not write more favorably. If you have any questsons or need addlttonal
information, please contact my office.

Very truly yours,
ABILITY INSBURANCE COMPANY

ke

Donald K. Lawler, J.D., M.B.A.
Senior Vice President

(402) 218-4069

(866) 240-2352 fax
diawler@abilityre, net

DKL:tt

P.O. Box 3735 « Omaha, NE 68103 « abilityinsurance.com
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STATE OF WASHINGTON

MIKE KREIDLER Phone: (360) 725-7080
STATE INSURANCE COMMISSIONER ) : WWW.Insurance. wa.gov

OFFICE OF
INSURANCE COMMISSIONER

October 21, 2010

Ability Insurance
Donald Lawler,
Senior Vice President
PO Box 3735

Omaha NE 68103

" Re: Case Number 1041891
Deat Mr. Lawler:
Thank you for your recent response to our office regarding Mrs, White’s long-term care policy.

Under WAC 284-54-253(2), if a consumer’s family wants o reinstate the policy, they’re

required to request the reinstatement before the end of the grace period, Under the plain i
language of the law, the family is not required to catch up on the back payments before the end
of the grace period. However, even if the law did require the family to catch up on back
paymenits before the end of the grace period, Ability did not act in good faith in its
communications with Mrs. White’s family regarding this policy.

Mrs. White’s daughter, Cheri Silvernale, would have paid the late premiums within the grace
period if she had known that this option existed. As Ability is aware, Ms. Silvernale had
moved, so she didn’t receive the notice that Ability mailed to her. Fortunately, Ms. Silvernale
found out about the lapse on her own, which is why she contacted Ability to discuss how to
reinstate the policy.

Mailing Address: P.O. Box 40256 o Olympia, WA 98504-0256
Street Address: 5000 Capitol Blvd. ¢ Tumwater, WA 98501



Specifically, on September 15, 2009 during a phone conversation with an Ability representative
named Sharon, Ms. Silvernale explained that she hadn’t known about the lapse and that she -
wanted to reinstate the policy. This phone conversation occurred several days before the end
of the grace period, which was September 19, 2009.

The Ability representative didn’t tell Ms. Silvernale that there was a way to reinstate the policy,
much less inform her that Ability would require her to bring the payments up to date by
September 19, 2009 (the end of the grace period) to reinstate the policy.

Ability was not acting in good faith under WAC 284-54-800(2) when, despite Ms. Silvernale’s
specific request to reinstate the policy, Ability failed to inform her that she had a right to reinstate
the policy, and that Ability required her to take certain steps before the end of the grace perlod
in-order to reinstate the policy. ‘

Because of Ability’s faiture to act in good faith fegarding this policy, Ms. Silvernale deserves an
opportunity now to reinstate the policy. :

Please send a reinstatement application to Ms. Silvernale along with a bill for the reinstatement -
premium.

Thank you for addressing this issue. A detailed response within 15 working days of your |
receipt of this letter is required under WAC 284-30-360 and WAC 284-30-650, We

presume a maximurn of 5 days for delivery of this letter. Accordingly, we expect your answer
by November 22, 2010. Any correspondence with regard to this complaint should be directed
to me at PO Box 40256, Olympia, WA 98504-0256, or electronicallyto
CAP.mailbox@oic.wa.gov, or fax (360) 586-2018. Please do not send duphcate responses

via deYerent delivery methods, e.g. email and U.S. Mail.

Sincerely,

Bianca Stoner
Compliance Analyst
1-800-562-6900
(Fax) 360-586-2018

Mailing Address: P.O. Box 40256 e Olympia, WA 98504-0256
Street Address: 5000 Capitol Bivd. e Tumwater, WA 98501



CC: Jack White
Carol Sureau

Mailing Address: P.O. Box 40256 e Olympia, WA 98504-0256
Street Address: 5000 Capitol Blvd, @ Tumwater, WA 98501

Mailing Address: P.O. Box 40256 « Olympia, WA 98504-0256
Street Address: 5000 Capitol Bivd. ® Tumwater, WA 98501

Mailing Address: P.O. Box 40256 e Olympia, WA 98504-0256
Street Address: 5000 Capitol Blvd, » Tumwater, WA 98501
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AB
Abilitylns
| tY | | - RECEWNVED

November 1, 2010

NOV 05 2010
BIANCA STONER | INSURANUL L),
COMPLIANCE ANALYST L&D CONSUMER Amrnmr‘i)\%m;é?oi\'
WA OFFICE OF INSURANCE COMMISSIONER
PO BOX 40256

OLYMPIA WA 98504-0256

RE:  Your File No.: 1041891
Gonsumer; Jack R, White
Insured: Gladys White
Policy No.: 0834226
Policy Type: individual — Long-Term Care, Form MP-LTE96(WA)
NAIC No.: 71471 ,

Dear Ms. Stoner:
| am writing in response to your letter of October 21, 2010 received in our office on October 25",

Per WAC 284-54-253 (2) %ew insurer shall provide a limited right to reinstate coverage in the gvent
of lapse or termination for nonpayment of premium, if the insurer is provided proof of the insured's

Cognitive impairment or Loss of Functional Capacity and reinstatement is regquested within the 5
months after the policy lapsed or terminated due to nonpayment of premium.

As previously explained, Ms. White's policy lapsed due to nonpayment of premium on February 7,
2009. Five months from that date is July 7", not September 19" or even September 15" when we
were first contacted by Ms. Silvernale concerning the fact that the contract lapsed. Ms. Silvernale's
- first correspondence on this subject is dated September 11" and was received in our office on
September 15™ (Copy enclosed), not within five months, We have never been provided proof of the
insured's Cognitive Impairment or Loss of Functional Capacity either.

| am sorry 1 could not write more favorably, if you have ary quesfions or need additional information,
please contact my office. : ‘ ,

Very truly yours,
ABILITY INSURANCE COMPANY

(il

Donald K. Lawler, J.D., M.B.A.
Senior Vice President

(402) 218-4069

(866) 240-2352 fax
diawlergbabilityre. net

DKLt

E ) l l .
nes P.O. Box 3735 » Omaha, NE 68103 - abilityinsurance.com
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Sep, 14, 2009 8:44AM No. 6265 P,

September 13, 2009

Ability Insnrance

Long Term Care Claims Department
PO Box 3735

Omeha, NE 68103

FAX #: 866-498-0689

1 am writing regarding the recent cortespondence my mother received abount her Long
Term Care Insurance, stating that her contract had lapsed effective 2/7/2009,

1 am not qmwmwhatthmmeansasmymothmhasheen paying for this j insurenes
sinee August, 1999,

Please contact me regarding this. My mom is now in an assisted living home becanse she
_has not been abie to care for herself or her financial matters for quite some time.

Thank you,

Chery} Silvernail, danghter of Gladys White

Address:
13714 143" Ave. E,
Cnting, WA 98360

Phone: 253—446-719{)

Cell: 253-232-7499
Woark: 253-841-8726

PS5 -~ Inquiry Received - Pol# 0834226, Clmi <« DocID 1282284

1
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" STATE INSURANGCE COMMISSIONER

STATE OF WASHINGTON

T Phane: {360} 7256-7000

wivw.Insurance.wa.gov

MIKE KREIDLER

OFFICE OF

~ December 1, 2010 INSU_RANCE COMMISSIONER
Donald K. Lawler, J.D., MB.A.
Senior Vice President
Ability Insurance-Co.
1515 S 75th St

Omaha, NE 68124-1655
Via US Mail and e-mail: dlawler@abilityre.net

RE: Insured Gladys White, consumer complaint of Jack White

Dear Mr. Lawler:

This letter follows our brief conversation yesterday concerning this matter. You informed me
during that conversation that the company’s March 20, 2009 letter {(which you told me was
mailed on that date) served as the company’s “notice of lapse or termination for nonpayment of

premium” as required under WAC 284-54-253(1)(a).

As I explained, WAC 284-54-253(1)(2) requires that the notice “provide that the comntract or
certificate will not lapse until at least thirty days after the notice is mailed to the insured’s
designee.” The letter that the company sent did not include this information. Had the letter
contained the correct notification as prescribed by the rule, the very soonest that the contract

~ could have lapsed would have been no sooner than 30 days from the date of that letter. Thirty
.days after the March 20, 2009 notice was Sunday, April 19, 2009. This is important, because
your company was responsible to reinstate coverage within five months of that date as indicated

under WAC 284-54-253(2).

You acknowledge that on September 11, 2009, the insured’s WAC 284-54-253(1) designee
contacted the company. A few days later — and still within five months of the contract’s
prescribed lapse date — the designee told the company that she had just learned of the lapse for
nonpayment of premium, and that the nonpayment was because of the insured’s cognitive
impairment or loss of functional capacity. Yet the company has consistently refused to reinstate

the insured’s policy.

The company’s conduct in this matter violated several provisions of the ‘Washington Insurance
Code. The Insurance Code provides that evety violation is punishable by a penalty up to
$10,000, in addition to suspension or revocation of the violator’s certificate of authority. This
agency has a process for determination of enforcement actions. Lhave discussed this matter with
my supervisor and we will proceed to present this matier at the December 15 meeting of the
agency’s Compliance Group for consideration of enforcement action against the company.

Mailing Addrass: P. 0. Box 40255 = Olympia, WA 98504-0255
Street Address: 5000 Caplol Bivd. » Tumwater, WA 98501




Donald K. Lawler, .D., M.B.A.
December 1, 2010
Page 2

Should you'have any questions about this process, please do not hesitate to confact me at (360)
725-7046. . ' :

Michael'Singer, Staff Attorney
Legal Affairs Division







| ABILITY INSURANCE CoO.

December 16, 2010

ALAN M SINGER, STAFF ATTORNEY

LEGAL AFFAIRS DIVISION

WA OFFICE OF INSURANCE COMMISSIONER
PO BOX 40255

OLYMPIA WA 98504-0255

RE:  Your File No.: 1041891
Consumer; Jack R. White
Insured: Giadys White
Policy No.: 0534226
Palicy Type: Individual - Long-Term Care, Form MP-LT696(WA)
NAIC No.: 71471

Dear Mr, Singer:
| am writing in response to your letter of December 1, 2010 and thank you for same,

Contrary to your letter, our notice does state, “If the premium is not received within 35
days from the date of this letter, the policy will lapse for nonpayment of premiums”. In
full compliance with WAC 284-54-253 {1)a).

The Grace Period, Extendad Grace Period for Third Party Notification or Limited Right
to Reinstatement all act independently of each other and most importantly, will only
extend the policy’s term of coverage should payment actually be made within said
period. Once the period comes and goes without payment, the lapse date reverts back
to the termination for nonpayment date with no reference given to the additional period
per WAC 284-54-253 (1)(b) and please see Wasghington case Hanson v. Mutual of
Enumclaw [nsurance Company (WAC, 1999). That case involved a claim by plaintiffs
after the policy had been canceled for nonpayment of premium. The Hanson's sent a
check to the insurance company after the policy had terminated. "Because
reinstatement does not affect coverage, but rather governs conduct after coverage is
terminated, it does not conflict with the policy terms or Washington Statute.”

To further advance our position that reinstatement or extended grace period has a short
shelf life we reference West's Encyclopedia of American Law definition of “Grace
Period”. West states, “In insurance law, a period beyond the due date of the premium
(usually 30 or 31 days) during which the insurance is continued in force during which
payment may be made to keep the policy in good standing. The grace period for
payment of premium does not provide free insurance or operate to continye the policy in

force after it expires by agreement of the parties”. Clearly, if payment is not received
the lapse date reverts back to the termination date. _

P.O. Box 3735 « Omaha, NE 68103 « abilityinsurance.com




Additionally, should we accept the extendad lapse date, the insured’s representative
was still required to provide proof of the insured's Cognitive Impairment or Loss of
Functional Capacity and request reinstatement within 5 months after the policy lapsed
or terminated due to nonpayment of premium. Ms. Silvernail did neither as required by
WAC 284-54-253 (2). Contrary to your letter, we were not told that nonpayment was
because of the insured's Cognitive Impairment or Loss of Functional Capagcity. Instead

we received a Claim Form for confinement due to a wrist fracture on July 28, 2009. Ms.

White would not be considered a Chronically 1l individual as required by Part G of the
policy for Benefit Eligibility.

I am sorry 1 could not write more favorably. If you have any questions or need
additional information, please contact my office.

Very truly yours,
ABILITY INSURANCE COMPANY

e

Donald K. Lawler, J.D., M.B.A.
Senior Vice President

(402) 218-4069

(866) 240-2352 fax

diawler@abilityre.net
DKI_:tt







1999 Wash. App. LEXIS 945, *

Page 1

DAVID E. HANSON and MARY R. HANSON, husband and wife, Appellants, v.
MUTUAL OF ENUMCLAW INSURANCE COMPANY, Respondent.

No. 17322-4-111

COURT OF APPEALS OF WASHIN GTON, DIVISION THREE, PANEL TEN

1999 Wash. App. LEXIS 945

May 27, 1999, Filed

NOTICE: [*1] RULES OF THE WASHING-
TON COURT OF APPEALS MAY LIMIT CITATION
TO UNPUBLISHED OPINIONS. PLEASE REFER TO
THE WASHINGTON RULES OF COURT.

SUBSEQUENT HISTORY:
Format at: 95 Wn. App. 1056.

Reported in Table Case

PRIOR HISTORY:  Appeal from Superior Court of
Kittitas County. Docket No: 96-2-00312-6. Date filed:
01/30/1998. Tudge signing: Hon. Michael E. Cooper.

DISPOSITION: Affirmed..

COUNSEL: For Appellants; William M. Wood Ir.,
Meikle & Wood, Tacoma, WA. ‘

For Respondent: Jeffory E. Adams, Murray Dunham &
Murray, Seattle, WA.

For Other Parties: Jewel Smith (Appearing Pro Se), Offi-
cial Court Reporter, Ellensburg, WA.

JUDGES: Authored by Frank L. Kurtz. Concurring:
Stephen M. Brown, Kenneth H Kato,

OPINION BY: FRANK L. KURTZ

OPINION

KURTZ, A.C.J. - The Hansons' insurance policy on
their home was cancelled three times for nonpayment of
premium in one year. Mutual of Enumeclaw Insurance
Company refused to reinstate coverage after the third
canceliation, pursuant to an in-house policy that denies
reinstatement of an insurance contract in the event it has
been cancelled three times in a 12 month period. Afier
cancellation, a fire destroyed the Hansons' home. They
sued Mutual of Enumclaw arguing that the policy of in-
surance was not cancelled according to its terms and,
alternatively, that [*2] the doctrines of estoppel and
walver barred the cancellation of the contract. On sum-
mary judgment, the court found the policy was cancelled

on the date of the fire. The Hansons appeal. We affirm
the judgment of the superior court.

FACTS

David and Mary Hanson were the owners of prop-
erty located in Thorp, Washington. In November 1994,
the Hansons purchased a farmowner's insurance policy
from Mutual of Enumclaw, through the Snowden Agen-
cy. This was an annual policy and the initial coverage
was from November 15, 1994, to November 15, 1995,
The Hansons renewed the coverage for a second year.
The Snowden Agency periodically mailed the Hansons a
Statement of Account, which informed them of the cur-
rent balance due on the annual premium, the minimum
amount due fo prevent cancellation and the date the
payment was due. The Snowden Agency mailed a Re-
minder Notice to any insureds who did not pay the pre-
miums timely. This reminder informed the insureds the
date the policy would cancel if the premium was not re-
ceived. The Statement of Account reads as follows;

NOTICE: PLEASE READ REVERSE SIDE FOR
GENERAL INFORMATION AND CANCELLATION
PROVISIONS FOR NONPAYMENT OF PREMIUM,

The Reminder Notice [*3] contains the following
language:

Please see reverse side for general information and
nonpayment cancellation provisions.

On the Statement of Account, the wording is in bold
and capitalized type, whereas on the Reminder Notice it
is not in bold and appears in lower case,

On the reverse side of both the Statement and Re-
minder, several provisions appear. The provision that
relates to reinstatements reads:

REINSTATMENTS - Reinstatement will not be
available if an account has been cancelled for nonpay-
ment three times during a 12 month period.

In 1996, the Hansons' policy was cancelled three
times for failure to pay premiums. In the first instance,
the premium was due by January 14, The Hansons made
a partial payment on January 18. The Reminder Notice
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stated that if the premium was received by February 4,
coverage would continue uninterrupted. The Hansons
paid the premium on February 6. Mutual of Enumclaw
reinstated the policy.

The second instance of cancellation occurred in
April. The Hansons' premium was due March 17, which
they failed to pay. The Reminder Notice stated if the
premium was not received by April 7, the policy would
be cancelled. The Hansons did not pay the premium [*4]
by April 7 and the Snowden Agency sent a letter notify-
ing the Hansons that the policy had lapsed. The Hansons
paid the premium due in full on April 24, and Mutual of
Enumclaw reinstated the policy effective to March 18.

The third time the policy was cancelled was in July.
The premium payment of § 271.00 due June 14 was not
paid. The Reminder Notice indicated if payment was
received by July 4, coverage would continue uninter-
rupted. The Hansons did not pay the premium by July 4.
Af that time, Mutual of Enumclaw sent a statement to the
Hansons informing them that they owed Mutual of
Enumclaw $ 174.37 for previous coverage, and explain-
ing payment "does not" reinstate coverage. The Hansons
paid Mutual of Enumeclaw $ 271.00 on August 1. Mutual
of Enumelaw decided not to reinstate the policy because
it had been cancelled three times in one year. On August
8, Mutual of Enumclaw retaitied $ 174.37 and sent a re-
fund check for the remainder of the premium paid to the
Snowden Agency to forward {o the Hansons. The Snow-
den Agency sent a letter to the Hansons informing them
that Mutual of Enumelaw would not reinstate the policy
and they would receive a refund in the amount of $
96.63, The [*5] letter reminded the Hansons they had
not had coverage on the house since July 9. On August
15, a fire occurred at the Hansons' house. Mutual of
Enumclaw -denied coverage. The Hansons filed suit,
Mutual of Enumclaw successfully sought summary
judgment. The Hansons appeal.

ANALYSIS

Did the trial court err in granting summary judg-
ment?

Mutual of Enumclaw based its cancellation of the
insurance confract upon its in-house policy that denies
reinstatement of an insurance policy after it has been
cancelled three times in one year. The Hansons argue
RCW 48.18.190 prohibits agreements conflicting or
modifying a contract of insurance unless it is in writing
and made part of the contract. The insurance company's
in-house policy is found on the reverse side of its state-
ments and the reminder notices. These documents are not
part of the insurance contract. According to the Hansons,
the insurance contract governs cancellation, It provides
that Mutual of Enumclaw may cancel by delivering to
the insured and the insured's agent a wriften notice of

cancellation, including the actual reason for cancellation
10 days before the effective date of cancellation for
nonpayment of premium. The [*6] FHansons believe the
court erred by relying upon the in-house policy and in-
stead, it should have analyzed whether the doctrines of
waiver and estoppel barred the cancellation of the insur-
ance contract. In reviewing a summary judgment order,
the appellate court evaluates the matter de novo, per-
forming the same inquiry as the trial court. Ski dcres,
Inc. v. Kittitas County, 118 Wash, 2d 852, 854, 827 P.2d
1000 (1992). Summary judgment is appropriate if no
genuine issue of material fact exists and the moving par-
ty is entitled to judgment as a matter of law, CR 56(c).
The Hansons contend that the in-house policy of refusing
to reinstate policies that have been cancelled three times
in one year is inconsistent with the insurance policy and
void based on RCW 48.18.190. RCW 48.18.190 pro-
vides "no agreement in conflict with, modifying, or ex-
tending any contract of insurance shall be valid unless in
writing and made a part of the policy." Here, the Han-
sons’ policy provided that Mutual of Enumclaw may
"cance] this policy by mailing or delivering to the In-
sured or the Insured's agent or broker written notice of
cancellation, including the actual reason for the cancella-
tion . . . at [*7] least ... 10 days before the effective
date of cancellation if we cancel for nonpayment of pre-

- mium."” The notice regarding reinstatement contained in

the account statement and reminder notices states that
"reinstatement will not be available if an account has
been cancelled for nonpayment three times during a 12
month period." The Mutual of Enumclaw reinstatement
policy does not modify or conflict with the Hansons'
policy of insurance. It does not affect coverage, pre-
miums, or any other material aspect of the insurance
contract. Rather, the reinstatement policy merely informs
the insured of the consequences of allowing the policy to
be cancelled three times in a 12 month period. Moreover,
the policy is silent regarding whether Mutual of Enum-
claw is obligated to teinstate the policy after it is can-
celled. Because the reinstatement policy does not affect
coverage, but rather governs conduct after coverage is
terminated, it does not conflict with the policy and, like-
wise, does not violate RCW 48.18,190. Next, the Han-
sons allege the court should have refused to grant sum-
mary judgment because the doctrines of waiver and es-
toppel apply. Walver requires that the insurers yoluntari-
ly [*8] and intentionally relinquished a knowh right or
that their conduct warrants an inference of the relin-
quishment of such right. Saunders v. Lioyd's of London,
113 Wash. 2d 330, 33940, 779 P.2d 249 (1989).
"Voluntarily' implies a choice, a conscious decision to
relinquish a right; conduct giving rise to a waiver argu-
ment cannot be consistent with any other interpretation
than intent to waive.™ Id at 340. One must know that
certain conduct has the effect of relinquishing a right. Id.
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"The focus for waiver, then, is on the insurer, not on th
insured." Id. ‘

Here, there is no evidence Mutual of Enumclaw
waived its right to decline to reinstate the Hansons' poli-
cy. The Hansons argue that because Mutual of Enum-
claw .accepted late payments in the past, even after the
policy was cancelled, it waived its right to refuse to
reinstate. However, it is clear from the printed policy on
the Statement of Account and Reminder Notice that Mu-
tual of Enumclaw's policy was to allow two reinstate-
ments after policy cancellation, but not a third in a 12
month period. Its acceptance of late payments and reins-
tatement on two occasions do not arise to a knowing,
voluntary waiver. Rather, the reinstatements [*9] were
simply in compliance with its practice of allowing two
policy cancellations. The Hansons also contend that es-
toppel applies. "In limited circumstances, an insurer may
be equitably estopped by its conduct from denying cov-
erage to its insured if -the insured justifiably relies on
such conduct." Isaacson v. DeMartin Agency, Inc., 77
Wash. App. 875, 880, 893 P.2d 1123 (1995). "To prove
equitable estoppel, the insured must show (1) conduct
inconsistent with the claim afterward asserted; (2) action
by the insured on the faith of such conduct; and (3) in-
Jjury to the insured resulting from allowing the insurer to
contradict or repudiate such conduct." Id.; see Saunders,

113 Wash. 2d at 340. "One instance, by itself, will not

establish a course of conduct that will support waiver or
estoppel." Saunders, 113 Wash. 2d at 342. In Saunders,
the Washington Supreme Court reversed a directed ver-
dict for the insurance company. In that case, the insured
had twice before paid an annual premium after the policy
expired. In both previous instances, the insurance com-
pany had backdated coverage and reinstated the policy.
During the third year, the insurance company sent the
renewal notice to [*10] the wrong address. The msured
again failed to pay the premium timely. However, in late
June after the policy had expired, but prior to the date in
which the insured normally paid the premium and re-
ceived backdated coverage, an accident occurred causing
extensive damages. The Supreme Court found that the
focus of the estoppel inquiry was whether the insured
justifiably relied upon the insurer's practice of accepting
late renewal payments, delaying issuing the policy and
backdating the coverage without any notice of coverage

gaps. 113 Wash. 2d at 341-42. The court found there
wes sufficient evidence to present a question of estoppel
to the jury. 773 Wash. 2d at 343, Here, the Hansons'
estoppel argument fails. They are unable to show the first
element, conduct by Mutual of Enumclaw that is incon-
sistent with a claim afterward asserted. Mutual of Enum-
claw's stated policy is to allow reinstatement of a policy
cancelled only two times in one 12 month petiod. It is
clear it is not willing to reinstate a thrice-cancelled poli-
cy. Unlike the Saunders case, the Hansons' reliance upon
Mutual of Enumclaw's past two reinstatements is not
reasonable because of the language regarding reinstate-
ment in the [*11] two forms. The Hansons' claim that
the policy was cancelled four times in 1995 is in error.
According to the supplemental declaration of Gary Duke,
the Hansons' policy was never cancelled in 1995, but in
fact the payments were accepted during the grace period.
Thus, no course of conduct has been established other
than Mutual of Enumclaw's compliance with its own
stated policy. Finally, the Hansons argue the doctrine of
election is applicable. The doctrine of election may apply
where an insurer accepts a late premium payment and
later discovers a claim for an accident occurring before
the premium was tendered. Where the insurer has ac-
cepted such late payments for more than one year, it is
put to an election: it must treat all late payments the
same. Saunders, 113 Wash. 2d at 338. Here, Mutual of
Enumclaw expressly rejected the Hansons' tender of
premium well in advance of notice of the claim. Thus,
election is not applicable here. No material issues of fact
were presented. The trial court properly granted sum-
mary judgment.

Affirmed.

The majority of the panel has determined this opi-
nion will not be prinfed in the Washington Appellate
Reports, but it will be filed for [*12] public record pur-
suant to RCW 2.06.040.

Kurtz, A.C.IL.
WE CONCUR:
Brown, J.

Kato, J,






Singer, Alan (OIC)

From: Don Lawler [dlawler@abilityre.net]

Sent: Tuesday, December 07, 2010.7:32 AM
To: Singer, Alan (OIC)
Subject: RE: Gladys White matter

Dear Mr, Singer,

My understanding (from http.//www.abilityresources.com/company_structure.htm) is that Ability Insurance Company
{Ability) is a 100% wholly owned subsidiary of Ability Resources, Inc., which is itself a 100% wholly owned subsidiary of
Ability Reinsurance Holdings Ltd. {a “Bermuda Holding Company”), which itself owns 100% of Ability Reinsurance
(Bermuda) Ltd., a “Bermuda Limited Reinsurer.”

Answer: Correct, except that Ability Reinsurance {Bermuda) Ltd. Is a subsidiary of Ability Reinsurance Holdings Limited
not the other way arcund that you describe.

Another AbilityResources.com webpage indicates that, in 2007, Ability acquired Medico Life Insurance Company from
Medico Insurance Company. According to http://www.abilityresources.com/market_activity.htm, in this transaction
Ability assumed the responsibilities for administering the insurance of some 60,000 long term care policyholders it
acquired, as well as the $600 million of reserves and $100 milfion of annual premium it acquired.

Answer: Correct. Ability Resources, inc. acquired Medico Life Insurance Company, a former subsidiary of Medico
Insurance Company, in September 2007. Medico Life was renamed Ability Insurance Company in January 2009.

I understand that Ability acquired policies in WA State from the Medical Life insurance Company per an assumption
agreement approved by this office on 10/26/2009, and that pursuant to

http://www.gomedico.com/news pr 0001.htm, Medico Life Insurance was formerly known as Mutual Protective
Insurance Company. (The “specimen” policy you provided earlier to this office with your August 23, 2010 letter is a
Mutual Protective Insurance Company policy. You have requested a full and complete copy of the actual policy issued to
Ms. White, and will send it to me once you receive it.)

Answer: Medico Insurance Company not Medico Life was formerly known as Mutual Protective Insurance Company. It
changed its name when it converted to a mutual holding company in 2005.

Ability Insurance Company was formerly known as Medico Life Insurance Company not “Medical” Life. It changed its
name as described above. | did request a Duplicate Copy and will send it upon receipt.

Thus, while Ms. White’s policy was issued by an insurer other than Ability Insurance Company, Ability is responsible for
any alleged violations of Washington insurance laws since Ability assumed Ms. White’s insurance policy and has been
administering her policy since acquiring it from Medico in 2007.

Answer: Correct, )
If you have any other questions, please let me know, Thanks!
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This message contains confidentlal Infermatlon and is intended only for the individugl named. If you are not the named addressee, you should not disseminate, distribute or

copy this e-mail. Please notify the sender immedlately by e-mail If you have received this e-mall by mistake and delete thls e-mail from your system. E-mail transmission cannot
be guaranteed to be secure or emror-free as Information could be intercepted, corrupted, lost, destroyed, arrive late or Incomplete, or contaln viruses. The sender therefore does
not accept llabllity for any errors or omissions In the contents of this message which arise as a result of e-mail transmission. If verification is required, please request a hard copy
verslon,

Ability Insurance Company, 1515 South 75th St., Omaha, NE 63124,

From: Singer, Alan (OIC) [mailto:AlanS@OIC.WA.GOV]
Sent: Monday, December 06, 2010 5:57 PM

To: Don Lawler

Cc: Haworth, John (OIC)

Subject: Gladys White matter

Importance: High

Hi Don,
I would like to make sure | understand this éccurately -

My understanding (from http://www.abilityresources.com/company structure.htm) is that Ability Insurance Company
(Ability) is a 100% wholly owned subsidiary of Ability Resources, Inc., which is itself a 100% wholly owned subsidiary of
Ability Reinsurance Holdings Ltd. (a “Bermuda Holding Company”}), which itself owns 100% of Ability Reinsurance
(Bermuda) Ltd., a “Bermuda Limited Reinsurer.”

Another AbilityResources.com webpage indicates that, in 2007, Ability acquired Medico Life Insurance Company from
Medico Insurance Company. According to http://www.abilityresources.com/market activity.htm, in this transaction
Ability assumed the responsibilities for administering the insurance of some 60,000 long term care policyholders it
acquired, as well as the $600 million of reserves and $100 million of annual premium it acquired.

I understand that Ability acquired policies in WA State from the Medical Life Insurance Company per an assumption
agreement approved by this office on 10/26/2009, and that pursuant to

http://www.gomedico.com/news pr 0001.htm, Medico Life Insurance was formerly known as Mutual Protective
Insurance Company. (The “specimen” policy you provided earlier to this office with your August 23, 2010 letter is a
Mutual Protective Insurance Company policy. You have requested a full and complete copy of the actual policy issued to
Ms. White, and will send it to me once you receive it.)

Thus, while Ms. White’s policy was issued by an insurer other than Ability Insurance Company, Ability is responsible for
any alleged violations of Washington insurance laws since Ability assumed Ms. White’s insurance policy and has been
administering her policy since acquiring it from Medico in 2007.

If any of the above is not correct, or you take issue with the accuracy of any of the above, | would very much appreciate
your immediate clarification. Thank you again for all of your time and attention to this matter.




. , 1
Alan
Alan Michael Singer

Staff Attorney
Legal Affairs

. Office of the Insurance Commissioner

PO Box 40255

Olympia, WA 98504-0255
360-725-7046
360-586-0152 Fax







Singer, Alan (OIC)

From; Don Lawler [dlawler@abilityre.net]

Sent: Tuesday, December 07, 2010 10:53 AM

To: Singer, Alan (OIC)

Subject: - Gladys White : ) _

Attachments: © 120409-White 0S34226.docx; 11052009 - White 0534226.doc; 01132010 - White
0834226.doc .

Dear Mr. Singer,
The subsequent correspondence you requested is above. If you have any other questions or need additional

information, please let me know. Thanks!

Denoeld K Lowler, 1.0, M.B.A,
& Senfor Vice President
= Al fiity Jsuranoe Compoy
“ FiRA Medico Life Instinnce Conmpany
» % 1515 South 75th Street
= Cimaha, NE 68124
- {0 ) 2184065
- {402} 515-4411 celf
= (866) 240-2352 FAX
= dlowlen@ohifityre et

This message contalns canfidential Information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute or
copy this e-mall. Please notify the sender immediately by e-mall If you have recelved this e-mail by mistake and delete this g-mall from your system, E-mail transmission cannot
be guaranteed to be secure or error-free as information could be intercepted, corrupted, lost, destroyed, arrive fate or Incomplete, or contaln viruses. The sender therefore does
not accept Hablity for any errors or omissions In the contents of this message which arlse as a result of e-mall transmission. If verification is required, please request a hard copy

version,

Ability Insurance Company, 1515 South 75th St., Omaha, NE 68124,




December 4, 2009

CHERYL SILVERNAIL
13714 1437° AVEE
ORTING WA 98360

RE: lInsured: Gladys E. White
Policy No.: 0S34226

Dear Ms. Silvernail:
| am writing in response to your letter of November 30, 2009 and thank you for same.

Your letter confirms that we were not advised of your change of address and that
although you were aware that Ms. White could not properly handie her affairs you did
not intervene. Again, the policy has a Restoration of Benefits provision in Part M on
page 9, but the provision is limited to a five-month period in which to request
reinstatement, The five-month period expired in July and we did not receive any contact
from you until August. '

| am sorry | could not write more favorably. If you have any questions or need
additional information, please contact my offiqe.

| Very truly yours,
ABILITY INSURANCE COMPANY

Donaid K. Lawler, J.D., M.B.A.
Senior Vice President:

(402) 218-4069

(866) 240-2352 fax
dlawler@abilityre.net

DKL:tt




November 5, 2009

CHERYL SILVERNAIL
13714 143"° AVE E
ORTING WA 98380

RE: Insured: Gladys E. White
Policy No.: 0834226

Dear Ms. Silvernail:
lam writing in response to your letter of September 11, 2009 and thank you for same.

'Please be advised that the above contract lapsed for non-payment of premium on
February 7, 2009. Notice was given to Ms. White on three occasions at the address on
file. Additionally, a Third Party Advisor Notice was sent to you at the Eatonville,
Washington address we had on file. This address was given to us on September 10,
2007 by Ms. White. : | '

The policy has a Restoration of Benefits provision in Part M on page 9, but the provision
is limited to a five-month period in which to request reinstatement. The five-month
period expired in July and we did not receive any contact from you until August.

| am sorry | could not write more favorably. If you have any questions or need
additional information, please contact my office.

Very truly yours,
ABILITY INSURANCE COMPANY

Donald K. Lawler, J.D., M.B.A.
Senior Vice President
(402) 218-4069
(866) 240-2352 fax
dlawler@abilityre.net

DKL:it

Encs.



January 13, 2010

CHERYL SILVERNAIL
13714 143"° AVE E
ORTING WA 98360

RE: Insured: Gladys E. White
Policy No.: 0834226

Dear Ms. Silvernail:

Enclosed please find a check from Online Resources, #101603665, in the amount of
'$5,796.00 made payable to Medico Insurance Company. Pursuant to the check, it was
intended for Gladys E. White and Policy #0S34226. As previously explained, that policy
has lapsed. | am retuming this check to you as Power of Attorney for Ms. White.

If you have any questions or need additional informatidn, please contact my office.
Very truly yours,

ABILITY INSURANCE COMPANY

Donald K. Lawler, J.D., M.B.A.
Senior Vice President

(402) 218-4069

(866) 240-2352 fax
dlawler@abilityre.net

DKL:it

Encs.




' Singer, Alan {OIC)

From: Singer, Alan {OIC)
Sent: Monday, December 06, 2010 10:08 AM
To: 'Don Lawler’
- Subject: RE: Insured Gladys White, consumer compiaint of Jack White

Attachments: 8-23-10 Ability Ins Co Don Lawler letter io OIC Bianca Stoner with attached specimen policy
and timeline. pdf .

Hi Don,

My file has in it your attached 8-23-10 letter to Bianca Stoner of this agency, which attached a “specimen” policy and a
timeline, as indicated. As you can see, the “specimen” policy is Mutual Protective Insurance Company MP-LTEI6{WA),
and is 12 pages in all.

As to the “specimen” policy you enclosed, is that a copy of Ms, White's entire policy? If so, will you please confirm that
it is and that it includes all of the pages and all the terms in Ms, White’s policy? Also, | would like to receive a complete
copy of Ms. White’s actual policy, not merely a “specimen,” if possible. Will you please indicate whether a copy of her
actual policy was retained, and if so, | please e-mail it to me as a PDF?

Also, you'll note that your 8-23-10 letter mentioned that you were enclosing some “subsequent correspondence” to Ms,
Silvernail. However, as you can see, my copy of your letter does not include this. Will you please also provide me with a
PDF copy by e-mail of whatever “subsequent correspondence” to Ms. Silvernail that you were referring to in your letter?

Thank you,
Alan

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the insurance Commissioner
PO Box 40255

Glympia, WA 98504-G255
360-725-7046

360-586-0152 Fax

From: Don Lawler [mailto:dlawler@abilityre,net]

Sent: Monday, November 22, 2010 12:38 PM

To: Singer, Alan {OIC)

Subject: FW: Insured Gladys White, consumer complamt of Jack White

Dear Mr. Singer,

Attached are all four notices:

Premium Notice #15 - Mailed 1/8/2008

Past Due Notice #176 - Mailed 2/19/2009

Advisor Letter {Third Party Notice) #U2462 - Mailed 3/20/2009
Past Due Notice #480 - Mailed 3/20/2009

. & @

If you need anything else, please let me know. Thanks!
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This message contains confidential information and is intended only for the individual named. If you are not the named arddressee, you should not disseminate, distribute or
copy this e-mail. Please notify the sender immetdiately by e-mall if you have received this e-mail hy mistake and delete this e-mail from your system. E-mall transrmission cannot
be guaranteed to be secure of error-free as infermation could be interceptad, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. The sander therefore does
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version.

Ability insurance Company, 1515 South 75th St., Omzha, NE 68124,

From: Singer, Alan (OIC) [mailto:AlanS@OIC.WA.GOV]

Sent: Monday, November 22, 2010 12:34 PM

To: Don Lawler

Subject: RE: Insured Gladys White, consumer complaint of Jack White
Importance: High

Hi Don,

In addition to sending the “notice of lapse or termination for nonpayment of premium” that was mailed as required by
WAC 284-54-253(1), which | requested below, | would also like to ask you to provide some other documents that are
referred to in the attached letter you wrote to Bianca Stoner of this agency on September 8, 2010.

In the attached, you can see you wrote that “Ability did mail a letter to Ms. Silvernail. Both Reinstatement Notice and
the Third Party Advisor Notice were mailed on March 20, 2009.” 1 am interested in receiving copies of the “letter” you
sald was mailed to Ms. Silvernail, as well as the “Reinstatement Notice” and the “Third Party Advisor Notice” which were
both apparently also sent to her on March 20, 2009. My record does not show that these were included as attachments;
please provide them as well.

Will you please tell; me when vou can get me these documents?

Thanks,

Alan

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255

Olympia, WA 98504-0255
360-725-7046

360-586-0152 Fax



From: Don Lawler [mailto:dlawler@abilityre.net]

Sent: Friday, November 19, 2010 6:44 AM

To: Singer, Alan {OIC)

Subject: RE: Insured Gladys White, consumer complaint of Jack White

Will do. Thanks!

LDiomld &, Lowler, L8, MLBLA,
¥ Sendor Vice President
= Abifty Insurmoe Company -
“ FRA Wedico Life tnsurance Comgany
£ E515 South 75t Steeet
w Cereerha, NE, 68124
N {302} 2182069
» {402} 515-4811 relf
E {BGB) 240-2352 FAX

= oilend el ity net

This message. contains confidential information and is intended ontly for the individual named. If yous are not the named addrassee, you shoukd not disseminate, distribute or
copy this e-madl, Please notify the sender Immediately by e-mail if yeu have received this s-mail by mistake and delete this e-mail from your system. E-mall transmission cannot
be guaranteed to be secure or error-free as information could be intercepted, carrupted, lost, destroyed, arrive late or incomplete, or contain viruses, The sender therefore doas
not accept liability for any errors or omissions In the contents of this message which arise as 2 result of e-mail transmission. If verification is required, please request g hard copy
verston. -

Ability Insurance Company, 1515 South 75th $t., Omaha, NE 68124,

From: Singer, Alan (OIC) [mailto:AlanS@OIC.WA.GOV]

Sent: Thursday, November 18, 2010 4:42 PM

To: Don Lawler

Subject: Insured Gladys White, consumer complaint of Jack White
Importance: High

Hi Donald,

My file does not contain a cépy of the “notice of lapse or termination for nonpayment of premium” that was mailed as
required by WAC 284-54-253(1). Will you please kindly e-mail me a copy in PDF as soon as possible?

Thanks,
Alan

Afan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255

Olympia, WA 98504-0255
360-725-7046

360-586-0152 Fax
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BIANCASTONER  INSURANUE UEFL ULYMPIA
COMPLIANCE ANALYST L&D © JONSUMER ADVOCACY DIVISION
WA OFFICE OF INSURANCE COMMISSIONER .
PO BOX 40266

OLYMPIA WA 98504-0256

RE: Your Flle No.: 1041891
Consumer: Jack R. White
Insured: Gladys White
© Policy No.: 0534228 . S
Policy Type: individual — Long-Term Care, Form MP-LTE26(WA)
NAIC No.; 71471 :

Dear Ms. Stoner:
Your letter of August 12, 2010 has been forwarded to me for review and response,

Enclosed please find 2 Specimen copy of the above numbered policy with relevant provisions
highlighted for your convenience. As Mr. White's letter indicates, the above numbered policy

+ lapsed for non-payment of premium on February 7, 2009. Also, enclosed please find a Timeline
documenting contact with Ms. White's daughter and Power of Attorney, Cheryl Sitvernail, and my
subsequent correspondence fo Ms. Stlvemall

A Premium Notice and Past Notice was sent to Ms, White prior to the policy lapse. Additionally,we

. sent a Reinstatement Notice to Me, White and a Third Party Advisor Notice to Ms. Silvernail.
Because the pohcy is |apsed no benefits are payable for the confinement which began on July 25,
2010

If you have any questions or need additional information, pledse contact my office.

Very truly yours,

ABILITY INSURANCE COMPANY

Donald K, Lawler, J.D., M.B.A,
Senior Vice President
-(402) 218-4069

(B66) 240-2352 fax

' dlawler@abilityre.u_et
DKLt

Encs,

P.O.Box 3735 « Omaha, NE 68103 « abilityinsurance.com
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MUTUAL PROTECTIVE INSURANCE COMPANY

1515 SOUTH 75TH STREET » OMAHA, NEBRASKA. 68124
A Mutual Company

CAUTION: The issumnce of this long-term care insurance policy is based upon your responses to the
guestions on yomr applicetion.’ A copy of your application is attached to the policy. If your answers are
fncorrect or mntrue, the Company has the right to deny benefits or rescind your policy. The best time to
clear up any questions is now, before a claim arises! I, fi or uny renson, any of your answers are incorrect,
eontact the Company at the address shown above.

THIS POLICY IS NOT A MEDICARE SUPPLEM]&NT POLICY, If you are eligible for

Medicare, review the Medicare Supplement Buyer's Guide available from the Company

Insuving Clanse: We agree to provide the henefite set out in thie policy for any insured lmss. Thig agreemant'is
- subject to all of the provisions of the policy. A "loss" is an expense you incur for care or services this policy eovers and
that you receive after the Policy Date and while the policy is in foree.

. This poliey is a legal contract between you and us, READ YOUR POLICY CAREFULLY. Also, read the cbpy of your
_application and the policy Schedule, If there is #ny error or omission, tell us, We will make any needed change,

The firat premium you, the Insured, paid before the Pohcy Date (and the copy of your application, attached hereto),
put this pelicy in foree as of the Policy Date, That date is shown in the Schedule. The Schedule is attached and is a part
of this pohcy

PARTA ' PLEASE READ — 30.DAY RIGHT TO RETURN

Please read your policy, If you are not satisfied, send it hack to us, or to the sgent who sold. it to yon,
within 30 days after you receive it., We will retwrn your money, That will mesan your policy was never in
- foree. We will pay a 10% penalty if the reguested premium refumd is not made within 30 days of our
receipt of the returned policy.

PARTB ‘ GUARANTEED RENEWABLE FOR LIFE
| SURJECT TO OUR LIMITED RIGHT TO CHANGE PREMIUMS

We gueranies fo renew your policy for life, subject to the Lifetime Maxinum Benefits provision, ss long as the
premium i paid within the allowable time; but, we do have the right to change your premium as stated below.

‘We can change your preminm only if we do the same to all policies of this form and any similar form issued to persons

of your cless in your state, If & chenge is made, it will not be baged on any physical impairment you m{ght; have or any
‘claims you have inenrred under this policy, and it will be consistent, with the Rate Guarantes provision on page 2. If it
is necessary to cha:n.ge the premivm for your policy, we will send you notice at least 30 days before your premmm is
due. . .

NGTICE TO BUYER: This pohcy muy not cover all of the costs associated with long-term care incurred
by the buyer during the period of coverage. The buyer is adv:sad to review narafully all policy
Hmoitations.

A QUALIFIED LONG-TERM CARE POLICY FOR FEDERAL TAX PURPOSES

MP-LT6OG(WA) oo ’ Ce : : 8le7
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Rate Guarantee: The premtium we charge for this poliey is based on the benefit amounts shown in the policy -

Behedule and the disclosures made in your application. That premium rate is gnaranteed for at lesst a three year

period measured from the Policy Date. If subsequent rate increases are needed aﬂ:er that infial three year period, each .
_ pew rate will be guarantesd for an additional twa year periad,

ALPHABETICAL GUIDE TO YOUR POLICY

Part : Part
Benefits v vermsererepsss Ve bersb e bR O H,L4, K, L&M Other Important PRovIsions ..w.msammomiimsms: 8
Deferred Inflation Proteetmn R\ 0N LR T O — rerpunsassanees .R .
Definitions S PR PTOR . Renewal Agreement And Premium Change v B
Eligihility For Benaﬁts CranereeensravEbEStSad pre e G Restoration OFf Benefits .......vcevrassrersrreonitsssisssrensananns M
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PART C " EXCEPTIONS
We will NOT pay benefita for:

(1) loss that oceurs while this policy is not in force;

(2) intentionel, self-inflicted injury or attempted suicide;

(3 aloshelism or drug addiction, wnless addiction resulted from narcotics preseribed by a Physician;

(4) care provided by a member of your immediate family;

(5) setvices for which you are not liable or for which no charge normally is mads in the sbsence of insuranoe,
. and .

(6) loss that poours outside the United St.ates‘

Non-Dupllcatmn ’I‘h;ls coniract will not pay or reimburse expenses incurred for services or items Yo the extent that
such expenses are refmbursable under Title XVIII of the Sovial Security Act or would be o reimbursable but for the
application of & deductible or coinsurance, But it will pay benefits for covered expenaes you incur that exeeed the
amaunt paid or payahle by such governmental plans or lawe.

PARTD . LIFETIME MAXIMUM BENEFITS

. The maximnm dollar amount for all covered care that we will pay during the lifetime of the policy is shown in the

Schedule. That lifetime dollar maximum is determined by multiplying the Daily Benefit amount by the benefit day

: optlon, both of which ave shown in the Schedule. The lifetime dollar maximum wiay be greater than the amount shown

in the Schedule if the optional infiation shield rider is in force, Goverage under this policy automatically ends afier we
have paid out the lifetime dollar maximum, _

If the Schedule shows your lifetime dollar maximum as Unlimited/Lifetime, there is no lifetlme doliar maximum for

this palicy.
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PART E DEFINITIONS
When we use the following words it this policy or in any optional rider, this is what we mean:

Autlwtles of Daily Living: (8) eating; (b) dressing; (c) toileting; (d) transferring; () continence and (f) bathing, You
are considered to need assistance for each of these activit:es when

Eating: ' You cannot, without the aid of ahother person, maintain an adequabe food and fiuid
‘ mtake contiztent with your dietary needs.

Dregsing: You cannot, without the aid of another person, put on and take off all necesséry items of

clothing, including medically necessary braces and artificial limbs.

Teileting: You cannot, withoub the aid of another person, get to and from the toilet, get om and off
the toilet and maintain a ressonable level of associated personal hygiene,

Transferring: You cannot, without the aid of another person, walk or get inm or out of 8 chair
* wheelchair, bed, or other stationary position.

Continence: You eannot, without tha ald of another person, iroluntarily control bowsl and bladder

functions or nse an external vatheter or other erquipment,

Bathing: You cannot, without the gid of another person, wagh yourself by sponge bath in gither a
’ tub or shower, including getting into or out of the t.ub or Bhower

Adnlt Day Heslth Care: A program of social and health-related services prtmded during the day'in a mmmunity
group setting for the purpose of supporting frail, impaired elderly or other disabled adults who can henefib from cars in
a group setting outside the home

Adult Day Health Care Center: (a) a facility licensed or certified hy the state in which it iz located to provide Adult -

Day Health Cars; or (b) if leensing/certifivation is not required, a part of a facility (or center operated by a facility)

that is Ticensed or certified as a hospital or any type of nursing home by the state in which i is located; or (o) a facility

* that is approved for Medicaid,
Anniversary Date: The same day and month as the Poliey Date in each later year.

Assisted Living Cave Facility: A -facility that is licensed or certified as an Assisted living Care Facility in
accordance with any applicable state or local laws, with the primary purpose of providing care and services to support
needs restulting from Cognitive Dmpairment or loss of functional capacity. The facility must have & trained _employee
" available ai all times to provide that cave, and the facility must have established procedures far oversgeing the
administration of medications. The epecific section or unit of the facility where yuu racelve assisted hwng care must
meet all of the above ltated raqulremants

Benofit Period: A per:od of ccrvered cére for the same or related Ccndﬂ:ions, that iz not separated hy at least 180 days
during which you are free of such care,

Case Coordinator: A lcensed health care professional, from an ageney we will choose, whoss training includes
maneging and arranging for the type of cars and services covered under this policy. This person can be a Doctor,
Nurse, social worker or other similarly trained and licensed professional, Your Case Coordinator will provide a
comprehensive evaluation of your status and will be responsible for developing, implementing and coordinating your,
Plan of Cave, This person will further be responaible for assisting in the seleciion of providers, malking arrangements
to initiate services, providing ongolng eave monitoring, and revising the Plan of Care as circnmstances dictate. The
Case Coordinator will work in consultation with your Physician. -
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" Chrondeally IN Yndividusls Any individual who has been cortified within the preceding twelve (12) month period by

a Licensed Health Care Practitioner as: being unable to perform (without Substantial Asgistance from another
individual) at least two (2) Activities of Daily Living for a period of at least ninety (90) days due to a loss of functional
capacity; baving a similar level of disability; or requiring substantial supervision to protect such individual from
threats to health and safety due to severe Cognitive Impairment.

Cognitive Tmpairment: Deterioration of or logs in your intellectual capacity due to organic brain disease or disorder,

.. which requires supervision to protect yourself or others, as measured by clinical evidence and standardized tests that

measure your impairment in the following areas:
(a) Your-short or long-term memory;

() Your orientation as to person (such as who you are), place (such as where you are) and time (such a5 day, date
and year}; : ;

(¢) Your deductive or abstract reasoning.

Such loss in intellectual capacity can result from Alzhelmer's Disense or related degenerative and dementing_i]lnesses..

Condition: Sickness, disease or injury. These include Mental or Necvous Digorders that cause Cognitive Impairment.

Elimination Period: The number of days for which no benefit is i:ayable. The Elimination Period, if any, starts on

tha date that henefits would otherwise begin and is in effect for the munber of days shown in the Schedule. Only one
Elimination Period will be applied to any one Benefit Paviod, . : .

Home Health Agency: An entify that provides home care gervices and is: (a) certified for participation in the
Medicare program; or (b) licensed or certified as a Home Health Agency where required by the state; or (¢) is otherwise
accaptable to us if licenaing or cartification is not required. The Home Health Agency must keep records of nursing
reports and the Plan of Care. These records must be available to us upon authorized request, ‘

Home Health Aide Services: Assistance with simple health care tasks, pefsonﬂl hygiene, Activities of Daily Living,
managing mediestions, and other related services providgd by & Home Health Agency. .

Home Health Professional Services: One or more of the following services for your care and troatment that are
provided by 2 Home Health Agency in # nopinstitutional setting, under the direction of a Nurse and according to a
wiitten diagnosis and Plan of Care: g : :

(a) nursing services,

(b) physlcal therapy;

(¢) speech therapy;

{d) respiratory thevapy;

{e) oceupational therapy; and

{f) nutritionsl pervices provided by u licensed distician.

" Homemaker Services: Assistance provided by a Home Health Agency with managing and maintaining a household,

when you can no longer manage those activities and an informal caregiver i not available. This may include preparing

.meale, doing laundry and incidental household tasks.

Hospice Care: Services (not drugs or other supplies) provided by a Hospice Facility or & Home Health Agency that
are designed to provide you with palliative care or to alleviate discomfort during the last phases of life, To.be eliglble
for Hospiee Care you muet be diagnosed hy your Doctor as having no more than 6 months to live,
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Hospice Facility: A facility that is primarily engaged in providing care for terminally ill patients whose life
expectanay is six monthe or lese. It must be licensed, certified or registered as may be reguired by the state.

Imjury: Accidental bodily Injury that results in loss independent of Sickness and other causes.

Licensed Health Clave Practitioner: Any Physician and any registered professional Nurge, licensed soclal worker
or othex indjvidual who mests such requlrements a8 may be preacribed by the Secretary, ,

Maintenance or Personal Cere Services: Any care the primary purpose of which is the provision of needed
. esuistance with any of the disabilities as & result of which the individual is 2 Chronically IIl Individual (indluding the
protection from threats to health and safety dus to severe Cognitive Impairment),

Mental or Nervous Disorder: A neurosis, paychoneuroms, peychopathy, psychoms ot mental or emoi;lonal dmaase or
disorder. .

Nuovae: A person duly licenped as & Regxstered Nurse (R.N.), Licensed Practmal ‘Nurse (L.P.M.J, or Licensed Voeational
Nutse {L.V.N.). .

Nursing Home: A health care facility that is licensed as a Nursing Home by the state in which it is located and that
provides, as its main function, Skilled Nursing Care, Intermediate Nursing Care or Custodial Care. The facility must;
(a) prowde this care on a continuing inpatient besis s preseribed by a Plan of Care; (b) supervise the care through 4
nursing staff; () maintain clinical records for all patients; (d) meintain conérol and records of medications given; and
{e) have arrangements for the services of & Doctor o furnish medinal care in case of an emergeney. The specific section
or unif of the facility where you reesive Nursing Home Care must meet the above described Jicensing requirements and
. also must provide, as the main function of that section or unit, care that meets all of the other requlrementa above.
{Items (c) end (d) need not apply when you receive only Cusbodial Gare )’

A Nursitg Home is NOT a faeility for the treatment of aleoholism, drug addictmn or chemical dependency. .

Nursing Home Care; Skilled Nurging Care, Interroediate Nursing Care or Gustomal Care provided in a Nummg
Home, . . )

(@) Skilled Nursing Care or Intermediate Nursing Care must be prescribed in your Plan of Care. This care
uses professional nursing methods and procedures that are administered by leensed or certified health care
personpel. It includes posthospital care, rehabilitation nursing care, maintenance therapy, administration of
medication, injections and cathetaﬂzatnon

(b) Custodial Care means care that is given to residents of a Nursing Home who, not needing deily nursing

care, cannot properly care for themaelves due to age or a covered Cundltmn This care must he preseribed in

your Plan of Care, 7
Physician or Doetor: A licensed practitioner of the healing arts acting within the scope of his/her leanse,
Plan of Care: A writien document prescribing individtialized treatment or sarvices that yoﬁr Condition requires. The
plan must be prepared by your Case Coordinator and approved by your Doctor. If case coordination is not used, the
plan must be prepared by a Doctor or other licensed medical professional, and must be approved by your Doctor. The
Plan of Care must be updated or recertified at least once every 90 days, and the updated or recertified plan must be
approved by your Doctor,

. Policy Date: The date on which this policy first berame effective, That date is shown on the Schedule,
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Qualified Long-Term Care’ Services: Any necessary diagnostic, preventative, therapeutic, curing, treating,
mitigating, and rehabilitative services and Maintenance or Personal Care Serviees which are required by a Chronically
1 Individual or are providad pursuant to a Plan of Oa.re preseribed by a Licensed Health Care Practitioner.

Reasonab!e and Customary Charge: An amount meaaured by eomparing it with charges normally made for similar
services and supples to individuals of similar medieal Condition in the locality where the charge is made. All covered

charges for which this policy prowdes beneflis are based on the Reasonable and Customary Charges for covered
Bemﬁes

Schedule: Is attached to and is a part of this policy.
Biclatess: An illness or disease that you have or acquire,

Bubstantial Asgistance: Physical assistance (minimal, moderats, or max:mal) w1thout which the mdmdual would
not be able to perform the Activities of Daily Living.

_ We, Us or Our: Mutual Protective Insurance Company.

You or Your: The Insured named in the Schedule.
PART F GENERAL BENEFIT INFORMATION
(1) The Schedule Shows:

(@) ‘The Dally Benefit which is the basis for our payment of the services we cover. (That amount may he
greaier if the optional inflation shield rider is in foree.) . |

(b) The Elimination Period that applies to the Benefit Period; and

(c} The dollar meadmum for all covered care that we will pay during the lifetime of the poliey. (That amount
may be greater if the optional inﬂation shield rider is in fore.)

If the Schedule shows your lifetime doller maximum 88 Unlimited/Lifetirme, there is no l:i‘etxme dollar
maximum for this palicy. ‘

(2) Recaipt of Multiple Covered Services on the Same Day: If you receive rmore than one type of covered
serviee on the same duy, we will pay the Reasonable and Customaw Charpe for each serviee, but in no event
shall the total amount paid exceed the Daily Benefit, 'I‘lns is sub,leet to the weekly benefit option under Part K,

- Cara Goordinatmn Beneﬁt,

PARTG ELIGIBILITY FOR THE PAYMENT OF BENEFITS

To be eligible for any type of benefit under this’ policy, your Dootor must show that you are chronically ill. A .

chronieally ill person has been certified by u Liconsed Health Care Practitioner as:

(1) Being unahle to perform (without Substantial Assistance from another individual) at least two Activities of

Daijly Living for & perioﬁ of at Jeast 9O days due to loss of functional capacity;

(2) Having a level of disability similar (as determined under regulations prescribed by the Eecretary in
conzultation with the Secretary of Health and Human Servicas) to the level of disability described in clause
{1); or

(8} Requiring substantial supemsmn to protect such. individnal from threats to health and safety due to severe
" Cognitive Impairment. .
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Independent Evaluation: We may, at our expenge, have you examined or evaluated by independent medical experts.
The studies they perform will be for the purpoese of agseseing and confirming that you ere aligible for care as shown
above, and the treatment or services preacribed in the Plan of Cars meet all of the requirements of this policy.
PARTH , NURSING HOME CARE BENEFITS

Limitations oxr Conditions on Ehgibility for Benefits: All of the following conditions apply to recelpt of Nursmg
Home Care benefits.

(1) You must qualify under one of the eligibility requiraments set out in Part: G
(2) You mmust reseive Nursing Home Carein a Nﬁming Home, as defined.
(8) The care received must be preseribed in your Plan of Care. _

‘ G) Your Plan of Care must be updated or recertified at Tenst onoe every 90 days,

(5) You must receive covered care in excess of the number of days shown in. the Schiedule as the Elimination
Period that applies to each Benefl: Period.

Benefit: When you are eligible for and receive Nursing Home Cara covered by this policy, we will pay a baneﬁt. That
bemefii will be the Reasonable and Oustomary Charges made by the Nursing Home, not to excesd the amount of the
Daily Benefit shown in the Schedule or in effect at the time you receive care, It will be paid for each day you receive
care in a Nursing Home. This benefit is sub_]ect o your hfetlme dollar maxirmym,

PART I HOME C‘ARE BEN_EFITS

Limitations or Conditions on Eligibility for Benefita: All of the following conditions apply to receipt of home
care hanefits: (Home care benefity consist of Home Health Professional Services, Home Health Azda Services and

- Homemaker Services.)

(1) You must: gualify under one of the eligibility requirements set out in Part G,

(2} You must recoive Home Health Professional Services, Elome Health Aide Semces or Homemaker Sutvicea, BB
defined.

(8) 'The care received must be preseribed in your Plan of Care. .
(4} Your Plan of Care must be updated or recertified at least once every 90 days.

(5) You must receive covered care in excess of the number of days shown in the Schedule as the Elinunatmn
* Period that applies to each Benefit Period,
Benefit: When you are eligible for and receive Home Hoalth Professlonal Services, Home Health Alde Serviees or
Homemsker Services in your home, we will pay a henefit, That benefit will be the Reasonable and Customary Charges,
for each day of Home Health Professional Services, and 80% of the Reasonable and Customary Charges for each day of
Home Health Aide Services or Homemaker Services, nob to exceed the amount of the Daily Benefit shown in the
Schedule or in effoct at the time you receive care. Benefits are suhject to your lifetime dollar maximum,
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Additional Home Care Benefits: We will also pay s benefit for the following items, which ean serve as cost-offertive
alternatives that allow you to remain in your own home, These benefits are not subject to the Elimination Period, and
will not satisfy it. These benefits (except respite care) are not subject to the Dally Benefit, but will count toward your
Hfstime dollar meaximum, These benefits ave subject to all otheor conditions that apply to home care benefits,

(1) Caregiver Training Benefit: We will pay a Bfotime benefit of up to 5 times the amount of your origine! Daily
Benefit for the reasonable and customary cost of training a friend or family member to help you at home. We
will not pay this henefit for anyone who will be paid to care for you.,

{2 Equipment Benefit: We will pay o Lifetime benefit of up to 50 times the amount of your original Daily Benefit
for the purchase or rental of supportive equipment or in-home gafety devices that allow you to stay in your home
for at least B0 days, Such eqmpment or davices may include ramps, grab bars, a speeial bed, or an emergency
medieal nlert system,

(8) Respite Care Benefit: Wo will pay the Reasonsble and Customeary Charge of temporary ¢are in your home, an -
institution, or community-hased program in order to give your primary in-home ¢aregiver a rest, This benefit is
aubjfect to the amount of the Daily Benefit for all covered care shown in the Schedule or in effect at the time youl
receive care, and is further subject to a 21-day maximum per calendar year,

PART & ' COMMUNITY CARE BENEFITS

Limitations 61* Conditions on Eligibility for Benefite: All of the following conditions apply to the receipi of
community oare benefits: (Community care benefits consist of Adult Day Health Care and Hogpice Cars.)

(1) Yo must quialify under one of the eligibility requirements set out in Parl: G,

£2) You must receive Adult Day Hoalth Care or Hospice Care, as defined. Adult Day I-Iealth Care must be
recoived in an Adult Day Health Care Center, Hospice Care muet be provided by a Hogpice Facility or a Home
Health Agency, . .

(3) 'The care received must be preseribed in your Plan of Care.
(4) Your Plan of Care mugi be updated or recertified at ieast onee every 90 days,

" (8) You must receive covered care in excess of the number of days shown n the Schedule as the E]munahon
Period that applies to each Benefit Period. :

Benetfit: When you are eligible for and recsive Adult Day Health Care or Hogpice Care, we will pay a benefit, That .
. bemefit will be the Reasonable and Customary Charges made for each day of Adult Day Health Care or Hospice Carve,

1ot to exceed 50% of the Daily Benefit shown in the Schedule or in effect at the time you receive care, Beneﬁts are

stthject to your lifetime dollar meximum, '

PART K ‘CARE COORDINATION BENEFIT

Additional benefits are available under this policy when you agree to and receive coordination of care through a Case ‘
Coordinator. When you agree to coordination of eare, we will pay for all expenaes associated with the services of your
Case Coordinator, as well as the following benefits:

f1) Elimination Periad Waiver: You will receive benefite for the first day of care for any type of eare covered
under this policy. The policy Elimination Period will not apply.

{2) Weekly Benefit: Instead of & Daily Benefit, you will receive a Weekly Benefit, The Weekly Benefit will consist
of a weekly (Monday through Sunday) maximum of up to 7 times your Daily Benefit for the Reasonable and
Customary Charges for care received during the week. This benefit is subject to your lifetime dollar maximum.
The added flexibility of this benefit is valuable because the amount and kind of care you need eould excsed your
Daily Benefit on any given day,
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(§) Enhaunced Home Care Benefit: Instead of 80%, we will pay 100% of Rensonable and Customary Chargss,

: subject to the Weekly Benefit, for Home Health Aide Services and Homermaker Services provided under the
direction of your Case Coordinator. Additionally, we will waive the requirement that Homemaker Services be
provided through a Home Health Agency when your Case Coordinator deterraines that these services may be
supplied in & more cost-effective manmer by alternate providers. This benefit 1s subject to your Hfetime dollar
mexjmum. .

(4) Asaisted Living Care Facility Benefit: We will pay 80% of the Reasonable and Customary Charge for care in
an Assisted Living Care Facility, subjeet to the Weekly Benefit, when your Case Coordinator racommends this
alternative in your Plan of Care. We will not pay home care or community eare henefite while you are recoiving
the Assisted Living Care Fecility benefit, This benefit is subject to your lifetime dollar maximuom,

PART L ‘ BED RESERVATION BENEFIT

Limitations or Conditions on Bligibility for Benefits: To by eligible to reveive benefits under this provision, you
must meet all of the conditions listed below, :

(1) You must be hospitulized temporarily during the course of your covered sta& in a Nursing Home ot Assisied
Living Care Facility. .

(2} The Nursing Home dr Assisted Living Care Facility must charge you to keep your room available during your
hospital stay. '

(8) Your hospitalization must be the result of a covered Condition.

(4) You must have satisfied any Elimination Period that applies to the Benefit Period. If you have not, your days
in the hospita® will apply to the Elimination Period.

Benefit: When you meet the eligibility requirements of this provision we will pey a benefit. It will be equal to the
- Reasonable and Customary Charge the Nutsing Home or Assisted Living Care Facility makes to hold your room
during the hospital stay, not to exceed the amount of the Daily Benefit for all covered care shown in the Schedule or in
offect at the time you receive care. We will pay this benefit for up to 14 days par calendar year, subject to the
Elimination Period and your lifetime maximum dollar amount for all covered care shown in the Schedyule or in effect at
_ the time you receive care. Unused benefit days cannot be carried over from one calendar year to the next.

PART M RESTORATION CF BENEFITS IN THE EVENT OF POLICY LAPSE
DUE 0 COGNITIVE IMPAIRMENT OR LOSS OF FUNCTIONAL CAPACITY

1f coverage under this policy ends due to nonpayment of premium, you or any person acting on your hehalf will have §
months to request yeinstatement of the policy on the grounds that you suffered from Cognitive Impairment or loss of

- functional capacity at the time of lapse. We will require the same evidence of Cognitive Impairment or loss of
functional capacity that is required for eligibility for benefits under this policy. We also xoust veceive the back premium
from the date of default, If these conditions are met, we will reinstate the policy without evidence of insurability. The
coverage will be at the same lovel that existed prior to the date of the lapse. This provision does not apply to 4 policy
that terminated because you requested cencellation or beeause we paid the maximum dollar amount.
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PART N . DEFERRED INFLATION PRO'I‘ECTI(}N OPTION

‘When you applied for this policy, you were given the opportunity to defer adding an optional Inflation Shield Rider, ¥
you elected that option we will give you the opportunity to add an inflation rider without evidence of insursbility °
within 90 days prior to the third Anniversary Date of the policy, if yon have not incurred a claim under the policy, The
‘additionsl premium required for the inflation rider will be based on your age at the time this benofit s added.
Increases will begin to take effect on the first Anniversary Date after the inflation rider is in force.

PART O ' WAIVER OF PREMIUM

After we have paid benefits for Nursing Home Care for 80 days in a row, we will waive the payment of premiums that

. corpe due thereafter duving the continuance of eonsecutive-days for which such benefits are paid. This waiver, which
includes premiums for any attached rider, will continue until the first day of the month following the date we stop
paying benafits for Nursing Home Care.

PART P - RIGHTTOREDUCE COVERAGE

You have the right to reduce the benefits of thls policy without providing evidence of ingurability. Changes may
include: o

a) alonger Biimination Peribd;
b) - alower Daily Benefit; or
c¢)  ashorter benefit day option, resuliing in éreduced lifetime dollar maximum.

Benefits will not be reduced to a level below the minimum level approved by the Comm:asmner of Insurence on the
date you request reductmn

PART Q HOW TO FILE A CLATM

(1) Notice of Clatm: You must pive us written notice of a claim within 20 days after loss starts or as 500N Bg you
ean, You may give the notice or you may have someone do it for you. The notice should give your name and
policy number, Notice should be msiled to our Home Office in Omasha, Nebraska, or to one of our ageots.

(2} Claim Forms: When we receive your notice, we will send you forms for filing proof of loss. If these forms ave
not sent to you in 15 deys, you will have met the proof of loss rule below if, in 90 days after the lose began (or, in
the event of & continuing loss, within 90 days after the fivet month of the Iosa for which wo are llable), you gave
ug a written staternent of what happened, .

(3) Praof of Loss: You muat give us wrlttan proof of your loss in 90 days or as scon a8 you can, In the event of a
continuing loss that is elgible for periodic payments, you must give us written proof within 90 days after the
end of the period of loss for which we are liable. Bui: proof must be furnished within 15 months efter loss began,
except in the absence of legal capamty )

PART R o PAYMENT OF CLAIMS
(1) Time of Payment of Claims: Bene:ﬁts for continuing care are paid monthly when loss lasts longer than one
manth. When we receive your proof of loss, henefits that accrued up to the date of the proofs will be paid at the

end of each month. All gther benefits are paid as soon as we receive your proof of loss, Benefits unpaid when our
Hability ends are paid when we receive your proof of loss. .
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Payment of Clatms: Benefits will be pmd directly te you. Beneﬁts unpaid at your death will be paid to your
benefieiary or your estate,

. If any benefit is payable to your sstate, to a minor, or to any person not able to give a valid release, we gy pay

&)

up to $1,000,00 to any relative by blood or connection by marriege of the Insured or heneficiary that we find
entitled to the payment. Any payment we make in good faith will fully discharge us to the extent of the payment,

Claim Review sind Appenl Procedure: In the event of any claim denial with which you do not agres, you
have the right to submit a written request to the Company at its Home Office aslsing for a review of the denial of
benefits, That request may include documents from your Physician or care provider that support your basis for
the requested review. Within 30 days after we recsive.that written request, we will notify you or your
representative of the resulis of the review.

PART S POLICY PROVISIONS

oY
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Entive éontract; Changes: This policy, with any attachments (and the copy of your appleation), is the entire
confract of insurance. No ageni may make contracts, determine insurability or change the applieation or policy
in any way. Only an executive officor of ours can approve a change. That ehange must be shown in the policy.

Time Limit on Certain Defenses: After two years from the Policy Date, no misstatements, except knowing -

and intentional misstatements relating to the Insured's health, can be used to vold the policy, If this policy is
relosteted on the basis of a hezlth application, the contestable period will be two years from the reinstatement
date.

Pre-Existing Conditions; We will not raduce or deny a claim under this policy beeause a Sickness or Injury
exiatod hefore the Policy Date.

Grave Period: Your premium must be pald on or before the date it is due er during the Bi~dny grace period
that follows. Your polioy stays in foree during your grace period,

Reinstatemtent: Your polioy will lapse if you do not pey your premiim before the end of the grace period. If we
later accept & premivm and do not require an application for reinstatement, that payment will put this palicy
back in ferce. If we require an application for reinstaternent and, as may be needed, issue o conditional receipt,

this policy will be put back in force when we approve it. If we Fail to notify you of disapproval within 45 days of -

the date of application (or the date of the conditional veceipt, where that is reqtumd), your palwy will be put
hack in foree on that 4Gth day, .

Your reinstated policy will cover only losz due to Injury that begins after the date your policy was put in fores,

. Alsp, it will cover only loss due to Bickness that begins after the dats the'policy was put back in foree. -

(6}

‘In all other respects, you and we will have the same rights under this poliay that we had before it lapsed. The-

premium we peeept to reinstate this policy mey be uséd for a peried for which preminms had not been puid, But
it will not be used for any pericd more than 60 days hefors the ramstatement date.

Physicsl Examination: We, at our expense, can have you examined as often as reascnably neaded whils 4
claim is pending,

MP-LTE06(WA) . ) Faga 11
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M

(8}

e

{(10)

(11

(12)

(8
_ which you reside on the Policy Date. If any do nof, this clause amends them o that they de conform.

(e

o O

Lagal Action: You can't bying & legal action to recover under your policy for at least 60 days after you have
given us written proof of Joss. You can't start such an aokion more than three years aftor the date written pruof
of loss s required,

Change of Beneficiary; Assignment: Only you have the zight to change the beneﬁ:dazy. This right is yours
unless you make a beneficiary designation that may not be changed. Consent of the beneficiary is not required
to make & change in this poliay. Algo, such consent is not required to surrender this policy or to assign the
benefits.

Misstatoment of Age: If your age has been misstated, the amount payable will be that which the premium
would have bought at the correct age.

Ilegal Qecupation: We will not be lisble for any loos to which a contributing eause was your commission of or
attempt fo commit & felony, Nor will we be liable for any loss to which a contnbuting canse was your being
engaged in an llegal occupatlon

Other Insaranee With Us: You may have only one policy like this one at any one time. If you have more than

one such policy, the one you, your beneficiary or your estate selects will remain in foree. We will refurn all.

premiums paid for all other such policies.

Esztension of Benefits: Termination of this policy will i)e without prejudice to any benefita i:ayable for

institutionalization if such Institutionalization began while the policy was in force and continves without
Interruption after termination, "Institutionalization" means Nursing Home Care, as defined in the policy, This
extension of beneflts beyond the period the policy was in foree will be limited to the duration of the Benefit
Period, if any, or to the payment of the maximum dollar amount. It will be subject to the poliey Elimination
Period and all other applicable provizions of the pelicy,

Term of Coverage: Your coverage atarts on the Policy Date at 12:01 a.m. etandard time where you live. It ends
at 12:01 B.m, on the same atandard iime on the first renewal date, Bach tirne you renow your polmy, the new
tetm begins wheh the old term ends.

Conformity With State Statutes: The provisions of the policy must conform with the laws of the state in

Annual Meeting: Our antual meeting is held at 10:00 a.m, on the second Friday of May st our Home Office,

This policy is signed in our behalf by our Chlef Executwe Officer and Secretary.

A 8@?\3&@&)

Chairman of the Board Secretary
Ohief Executive Officar

Countersigned By
. Licensed Reaident Agent

MPLTEOBWA) Page 12’/
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0534226 Gladys White 696 Issued 8-8-1999 -

Lapsed 2-7-2009

Claim 980004 Closed Benefit Quallfier Not Met
Claim 980001 Closed Benefit Qualifier Not Met

it appears that benefits were paid for DDS 9-21-02 1o 5-31-07 for a total of 89872.35

8-12-09 Claim Form Received--Added r.?at to dog in OnBase
8-31-00 Sentletter to pi advising them that contract lapsed — copy attached
9-8-09 2% Claim Form Réceiyed‘along with Involces
- 9-15-09 Called Daug‘hter Cheryl explained that policy lapsed on 2-8-09
9-15-08 Inguiry Recelved from Cheryl
This was handled by Judy and it'ap.pea rs that she referred letter to Tie to discuss with Daughter'
10-2-09 'Med.ical Records |
~10-21-08 referred Medical Records to Don L/Erin to review and handle
. 10-13-09 lnvoice

10-28-09 Anotber Primary Claim Form along with invoices

Notes in caps indicated:
10-27-09 Daughter Cheryl called regarding reinstatemant
11-10-09  ltr to daughter Cheryl Relnstatement denied

12-12-0% foilow up.Itr to same daughter regarding denlal of reinstatement.
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Singer, Alan (OIC)

From: . Don Lawler [dlawler@abilityre.net]
Sent: Thursday, December 30, 2010 7:51 AM
To: . Singer, Alan (OIC)

Subject: RE: Gladys White

Attachments: White 0S34226.pdf

Dear Mr. Singer,
I have now had a chance to review the file and have the following responses to you questions.

In the 1/13/10 letter you sent attached to the below e-rhail, I saw that it indicates that an entity known as “On line
Resources” (?)apparently issued a check. What was the purpose of the check?

Answer; As stated in my letter it was apparently meant to pay the premium for Ms, White’s policy because it had her
name & policy number on it. '

It appears there may have been a premium payment that had been tendered to the company. Will you please also
answer these additional questions about that 1/ 13/10 letter:

{1) Was this check sent because your company received a premium payment on Ms. White's policy?
Answer: | believe this was an attempt at premium payment even after reinstatement had been denied.

(2} If so, will you please obtain from the company’s bank a copy of whatever form of payment it received, along
with any accompanying correspondence?

Answer: We do not know who Online Resources is nor do we have authority to request it banking records.
There was no correspondence.

{3) Will you please provide a copy of the “Online Resources” check referenced in the letter? (An e-mailed PDF copy
is fine.}

Answer: A copy is above. The original was sent to Ms. Silvernail.

(4) Please explain the reason for this 1/13/10 letter?

Answer: To return the check to Ms. White’s Power of Attorney.

(5) Would you happen to know who “Online Resources” is? Please explain why its check was issued to Ms.
Silvernail, and what its relationship is with your company. ' , '
Answer: | do not know who Online Resources is and we have no relationship with same. The check was issued
to Medico Insurance Company not Ms. Silvernail. | sent it to her because she is the Power of Attorney for Ms,
White.

| also have questions about the 11/5/09 letter you sent to Ms. Silvernail, which was also attached to the below 12/7/10
e-mail below. Will you please answer these questions about that 11/5/09 letter:

(1) The 11/5/09 letter indicated that “we did not recelve any contact from you until August.” Please explain what
“contact” was received, exactly when, the purpose or the contact, with whom at your company contact was had,
in what form the contact occurred {i.e,, written, fax, e-mail, etc.), and please provide copies of all documents
sent to or received from Ms. Silvernail in regard to such contact.

Answer: Her August 6, 2009 letter and Claimant’s Proof of Loss received via facsimile is above. It was date
stamped received on August 7" in our Claims Department.,

(2) The letter states that “[n]otice was given to Ms. White on three occasions at the address on file.” Piease provide
copies of every such notice and each such copy sent on each of these three occasions, and specify the dates.
Answer: | already provided these in my November 22, 2010 e-mail to you. Please see above.

I am working on the other items you requested. If you have any follow-up questions, please let me know. Thanks!



Dhonedd K. Lawler, L.0O., M.8.A,
S senfor Vice Presiilent
« Ability fnstroiree Compe 1y
ke P RRA Medico Life fsurance Comperny
B’- * 1515 South 758 Street
{ # v 0 Onreefie, ME, GR124
- TE = {402) 218-4069
et (A02) S15-4511 colf
1" L[866) 240-2352 FAX

- dlowler@abil Iy et

This message contalns confidential information and is intended only for the individual named. If Yyou are not the named addressee, you should not disseminate, distribute or
capy this e-mail. Please notify the sender immediately by e-mall if you have received this e-mail by mistake and delate this e-mail from your system. E-mail transmission cannot
be guaranteed to be secure or error-free as information could be intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. The sender therefore does
not accept liability for any errors or omissions in the contents of this message which arise as a result of e-mail transmisskon, If verification is required, please request a hard copy
version,

Ablllty Insurance Company, 1515 South 75th St,, Omaha, NE 68124,

From: Singer, Alan (OIC) [mai!to:AlanS@OIC.WA.GOV]

Sent: Thursday, December 16, 2010 5:45 pM
To: Don Lawler
Subject: RE: Gladys White

Hi Don,
In looking over the materials you attached to the 12/7/10 e-mail below, | have a few questions.

In the 1/13/10 letter you sent attached to the below e-mail, | saw that it indicates that an entity known as “On line
Resources” (?)apparently issued a check. What was the purpose of the check? |t appears there may have heen a
premium payment that had been tendered to the company. Will you please also answer these additional questions
about that 1/13/10 letter: ‘

{6) Was this check sent because your company received a premium payment on Ms. White’s policy?

(7) If so, will you please obtain from the company’s bank a copy of whatever form of payment it received, along
with any accompanying correspondence?

(8) Will you please provide a copy of the “Online Resources” check referenced in the letter? (An e-mailed PDF copy
is fine.)

(9) Please explain the reason for this 1/13/10 letter?

{10)Would you happen to know who “Online Resources” is? Please explain why its check was issued to Ms.

Silvernail, and what its relationship is with your company.

I also have questions about the 11/5/08 letter you sent 16 Ms. Silvernail, which was also attached to the below 12/7/10
e-mail below. Will you please answer these questions about that 11/5/09 letter:

{3) The 11/5/09 letter indicated that “we did not receive any contact from you until August.” Please explain what
“contact” was received, exactly when, the purpose or the contact, with whom at your company contact was had,
in what form the contact occurred (i.e., written, fax, e-mail, etc.), and please provide copies of all documents
sent to or received from Ms. Silvernajl in regard to such contact.

{4) The letter states that “[n]otice was given to Ms. White on three occasions at the address on file.” Please provide
copies of every such notice and each such Copy sent on each of these three occasions, and specify the dates.

Please don’t hesitate to call me with any questions about this e-mail.
' 2



From: Don Lawler [mai

Thanks,
Alan

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255

Olympia, WA 98504-0255
360-725-7046

360-586-0152 Fax

lto:dlawler@abilityre.net]
Sent: Tuesday, December 07, 2010 10:53 AM

. To: Singer, Alan (QIC)

Subject: Gladys White

Dear Mr. Singer,
The subsequent correspondence you requested is above. If you have any other questions or need additional
information, please let me know. Thanks!

Donakd & Lewler, 5.0, MLB.A,

S Senior Wice President

# Abflity Insuranice Compony

% FiA Medico Life nsurance Company
% 1515 South 75th Street

» Cimafi, WE. GBIZS

- {402) 218-4069

n(402) 515-4411 vell

;3’3 {866} 290-2352 FAX

= digwler®abilityre.net

This message contains confidenttal information and Is intended only for the indlvidual named. If you are not the named addressee, you should not disseminate, distribute or
copy this e-mail. Please notify the sender immediately by e-mail if you have recelved thls e-mail by mistake and delete this e-mail from your system. E-mall transmission cannot
be guaranteed to be secure or error-free as information could be intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. The sender therefore does
not accept liability for any errors or amissions in the contents of this message which arise as a result of e-mail transmission. If verification is required, please requast a hard copy
version,

Ability Insurance Company, 1515 South 75th 5t., Omaha, NF 68124,
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Avgnast 5, 2009

TO:  Claims Department (Fax # - 402-391-6489)

FB8F1Z7288 a4883

FROM:  Cheryl Silvernail (daughter of Gladys White)

RE: New Claim

I 'spoke with Jerry in the claims department on Tuesday, August 4™ We wenf over some
information regarding ry mom's long term care tnsurance. He advised me to get the
claim form on line. If you have any questions or need additional information, please call
me ot

| Home: 233-446-7190
Work: 253-841-8726
Cell: 253-232.7499

FAX: 253-840-8810

Thank you,

RECEIVED
AUG 07 209
CLAMS DEPARTHENT

Primary Claim Form - Bolf 0s34226 Clm#é - DOdiD 1228376

— e
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hus. 6. 2009 11:36AM 0. 5763 P, 2
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*

Abilitytns

TARELET R INSWURANUE {0,
Long Term Care Claims Department
P.O, Box 3735 ¢ Omabio, NE 68103
Phone (877} 795-8493 Fox [866) 4980689 Custornersupport@ablityre.net

Claimant’s Proof of Loss
Lodng-Term Gare Insutance Claim Request Farne

Clatmant and-Contastinformation s " 4o ot B0 s CESET T  Rs
Ingured's Nume: t Data of Birth: . Policy #:
Gladys E. White 7/8 /1723 | 5% 42
Home Addrees . — .
G203 oot 141}.'@-}. 12 @Lu,ca.ffwo LA 4P37]
Oty Phone I ) _ Sescelal QSE?M:

In order for this request to be further processed, & membar of our Claims department will nesd 1o apaak witlt sither ta
Inisured or thelr representative about this clalm. For best xervies and most Himely proceusing, please provide alf of the
Information reguested In the spaces balow,

Namuo of Parson to Contact About Lhis Glaim: Relatonship (o Inguired: Power of Attormny:

: 1 ) /:Mr‘r%f/ ' Apesantsns [lves [ANo
Adgress: \]

37y 143er Av. & Orhng DA AP3L0

Daytime Phone #: Adtornate Phong W Bast Tima o Calk:

Vggﬁ i ?‘-ﬁ ~ ? 7:2!!9 N e e T e e TR TS A e

Claimant!s: Condition:"7 - T L e SRR

Evont {Hiness, njury, kée...j that led th a neod for Long Torm Care services: Date lnensinfury Siarted:

;g;unie_o(-* el ~ bmr:@, {(]Pr' umr‘sf“

Level of Assistances Plegse gheak the box thot bast describaa the graistoroe the Insunad requires with eaeh petivity

Boea Lha Ingurad live & diagnos?s of Alrhelner's Diseass or other fype of Dementla? Bves ¥iNo j_g;.”ipfwfm

If Yes, plesge deseribe the Insured's Coontlive Statuys immny, lurdgment, abllity to reanage madicatlons, safaty mnc&'ms, LI Y

|Lasn't ramember dy tof, tediegtions = She s o digbete g,

.h'—.‘.}‘._. e cn g

f‘/ . IJ'[.‘-’)"Q.A‘*M

Medical Brovider infofniation. ..

Attanding F'Iul,wmmn‘s Nuwm:? LJ‘{”‘C K %":‘?ﬁg“ (7@0 O | gﬁ;;f;jﬁ ) 697 ‘53

Phyﬂicsan'mdumss:é/cjamw7ﬁMEQAU\”% wﬁ‘ 4/85‘73,

Hog the insured Boon Hoapitalizad within the pest 12 monthg? [Byes, Complate Section Below

Indapandynt Starndby Assist | Hande-On Assisl [Date thls Assistance Bugan .
“Balhing [ , #--REGED
Dressing [ Ao AT
Eating AU Z200p
Toileting ) ALplns .
Transferting K CLAINS DEPARTWE NT
Continence - (&
Other:

Name ol HospHal; Hosp. Addmus:l: Q9 37
Groob  Samag mAN o1 gy th Av. SE. TP‘M}"“ Mop Wa
Phionu §: : Asdmizgion Dato: Digchargn Dates?
252 e91- 4000 | f25]04 /28|07
RAT IR N0 Page 1ot

Primary Claim Form - Pol# 0534226, clmf < DocID 122837¢"
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e e e ey . - R e S

Aue. 6. 2009 11:364M : o, 5768 1. 3

-

Long-Term Cara Proyider.informution”. - S RN

gy '
L |‘; el ',, no Srha -

Whist Type of Cam Does thy Insuied Noae?
DNursing Home [ Assistet Uving  [JHome Heatth Care DHosples  C10Mher:

Poas tha Innured gurrantly havg Long Yerm Care Services in Plags? #iNo X¥es, Complete Seotion Hatow
Mame of FaclityfAgency: . [Phone g T

. Type of Cores
Lundey Gosye 853 - 54 0 J

Bos _-;._'27233@3 PgBEZ

FacltyfAyancy Addrose:

Yoo fath St N-E. Purall, WA

Dste Care Bagan: r}ste Carg Ende g Warie of t:mh;yr’emn et FuslitlylAgencyr  [Fax s

1as]o9

Informtion requusted above for sach provider 1 the white pace at the bottom of this form.

Plousy toty: If You are currently recelving vervices from fmote than 1 Long Term Core provider, please provide all of the

I you oblain servias from any non-qualifizd provider, they will not he covered under your poliey,
i you obtnin garvicas that ara not coversy under the Palicy, wa wili nof e abie to refmburse for these By

w

Medlcire and Other [xurance Information .0 LT LT Fmiind o el

feys,

Ard you oligible for or currentiy enrotlod I ' o
Madinars Part A Bves [Ino
Medicare Pad 0 [CIves (Mo
Medloald Oves e

Hawa any of your Long-Farm Carg papenEss boen pald for by Medivare? [No  [veg, Compiple Sactinn Balow

Start Dat Endd Diteg: AganryiFm‘iily:
i 3 W\f

T lbq Likdew. Grove

Do you tave any other Long-Term Cam Inatrance Policien? ({INo CIves, Complate Section Below

maurnce Company Nama: Addrasy: Paltey #: Daily Bansfi€ Amt.:

o N i ) DI SR [ A IR LG i L
Stgnaturg: o T s G U g AT IR IRURA

T

b

Vi -".
AL

My signature below Indleates that | unde rstang thiat the elatme processing procedure includes the toftaction
medieal iMormation. | plso undartand (hat ap on-gilg asgesgment may aleo ba raqulred. Thie ussusemunt will
4 no cost o me By 1 censed health core pracidoner of Ability Insuranoa Company's choice.

of personpl
be completed

Blgnature of thy tngurad or POA; Date Signed;

Mgt

Plousa roturn this form ang any ndditlonal decuments 1o the
address at the top of the flrst page,

Please Remeimbor to Inciuds the FailowIng with thig Form:

[_JA Copy of the Bowpr of Attormay Document {If applicabia)

The signed Authorization to Use and Diselose Personpl
Information form {see pags 3 of this furmy)

Copins of involees for any long ferm care gosts you have
incurred thus far
A statomant of the hourly andfor daily charge for the service you
are receiving

A copy of the license of the provider you are using and their tax -
' 185 numbar

sthor person, fies an applient

RECEIVED
AUG. 07 2009
CLAIMS DEPARTMES

WARNING - Frayd Notics: Any Parsor whe knowlngly and with Intent to Injure, defraud or decelve any Insurance company of
ion for ingureren or o glutarrent of olaim containing any false gr incemplaly Information, or

concanls for the purpogy of misleading, information Gonseming any fact mategul theretd, commita a fraudulent ingurenge sk,

ML D 05322:?0?!

~ DoeIb 1225378

which is a srime gnd subjects such porgos 1o edmlmal ard ¢Ivil panaities as turtper deflned by your state statute,

Page 2013



Don Lawler

P PR
From: Don Lawler :
Sent: - Monday, Navember 22, 2010 2:38 PM
To: ‘Singer, Alan (OIC)
Subject: FW: Insured Gladys White, consumer complaint of Jack White

Attachments: 0534226 - Gladys White.pdf

Dear Mr. Singer,

Attached are all four notices:

Premium Notice #15 - Malled 1/9/200¢

Past Due Notice #176 - Maited 2/1 972009

Advisor Lefter (Third Party Notice) #2462 - Mailed 3/20/2009
Past Due Notice #480 - Mailed 3/20/2009 :

* = & o

Iif you need anything else, please lst me know. Thanksl

 Ronathd K. Loslen, LB, BOBLA,

thi SSenior Wice President
u ALY frsuratree Corpany
HERA Bedicn Life fnsurence Corpitiny
¥ E 1536 South 758 Street

= Do, WE, 68124
o (2} 2E8-AnGS

{02 EIE AT T cell
) .%{8%’5} 240-235F FAR

¥

* dlorsde

This message contains confidental information ant Iz Imended only for the Individuad named, Hyou ave not the named sdéresses, you shoufd not disseminata, distribute or
eopy this e-mall, Please nofy the sendar Irntnedistaly by e-mait if you have recaiverl this e-malf by mistake and delote this gmail from Your systens, Eavail (ransmission cannot
be guarantend to be seeura or errosfroe as tformation could be intercepled, corrupted, lost, destroyed, arrive late or incoraplate, or contain viruses. The sender therefare dogs
not accepl liabilllty for any arrors or gritssions n the contents of this message which arlse as s result of @il teansrission, If verification is required, pleast request 8 hard copy
WErSic,

Abllity Insurance Company, 1515 Sauth 75th St., Ormeha, NE 58124,

P ot 2 g b e Y. " e T T U

From: Singer, Alan (OIC) [maifto:AlanS@OIC.WA.GOV]
Sent: Monday, November 22, 2010 12:34 PM

To: Don Lawler '
Subject: RE: Insured Gladys White, consumer complaint of Jack White
Importance: High

Hi Don,

In addition to sending the “notice of lapse or termination for honpayment of premium” that was malled as required by
WAC 284-54-253(1), which | requested below, | would also like to ask you 1o provide some other documents that are
referred to in the attached letter you wrote to Bianca Stoner of this agency on September 8, 2010,

L



Medico® kgarance Company S LIS Bonth 161 Stdel
’ Crma b, NB 88124

LBO-238-8080

fimddisthaom,

ity

el

PREMIUM NOTICE =

L3y tihiamge hilking niddress or phone ng,, cheok here and sea voverss aide. iy

Yo telephons rutobor asBstod in o roeotds; (B53) R45- 12288 =

THIS NOTICRS POR ONE POLICY-ONLY, DFHER POLICTES YOU MAY, HAVE WILL BE BILLED SEPARATELY. EB

Mialie check of ineney oxiler payable tor - MEDFCO® INSURANCE COMPANY. . =

: Pulioy No, biidezag B

o PREMIUM DER Osiis/zooy ==
H22F 80 AVE CT B

PUYALLUF WA 8837 {-B185

.. PAY PHIS AMOUNY
6MOS 501348
OR. YOU MAY PAY:
L4 MOS $5,796.00
8 MOS3 $1,064.02
2 MOS $1,083,.30
- Plessaveturn bpper bortitr with paymert. Keap ibwear porkicn fer yvour ranpde, oo e

15

IMPORTANT
Bear Gladys E White,

As you know,.ingurance policios become more valnable as they grow older. Health policien have “wailing.
periods” thet disappear wfter o period of tme, Lifis policies often have.canh values Shat inereass with age.
You risk losing these ndvantages — as well a8 potential benefite: - i you allow your policy to faphe,

Et's also important fo vealize thai replacing v poliey may be costhy. As health costs vise, so do inswrwnee
prexiiums. And as you grow oldér, the premivm For cuverage may rige ased on your age.

1 yom. need inforiviatiol or aswers, please vall owr’ TOLLFREER number, 1:800.228-6680. Oz
Citstomer Service staff is hiére to Hely from T80 a.mi, bo-4:4% g, Modday- thiough Thyrsday; and
730 aan. o L1800 s, on Friday, Ceatial Tiee.

At Medico Insuranes Sompaay, prompt and vourtecus service 48 more than Jusit: s oomneept ~ s o
-praciive thot eowes first] ,

Bineeealy,
e

. _‘)
Timothy J. Hall
President

Bate P Chessk or MA), Wo.. . Auit, Py ¥ DS54 296
‘ Langs Terng, Gure
Wetdead Inswrnee Compayy #4515 So. Tith Bireet ¥ Omala, Nebreagka 69124 ¢ Wohsiien gomedioe,zony,

S PR

AL Methieot Insttranee Conpany
e are provid of Ghr colmriitmentto prolect Yo Dlore fodig.



Medico® Insurance C

LY .- IBLE Sanith TAUN Steeet.
Ouaba, NE 68124
JBOG22E-6080 -

gombdiod.eom

PINAL PREMTUM NOTICE

£ To-eharnge billing dddress oF phone no.;chevk here and s reverse side.
Tour tolephone susnhar as Hated in oun-ecemrda:  {253) 8451898
FHIS NOTICE IS FOR:GRE POLICY ONLY. QUHER FOLICTES YO0 ¥IAY HAVE WILL By TILLED SEPARATELY.
Make thaek or money erter-payshle ton. MEDICO® INSURANCE COMPANY

CGLADYS B WHITE

92058 60 AVE
PUYALLLE Wb

Poliey No; LS
PREMIUM DUB 62082000

€1

aB371-8155

PAY PHIS AMOUNT
8MOS . $3,018.9%
OR YOU MAY PAY:
EMOS 55,796 .00
B MOS $1.564.0%
& MOS $1,053.30-

Flease return ubper portion with payment. Keéop lowsr porion for-hur rebovs.

7%
Deat Gladys ¥ White,
At tils tima- we-have not reueivid v renewal premium and your policy is in e GRACE PERIOD, Your

eoverage will lapse i you dop’t aus spopn.

Yourecognized the med Tor this type of insrmmes when you dpipted for your poliey,

Weo want to rhake it:as-sonveniont sk possible t continue your coverage, You made o wise-doclsion when

vou dipphied and if seondd b
pramiom notice shows the

¢ v shae (o jal 4 tapee whenthere are alternative ways of paying, Your
various modes. and amounts you roaypuy —please take a morment Wreviaw it T

shivtilet soention. that we alie offer "Automntic Bank Withdraws) "8 bank plan: for paying premiums, You
shmply authorize your bank to honor var cheok sach. mondh (or every three months, if you prefor) for the
prexiwm. The: Automatic Bank Wihdrawal method saves thme aod postage: OF course you tuan discondisis
tha banle plan 4t any time, .

Hyou have sy guesiinns.
Flan ~ pleage call qur TG
through Thursday: and 7o

or weud -any belp, or if gou want o change b onr Automatio Baxk Withdrawal
LLFREE momhue 1-860-228-6080 betwem 7:80 aum, and 4:45 puri., Monday
W a.eh, And 1180 aom, on Friduy, Centgal Timb, Gur Chstomer Besviea.

Represuntatives are rdady to balp you.

Sivigersly,
P . -

Progident

TratePabd,

Meeriteus® Fsmranion Cow

3

_ Cfeck or M0, N, : Auaysd, Policy ¢ 0834526

‘ A Liinig-Tlvmns Gary
g @ LBL5 Ho, YRR Shreat  Ounhn, Nolniodks G8128% Wabisitsy vt

At Modiood Tnisuraiee Cowipany
war are prowd el aue comadbmeni-to proteet, yous falure odig,

e —
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MEDICO GROUP

Medieo® surimer Company

Margh 20, 2004

GHERYL SILVERNAIL
3402 THOMAS RD B
EATONVILLE WA 98328

RE! Gladys £ White

Policy No.: 0834226

Due: 02/08/2000

Dear Chearyl Silvernai,

You have bean named: as the Advisorto F%?}{EE.%M@_:-‘h@ﬁfiﬁaﬁ&n;'G’f"fhiﬁ’ past due premior

for Gladys E White.

Al of our long-term can@fhmmé: health care policyholders dre given

the ophiortunity to

natne an Advisor. The Advisor receives 4 notice from us any time this pelicyhokiers
premitim is 30 days past dug, Our policyholder trusts you fo confact himfher ko

discuss the iImportance af payiiy the poliey premibsm;

¥ the pramiiuin.is not recaived Witkin 35 detys from the daite of this lefter, the policy wil

lapse for norpaymant of premium,
Thank vou, ’

et

Tiratsthy-J. Hall
President

Lz

Pratecting Your Futuie Today®
JEIE St At Serene 1 Clemaha NE SR 139+ (458 2076008 «fux (2L BT Batiles o Elam e taany

Rt adong

VABEESS ¢ v gormatlicn, e




Medico® Inswicarice Cotnpany . HLE South 76ik Gyreer
Orrdha, NE 88124
" ' BB 22 8:40%0)
womedios com
_ F&ﬁff'ﬂﬂﬁfﬁﬁﬁmﬂ UM NOTICHE
Ehpy shiasige billing sdisb g o iane g, ehagk hére apd spe YRVOLSS sidi, N
: Yo telophane numsber as fgggd in-aur lenords: (253 841588
BHIS NOTICE I8 PoR ong POLICYONLY, oTHER POLICIS YOU MAY HAVE WILL BE nipimp SEPARATELY,
Make chesk or OBy arder payable to; MEBICO® INSUBANCE COMPANY
Foliey. No, 0834209
FREMIUM VUE 820872008
GLALIYS & WiiTE
8223 60 AVE OT B

L Bl : . PAY THIS AMOUNT
PUYALLUP WA 8B37 18158

& MOR L k01808
o+ ORYOU MAY pAY:
14 MO $5,796.00
3 MOS. B, 664.99
2 MO8, $1658.80
Pmawmmm"upﬁpﬁr‘wmﬁtmnvwﬁtﬁ paytrient, Reoep fower poRlien for yoyy oty ¢

486

YOuR poLIcy PREMIUM 18 PAST nLgr

Dear Gladys B Wiiie,

Health eave costy are. rising along with evoryday Hving eosta, Py sure yosagree-that shoald the
HBexphited happen, yoicd want ¢he addey findneial protection your policy may provide,

W are sending (hig fetter to reming you that FOUr Hsuransd premivm 19 past due, Experiengy
stiows that mogt policies. EXPIEE i1 sj.d\v‘ef:teﬂ.ﬂyvﬂf- the. polivyholder tador depidas. 1 regain the.
potiey at o highey cush,

We Inust piceive Youl premitdd within the-vext 30 days ar your polisy will fapse,
Please mai} your premivm payment todiy in the enclosed pog tage-paid shvelope,
Youi inay be able o ehange youy plan benefity ang redises your Priemdum cost but

continme youp jlmtxg;mwmx eRre voverage. Ploase CONACE your agent op e Customer
Service BDépartivent for- details, _

If you have any guestiong please call POLL Fii 1~3ﬂ€3ﬂ-228~:66$0'b«=ﬁw3m 738w and
+:485 paoi., Monday Ehyeugl .’.I?‘hursda;y'; and 7130 a4, and 1580 am. on Friday, Centpal Time,

Patityholdes Servies Departinent
Medics Insurance Stapany

Daitd Rakt e, HOER g WESY, Ny, S S - Policy 2 0804898

_ _ _ . LongTerm Care
Masditomn Tneuranee {.“:mm_i:m';‘q‘-# FELS So. B Stywpy » e, Nebrrislen BB‘._&'M»*-W&WR&:# gomedizywoms

Al Meieo® insoranes ¢ Hopny
woeare presd of o Gurhmitment o protec, orfutvive faduy,






Singer, Alan (OIC)

From: Don Lawler [dlawler@abilityre.net] ‘
Sent: Thursday, December 30, 2010 8:34 AM

To: Singer, Alan {OIC)

Ce: Sureau, Carol (OIC)

Subject: RE: Gladys White matter -- additional requests
Attachments: White 2.pdf '

Dear Mr. Singer, )
I'have now had a chance to review the file and have the following responses to You questions,

(1) The timeline indicated “copy attached” in reference to an 8/31/09 “letter to pi [sic],” but no such thing was

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

attached to the timeline. Wil you please provide a PDF copy of this 8/31/09 “letter tg pi* via e-mail?

Answer: Please see above.,

The timeline also refers to a “claim form” that was “received,” apparently on 8/12/09. wil you please provide a
PDF copy of this claim form via e-mail?

Answer: Please see above,

The timeline also refers to a “9-8-09 2™ Claim Form Received along with Invoices.” Will you please provide PDF
copies via e-mail of this “claim form” and these “invoices” so referenced?

Answer: Please see above. ‘

The timeline also has an entry “11-10-09 Itr to daughter Cheryl Reinstatement denied.” will you please provide
a PDF copy of this via e-mail? :

Answer: Please see above. The entry is November 11™. The letter is dated November 5.

The timeline also has the entry “follow up ltr to same daughter regarding denial of reinstatement.” Will you
please provide a PDF copy of this via e-mail? '

Answer: Please see above. : .
The timeline references “10-13-09 Invoice” and “10-28-09 Another Primary Claim Form along with invoices.”
Will you please provide PDF Copies via e-mail of (a) all such claim forms under the Gladys White policy from
2008 and 2009, and (b) all such invoices under the Gladys White policy from 2008 and 20097

Answer: Please see above,

Who prepared the timeline?

Answer: Jack Wood the Director of Claims _

The timeline mentions “Judy.” What is her full hame and contact information so | Can interview her about this
matter? . _

Answer: Judy Rumsey is a Senior Claim Examiner in this office. You can schedule an interview through me.
The timeline also says “9-15-09 Called Daughter Cheryl explained that policy lapsed on 2-8-09.” Who exactly
called daughter Cheryl as indjcated and what is his or her full name and contact information so | can interview
him/her about this matter?

Answer: Sharon Klusaw is g Senior Claim Examiner in this office. You can schedule an interview through me.

If you have any follow-up questions, please let me know. Thanks!

Doneld K. Lawder, .0, B84
£ Setfor Vice Bresid e
“ Abfity nsurmce Covemer iy
2 FitA Medico Life msurance Cowsyrcreny
2 1515 South P5th Street

P {402) 515-9411 ceff
= {866} 240-2352 FAX

- diuwﬁar@ubiﬁ tyre ot

# el O, WE, BRI
% 75 " {402) 218-4n59



This message contains confidential information and Is intended only for the Individual named. If you are not the named addressee, you should not disseminate, distribute or

copy this e-mall. Please notify the sender Immediately by e-mall if you have recelved this e-mail by mistake and delete this e-mall from your system, E-mail transmission cannot
be guaranteed to be secure or error-free as Informatlon could be intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contaln viruses. The sender therefore does
not accept labllity for any errors or omissions In the contents of this message which arise as  result of e-mail transmission. If verification Is required, please request a hard copy
varsion, ’

Ability Insurance Company, 1515 South 75th St., Omaha, NE 68124,

From: Singer, Alan (0IC) [mailto:AlanS@OIC.WA.GOV]
Sent: Monday, December 20, 2010 3:10 PM

To: Don Lawler

Cc: Sureau, Carol (OIC)

Subject: Gladys White matter -+ additional requests

Hi Don,

I do apologize for having had so many questions and requests so far, but | do have some more. My current requests are
based on the timeline you supplied with your attached 8/23/10 letter to this agency. Piease provide the following
information and documents pursuant to WAC 284-54-800(15): :

(10)The timeline indicated “copy attached” in reference to an 8/31/09 “letter to pi [sic],” but no such thing was
attached to the timeline. Will you please provide a PDF copy of this 8/31/09 “letter to pi” via e-mail?

(11)The timeline also refers to a “claim form” that was “received,” apparently on 8/12/09. Will you please provide a
PDF copy of this claim form via e-mail?

(12)The timeline also refers to a “9-8-09 2™ Claim Form Received along with Invoices.” Will you please provide PDF
copies via e-mail of this “claim form” and these “invoices” so referenced?

(13)The timeline also has an entry “11-10-09 ltr to daughter Cheryl Reinstatement denied.” Will you please provide
a PDF copy of this via e-mail?

(14)The timeline also has the entry “foltow up Itr to same daughter regarding denial of reinstatement.” Will you
please provide a PDF copy of this via e-mail? 7

(15)The timeline references “10-13-09 Invoice” and “10-28-09 Another Primary Claim Form along with invoices.”
Will you please provide PDF copies via e-mail of {a) all such claim forms under the Gladys White policy from
2008 and 2009, and (b) all such invoices under the Gladys White policy from 2008 and 2009?

{16)Who prepared the timeline?

{17)The timeline mentions “Judy.” What is her full name and contact information so | can interview her about this
matter?

(18)The timeline also says “9-15-09 Calied Daughter Cheryl explained that policy lapsed on 2-8-09.” Who exactly
calied daughter Cheryl as indicated and what is his or her full name and contact information so | can interview
him/her about this matter?

Thanks, and let me know please if you have any questions.

Alan

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255

Clympia, WA 98504-0255
360-725-7046

360-586-0152 Fax
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ARIGITY IRSURANCYH o
Administored o behalf of Medico nsurance Company

long Tem Core Claims Department
PO Box 3735 ¢ Omoha, NE 68103

Phone (877) 705.8493 ¢ Fax (866} 498-068% + www. gomeadico. com
Aungust 31, 2000
GLADYS WHITE
9223 60™ AVE CTE.
PUYALLUP WA 98371 -
Policy No. 0534226
This will acknowledge your recent correspondence. According to our records, your contract fapsed
effective 2-7-2009; therefore, you have no benafits available.

Please cantact us if you have any additional questions concerning this matter.

Slheerely,

Claim Service Department

0ld Carrier Information - Pol# 0834226, Clm# - DecID 1508511,



hug 6. 2009 11364 No. 5768 F. 1

August 6, 2009

TO:  Claims Department (Fox # - 402-391-6489)

BRALZ/ZE82 pgBE

FROM: Cheryl Silvernail (daughter of QIadys White)

RE: New Claim

I spoke with Jerry in the cluims department on Toesday, August 4%, We went over some

- information regarding my mom’s long feem care insurance. He advised me to get the
claim form on line. If you have any questions or need additional information, plrase call
me at:

| Home: 253-446-7590_
Work: 253-841-8726
Cell: 253-232.7499
FAX: 253.-840-881

Thank you.

RECEIVED
AUG 67 2009
CLAIVS DEPARTMENT

Primary Claim Form - Pol# 0834226, Clmé - DSSFH 1228376
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PT iniax‘y

hug. 6. 2009 11:36AK : ' | Mo, 5766

——,.

ARTLITE IRSUNANGE 0.
tong Terrm Cors Claims Department
P.O. Box 3735 ¢« Omaho, NE 68103

Phong [877) 795-84‘?3 Fox [B66) 498-0689  Customersupport@ablifyre net

Claimant’s Proof of Loss
Long-Term Care Insurance Clalm Request Form

e St

[Claimant and.Contuct Infonmation 4% Lo LT

i)

lizirron'y N Daty of Birth: Policy #:

Gladys E. White 7/8/i923 | pS o Mo

Home Adidress, |

ﬁayﬁme Phone §#: Soct) Soourflyd:

aa = {@0% ﬂdﬁ%é :‘DLM,LQHWO ’L{.Q/‘? 4?57]

Information raquestad In 1he ypacos bolow,

In order for Whia request to be further processed, & member of aur Claims dopartmant will noetd i speak with alther the
insured or their representative about thls elalm, For best service and most timely procassing, piease provide all of the

MNama of Person to Contact About this Claim: ]Relaﬁansh!p 10 Inpureq: Power of Atomny:

C’l’léﬁu! =0 Mr‘z’wr/ dmxm) Clves  [Xno

Adgrogs: 0 1
1B 143 e Av. & ord ne WA G830
Daytimy Fhons §: Alsnmam Phone i et Bozl Yinw 1o Call:
55a?ﬁ([-‘5’)2&l R | do _
Cl‘:ﬁimalita'siQufxiiiﬁbﬁ’:"*"ﬁ-"’-‘jﬁé CET R T i Ay ?.’f".-"'-'"k'"""f‘,f"'.-‘r!’ LR o A

(Evont (Hineuy, Injury, st} that fad to 2 nead for L ong Term Gars services:

—F};urﬂec( -~ ¥ell - brppe b - wWas F

Date [Ineesfinury Siacted:

Lavel of Asslstanoe- Pleass chieak the box tint beat describes the asgistance the Ingurad requiran with oach activity
indapandant Slandby Assist | Hande-On Aseist |Daty this Assistance Bugen R
. Balhing i) b E@E

Drﬂ!ﬁsiﬁﬂ (] . r_'j . : ALifh P neo
Entlng ] AUR U
Taileting ) , P o f
Transferring L] CLAVS DEFAR it
Continenca 0 (] X):

Other:

Does the insurad have s diagnosis of Altheliners Dissass or other type of Dementia? £ves  KNo B/ 08610

Nloesn'e remember 4o okt

IFYes, please desoribe the Insured's Cognltlve Strtus (rmornary, judhyment. abllity to manags madications, 3faty congnins, ale..§

To s fond

[
.member ediradioas o She 'y
H.edfc‘al.'I-.'rovidet-‘lnfamiaj,iam_:':-‘.. R R A R L L

a_dwbete ik
.ﬁ".,‘ "5 )

3 e

[Attontiing Fiyysician' “W_‘ju‘f? LJ{/}[:C E %‘?%ﬁ; "%o | %? ,F %:0 ~(p 7375

PhyEIGian s ATGTeES! 406 myﬂ S_f__ AJE QAU\” L L{jﬁ— QgS'fﬂ

Hag tho Inaured Boan Hoapitalizad within the prst 12 monthb? WMo [Aves, Completa Section Below

Nome of Fospitn; Hog . [Aduria; . EEERD
m(;troab_éﬂmﬂﬁ,:‘r’ﬁil\! o 714 Hh AV- SE, ?WJ“* Hgp [’Oﬁ
Phone #: : Admission Data; Digtiargn Dates’

292 £97- 4000 125 ] 09 12807
- BiIEGZRN DI HI0S

Claim Form - Pol4 0534226, Clmf = DocIp 1228378

Page 1049




Primary Claim Form - Fol# 0534226, Clof - DoeId 1228376

5/ 1272589 paBaz

No. 5766 P 3

Rog. 6 2000 %):56aM

Qﬂg&Term.Cﬂre Promiﬂe'r.-.-lnf_drmatib'm'"- R N T
Wit Type of Care Does tie Insured Noad?

DONursing Home  [WAseisted Uving  [JHome Meatih Care [Hospice  DlOther:

Do0s the Insurad currently have Long Term Care Services In Plase? o FlVes, Complete Section Below

[Nume of Faciity/Agency: i horec Type of Core:
Lundeny Groyve 253 -840-Udeo
FachftyfAgancy Addrags:
Dato q.xru Bagan: Date Carg Ended: Hamé of ContnetPerson ot Facy itylAgency:  [Fox &
[25]09

Plsuss Nota: If you are: currently reselving services from mane than 1 Long Tenm Care provider, please provide aif of fhe
information requusted abuve for sach providar in the white space at the hottoms of this form.
if you eblain servites from any norsguniified provider, they will nol be sovered under yobr policy,
I you obtrin seevices Lat ara not covera under the Pulicy, we wifl not be able bo relmburse for theso pervicss,

Medlcare and Otherltgurance information i e e R
Are you eligtble for or currantly envolled n
Madicara Part A yes [INo
Medicars Part B (Yes  [Jio
Medicald Clives [ne
Have say of your Long-Term Cara axpenses Merﬂ for by Medicars? [INe  Jves Cemplale Section Belpw
Slart Dot End Dite: AgencyiFagitity:
P12 b9 - Likdgis. Grao Ve |
Do you have any other Long-Term Carg Inaurance Policias? {INe  [ves, Complats Section Below
[nsurance Company Nama: Addrags: Poloy #: Datly Bansfic Amt.;
. 5 ‘
Si‘grnatura'. R VT A S L T A RO e L
My gignature below Indicates that T undersiand that the clalms processing procedurs includes the colleetion of paranns
medical infortnation, | piso undaratand that an on-sile agsessmunt may =ls0 be raguired. Thie assessment will ba comploted
8l no cost to me by & licensed health care practiloner of Ahitity insurince Company's choice.
Sgnuture of thy lnearsd or POA: Date: Slyned;

Please return this form and any additiona! documants to the
addrasg ot the top of the first page,

Please Remembor to inchide the Followlng with thls Form:

[TJA Copy of the Powar of Attorney Document (if applicabl)
[Jthe signed Authorization to Usa and Disglose Parsonal

Informuniion farm (see page 3 of this farm} RECE#VED
(JCopies of involces for any long term sare vosts yuu have

E}murrud khaas far AUG. 07 2609
A statoment of the hourly andfor daily charge for the service you

arg receiving CLAJMS DEPARTMEN
[JA copy of the licensa of the provider you are using and thelr tax

1 number

WARNING « Frgud Notice: Any psrson who knowlngly and with intsnt to injure, defraud or decalve any Insuranes sampany or
other person, flles an application for insuranen pr & gistemont of claim containing any false or incomplsty informution, or
concenls lor the purpoge of misleading, informatton concetring any fact watanal therets, commita o froudulent insurance agt,
whizh is a crime amd subjects such parsen o criminal and civil panatties as further defined by your state statute,

ML 3P D 0522_2‘&?!)9 Sagre 2t
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NOTE - 09/15/2009 -

Sharon Klusaw 3 2009 §: :MM . 6205 P 27
SKLUSAW 9/15/2008 :

2:26:52 PM

called daughter

explained that

S Abligies

2-8-2009
is checking she
didn't fee% that ’ ABULLATY (wsHRANGE QO
the policy was Long Term Care Clalms Depariment
lapsed. P.O. Box 3735 ¢ Omaha, NE 68103 .
R Phone: (877) 7958493 Fax: (866) 498-0689  Ernai: Customersupport@abiityre, net
&

Claimant’s Proof of Loss
Long-Term Core Insurance Claim Request Form

O

Toots ommw ol -cy#

STRltRAt And Caae ot T
7/8/ zc?.zf,/ OS.7Y 224

irieucnd's Name;

Gladgs £ . Whie

Homa Addrosps
TR 23 Loth Ay O £
Driytinse Fhonp #: : Bacial Saourlty #:
AS3- §45-1228 - St - Bl ~2379

In order {or this requesi to ba further provessed, o member of vt Claims department will naad to spaak with gither the
Insured of shair representative abou thia claiit. For bogt srrvice and most timely processing, please provide all of the
information requestad in the spaces balow,

Nome of Person I Gonkset About Ihin Claim; Relationghig 16 Insores; Power ot Allpray:
M(’,he .tfj; I S/ oernar Aavg hfep. [Ives  [No
regs: .
29 JHBRS  Av. E Owﬁ,’r Wn 8360
Duytime Phone §: Aliernale Fhone §: g‘j urfal Tima 1o Call:
AD3-5y/- §92¢ _ |2s3. Yot~ 7f_?a - -
ElFimants gandfion: R R G 2
Event (illrmss, Injury, ste...) $hat led 1o § nuwd for Long T‘arm cam Benvitoa: Uate mnm.'lnjury Staried;

Brewen leH orish- affer Lt o home a5 | v

Level of Assistoncs« Plsags check (he box that bast deserjbes the nsslstancs the Insured requires with sach activify

Indapendsnt Standby Assist | Hands-Or Ausist Date this Assislance Bogon

- Bathing Ll L]

Dressing E ? %‘

Eating L

Toilgting . X ]

Yranstarring i

Conlinence ] ] '
Other:  Demendtsa, Help (STl 21 hi CRTIC S

Daes the insutad huve 2 eiagnasia of Alzhaimer's Dlsease of ofhor typs of Dementin? KiYes {JNo

I Yen, plunse duscriba the Insited's Cognitivy amlun metinge randletionslaninry canwrﬁ;utn N
Al oF 4he ABNE . 5 len <e. o< ot h
T P s Ao RO Ne 4 I dppil e
Altarniing Physleion'a Nomer, K. Rm:ru ﬂﬂlne Phene it: réume Fax b
L Blee pall mwg,z&_% gszlwgs L —
uann 452 i, o ;
Jja61 <, umw\} H lacs Mg yLUA'  geypk

Hds the bnsured Boan Hospitallzed within the pasl 12mantha? [No  [3¥es, Complste Section Below
Nami» of Hoapilaf: Addrage:

Gobd  SamAe cran. | 07 Afh Ay S Pumi

Phone #: © |Admizsion Dites Digcharge Deler ./

25%- 691~ Yoo as | “1[2%]29

Clalmant's PO Fage 1ol

Intake - Prlmary Claim Form - Poly 0834226 Clm¥ -~ DocID 1273911
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|
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B9/ B8 2880 pagBBZ

Intake - Primary Claim Form - mols 0834226, Clmp - DocID 1273911

Sea 802009 9:554 - s 6205 7. 477

Ermb Eﬁ?ﬂiﬁéﬁi‘ﬂﬁﬁﬁﬁfﬁ&ﬁbﬁ“f‘ CehiRe R A
What Typs of Cars Dons the Insured Need?
DNursing Home whaszated Living  CJtHome Haalih Cars  {JHosplee {Iother:

R oy
30 e AL

Does the insured cunontly have Long Term Care Services In Place? LINo  K)¥es, Completo Begtion Dulow

Namg ol FocilityrAgrnsy: oty i Type of Cary:

m%?hﬁ -{kg‘zi?nm: Hﬁusg 3?}‘« 35‘4’?
5 Dcker  Fad Sumner (D6 G390

Date Catp Bndgd: )Nnme of Conive] Persan af Fuciilty/Aganay: — Fox ¥

Chery | Mann, | AS3~ B9/- 435

Ploase Note: I vou zra currenily receliving sorviishg Trom mare than 4 Long Torm Caze provider, ploase provide af of the
Intormation requested above Tor each provider in thy witile &pice ot the holtom of this form,

1 you obtain sarvices from any ron-qunlitled provider, 1hay will not be coversd urdsr your poliey,
1t you oitain gorvicss that are Aot covered under the Pulicy, we wili no{ bo abla 1o relmburss for thase garvipss,

Medicare wAd CRliB RN e e L S SRR
Are you eligible for or curraaitly snroled in
Madicare Part A Oves [ne
Medlcare Paa B Clves  [ivo
Modlratd Cives  Hvo
Hova any of your Leng-Term Coy sxpensca boan paid for by Medicars? [INe  (lves, Conpleie Boction Balow
St Data: End Daje; ! AgencylFacfity: G
125109 | §laafof | Linden Grove

Do yau have any ather Long-Term Care Ing urance Polloies? [fNo [ Jvos, Complate Baction Below
Ingurincs Gompany Nama: Addregg; ‘Pwm-y B Fafly Benoliy Ami;
. ' ]

K 5 i e T DYnIND T
eI R RS W R

4 [ 4T T By LA SR AT
My signoture botow indicates thal i understand the

t the cialmg Pracassing proceduss includes the eollection of perspnng
rmadical information. [ aiso underainng thot an an-aily 3ssassiant may also be requirpg, This pszezsmant will ba complated
Ot e eost 1o e by a lieanyrg healtf care practitioner af Ability astirunga Company's cholge,
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September 8, 2000
TO: Claims Department (FAX # 402-391~6489)

FROM: Cheryl Silvernail (dsugbter of Gladys White)

RE: New claim

Atacked is the claim and invoice for my mother, Gladys White, She is now at the ‘
Franklin House, an nssisted 1 ving facility, They are helpiog her with ber prescription
medications, insulia, bathing and dressing, etc. If you have any questions or need
additional information, please call me at:

Home: 253-446-7190
‘Work: 253-841-8726

Cell: 253-232-7499

Address:

13714 143" &ve. E,

Orting, WA 08360

Thank yoa,

Cheryl Silvernail

(:)? ha v a/[:“)o MW/ 't@uz,/
#m{: + back 95 the

uradite Pooer ‘fg atforseey

Intake ~ Primary Claim Form - Pold 0834226, Clm# - DocID 1273911




November 5, 2009

CHERYL SILVERNAIL
13714 143R° AVE E

ORTING WA 98360 Fl LE GDPY

RE: Insured: Gladys E. White
Policy No.: 0834226

Dear Ms. Silvernail;

I am writing in response to your letter of September 11, 2009 and thank you for same,

- Please be advised that the above contract lapsed for non-payment of premium on

February 7, 2008. Notice was given to Ms. Whits on three oceasions at the address on
file. Additionally, a Third Party Advisor Notice was sent {o you at the Eatonville,
Washington address we had on file. This address was given to us on September 10,
2007 by Ms. White. .

The policy has a Restoration of Benefits provision in Part M on page 9, but the provision
Is limited to a five-month period in which to request reinstatement. The five-month
period expired in July and we did not receive any contact from you until August,

I am sorry | could not write more favorably. If you have any questions or need
additional information, please contact my office.

Very truly yours,

ABILITY INSBURANCE COMPANY

of

Donald K Lawler, J.D., M.B.A.
Senlor Vice President

(402) 218-4050

(BBB) 240-2352 fax

dlawler@abilityre.nat

DKL:¢t

Encs.

PS - Inquiry Response - Pold 0834226, Clmf - DocID 1441100




December 4, 2009

CHERYL SILVERNAIL
13714 143°° AVE E
CRTING WA 98350

RE: Insured: Gladys E, White '
Palicy No.: 0334226
Dear Ms. Silvernail:

| am writing in response to your letter of November 30, 2009 and thank you for same.

from you until August,

[ am sorry | could not write more favorably. If you have any quastions or need
additional information, please contact my office.

Very truly yours,
ABILITY INSURANCE COMPANY

6L

. Donald K. Lawler, J.D., M.B.A,

Senlor Vice Prasident
(402) 218-4069
(866) 240-2352 fax

diawler@abilifyre net

DKLt

:. _ - ,.._...‘....nq__,,..,,,_._..".“——"_—n—mu-__._ﬁ,___'“___m_ e —_ - et i __‘ _— .
23} inguiry Response - Pol¥ 03834226, Clmi 2 DocID 1441180
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December 4, 2009

CHERYL SILVERNAIL
13714 143%° AVE E
ORTING WA 98380

RE: Insured: Gladys E. White
Policy No.: 0834226

Dear Ms. Silvernail:
I am writing in respanse to your letier of November 30, 2009 and thank you for same.

Your ietter confirms that we were not advised of your change of address and that
although you were aware that Ms. White could not properly handie her affairs you did
not infervene. Again, the policy has a Restoration of Benefits provision in Part M on
page 8, but the provision is limited to a five-month petiod in which to request
reinstaternent. The five-month period expired in July and we did not receive any contact
from you until August. '

I'am sorry | could not write more favorably. If you have any questions or need
additional Informatlon, please contact my office.

Very truly yours,
ABILITY INSURANCE COMPANY

Donald K, Lawler, J.D., M.B.A.
Senior Vice President

(402) 218-4060

(B66) 240-2352 fax

diawler@abiiitvre net

DKL:tt
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information requested In the spacas balow,
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Tdni 23-Fb-H00  Begn 723
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Oct. 28, 2009l b:49AM No. 6690 P, 4

Lm#mﬁ Gare ProviderInformation. . oo D Lot CEE

Whal Typs of Care Does the Insored Need?
[INumsing Home ) Assisted Living  [Home Health Care ClHospice  [Tother:

Does the lnsuted surrantly hava Long Tarm Gure Sarvices in Mace? ENo K¥es, Complete Section Below
Name of FaoliifiAgancy: Ehone #; * Type of Carm:
&

Lgndm GROVE 33 €404y

Fa IAgency Addrons:

5.9+th . NLE,
DamLé:rfBagan: ‘5"“ 1
Tl23]09

Plozse Note: if you are currently recelving sarvices from mors than 1 Long Term Cars provider, pleses provids al of the
information regueatad sbove for aach providar it the whita wpace at the bottom of this fony,
If you ohisin services from &ny non-qualified provider, they will ot e covered undear your policy,
It you ohinin servicea thot e not govered uhder the Palisy, we will ot be alsle o raimburss for thege nervicen,

Ma&mmand=ﬂﬁ:éﬁlﬁhmh:ﬁe£hfoméﬂén S e RIS 0 mreps s ey
Aret you elighils for or currently enrclied In
‘ Madlcarg Bar A BYes [iNo
Medleare Part B [dfes ONo
Matiioaid Clves  [INe
Have any of your Long-Term Cara hxpanses bann paid for by Medionre? [ INa EdYes, Complets Section Beiow
Siart Dt Enf Date: AgeneyiFaolilty:
Texlbq Likdgin Grnove
Do you have any other Long-Ter Care Insurange Pal lufos? &]No {Oves, Uomplate Sestion Below
surance Company Namk; Addresg: Policy & Bally Benefiz Ant,:
_ . $
Signaturs” ST e s i TR S i AR T
My sigosturg below indicutes that  understand that tha claimy processing procedure Includes the toliection of pemons
medicat Information, ! also underatand that sn on-gita assessment may also ha required. This azagasment will be complatad

at no cost {0 me by a ficensed health care practitionse of Ahlity nsuranse Company’s ghotea,

Bignatura of the Insuted or POA: Datn Slgnnd:

x

Please return this form and any additiona! documants to the
address at the top of the first page.

Please Remember tv Include the Following with this Form:

A Copy of the Power of Adtorney Dacument (if applicabl)
[I¥he slgned Authorization to Use and Disclose Persongl
Informiation form (sen pags 3 of this form)

Copies of invoices for any fong term care costs you have
insurred this far

A statement of the hourly andior daily charge for the service you
are recuivi
[IA copy of the lizense of the provider you are using and thei fax
D number

WARNING — Fraud Notice: Any parzon why keiewingly and with intant to injure, defraud or decaive any nsurance company or
other person, s an applinaiion for insurance or g statement of clain sonhtaining any falas or incompilete #fonnation, or
esnadsls for the purpose of miglaading, Information concerming any fact mutsrial therets, commite a fravdident insurance act,
witloh Is a orine znd subjeota sueh paraon 1o eriminal and oivil penalties as further definad by your stats wtatuta,

WLIF-220 DR22RG0G “ ) . Page 2 of §
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Oct, 28, 2009 §:50AM No. 0690 P ¢

Saptember 8, 2009

TO: Claims Department (FAX # 402-391-6489)

FROM: Chery! Silvernail (daughter of Gladys White)

RE: New clain |

Attached s the claim and invoice for my mother, Gladys White, She {s now at the
Franklin House, an assisted living facility, They are helping her with her prescription
medications, insulin, bathing and dressing, etc. If you have any questions or need
additional information, please call me at:

Home: 253-446-7190

Work; 253-841-8726

Coll: 253-232:7499

Address:

13714 143" Ave. E.

Orting, WA 9R360

Thank you,

Cheryl Silvernail

) have alsp Mmd@ “the
#m + back o ther

durplibe Potoe ¥ atforhe .
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0ct. 28, 2009 §:50m

Phone: (877 796-8493

Abilitytns

ARILITY tHguRAN ey oo,
Long Term Gara Cictms Dapartment
P Bow 3735 ¢ Omaha, NE 68104

No 6690 P 7
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Oct 28 2009 6:51AM No. 6690 P ¢

DINursing Home  WjAssisted Living ClHome Heglth Gare  [THospies  DJomer-

Fioes the Insured currently have Lang Torm Cars Servives In Place? N B Yes, Compistz Section Below
Natir: oF Faoility Agencys Fhone d; Type of Gares

Hﬁ‘dnk lin_ House o Y

LR Ay Acdress:

S7I% ke Fad Lln 98390

Date Gare Bagan: Date Care Exy ma ot Gontact Person at Faciiity panoy:  |Fand

Blzd o | Chery | Hapn, A S- 39l 9433
Plestss Nota: If you are currantly recoiving eerviies fram more than 1 Long Term Gare provider, plangs provide s of the
Infarmetion requested above for each provider inthe white spaca st the bottom of this form,

i you obtain sorvicas from 4Ny norqualtited provider, they will not be covered under your pelicy,
I you olstaih services that are not coverad Lndar the Pollcy, we will not be able 16 refmburss for hess sarvices.

Ry s T TR 5 T M e DG Yt Ty T ey DNy e
Medicaraaa Eiier. WA al - e, R fEe T
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|Do you have any other Long-Term Gare insurance Polivies? [fNo  [Yes, Compiels Section Boiow
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Elaature of the Ingured or POA: Date Signed: ‘
Yy - 9" %-3009

Plense return this form ana any additlonal dosuments to the
address at the top of the first page.

Plense Remembsr t¢ Includs the Following with this Form:

Ci& Copy of ths Power of Attornay Documant {f appilcable)

CIThe signed Authorization 0 Use and Disclose Persongl
Iiformation form (ses page 3 of this form) -

[JCopies of volces for any long term care sosts vou have
Ineurred thua tar

[IA stetement of the hourly andlor dally charge tor the sorvice you
are regseiving

LJA eopy of the lfoense of the wrovider you are using and thelr tay
ID rumber

WARNING - Fraud Notlon: Aty porson whi krcwingly and with intent 4o injure, defraud or deepive any insurente company or
bther person, tiles an apphication for insurance or a statement of olaim cuntainitny eny false or incemplete infonmation, or
aongaals for $he purpase of misieading, forvation conceming any fact material thirato, sommils a fraudutont ingurance act,
which i a crime and subjatts sugh Paraan to crimioul and civil penalties ag turthar dafined by your state stace,
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0t 28 2009 6:55AM No. 6591 b,

1072772009

TO: Claims Department ( Fax #866-498-0689)

FROM: Cheryl Silvernajl {daughter of Gladys White |
RE: Claim

Policy #0834228

I em fiming all correspondence that I have faxed over since August, 2009 to ths new fax #.

Fisase respond as soon as possible a3 we have been waiting sines Augnst for information
regarding this claim, Thank you,

HOME: 253-446.71%0
Work: 253-841.8726
Coll: 253-232.7499
FAX: 253.840-8319

Intake - Primary Claim Form - Poll 0834226, Clm# -~ DocID 1380536
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Oct. 28. 2009 6:56AN

FAX # 402-391-6489

Septeraber 30, 2009

TQ: Sharon, Claims Depariment

BROM: Cheryl Silvernall
EﬁzzI)ocunﬁanﬁﬁhxxof(:ognﬁiwaIngnﬁrnnﬁn
Policy #0934226

Intake - Primary Claim Form - Poly 0834226, Clm$

- DoclD 1360536

No, 6691

P, 4/21




Oct. 28. 2009 6:56AM ' Ho. 6691 F. 5/11

Septernber 30, 2009
To Whom It May Concern:

As per my phone conversation with Sharon in the Claimns Department, I am attaching
documentation of my mom’s cognitive impairment as observed at Good Sarnaritan

Hospttel in Puyaliup,
- From my petsonel observation, I would slso Yke to include the following:

1. My mother began hiding bills that she dide’t understand or dide’t want o del with,
Just two examples of this are:

» The fnternal Revenue Service notice stating that she owed money. My sisier
finally found the notives so that we could take care of then,

*  Her invoices for Lutheran Community Service (an invoice for her caregiver that
was coming in each day for a fow hours.) This bill was unpaid for severs maniths,
wntil they contasted me regarding the past due involces, :

2. My mother couldn’t remember to take her medications on the days that ber caregiver
wasn't at her home. She’s a diabetic and was pot remembering to take her insulin.
Because of this, her blood sugar was out of control, She was not taking ber high blood
pressure medication, which had also soared out of control,

1 have also enclosed a letter from hr cavegiver, Alexandria Farmin, who works for
Lutheran Community Services, She wrote about her cognitive impairment and other
problems she was encountering in April of 2008.

T'm sthil 4 little unsure of why I wasn't contacted when the fnsurance premiums weren't
being paid, My name and phone number have boen on all carrespondence that was
submitied when she had her previous claim, ! would fhink you would stifl have reconds
of these,

My mother hins paid for this insurance since Augnat of 1999. & appears to me that one of
the problems of aging, cognitive impaisment (dementia), would prevent her from paying
the premivm notice that wonld keep her insurance in tact.

Flease reconsider yonr denisl of this claim due to non-payment of the premium. Let g
know what we would have to pay to put this insurance policy back in fores. Thank you.

Cheryl Silvernail
Danghter of Gladys White

Intake - Primary Claim Form - Pold 0534226, Clmf - DocID 1360%36




Oct. 28, 2009 6:48AM No. 6690

Angust 6, 2009

TO:  Claims Department (Fax # - 402-391-6489)
FROM: Cheryl Silvemail {daughter of Gladys White)

RE: New Claim

I spoke with Jerry in the clabms department on Tuesday, Avngust 4%, ‘We went over some
information regarding my mom’s long term care insurance. He advised me to get the
claim form on line. If you have any questions or need additional information, please vall
me at;

Home: 253-446-7190

Work: 253-841-8726

Cell: 253.232-7499

FAX: 253-840-8819

Thank you,

Intake - Primary Claim Form - Pol¥ 0834226, Clmé -~ DocID 1360536
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Intak

Oct. 28 2009 6:40AM

10/27/2009
TO: Claims Department ( Fax #866.498-0689)
FROM: Cheryl Sitvernai] (damghter of Gladys White
RE; Clatm

Policy #08534226

I am faxing al} comespondence that I have faxed over sinee Augnst, 2009 to the new fix #

Please rezpond as soon ay possible a3 we have been waiting since August for infarmation
regarding this claim, Thank you, :

HOME: 253-446-7190
Work: 253.841-8726
Cell: 253-232.7499
FAX: 253.840-8819

€ - Primary Claim Form - Pold 0834226, clmp - DocIb 1360536

No. 6650 P,




Oct. 28 2009 7:02AM | No.66%2 P 1/3

10/27/2009

T0: Clairs Department ( Fax #866-498-0689)

FROM: Cheryl Silvernail (daughter of Gladys Wlﬁte

RE: Claim

Policy #0834226

I am fixing all correspondence that I have faxed over sinee August, 2009 to the now fax #,
Please respond as soon as possible as we have been waiting slnce August for information
regarding this claim, Thank you,

HOME: 253-446-7190

Work: 253-841-8726

Gell: 253-232-7499

FAX: 253.840-8819

Intake - Primary Claim Form - Polf 0834226, Clmf -~ DoclID 1360536




Oct. 28. 2009 7:02AM No. 6697 P. 2/3

FAX # 402-39]1-6489

October 12, 2009 , _

TO: Sharon, Claims Department f&‘* _ Z{?f‘_—- O é, g?
FROM: Cheryl Silvernail

RE: Invoice for Outober, 2009

Policy #0834226

Intake - Primary Claim Form - Pol# 0534226, Clm#é - DocID 1360536




Singer, Alan {0OIC)

‘From: Singer, Alan (OIC)

Sent: Monday, December 20, 2010 1:10 P

To: 'Don Lawler'

Cc: Sureau, Carol (OIC)

Subject: Gladys White matter — additional requests :
Attachments: 8-23-10 Ability Ins Co Don Lawler letter to OIC Bianca Stoner with attached specimen policy

and timeline. pdf

based on the timeline you supplied with your attached 8/23/10 letter to this agency. Please provide the following
information and documents pursuant to WAC 284-54-800{15):

(1) The timeline indicated “copy attached” in reference to an 8/31/09 “letter to pi [sic),” but no such thing was
attached to the timeline. Wi| you please provide a PDF copy of this 8/31/09 “ietter to pi” via e-mail?

(2) The timeline also refers to g “claim form” that was “received,” apparently on 8/12/09. Will you please provide a
PDF copy of this claim form via e-mail? '

(3) The timeline also refers to a “9-8-09 2" Claim Form Received along with Invoices.” Will you please provide PDF
copies via e-mail of this “claim form” and these “invoices” so referenced?

{4} The timeline also has an entry “11-10-09 ltr to daughter Cheryl Reinstatement denied.” Will you please provide
a PDF copy of this via e-mail? _

(5) The timeline also has the entry “foliow up ltr to same daughter regarding denial of reinstatement.” Wiil you
please provide a PDF copy of this via e-mail?

(6) The timeline references “10-13-09 Invoice” and “10-28-09 Another Primary Claim Form along with invoices.”
Will you please provide PDE copies via e-mail of (a) all such claim forms under the Gladys White policy from
2008 and 2009, and (b) all such invoices under the Gladys White policy from 2008 and 20097

(7) Who prepared the timeline? '

(8) The timeline mentions “Judy.” What is her full name and contact information so | can interview her about this
matter? : :

(9} The timeline also says “9-15-09 Called Daughter Cheryl explained that policy fapsed on 2-8-09.” Who exactly
called daughter Chery) as indicated and what is his or her full name and contact information so | can interview
him/her about this matter? )

Thanks, and iet me know please if you have any questions.
Alan

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255

Olympia, WA 98504-0255
360-725-7046

360-586-0152 Fax
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Mhmenaet - RECEVED

| | | MG 262010
BIANCA STONER  INSUHANGE UEFL, ULMPIA
COMPLIANCE ANALYST L&D  JONSUMER ADVOCACY DIVISION
WA OFFICE OF INSURANCE COMMISSIONER - . -
PO BOX 40256 - '

OLYMPIA WA 98504-0256

RE:  Your Flle No.: 1041821
Consumer: Jack R. White
Insured: Gladys White
© Policy No.: 0834226 _ :
Policy Type: Individual — Long-Term Care, Form MP-LTGO6(WA)
NAIC No.: 71471 : ‘

Dear Ms. Stonet:
Your latter of August 12, 2010 has been forwarded to me for review and response,

Enclosed plsase find a Spacimen copy of the above numbered policy with relevant provisions
highlighted for your convenience. As Mr. White's lefter indicates, the above numbered policy

- lapsed for non-payment of premium on February 7, 2008. Also, enclosed plaase find a Timeline

documenting contact with Ms. White’s daughter and Power of Attorney, Cheryl Silvernail, and my
subsequent correspondence to Ms. Siivemall. .

A Premium Notice and Past Notice was sent to Ms. White prior to the policy fapse. Additionally, we -

. Sent a Reinstatement Notice to Ms, White and a Third Party Advisor Notice to Ms. Silvernail.
Because the policy is lapsed ne benefits are payable for the confinement which began on July 25,
2010, ' :

If yo_u'have any questions or need additional information, please contact my office.
Very truly yours, A
ABIALIT"Y INSU’RANCE_ COMPANY

Donald K. Lawler, J.D,, M.B.A,
Senior Vice President :
(402) 218-4069

(BBG) 240-2352 fax

- dlawler@abilityre net

DKLt

Encs,

P.0. Box 3735 « Omaha, NE 68103 « abilityinsurance.com
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MUTUAL PROTECTIVE INSURANCE COMPANY |

1515 SOUTH 75TH STREET « OMAHA, NEBRASKA 68124

MO IAL
PHOTECTIVE |

A Mutual Company _

CAUTION: The issuance of this long-term care insurance policy i¢ based upon your responses to the
questions on your application,’A eopy of your application is attached to the policy, If your answers ave
incorrect or mutrue, the Corpany hes the right to deny benefits or rescind your policy. The besi time to
clear up any questions is now, before a clabm arises! If, for any reason, any of your answers are ineorrect,
eontact the Company at the address shown above, ' '

TI-IIS POLICY IS NOT A MEDICARE SUPPLEMENT POLICY, If you are eligible for
Medicare, review the Medicare Supplement, Buyer's Guide available from the Company,

Insuring Clanse: We agree to provide the benefits set out in this policy for any insured loss. This agreement'is
subject to all of the provisions of the policy. A "loss" it an expense you incur for gare or services this policy covers and
that you receive after the Policy Date and while the polioy is in force,

This policy 15 & legal contract between you and us, READ YOUR POLICY CAREFULLY. Also, read the cbpy of your

_application and the policy Schedule, If there is ANy error or omission, tell ua, We will make any needed change,

The fivst premium you, the Insured, paid before the Policy Date (and the eopy of your application, attached hereto),
put this policy in force as of the Policy Date. That date is shown in the Schodule, The Schedule is attached and is a part
of this policy, ' :

PARTA = PLEASE READ — S0-DAY RIGHT TO RETURN

Please read your polie;}. If you are not satisfied, send it back to us, or to the agent who sold. it to you, -
within 30 days after you receive it. We will retwm your money. That will mean your policy was never in

- force. We will pay a 10% penalty if the requested premium refund is not made within 30 days of our
receipt of the retarned policy. o _

PART B ' GUARANTEED RENEWABLE FOR LIFE
: SUBJECT TO OUR LIMITED RIGHT TO CHANGE PREMIUMS

We guarantes o renew your pelicy for life, subject fo the Lifetime Maximum Benefits provision, as long as the

premium is paid within the allowable time; but, we do have the Tight to change your preminm as stated helow,

‘We can change your premivm only 1t‘“.re do the same to all policles of this form and any similay form issued to Persons

of your class in your state. If a change is made, it will not be based on any physical impatrment you might have or any

‘claims you have ineurred under this policy, and i will be consistent with the Rate Guarantee provision on page 2. If it

is necessary to change the premium for your policy, we will send you notice at loast 80 days before your premium is
due. ’ o ' . ‘

Nb’_I‘IGE TO BUYER: This policy may not cover all of the costs nssociated with lomg-term cave incurred
by the buyer during the period of coverage. The buyer is advived to review carefully all policy

. Hmitations.

A QUALIFIED LONG-TERM CARE POLICY FOR FEDERAL TAX PURPOSES
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Rate Guarantee: The premium we charge for this policy is based on the benefit amounts shown in the poliey
Schedule and the disclosures made in your application. That premjura rate is gnarantesd for at lesst a three year
period measured from the Policy Date, If subsequent rate increages are needed after that initial three year period, each .

. new rate will be gwaranteed for an additional two year period,

ALPHABETICAL GUIDE TO YOUR POLICY -

Part : Part
Benefits .... risersens e asene e ruen BLLELEM Other Important ProvISIons ... vemesesssme s, &
Deferred Inflation Proteciion .ue.seeoessmseesmme N Payment OF Clainis ..vvevereeerersn s S reerrissseonnsas R .
Definitiona donssberentshassing E Renewal Agreement And Premium Change ...... -
Eligibility For Benefits peaes ‘ G Restoration Of Benefits ....... S S
Excoptions ..eceeverrerners - ; .C Right To Reduce Coverage TR .
General Benefit Information ... o Right To Returtt ..., rraas A
How To File A Claim .. Q Schedule ensissssarsensnn LiBSE Prgre
Lifetime Maximuimn BEnefits .i.....emursocessmsonscssmreres D Waiver Of Promitm .....vonicensocesssnsreemmenens TR ¢ )
PART C T EXCEPTIONS
We will NOT' pay benefits for:

(1) loss that ocours while this palicy ie not in force;

(2) intentional, self-inflicted injury or attempted suicide;

(3) aleoholism or drug sddiction, unless addiction resulted from nareotics prescribed by a Physieian;

(4)  care provided by a member of your immediate family; '

(6} setvices for which you are not Hable or for which no charge normally is made in the absence of insurance;
, and : -

(8) losas that oceurs autside the United States.

Non-Duplication: This contract will not pay ot reimburse expenses incurred for services or items to the extent that
such expenses are reimirsable under Title XVIII of the Social Security Act or would be so reimbursable but for the
application of a deductible or coinsurance, But it will pay benefits for covered expanses you incur thet exceed the
amount paid or payable by such governmental plans or laws. . '

PARTD . LIFETIME MAXIMUM BENEFITS

- The maximum dollar amount for all covered care that we will pay during the lifetime of the policy is shown in the ,

Schedule. That lifetime dollar maximum is determined by multiplying the Daily Benefit amount by the banefit day
option, both of which are shown in the Schedule. The lifetime dollar Teimum inay be greater than the amount shown
in the Schedule if the optional inflation shield rider is in force, Coverage under this poliey automatically ends after we
have paid out the lifetime dollar taximum. ' ,

If the Schedule shows your lifetime dollar reaximum as Unlimited/Lifetime, there is no lifetime dollar maximum for
this policy. ) .

MP-LT6O6WA) Page's
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PARTE E DEFINITIONS

When we use the following words in this policy or in any optional rider, this is what we mean;

Activities of Daily Living: (a) eating; (b) dressing; (c} tolleting; (d) transterring; (e) continence and () bathing, You -

are considered to need assistance for each of these activities when:

Eating:  You cannot, without the aid of another person, maintain an adequate food and fuid
intake consistent with your dietary needs, _

Dressing: You cannot, without the aid of another person, put on and take off al necessary items of

clothing, including medically necessary braces and artificial limbs,

Toileting: You cannot, without the aid of emother person, é‘et to and from the toilet, get on and off
the toilet arid maintain a reasonable level of associated personal hygiens,

Transferring You cannot, withoui the aid of another person, walk or get in or out of a chair,
© wheelchair, bed, or other stationary poaiﬁo_n. '

Continence: You canuot, without the aid of another Pperson, {roluntari]y control bowel and bladder

functions or use an external catheter or other equipment,
Bathing: You cannot, without the aid of another person, wash yoursslf by sponge bath in sither a
: ' tub or shower, including getting into or out of the tub or shower, .

Adult Day Health Care: 4 program of social and health-related servies provided during the dayin & community
group setting for the purpose of supporting frafl, impaired elderly or other disabled adults who can henefit from care in
a group setting outside the home, : -

. Adult Day Healtk Cave Centers (a) a facility licensed or certified by the state in which it is located to provide Adult

. Day Health Cars; or (b) if licensing/eertification iz net required, & part of g feeility (or center operated by & facility)
that is licensed or certifiad ag & hospital or any type of nursing home by the state in which it 1s Tocated; or (e) & facility

" that is approved for Medicaid, _ :

Anniversary‘])ntez The same day ﬁnd month as the Policy Date in each later Year.

Asgisted Living Cure Faeility: A facility that is liconged or certified es an Assisted Living Care Pacility in
aceordance with any applicable state or local laws, with the primary purpose of providing cars and services to support
needs resulting from Cognitive Iapairment or loss of functional eapacity. The facility must have o trafued employee

available at all times to provide that care, and the facility rust have estahlished procedures for overseaing the

administration of medications. The specific section or unit of the facility where you recelve assisted living care mnat
mest all of the above siated requirements, . : . ’

Benefit Period: A period 61’ covered care for the same or related Conditions, that is not 8eparated by at least 180 days
during which you ave free of such care, . : o )

Case Coordimator: A lesnsed health‘care' profegeional, from an agency we will choose, whose trainihg includes

meangging and srranging for the type of care and services coverod under this poliey. This person can be & Doctor,
Nurse, social worker or other similarly irained and licensed profossional, Your Case Coordinator will provide a

eomprehensive evaluation of your status and will be respongible fir developing, implementing and coordinating your
Plan of Care, "This persan will further be responsible for assisting in the selootion of providors, making drrangements
to initinte services, providing ongoing care monitoring, and revising the Plan of Care a5 circumstances dictate, The
Case Coordinator will work in conasultation with your Physieian. - )
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 Chronically Tl Individuals Ang individual whe has been certified within the preceding twelve (12) month period by

& Licensed Health Oare Practitioner as: being unable to perform (without Substantial Assistance from gnother
individual) at least two (2) Activities of Daily Living for a period of at lsast ninety (90) days due to a loss of funetional
capacity; having a similar level of disability; or requiring substantial supervision to proteet such individual from
threats to health and aafety due to severe Cognitive Impairment.

Cognitive Impairme:it: Deterloration of or logs in your intellectual capacity due to orgemic brain disense or disorder,

*. which requires supervision to protect yourself or others, as measured by clinical evidence and standardized tests that

meagure your impairment in the following areas:
(a) Your-short or long-term memoty;

()  Your orientation as to person (such as who you are), place (such as where You are) and time (such us day, date
and year); : ’

(e) Your deductive or abstrast reasoning,

Such Joss in intellectual capaeity can result from Alzheimer's Disease or related degenerative and damenting‘ﬂlnesses.'

Condition: Sickness, digease or injury. These include Mental or N;arvous Disorders that cause Cognitive Impairment,

Elimination Period: The number of days for which no benefit fs i}ayahle. The Elimination Pariod, i any, starts an
the date that benefits would otherwise begin and is in effect for the number of days shown fu the Schedule, Only one
Elimination Period will be applied to any one Benefft Period, ' ‘

Home Health Agenoy: An entity that provides home care services and is: (2) certifled for participation in the
Medicare program; or (b} licensed or cortifiod as a Home Health Agency where required by the atate; or {0} i otherwise
accopiable to e if licensing or cartification is not required. The Home Haalth Agenoy must keep records of nursing
teports and the Plan of Care, These records must be available to us upon anthorized request, -

Home Health Aide Services: Assistance with shmple health care tasks, péraonal hygiene, Activities of Daily Living,
menaging medications, and other related fervices provid?d by a Home Health Agenay, o

Home Health Professionsl Bervices: Ono or more of the following services for your eare and treatment that are
provided by a Home Health Agency in a noninstitutional setting, under the divection of g Nurse and aceording to
written diagnosis aud Plan of Crre: - . : ‘ :

(8) nursing services;

(b) physical therapy,

(c)  speech therapy,

(d) respiratory therapy;
“(e) oceupational therapy: and )
(®)  nutritional parvices provided by a licensed dietician. ]

' Homemaker Services: Assistance provided by & Home Health Agency with menaging and maintaining a household,

when you can no longer manage those activities and an informal caregiver is not available. This may include preparing

-meals, doing laundry snd incidental household tasks,

Hospice Care: Services mot drugs or other supplies) provided by a Hospice Facility or 8 Home Health Ageney that
are designed to provide you with palliative care or to alleviate discomfort during the lust phases of Hfe, To. be eligible
for Hospice Care you must be diagnosed hy your Doctor as having no more than 6 months to live. '

MP.LT6BWA) Page 4



Hogpice Facility: A facility that is primurily engaged in providing care for terminally ill patients whose life
expectancy is six months or lese. It must be licensed, certified or registersd as may be required by the state,

Injury: Accidental bodily Injury that results in loss indepandez_zt of Sickness and other causes,

Licensed Health Care Practitioner: Any Physiclan and any registered profeesional N urge, Heensed social worker,
or other individual who mests such requirements as may be presoribed by the Secretary, :

Maintenance or Personal Care Services: Anty care the primary purpose of which fa the provision of needed
assistance with any of the disabilities as a result of which the individual is 2 Chronically Il Individual (including the

* protection from threats to health and safety due to severe Cogaltive Fmpairment),

Mental or Nervous Disorder: A neurosis, paychoneurosis, paychopathy, psychoaia or mental or emotional diseage or
disorder, . ’ ' '

Nurse: A person duly licerised as & Registored Nurse (.N.), Licensed Practics! Nurse (I.P.N\), or Licenged Voeational
Nurse (L.V.N.). : . ,

Nursing Home: A herlth care facility that is licensed as a Nurging Home by the state in which it is located and that
provides, ag its main function, Skilled Nursing Care, Intermediate Nursing Care or Custodial Care, The facility must:
(n) provide this care on a continuing inpatient hasis as prescribed by a Plan of Care; (b) supervise the care threugh a
nursing staff; (c) maintain clinical records for all patients; (d) maintsin control and records of medications given; and
(e} have arrangements for the services of a Dostor 0 furnish medical care in case of an emergenay. The specific section
or unit of the facility where you receive Nursing Home Care must meet the ahove deseribed licensing requirements and

. also must provide, as the main function of that section or unit, care that mests all of the other requirements above,

(Items (c) end (d) need not apply when you reeeive only Custodial Care,) °
A Nursing Home is NOT'a facility for the treatment of slcoholism, drug addiction or chamieal dependency, .

Nursing Home Care; Skilled Nurging Care, Intermediate Nursing Care or Custodial Care provided in a Nursiﬁg
Home, . .

(@) Skilled Narsing Care or Intermediste Nursing Care must be preseribed in your Plan of Care. This care
uses professional nursing methods and procedures that ave administered by licensed or certified health care

personnel. It includes posthospital eare, rehabilitation nureing care, maintenance therapy, administration of

- medication, injections and catheterization.

1) Custodisl Care menns care that is given to residents of a Nursing Home who, not needing duily nursing

care, cannot praperly care for themselves due to age o» 8 covered Condition. This care muet be prescribed in

your Plan of Care, .
Fhysician or Doetor: A licensed practitioner of the henling arts acking within the scope of his/her licanse.

Flan of Care: A written document prescribing individiialized treatment ar gervices that yoﬁr Condition requires. The

~ plan must be prepered by your Case Coordinator and epproved by your Boctor, If case coordination is not uged, the

plan must be prepared by a Doctor or other licensed medieal professional, and must be approved by your Doctor, The
Plan of Care must be updated or recertified at least onee every 90 days, gnd the updated or recertified plan must he
approved by your Doctor, - '

. Policy Date: The date on which this policy first became effoctive. That date is shown on the Schedule.

MP-LT896(WA) " Pages



Qualified Long-Term Care’ Bervices: Any necessary diagnostic, Proventative, therapeutic, curing, treating,
mitigating, and rehabilitative services and Maintenence or Personal Caye Servicas which arg required by a Chronjcally
11 Individual or are provided pursuant to 5 Plan of Care prescribed by a Licensed Health Care Dractitioner,

Reasonable and Customary Charge: An amount measured by comparing it with charges normatly made for similar
serviees and supplies to individuale of similar medical Condition in the locelity where the charge is mades. All covered
chavgos for which this policy provides benofits are based on the Reasonable and Customary Charges for covered
Bervices, '

Schedule: Iy attached to and is a part of thig policy. .
Bickness; An illness or disease that you have or aequire,

SBubstantia] Asgigtance: Physieal assistance (minimel, moderate, or maxiwal) withoot v}hich the individual would
not be able to perform (:hs Activities of Daily‘Living. ‘

 We, Uf; or Ours Mutusl Protective Insuranes Company,

You or Your: The Insured named in the Schedule, -
PART P : GENERAL BENEFIT INFORMATION
(1) The Schedule Shows;

{#) The Daily Benefit which is the basis for our payment of the services we cover, (That amount may bo
groater if the optional inflation shield rider is in foree,) :

(b) The Elimination Period that applies to the Benefit Period; and

{¢} The dollar maximum for all covered care that we will pay during the lifetime of the policy, (That amount
may be greater if the optional inflation shild rider is in force,)

If the Sehedule shows your lifstime doHar meximum ag Uﬂlimited/l..if‘etime, there is no lifetime dollar
maxinum for thig palicy. ‘ : .

(2) Receipt of Multiple Covered Serviees on the Same Day: If you receive more than one {ype of coveyed
serviee on the same day, we will pay the Reasonable atd Cusi:omary Charge for each serviee, hut in no event
shall the total amount paid exceed the Daily Banefit. This is subject to the weekly benefit option under Part K,

. Care Coordination Benefit, . '

PARTG ELIGIBILITY FOR THE PAYMENT OF BENEFITS

To be eligible for any type of besefit under this poliey, your Dootor must show that you are chronically ill. A .

chronieally ilt person has heen certified by a Licensed Health Care Practitioner an;

(1} Being unable to perform. (without Substantial Assistance from anothey individual) at least two Activities of _

Daily Living for & period of at least 90 days due to Ioss of functional eapacity;

(@) Having a level of disability similar (ag determined under regulations prescribed hy the Bectetary in
. vomsuliation with the Secretury of Health and Human Services) to the Jevel of disability descibed in clauge

(1) or . ,
(8) Requiring substantial supervision to protect such individoal from threais to health and safety due to severs
~ Cognitive. Impairment, ) C . .
MP-LT696(WA) : " Pages
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Independent Evaluation: We may, at our expense, have you examined or evaluated by independent medical experts,
The studies thay perform will be for the purpose of assessing and confirming that you are eligible for care as shown
ebove, and the treatment or sorvices preseribed in the Plan of Cars meet &1l of the requirements of this policy.
PARTHE NURSING HOME CARE BENEFITS

Limitations or Conditions on Eligibility for Benefits; All of the following conditions apply to reeéipt of Nursing
Home Care benefits, . - .

(1) You must qualify under one of the eligibility requirements set out in Part G,
) You must receive Nursing Home Care in a Nursing Horae, as defined,
3 7 The eare received must be preseribed in your Plan of Care. . _

' G) Your Plan of Care mast be updated or recertified at least once pvery 90 days.

(6) You must receivo covered care in EXCOEE of.the number of days shown in the Schiedule s the Blimination
Feriod that applies to each Benefit Period, . . ’ }

Benefit: When you are eligible for and receive Nursing Home Care covered by this policy, we will pay a benefit, That
benefit will be the Reasonable and Customary Charges made by the Nursing Home, not to exceed the amount of the
Daily Benefit shown in the Schedule or in'effect at the time you receive care, It will be paid for each day you receive
care in 8 Nursing Home, This benefit is subjeot to your lifetime dollar maximuyn, : .

PART I _ HOME CARE BENEFITS

Limitations or Conditions on Eligibility for Benefits: All of the following conditions apply to receipt of home
care benefits: (Elome care benefite consist of Home Health Professional Services, Home Health Aide Servicss and

- Homemaker Services,)

(1) You must qualify under one of the eligibility requirements set out fu Part G .

(2 You must recsive Home Health Professional Servicos, Home Health Aide Services or Homemaker Services, a8
defined. ' ~ .

(8) 'The care received must be prescribed in your Plan of Care.
(4} Your Plan of Care must be updated or recertified at least onee every 90 days,

(5) You must receive covered care in excess of the number of days shown in the Schedule as the Elimination
Period that applies to each Benefit Period. '
Benefit: When you are eligible for and receive Home Health Professional Services, Home Health Aide Services or
Homemalker Serviees in your homs, we will pay a benefit, That benefit will be the Reasonable and Customary Charges.
for each day of Home Health Professional Services, and 80% of the Reasonable and Customary Charges for each day of
Home Health Aide Services or Homemaker Services, not to exceed the amount of the Daily Benefit shown in the
Schodule or in effect at the time you recelve care. Benefits are subject to your Hfetime dollar maximum, .

MP-LT606(WA) : . Papt
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Additional Home Care Benefits: We will also pay 8 beneflt for the following #tems, which can serve ag cost-offective
alternatives that sllow you to remain fn your own home, These benefits are not subject to the Elimination Period, and
will not satisfy it, These benefitg (excapt respite care) are not subject to the Daily Benefit, but will count toward your
lifetime doflar meximum, These benefits are subject to all other conditions that apply to home care benefits,

(1) Carvegiver Training Benefit: We wil} pay a lifetime benofit of up to 5 times the amount of your originel Daily
Benofit for the reasonable and custemary cost of training a friend .or family member to help you at home, We
will not pay this benefit for anyone whe will be paid to care for you, . '

(2) Equipment Benefit: Weo will pay a lifetime benefit of up to 50 times the amount of your original Daily Benefit
for the purchase or rental of supportive equipment or in-home safety devices that allow you to stay in your home
for at least 90 days. Such equipment or devices may mchide ramps, grab bars, & special bed, or an ernergency
medical alert gystem,

(8) Respite Care Bonefit: We will pay the Reasonable and Customary Charge of temporary care in your k;omé, an -
institution, or community-based program in order to give your primary in-bome caregiver a rest, This benefit is

PARTJ ' COMMUNITY CARE BENEFITS

Livuitationg 61* Conditions on Eligibility for Benefita: A} of the fallowing conditions apply to the receipt of
community ¢are benefits; (Community care benefits consigt of Adult Day Health Care and Hogpice Care.)

(1) You must qualify under one of the eligibility requirements set out in Part G,

(2) You must receive Adult Day Health Care or Hospice Care, as defined, Aduli Day Health Care must be
recaived in an Adult Day Health Care Center. Hospice Care must be provided by a Hogpice Facility or & Home
Health Agency, - : : . .

(8) The care recsived must be preseribed in your Plan of Care.
(4)  Your Plan of Care must be updated or recertified at loast onee every 80 daya, ‘ . o
(8) You must receive covered care in excess of the number of days shown in the Schedule as the Elimination
Period that applies to each Benefit Period, : C .

Benefit: When yoy. are eligible for and receive Adult Day Health Care or Hospice Care, we will pay @ benefit, That
benefit will he the Reasonable and Customary Charges made for each day of Adult Day Health Care or Hospice Care,
not to exceed 50% of the Daily Benefit shown in the Schedule or in effect at the time you receive care, Benefits are

subject to your lifetime dollar maximum, ' : o

PART K . ‘CARE COORDWATION BENEFTT

Additional bertefits are available ynder this policy when you agree to and receive coordination of care through 2 Cage
Coordinatoy, When you agree to coordiration of care, we will pay for all exponses associated with the gervices of your
Case Coordinator, as well as the following benefits: : :

Il' 1} Elimination Paridd Watver: You will receive benefits for the firat day of care for any type of care covered
: under this policy. The policy Elimination Period will not apply. :

{2) Weekly Benefit: Inatead of o Daily Benefit, you will receive a Weekiy Benefit, The Weekly Benefit will corisist
of a weekly (Monday through Sunday) maximum of up to 7 times your Daily Benefit for the Reasonable and
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(3) Enhanced Home Cure Benefit: Instend of 80%, we will pay 100% of Ressonable and Customary Charges,
subject to the Weakly Benefit, for Home Health Aide Services and Homemaker Services provided under the
diraction of your Clase Coordinator, Additionally, we will waive the requirement that Homemgker Sarvices be

provided through a Home Health

Agency when your Case Coordinator determines that these services may be

supplied in & more cost-effective marmer by alternate providers. This benefit i¢ subject to your lifetime doliar

maximum,

(4) Assisted Living Care Facility Benefit: We will pay 80% of the Reasonable and Oustomary Charge for care in
an Assigted Living Care Pacility, subject to the Weekly Benefit, when your Case Coordinator recommends this
alternative in your Plan of Care. We will not pay home care or community care benefits while you are recelving
the Assisted Living Care Facility benefit. Thig henefit is subject to your lifetime dollar maximmum,

PART L

BED RESERVATION BENEFIT .

Limitations or Conditions on Eligibflity for Benefits: To be eligible to recefve benefits under this provision, you
must meet, all of the conditions listed below, :

(1) You must be hospitalized temporarily during the eourse of your covered stajr in a Nursing Home or Assisted

Living Care Facility.

(@) The Nursing Home or Assisted Liying_ Care Facilily must charge you to kesp your room available during your

hospital stay,

3 Your Hcspitalizatio:; must be the result of a covered Condition.

(4} You must have satisfied eny Elimination Period'thﬁt applies to the Benefit Poriod. If you have not, your days
in the hospital will apply to the Elimination Pariod.

Benefit: When you meet the eligibility requirements of this provision we will pay a benefit. Tt will be-equa] to the

- Reasonable and Customary Charge the

Nursing Heme or Assisted Living Care Facility makes to hold your room

during the hospital stay, not to exesed the amount of the Daily Benefit for all covered care shown in the Schedule or in

effoet at the time yon receive care. We

will pay this benefit for up fo. 14 days per calendar year, aubject to the

Elimination Period and your lifetime maxinoum dollar emornt for all covered care shown in the Schedule or in effect at

. the time you receive care, Unused beniefit

days cannot be carried over from one calendar year to the noxt,

PART M RESTORATION OF BENEFITS IN THE EVENT OF POLICY LAPSE
DUE TO COGNITIVE IMPAIRMENT OR LOSS OF FUNCTIONAL CAPACITY

If coverage under this policy ends due to nonpayment of Premium, You or any person acﬁng on your behalf will have 5
onthe t0 request veingtatement of the poligy on the grounds that you suffered from Cognitive Impairment ar loss.of

~ functional eapacity ab the thme of lapse. We will require the same evidence of Cognitive Impairment or loss of

functional capacity that is required for eligibility for benefits under this policy. We also must recaive the badk promiumg
from the date of default. If these conditions are met, we will reinstate tha poliey without evidence of ineyrability. The
coverage will be at the same level that existed prior to the date of the Iapse, This provision does not apply to a poliey
that terminated because you requested cancellation or because we paid the maximum dollar amount, :

MP-LT636(WA)
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PART N , DEFERRED INFLATION PROTECTION OPTION
When you applied for this policy, you were given the opportunity to defer adding an optional Inflation Shisld Rider, it

you elected that option we will give you the opportunity to add an inflation ridar withourt evidenes of insurability

within 90 days prior to the third Anniversary Date of the policy, if.you have not incurred & olaim under the poliey, The
additienal preminm required for the inflation ridar will be based on your age at the time this benefit s added,
Increases will begin fo take effect on the first Anniversary Date after the inflation ridor is in foree, .

PART O ' WAIVER OF PREMIUM _

After we have paid benefits for Nursing Home Care for 90 days in a row, we will waive the peyment of premiums that
- come due thereafter during the contiruence of consecutive-days for which such benefits are paid. This walver, which

includes premiums for any attached rider, will contimue until the firat day of the month following the date we stop

Paying benefits for Nursing Home Care, )

PART P . RIGHT TO REDUCE COVERAGE

You have the right to reduce the benefita of this poliey withoutt providing evidence of ingurability, Changes may
include; ' . :

2)  alonger Elimination Peu‘bd,'
b) - alower Daily Benefit; or
¢)  ashorter beneiit day opi:ion, rasulting in a reduced Hetime dollar maximum.

Beneﬁ'ts will not be reduced to level helow the minimum level approved by the Commissioner of Insﬁrancﬁe on the
date you request reduction, : -

PART Q - HOWTO FILE A CLAIM

(2) Claim Forms: When we rocaive your noties, we will send you forms for filing proof of loss, If these_forms are

Iy

not sent to you in 15 days, you will have met the proof of logs ruie balow if, in 80 days after the loss bepan (or, in .

the event of a contivuing loss, within 90 days after the first month of the Yoss for which we are liable), you gave
us a written atatement of what happened, : S

{3) Proof of Loss: You must give us written proof of your loss in 90 days or as soon as you ¢an, In the event of a
continuing Ioss that is eligible for periodio payments, you must give us written proof within 90 days after tha

end of the period of loss for which we are liable. But proof must be furnished within 15 months after loss began,

. except in the absence of legal eapacity.
PART R o PAYMENT OF CLAIMS
(1) Time of Payment of Claims: Bene;ﬁm for continuing cere are paid monthly when loss Iasts.longer than one
manth, When we receive your proof of loss, benefits that acerued up to the date of the proofs will be paid at the

end of each month, All other henefits are paid a8 soon as we receive your proof of loss, Benefits unpaid when our
liability ends are paid when we reeive your proof of lose, : . '

MP.LTGO8(WA) o . Fage 10 -



(2) Payment of Clajms: Benefits will be peid divectly to you. Benafits unpaid at your death will be paid to your

&

baneficiary or your estate.

If any henafit is payeble to your estate, to 4 minor, or to any person not able to give & valid release, we may pay
up to $1,000,00 to any relative by blaod or connection by marrisge of the Insured or beneficiary that we find
entitled to the payment, Any payment we maks in good faith will fully discharge ua to the extent of the payment.

Claim Review and Appesl Procedure: In the event of any claim denial with which you do not agree, you
have the right to submit a written request to the Company at its Flome Dffice asking for a review of the denial of
henafits, That request may include documents from your Physician or care provider that support your hasis for
the requested review. Within 30 days after we receive-that written request, we will notify you or your
representative of the results of the review. .

PART § ' POLICY PROVISIONS

&Y

(@)

6]

4

®

Entive Contract; Changes: This policy, with any attachments {and the capy of your application), is the entire

contract of ingurance. No agent may make coniracts, determine insurability or change the applieation or policy
in any way, Only en executive officer of otrs can approve a change, That change must be shown in the policy.

Titre Limit on Certain Defenses: After two years from the Polioy Date, no misstatemen&, except knowing"
* amd intentional misstatements relating to the nsureds bealth, can be used to vold the poligy, If thia policy is -

relnstated on the basis of 5 health appHeation, the contestable period will be two Yoars from the reinstatement
date, : : ‘

Pm-Exikting Conditions: We will not reduee or deny a clabm under this policy becaue;e 2 Bickness or Tnjury
exiated before the Poliey Date,

Grace Period: Your premium must be phid on or before the date it is due or during the 81-doy grace period
that follows. Your polioy stays in force during your grace periad.

Reinstatement: Your policy will lapse i you Ao not pay your premivin bafore the end of the grace period, If we
later accept a premiutn and do not require am applieation for reinstatoment, that payment will put this policy
back in ferea. If we require an application for reinstatorent and, as may be needed, issue & conditional receipt,

this poliey will be put back in force when we approve it. If we fafl to notify you of disapproval within 45 days of -

the date of application (or the date of the conditional receipt, where that is required), your policy will be put
back in force on that 45th day, o A

Your reinistated polioy will cover only-loss due to Injﬁry that bagins after the date your policy was pub in foree,

. Also, it will cover only loss due to Sickness that begins after the date the poliey was put back in foree,

"In all other respects, you and we will have the game rights under this policy that wo had before it lapsed. The

premium we accept to reinstate this poliey may be usad for a pariod for which premiums had not been paid. But
it will not be used for any period more than 60 days hefore the reinstatement date,

Physical Examinatiomn We, at our expense, ean have vou examined as often =8 reasonably needed while a
elaim is pending, . ‘ ‘ ’

MP-LT608{WA) . ] Page 11
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Legal Action: You can't bring é legal action to recover under your policy for at least 60 days after you have
given ue written proof of loss, You can't start such an action more than thres yenrs efter the date written proof
of losy is required. ' :

Change of Beneficiary; Assiﬁmnenta Only you have the right to change the beneficiary. This right is yours |

unless you make a beneficiary designation that may not be changed. Consent of the beneficiary is not required
tn make a change in this palicy. Also, such consent is not required to surrender this policy or to assign the
benefitg, :

Misstntement of Age: If your age has been misstated, the amount payable will be that which the premjum

would have bought at the correct age, _

Ulegel Occupationt We will not be linble for any loss to which a contributing eanse waz your commission of or
attermpt to commii a felony, Nor will we be liable for any loss to which a contributing eavse wag your being
engaged in an illegal oceupation, ' '

Other Inswranee With Us: You ma;; have only one policy like this one at any one time. If you have more than

one sucl policy, the one you, your beneficiary or your estate selects will remain in force. We will veturn all.

premiume paid for all other such policies,

Extension of Benefits: Termination of this policy will be without prefudice to any benefits i:ayable for

institutionalization if such institutionalization began while the policy was in foree gnd continues without
Intetruption after termination, "Institutionalization" means Nursing Home Care, as defined in the policy. This
extension of henefits bayond the period the policy was in force will be limited fo the duration of the Benefi
Period, if any, or to the payment of the maximum dollar amount, It will bo subjest to the policy Elimination
Period and all other applicable provisions of the policy,

Term of Coverage: Your covarage starts on the Policy Date af 12:01 a.m. standard time whers you live. It ends
at 12:01 2.m. on the same standard time on the first renewal date, Each time you renew your poliay, the new
torm beging when the old terim ends, '

Conformity With State Statutes: The- provisions of the policy must conform with the laws of the state in
which you reside on the Poliny Diate. If_any do nof, this clause ameonds them o' that they do conform,

Annual Meeting: Our annual meeting is held at 10:00 a.m. on the second Friday of May &t our Home Office,

This policy is signed in our behalf by our Chief Fxecutive Olficer and Secretary,

Chairmen of the Board Beeretnry
Chief Bxemitive Oftfear

Countersigned By

Licensed Resident Agent

MP-LTESS(WA) ) Page 12
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0534226 Gladys White 696 Issued 8-8-1999

Lapsed 2-7-2009

Clalm 980004 Closed Beneflt Qualifler Not Met
Clalm 980001 Closed Benefit Qualifier Not Met

It appears that benefits were paid for DRS 9-21-D2 to 5-31-07 for a total of 89872.38

8-12-09 Claim Form Received--Added r.yot to doc in OnBase
| 8-31-09 Seht let'ter to pi advising them that contract lapsed - copy attached
9-8-09 2" Claim Form Réceiyed‘along w.ith-lnvolces
- 9-15-09 Calied Dauglh_ter Cheryl explained that policy lapsed on 2-8-09
9-15-09 Inguiry Recelved from Cheryl
This was handled by.Judy and it'ap‘pea.rs that she referred letter to Tie to discuss with D_aughter'
10-2-09 Medical Records | |

10-21-09 referred Medical Records to Don L/Erin to revl'ewlanc'l handle

o 10-13-09 |nvoice

10-28-09 Another Primary Claim Form along with involces

Notes in caps indlcated:
10-27-09 Daughter Cheryl called regarting reinstatement

11-10-09  Itr to daughter Cheryl Reinstatement denied

12-12-05 follow up.ktr to same daughter regarding denial of reinstatement.







Singer, Alan (0IC)

From: Don Lawier [dlawler@abilityre.net]
Sent: Thursday, March 10, 2011 716 AM
To: Singer, Alan (OIC)

Ce: Sureau, Carol (OIC); Terri Tripp
Subject: RE: Your file no.: 1041891
Attachments: White 2.pdf

Dear Mr. Singer, :

1. Acopy of our August 31, 2009 letter to the policyhoider was sent with my December 30, 2010 e-mail
response. Another copy is above. Please see pages 1,2 & 3.

2. The letter was produced by the Claim Service Department with no specific person indicated,

3. The letter was directed to the insured because the daughter indicated on the Claimant’s Proof of Loss that
she did NOT have a Power of Attorney (POA). Please see page 3 above. We would not contact anyone other
than the insured if we did not have a POA on file except for providing the Third Party Notice as directed by
the insured.

If you have any other questions, please let me know. Thanks|

Donild & tawler, 10, BMLB.A
2 Senior Vice President
= Ab ity thsurance Compuny
L FKA Medico Life hsurance Company
™ 5 ASIS Bourth F5th Sireef
3 Cimrha, NE, 68124
" (402} 218-4059
“ {402} 5154411 pefl
z (868} 240-2352 FAX
* digwler@abiftyre,m

This message contains confidenttal Information and ks intended only for the individual named. |f YOu are not the named addrassee, you should not disseminate, distribute or
copy this e-mail, Please notify the sender immediately by e-mall if you have received this e-mall by mistake and delete this e-miail from your system. E<mail transmission cannot
be guaranteed to be secure or error-free as inforrration could be intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses, The sender therefore does
hot accept liabifity for any errors or omisslons I the contents of this message which arlse as a result of e-mail transmission, if verlfication is required, please request & harg copy
verslon,

Ability Insurance Company, 1515 South 75th St., Omaha, NE 68124,

From: Singer, Alan (QIC) [mailto:AIanS@OIC.WA.GOV]
Sent: Monday, March 07, 2011 1:00 PM -

To: Don Lawler

Cc: Sureau, Carol (CIC)

Subject: RE: Your file no.:1041891

Hi Don,

I have to ask a few more guestions;



Ms. Silvernail tells me that at some point in 2009, when Ms. White was living at Franklin House, Ability mailed a letier to
Ms. White’s home that apparently was intended for Ms. Silvernail. This letter was apparently dated August 31 and in it,

- Ability apparently acknowledged Ms. Silvernail’s correspondence of August 4 and informed that the contract had lapsed.

(1) Will you please send me a copy of this 8/31/09 letter?
{2} Also, who at Ability would know about the sending of this §/31/09 letter?
{3) Finally, why did the company attempt to send a letter to Ms. Silvernail at her mother’s address, instead of calling
' Ms. Silvernail? According to the designee form Ms. White completed, the company apparently had Ms,
Silvernail’s telephone number on file, so [ am trying to figure out if the company had no luck trying that number,

Thanks,
Alan

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255

Olympia, WA 98504-0255
360-725-7046

360-586-0152 Fax

From: Don Lawler [mailto:dlawler@abilityre.net]
Sent: Friday, January 14, 2011 11:45 AM

To: Singer, Alan (OIC)

Subject: RE: Your file no.:1041891

You, t0o. Thanks!

Bonold ¥ Lowdorp, LEL, MLEA
£ Senior Wice President
= Alrillty Insurames Company
. EFRA Medico Eife Insumnce Company
v 2 1515 South 75t Street
 Omuaha, NE. 68124
;’ {402} 21R-3060
= (02) 5159417 cofl
| C(BOG}240-2352 FAX
* dfawlenabilityre.mef

This message contains confidential iInformation and Is intonded only for the individual named. If you are not the named addressee; you should not dissemninate, distribute or
copy this e-mail. Please notiy the sender immadiately by e-mail # you have received this e-mail by mistake and delete this e-mail from your system. E-mail transmission cannot
be guaranteed to be secure or ervor-frag as information coufd be intercepted, corrupted, lost, destroyed, arrive late or incompiete, or contain viruses, The sender therefore does
not accept llability for any etrors or omissions in the contents of this message which arise as a result of e-mall transmission. If verification is required, please request a hard copy
version, :

Ability Insurance Company, 1515 South 75th St,, Omiaha, NE 68124

From: Singer, Alan (QIC) [mailto:AlanS@OIC.WA.GOV]
Sent: Friday, January 14, 2011 1:43 PM

To: Don Lawler

Subject: RE: Your file no.:1041891



OK -~ Fll look for that in the mail;thanks again, and have a good weekend!

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255

Olympia, WA 98504-0255
3560-725-7046

360-586-0152 Fax

From: Don Lawler [mailto:dlawler@abilityre.net]
Sent: Friday, January 14, 2011 11:41 AM

To: Singer, Alan (OIC)

Subject: RE: Your file no.: 1041891

Dear Mr. Singer, . :
Two others besides Ms. White and the details are included in the mailing. Thanks!

Dot B Leendler, L, LB A
£ Senior Vice Président
< Abifity Insuronce Compeny
= FRA Medico Life namance Company
" % 1515 South 75tk Street
» Omuaha, NE. 68124
" {402} 2184059
= {302} 515-2411 colf
; {BBE) 240-2357 FAX
= ificrader@oliilityee. et

This message contains confidential information and is Intended only for the individuat named. if you are not the named addressee, you should not disseminate, distribute or
copy this e-mall, Please notify the sender immediately by e-mail if you have received this e-mail by mistake and delete this e-matl from your system. E-mal transmission cannot
be gueranteed to be secure or error-free as information could be intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses, The sender therefore does
not accept liabiiity for any errors or omisslons 1n the contants of this rmessage which arise as a result of e-mail transrission. If vertfication is required, piease request s hard copy
version,

Ability Insurance Company, 1515 Souih 75¢h St,, COmaha, NE 68124,

From: Singer, Alan (OIC) [mailto:AlanS@O0IC.WA.GOV]
Sent: Friday, January 14, 2011 1:28 PM

To: Don Lawler

Subject: RE: Your file no.:1041891

Thanks, Don. Just to be clear, in other words, aside from Ms. White, one other insured was also denied coverage
following a request to reinstate his or her coverage under WAC 284-54-253(2)7 Will you please provide details about
that other insured?

Alan Michael Singer

Staff Attorney

Legal Affairs

Office of the Insurance Commissioner
PO Box 40255



Olympia, WA 98504-0255
360-725-7046 '
360-586-0152 Fax

From: Don Lawler [maiIto:dlawler@abilityre.net]
Sent: Friday, January 14, 2011 10:44 aM

To: Singer, Alan (OIC)

Subject: Your file no.:1041891

Dear Mr. Singer, ‘
| sent to you, via overnight mail, the documents responsive to Question (2) and 3(b} for those policies that lapsed and
remained lapsed. To much to e-mail. Only two reinstatement requests were declined,

We are still compiling the notices for those who lapsed and were reinstated and will have them to you earfy next week,
In the meantime, if you have any questions or need additional information, please let me know.

Donald K Lawer, LEn, MLB.A
£ Senior Vice President
= Abdlity Insurairce Compoany
% FEA Medico Life nsurmmnce Cimgmniny
= 1515 South FSth Street
w Cenalnr, NE, BBI24
" {4n2) 218-an6¢
S (R02) 5154411 colf
= (B66)240-2352 FAX
“dideniabiitvee. et

This message contains confidential information and is intended only for the Individual named. If You are not the namad addresses, you should not disseminate, distrbute or
copy this e-mail, Please netify the sender immediately by e-mail if you have received this e-mail by mistake and delete this e-mail from your system. E-mail transmission cannot
be guaranteed to be secure or error-free as information could be intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. The sender therefore does
not accept Kability for any errors or omissions in the contents of this message which arise as a result of a-mail transmission, If verification is required, please reguest a hard copy
version,

Ability insurance Company, 1515 South 75th 5t., Omaha, NE 68124,
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ABIRITY ISSUNRARCE o
Adminisiered on behalf of Medico nsurance Company

tong Term Care Claims Depariment
PO Box 3735 ¢ Omoha, NE 68103
Phone (877) 795-8493 + Fax (866) 4980689 + www. gomedico. com

August 31, 2009
" GLADYS WHITE
9223 60™ AVECTE.
PUYALLUP WA 98371

Folicy No, 0534226

This will acknowledge your recent correspondence, According to our records, your contract lapsed
effective 2-7-2003; therefore, yvou have no benefits available,

Please cantact us If you have any additional questions concerning this matter,

Sincerely,

Claim Service Department

0ld Carxier Information - Polf 0834226, Clm# - DoeID 1508511,
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August 6, 2009

TO:  Claims Department (Fax # - 402-391-6489)

BEYIZ27ZBET paBBED

FROM: Cheryl Silvemnail (daughier of Gladys White)

RE: New Claim

I spoke with Jerry in the elaimg department on; Tuesday, Angust 4%, We wont over some
information regarding my mom’s long term care insurance. He advised me to get the
claira form on line. If you have any questions or need additional information, please cali
me at!

- Home: 253-446-7190
Work: 253-841-8726
Cell: 2532327499
FAX: 253.840-8819

Thank you.

RECEIVED
AUG 07 2009
CLAMS DEPARTMENT
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Abilitytss

ARTLLITY INSRRANGE L0
teng Term Care Claims Deparimernt
P.Q. Bok 3735 + Omaha, NE 68103
Phone [877) 795-8493 Fax [Be6) 498-0687  Customensupiont@abliivre.net

Claimant’s Proof of Loss
Long-Term Care Insurance Claim Request Form

g ey
f . e,

T A P RN )
LT - LR ot

......

(Claimant and.Contact Information

Date of Birth: Policy #:

Irxured's Numo: k S e L
H@Lﬁdgﬁ £, White 7/8 /1928 | pS5 Y240

Gaaz (o0t Hv (4. E @Mtf&ﬁufo LA G837/
Daylime Phone §: : . Hoch) Sacydigdh:

In ordor for Whis request to ba further processed, & membar of ur Claimng deparlmoat will nesd Lo spoak with aither the
InsLrid or thalr representalive aboeut (s clalin, For bast service and most Simely processing, please provide all of the
Information requestad in the spaces balow,

Namu of Porson to Comtact Ahm:t titis Gloim; Relationehip 1o Ingured? Pownr of Attomiy:

aﬁf’iﬁu [ ;)“f [dernar / Jm AN Teh Clyes  [¥no

Addrass: «:J

1377 143en Au. & Qw-mfj oA GE3L0

Daytimy Phons 4 Altornain Phihe §: Bast Time to Call:

283 - 54(- 8724 |

Claimant's Condiion: ™. T T g
Evont (ilinusy, Injury, ste...} that fed to 2 neod for Long Term Care sorvices: Drste Inersinjury Steried:

Leved of Assistange- Please check the box hat baat deacribos the pasistence the Insyrad reqisiras with ooch potivity

Indapandant Starelbsy Assist | Haode-On Aseisl [Dats this Ausistance Bugan  pyps mpny
- Bathing nl ng i VL T U],
Dresging N 7] . } im o
Eoting x AUa
Tollotin . o
Tmnsfegring[ % , W CLNMWWW
Continanze C] X _
Other:

Open the Insurad have & diagnosia of Alhieliners Dssase or sther fype of Dementia? 'ﬁYea ®iNo ﬁg,”tpfo'zm

if Yeq, plonse doseribe the tnsured's Gognitive Stats manury, judgment. abllity to manags medicatlons, safuty conewine, ote..J:
plons og { ry, jusdy ¥ ] ty ) } N5 /m_

N Loesnlt remember To_fof ediradops = She s g &{f('érﬂ(‘;cg cduels. BECod

Madk:‘alii?mvitlér-“lfifomﬁ‘&tiéﬁ:‘-“' LA USRS ey, Jagiden T gL i

Attending Plysiean'y “*W?Ujm "C E %ﬁhzﬁg -%DO ' g‘;;f %‘::D (135

Physician's Atdross!

0D 2 51 /‘\Jﬁmu‘u% WE 953572

Hag the Fisured Boan Hoapitalizad within tha past 12 monthe? [AYes, Complate Section Beiow

N of HospHil: Hﬂl‘i g, Ad&ruuf&: . g 8'372‘
Grood S pmag AN Ho7 4t Ae SE. tpwf‘k Hoe g
Phone #; : Admisslon Jatar vischarge Dater’

A3%- L91- 400 | f75]pq 1]28 0

BRI 6T R0 Pagy 1 3

Primary Claim Form - Pold 0834226, Clmi - DocTh 1228398




Primary Claim Form - BG1¥ 0834226, Clod - DocID 1228376
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Rug. 6. 2009 i1:36AM Wo. 5768 P 3

N

Long:Term Care Provider fnformation . - . i A

VWhist Type of Gars Does the insured Noed?
[ONursing Home  f]Assisted Living  [“JHome Heatih Care  [JHospice  [)Other:

Poos the Insured gurrently have Long Term Care Services i Place”? EiNo E}Y'es. Complete Seotion Bolow

Namiv of Fudity/Agency: ] [Phone Type of Core:
Lynden Grove 233 -§90-Y 400
FachiytApancy Address!
Heo gath S+ NE. D, L0 2
Dato Dara Bagan: Diste Care Endesl: fane of c:m#’cmon nt Faci ityiAgency: Fox §:

i2sl09

Pluasy Notu: If you am cumently recelving gervices from more than 1. Lang Temn Care provider, pleage provide olf of the
information requpsted above for each provider in the wiite space ot the bottorm of this fonn.
If you obtain services from any han-gquiliied pravider, thoy will nat be savered under your pollzy,
If you oibitatin sarvices that are not coverad under the Polizy, we will not be able to relmburse for thess genvices.

TR T

Madlcire and Other lhgurdnce IMormanon . o wrr o A R T
Are you aligible for or surrently enrollod in )
Kiedicara Part A Ryes [INo
Medienra Part 3 Clves  [No
Medicald [ves [INo :
Havo oy of your Long-Tarm Cure sxpenses boen pald for by Madicare? [INe  [ves, Compiste Sectinn Balow
Start Dut End Dt AgencyiFacility:
T loq : (ideu Graove

Do you have any other Leng-Tenm Can Insurancs Policis? fiNo  [Jves, Complets Section Below
ingurunce Company Namo: rddmss: i Poliey Dnily Bonafik Amt;

&

Slgnature: . - L L - b VEAL ey .-

My giynature below Ingleates that | understand that the clalms processing procedure includss the collaction of personsl
medical information, | aigg uaderstang that an onegity deppesmant may wiso by ragulred. This assesyment will be compisted
at re coxd to me by i linensed health sare practtioner of Ahility insurance Company's choice.

Bignuture of the Insizrod or POA; Dake Signed;

Ploaga raturn this form and any additions! desuments to the
nddress at the top of tha first page.

Please Remembor to Include the Followlng with this Form:
LA Copy of the Powar of Attorney Document {If applicable)

Information form (see page 3 of this form)
[JCapies of invoices for any fong term sare costs you have

[ JA statoment of the hourly andlor daily vharge for the service you

[JA copy of the Ilcénsa of the provider you are using and their tex
1D numbegr

WARNING - Fegud Nolice; Any persen who krowlngly and with intept to Injure, defraud or decelve any Insuranes company or
other pepson, files an application for ingurines or a Kstemant of ¢laim containing any falss or incamplsle nfermstion, or
wonceals far the purpoye of mlsieading, Informatlon conseming any fact ataledal thereto, commits o Teaudulent insurance BoL
whichis a crime and subjucts such parson o crimingl and civit penalttes as further defined by your state staiuie.

MLIF-ZER (6222000 ' Oage & ol 4

[J¥he signed Authorization to Uss and Disglose Poarsonal ' . RECEEVED

incurred ths far ' AUG, 07 2009
are receiving CLAIMS DEPARTMEN




NOTE - 08/15/200% -
Sharon Klusaw §. 2009 0:57AM ilo. §
SKLUSAW 9/15/200%

2:26:52 PM

called daughter -

explained that ’ /m“\.

contract lapsed . elw

2-8-2009. daughter . Abﬂltygﬁﬁ 5

is checking she

05 1M

d=

didn't feel that ) ' ARILITY swsuRanir oo

the policy was Long Term Core Clalms Department

lapsed. F.0O. Box 3735 » Omaha, NE 68103 )

R Phone: (877) 795-8493 Fox: (B66) 498-068%  Ernoil: Customenupson@abiityre.net
z

Claimant’s Proof of Losgs
Long-Teeen Core Insuranes Claim Reguest Form

CraleR Y SR Ao T

Irtsend s Name: . ‘ '-ﬁiﬁiuy#:- . .-
! &iffiﬁ'ﬁ E . Whiie 7/94 1925/ OS.74 22
G423 Lot Ay O £
Daytime Phoay o Focial Socurlly #:
AS3- §d5-7228 ' S l- 36 -23979

In prder {or this reguiest fa ba furthee processed, 8 member of our Cisims depariment wiil nesd 10 spask

intormation requcatad in the spaces below,

Insured pr their rapressatative about tis claits. For beel service and most timely processing, please provide all of the

with either the

Chery i S/ fuernai davg Mz [ves 0

Namz of Pergon 1o Coniact Aot ki Clafm; !Raimiamhip 16 Teuirag: PoWer &f Allorsay:

NG

Addregs: |}

134 JHBRE  Av. El 40»72/)4 L Wu 98300

Duytlmu' Phong 3 Allgrnafe Phone #: =4 - 13 4 Bout Tiing 1o Cail:
A53-54/- §92¢ e . 59500 UH

Cliinant's Gondition! 7 e LR

pa T A .
Bvent fiiliwssy, injury, ot...) $hat fed 1o b nead for Long Tars Core services:

Bpeen  left  worst - after L. o4 home Tas |l oa

Date Hinaea/injury Sinred: -

Level of Assistpnes- Plaags chnck the hox (hat best deseribes the RasilnhGa the Insured requlyps with saeh activify

Indapondant Standby Assiat | Hands-On Asatey Daie Ihiy Assisiance Begen
- Bathin : ] O

Dress%g m] R’ %_ '

Eating % 0 T

Taiigting . ]

Transtorring I E_

Conlinenee '

oo oter Dementia . HELE —GSITi 71857 00 7o

{aes the Insurad have & dlagnasia of Alzhefmer's Diseass or othar typs of Dementin? {os [ INo

AL o= 4 h

IF Yes, phiss duseribs thy insUred’s Cognltive Bratua iAoy g mTiaBly 1 Tanagy medlationsygafory concerndyete. e i h

ABOVE - gne's Lallen

< W T‘ﬁ’f’LI__, +

I e e et e e T 7 { T

Mﬁdihé‘l‘sﬁﬁﬁﬂiﬁéﬁwéﬁﬁ’&’ik@l - AR I e poth R T

Atlniing Physizion's Name;, R. ﬂmn X4 Offlee Phone #: Ot Fax b

L £/ m“cb 2l ST 53"# S ool AETE

lan : L Yop s P 7% ‘!J ¥ : !
146l S, Umonl AEB. lace M. yUUA- GRUNR"

Has the insuned Boan Hospitatized witin the past 12 munths? [INo  §ves, Complata Bection Below ‘

Mamis of Hospitol: Addrerg: ] P

Gobh  SAmARrar | Y09 a9tk Av Se {pp

Fhone #: ) : © |Admissign :)Zm: - I :gr:g;ge Date:
A52-i91~ Yoop as |03 wlFvilol)

Laimant’s 70,
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BI/BH/Z28EY paoBBEZ

Inﬁake -

See. 802009 9:53AM : No, 6205 9. 4/7

Kb Ter Gare Braviaer O alen .
Whit Type of Care Does the Insured Need?

CiNursing Home  BlAssisted Living  [Home Haalth Car [Hospice  Dother:
Uoes fhe insurod cummently have Long Termn Care Sarviees In Place? [INo  K)Yes, Complote Section Dulow

T Y ) g e rm
i -""ré‘,:\"“.{-# i 0 k)

Name o! FocilityfAgency: Phoho ) Type of Cxr:
Frank lin  House 39 35469
FaciitylAgency AdOroee:

SR (‘Par Mer foac cSu.Mner- (Ja 98390

|Brain Corg Bagan: Bate Catp Ended: Nerme of Conlact Ferson 41 FaciingAgenay: — |[Fox &7

Blz4 09 Cherq | Hann, 253~ B91- 9433

Ploagg Nota: If you are currently recelving serviies from mare then 3 Long Tarm Care provider, pluage previde all of the
information requested sbove for each provider in the white spage uf the bolom of {his torm,
1t you ebiain services from any non-quulitied provider, thay will ot ba covered tradsr your poficy. .
It you ablain gervicas that are not covered under the Policy, we wili not be sblo 10 relmbuese for these tarvicas,
Medicare g COIHEHEI e IO malioRy 5y Jry Sm e B -
Are yoi eligible for ar currsatly snrolizd In :
Madicarg Part A [ves Do

Medicare Pad 8 [(Ives  [CNo
‘ Nadigaid Oves  Fino
Have any of your Lorig-Term Cure expenses boon poid for by Madicars? [No  Zlves, Complets Section Bulow
Star! Date: End Dale; Aguncy/Faciiity:

g loa | §laulop | Linden Grove

Da you have any cther Long-Tarm Gare Insurance Policiea? [No  [Ives, Complats Section Gelow
InsUrincy Gompany NAMS: iidreas: PoRGY Bt Dalfy Benom AmL

S5k v R I
= ?;"'HE%?»’!'S";.

J-o

My signatira botow indicates tnat | undersiand that the olalms pracassing procedurm includes the callection of personp|
madical information. | also untersiond that an pn-sils assessment sy mlso be required. Thiz psaaasment will be eompleted
it o £08t 16 ma by u lizensets henlth care pragtitioner of Ability lneurunce Company's eholeo,

Slgnatuee of the tnoured or POAT . Bave Slgned:

. o 19-¢-a007

Plaage return this form and any additional documants lo the
address at the top of the fist page.

Please Remember to includs the Following with this Form:

(& Copy of the Power of Attorney Documant (if applicable)

[ITha signed Authorizstion te Lss and Distloge Persona)
latormation form (see page 3 of thia form)

[Jcopies of invaices for ony tong tarm cars costs you hsve
Insrred thus far

(A statament of lhe hourly andior dally charge far the servige you
ore recaiving

A copy of the ficense of the providar yous are using and their tax
I} numbpy

WARNING ~ Fraud Notloe: Any pergon who knowingly wnd with Intent to injure, defraud or deceive nny Insmangs company or
ofher porson, files a0 application tor Invurpags of 4 statement of olaim containing any false or incomplete Informstion, or
sonceals for the putpose of misivading, intormation corcerning ey fact matetlal thareto, comtita a fraudylen insurznee s,
which is & crime and subjects such parsen to eriming) and civil panaition as fudher doflied by your state slajuld,

Glsirngnl'y POL Page2old
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Seplember 8, 2009
TO! Claims Department (FAX #402-391-6489)

FROM: Cheryl Silvernail (doughter of Gladys White)

RE: Now claim

s

Attached is the claim and invoice for my mother, Gladys White, She is now at the
Franklin House, an aysisted living facility. They ure helping ber with ber prescription
medications, insulin, bathing and dressing, elc. If you bave auy questiens or nced
additional information, please call me at:

Home: 253-446-7150

“Work: 253-841-8726

Cell: 253-232-7499
Address:

13714 143" Ave. E.
Orting, WA 98360
Thaak you,

Cherey! Silvernail

QQ ha v a,i:so mcimm m’
| st bf?((’/@, 95 “the

uanaliber Potoer f‘g tforney
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Noverﬁber 5, 2009

CHERYL SILVERNAIL
13714 143R° AVE E

ORTING WA 98360 | | F".E COPY

RE: Insured: Gladys E. White
Policy No.: 0834226

Dear Ms. Silvernail:
I am writing in response to your letter of September 11, 2009 and thank you for same.

Flease be advised that the above contract lapsed for non-payment of premium on
February 7, 2009. Notice was given to Ms. White on three occasions at the address on
file. Additionally, a Third Party Advisor Notice was sent to you at the Eatonville,
Washington address we had on file. This address was given to us on September 10,
2007 by Ms. White, '

The policy has a Restoration of Benefits provis!dn In Part M on page 9, but the provision
Is limited to a five-month period in which to request reinstatement, The five-month
period expired in July and we did not receive any contact from you until August,

- lam sorry | could not write more favorably. If you have any questions or need
additional information, please contact my office.

Very truly yours,
ABILITY INSURANCE COMPANY

o

Donald K. Lawler, J.D., M.B.A.
Senior Vice President

{402) 218-4068

(B68) 240-2352 fax

dlawler@abilityre.net
Ot

Encs.

PS - Inquiry Response - Pold 0834226, Cim# - DocID 1441100




December 4, 2009

CHERYL SILVERNAIL
13714 143"° AVE E
ORTING WA 08380

RE: (insured: Gladys E. White |
Policy No.: 0834226 '

Dear Ms. Silvernail:
I am writing in response to your letter of November 30, 2009 and thank you for same.

Your letter confirms that we were not adviged of your change of address and that
although you were aware that Ms. White could not properly handle her affairs you did
not intervene. Again, the policy has a Restoration of Benefits provision in Part M on
page 9, but the provision Is limited to a five-month period in which to request
reinstatement. The five-month period expired in July and we did not receive any contact
from you untit August.

| am sorry | could not write more favorably. If you have any questions or need
additional information, please contact my office.

Vary truly yours,
ABILITY INSURANCE COMPANY

6L

. Donald K. Lawler, J.D., M.B.A,
Senior Vice President
{402) 218-4069
(868) 240-2352 fax
diawler@abilityre.net

DKLt

P5 - Inguiry Response - Poid 03834226, Clmd ~ DoclD 1441100




December 4, 2000

CHERYL SILVERNAIL
13714 143%° AVE E
ORTING WA 98360

RE: Insured: Gladys E. White
Policy No.: 0534228

Dear Ms. Silvernalil;
| am writing in response to your letter of November 30, 2009 and thank you for same.

Your letter confirms that we were nof advised of your change of address and that
although you were aware that Ms. White could not propery handle her affairs you did
not infervene., Again, the pollcy has a Restoration of Benefits provision in Part M on
page 9, but the provision is limited to a five-month period in which to request
reinstaiement. The five-month period expired in July and we dld not recaive any contact
from you until August.

1 am sorry | could not write more favorably 1 you have any questions or need
additional informatlon, please contact my office

Very truly yours,
ABILITY fNSURANCE COMPANY

Donald K. Lawler, J,.D., MB.A.
Senior Vice President

{402) 218-4069

(BG6) 240-2352 fax

dlawler@abilityre net
DKLt

PS - Inquiry Response - Pol# 0834226, Cimg - DocID 1559863




NOTE - 11/07/2009 - . 484M No. 6650
Sharon Klusaw
SKLUSAW 11/07/2009

P. 3

11:00:14 AM
contract lapsed on m,,h
2~7-09 refer to Don
L / Erin to handle Abdlt‘y- %,gqéu
ABRILITY IHIDRANGE €0,
tong Tern Care Clalms Deporiment
P.C, Box 3735 + Ornahe, NE 48103
Phone (B77) 795-8493 Fox (B46) 498-048%  Customersuppon@obiltyre.net
Claimant’s Proof of Loss
Long-Term Care Insurance Clalin Request Form
[Clsimant and Contactinfortiation -~ . g - R R Y
Ingured's Mama: % Dam of B:ni's Folley &
| Gladys & White 7f8"’/f‘1’?\3
Home Addressy]

933 (ot Av.(4. L Puyallor LIA 7137

Daytima PRGRE ¥ Fuclal Becurid

trformation requasted In the spaces balow,

In order for this request o ba further procsssed, & memier oF eur Claima daparimant will need to spask with slither the
Insured or their represoniative ebout this clalm. Por best service and most timely processing, ploase provide alf of the

fawded - Fell - broke, e waist

Name of Perwem to GContact About this Clarn: : l’ﬁet&bmahm 7 T ,Foworuf Aforey:
Chepysi 5 fuernas / d mcwmj [TYes [ENo
Addross! _d E ;'53 ﬁ.?
13774 |{3e» Av. & (Oqu (L “483L0
. F}nyﬁme Phone §: Allernate Phono 8t Bext Time to Call;
pgéf)’ ?‘N-—"b?'lilb . ‘
Claimani’y' Condiion: T T R R PR T o R T g
Event (itaess, injitry, et0...) that mu 10 & nead far Ltmg Term Garn sarvim Dito Wnesslinjury Started;

Indepondent Standby Axsist | Hande-Qn Assist {Date this Ma;atsnca Bogan

Lavel of Asgislance- Plasse chiack the box that bast describea the nasistanse the insured requires with esch aotivity

Dreasing

Bathing gr
Eating

Toneting L
Transterring . 8
Continence ‘

(ihar:

Boes fhe Insured have a diagnosis of Alzhelmer's Disease or ottier fype of Dementia? 29Yes  EiNo %Wﬁm

Leesn'e ramember 4 +

Meidived Provider Information. . S0 e

tﬂ’m, pleass dastibo tha nsured’s Gognitive Status fmemary, Judgmant, sbiily te manage rmellm]nns, saMy concems, utc...}:ﬁ! Sh ‘6 AL

Atending Physiclan's Numej).’? b(fhlc E :3%% phg':{ E —-%Q Qmm F%!; 5 {97 3,3}

Physiclan's Addresy!

039‘?7%67‘13*&940\0% LW Y837

Has the lnmred Bean Hospltafized within the past 42 monthi? o [AYss, Gomy!eta Bertion Below

‘H'Uf:F Mﬂmﬁs'
amMAR ITAN

]
4o ;_;Hm Av SE. ?u.qm”uf’ LOL? k

Fhone i Admission Date: D!snhurga Dates’

25% L17- 4000 | [35]0g )28 04

MUTF-20 A8R200%
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Qct. 28 2009  6:49AM No. 6690 P, 4

P.Qm#‘i‘am Care Provider Information. - S At R ;,ﬂ“‘;,‘ﬂj&ff;m;*;;r; N
Whel Typs of Gare Doss the Insured Nead?
Clnursing Home  if)Assisted Living  [JMome Health Care  [JHespice  [JOther:

Does the Instred surtantly have Long Tarm Gare Sarvices in Place? &INo  KVes, Complete Saction Below

HName of FaelityiAgency:. Ehone i Type of Gare!
L%ndm GROVE AS3 -840-44o0

FrultfyiAgency Address:

oo Aqth St NE . WH

T:ate Care Bagan: ] ; rnon 3t FacllyApeney: Pt

Tlaslog

Piaase Note: If you are currently recelving services from more than 4 Long Yerm Care provider, pleasy provide afl of the
infonmation requasted alsova Tor aach provider in tha white apace at the Bottom of this form,
If you obtain gervices from any non-qualified providar, they will not be coverad under your policy,
If you ohizin services that ars nof cvaved undet the Palicy, we will not ke abie fo reimburas for these services,

Madicareand Other insurancedpformation .0 " n i - BT TR e e Wi T
Are you eilgihia for or currently envelled I ‘ '
Medioure Purt A RiYes [ONo
- Medicara Part B Cyes  [INo
Medicald Cvas Do
Have any of your Lang-Term Care expanzas baan paid for by Medicare? [INo  [Yes, Complete Section Below
Stard Dot End Date: Apency/Faohity:
7o f | Lindews Grove
Do you have any other Lang-Term Care insurance Polinles? MND {Tvas, Completa Section Below
surance Company Rume; iAddress: Pulity 87 o [Padly Bonefit Amt.
. )
Signature, - obdd R S L R W Tt N e

My slgnaturg below indicates that 1 understand thist the claims processing procadure includies the collection of parsonal
medical information. | also underatand that sy on-gite assessmant may slao ba regited, This assessment will be completad
at ng zost lo me by a licensed health care practitionar of Ability Insurance Company's cholea,

Signatere of the ingured or POAz Data Bigned:

Please return this form and any additional deoumants to the
address at the top of the first puge.

Please Remember te Include the Following with this Form:

[TJA Copy of the Power of Atterney Decument (i applisable)

{IThe signed Authorization to Use and Disclose Personal
Information form (s6w page 3 of this form)

[Ctopies of invoices for any leng term eare costs you have
incurred thus far

[CIA statement of the hourly andior daily charge for the service you

are recaiving _
[-IA copy of the license of the provider you are using and their tax
Ity number

WARNING ~ Fraud Netice: Any psrson who knewingly and with intant ko injurs, defraud or daceive any msurance company o
other person, flles an application for insuranes or o statement of clain sontaining any false or lncomplets idormation, or
aonaeals for the purpose of misleading, infermation concernlng any fact materal therete, commilis 8 fraudutent Insurance acl,
which Is a crime and subjects such peraon to eriminat and ivil panaitias as furthar definad by yoir stats statuta,

MILEF-220 DRI200G Page 2 of 5
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0ct. 26, 2009 §:50AM | b 6630 P g

September 8, 2009
TO: Claims Department (FAX # 402-391-6489)
FROM: Cheryl Silvereil (dsughter of Gladys White)
" RE: New claim
Atteched is the eluim and invoice for my mother, Gladys White. She is now at the
Franklin House, an psisted living facility. They are helping her with her preseription
medications, insulin, bathing and dressing, etc, If you have any questions or need
additional information, please call ma at:
Home: 253-446-7190
Work: 253-841.8726
Cell: 253-232-7499
Address:
13714 143" Ave. E.
Orting, WA. 98360
Thank you,
Cheryl Silvernail

! hawe alsp mcilmauti’ The
%ﬁm& + back 95 thes

lurnlbe: poroer & atforsey .
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Oct. 28, 2009 6:504M | No 6650 P, 7

,»-"“‘ %““-n,
Ability#ss
ABILETY INSUNARCE 0O,

Long Term Care Clalms Department

P.C Box 3735 4 Omaha, NE 6810%
Phone: (877) 795-8493 Fax: (866) 498-068¢  Ernall: Custornersuppon@coilivre.net

Claimant’s Proof of Loss
Long-Term Qars Insurance Claim Request Form

R S R F A T
B R Y N e | R

Rees of Blrth: Polloy #1

/271958 | 0$.3¢ 324

B b Wi )
R ?ﬁ‘» L

9423 both  py Ot £

Doyiime Fhiona & T TEouTa) Seourity B
253, Fs5-228 S 1~ Bl ~2379

Ih ordur for this request 1 be furher provessed, 3 membor of ONr Claimg deparimerd wil need to speak with ulther the
insured or their representative shot thig claim, For best service and most timely processing, pleasa provide alt of the
infarmation requeatsd in the spaces below.

Name o1 Ferzon 1 Gortact ABoW e Clalm i Relationship to Tnzures: Power of Atlorray:
Chewy  SJvernal } clauag he Clves [SNo

Addrass: _J _ . .
/37 J4Bab A E Ordipg , L8 _983Lp
yifms Phone & AlBINAlE Phane 7: ] ro Beal Tima to Cail:

AD3- 39/~ §72¢  |A53- - 7190
Sdirintls GONEtn 7 -0 o S A g et e R R T
Event (Inuas, njury, otd..) that led i 2 need for Leny Torm Gare geivices: Date Mness/injury Stavad:

Bopsien  teft  onst - after £ ot home Tlas ! 0z}
Level of Asslgtance- Fisage check the box that hest desoribes the asslstance the nsred requitres with sach aotivi
Independant Slandby Assist | Hands-On Assist [Date this Assistance Began

U - T
TESSH %T:

Eating E
Tolleilng

Transtarring %
Gohiinence

L
Other: _Dementrn__, Heip 5T Mehi dbhiis A5
rooe tho thsureu bave » dlaqnogls of Alzhetmer's Disanss of otharvag of Dame
I Yes, plauea describe the Ivgured’s Cagnitive Stat U
Atunding Physician'y Hame:s .42,

W e

' aé.ki

w2

1 ol o ] s oy
Fhyslelan's Atdrass: L Hos TR BLINE FuNEHY P o AT
14960 5, Uned Fe, Jaet 1 p ytﬁ)#} Qi &
Has ihe Ihsured Baan Hosplizllzod within the past 12 montha? [INo  [§Ves, Complete Section Selow
Hams of Horpilal: Addrmcs:

SRAMAL ('TAM “0n  gdth Ay

Adimlsaion Date: Disciargs Date;

mmé‘?‘% Yoop Masled “12%[09

Clalnsgars PO Page 1ol 3
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Oct. 28, 2000 6:51AM No. 6690 P 9

g Pian e

What Typa of Care Doss the Instired Noed?
[Iursing Home WAssisted Living  lHome Health Gars  [JHosploe  [JOthar: ‘
Cess this Inaured currently have Long ‘Tarm Cave Sorviess in Place? [iNo  §Ves, Compiete Section Below

T T T e
el A ‘ﬁéﬁ fﬁ_ﬁ'ﬁf’a IS C R O T

Narng & Fanify AQBrGY: ’T’ﬂan& # Type o Oare:
Franglin  House BY- D567
FanityAgency AdCTaRs:

SNB_ Farker Foad WWA 983890
Date Care Began:  |Dale Qare Budad:  Jtame of GORLAGL Parson at FACITy/Agancy: BBk & ‘ ‘
izl Chery | Hann) AE3- 391- 942

Pleasa Note: If you are currantly recaiving serviliés fram more than 1 Long Term Gure provider, ploase provids all of the
Information requested above for egch provider in the white spaae it the bottam of this form,
1 you nbiain services trom any non-qualitied provider, they will nutba caverad under your poliey,
F you ablalh services that are nat covered under the Polioy, we will not ba able I6 reimburse Tor thase sarvicos.
BeE i Dlor IS IOrmalon. . 2 . e e i B T e

T ';.3'-1:;': ::ﬁ—“"“, & e,_':.'
re you eligibla for or eurrently enrefled in

zrmny r

Y

i,

Madisara Part A Oves [Clne

Macligare Fart B Cives  [Io

Madicald - [Ives RiNe :
Have atty of your Long-Term Ciare axpensas been pald fo by Modicare? {INo  £1Ves, Complste Saation Below
| Sart Gare: End Date: AgencyFaciliy: :

12509 | §[aseq | Linden Grove
Do you have any othar Long-Term Gsire insurance Polisies? [SNo  [JYes, Gomplets Section Below
Insurance Eumpany Hame: ’ Addrong; - Fisy d: : Gaily Berert AL

. $

S PSR T A A e g o e G e g ey
Al e i TR R T B, L B L T

paliie o L e R

My slgrature below indicates that 1 understand that the clalms prosessing procedire Includes the coliestion of parsongl
medical information. 1 afai Uncerstand that an on4ghe essassmant may slse ba raquired. This assassment will ba comploted
it o cost to me by a ligenged health care practitioner of Ability Insurance Company's shoice,

Slgnatere of the Rsured o POA: Date Signed:
bl w - 9~ ¢-2007

Please relurn this form and eny addiflonal dosuments o the
address at the top of the first page.

Plense Remamber 1 Include the Followingy with this Fom:

1A Copy of tha Power of Attarney Documant (it appllcable)

{-JThe signed Autharlzation s Use and Disclose Persongl
Information form (868 page 3 of this form)

Clcopies of involces for any long term care costs you have
inourred hus far

LA statempnt of the hourly andior dally charge for the service you
ate raceiving

[JA copy of the Ecense of the provider you are using and thelr tax
10 tumber -

WARNING -- Fraud Notles: Any person who knowingly and with intent to injure, defraud or deeplvo any insuranse company o
other person, files an appilcation for insurance or A statement of claim cantainig any false or iIncomplote informatiot, or
eongeals for the purpase of miskading, iforetion cznoeming any fact matertal thereto, osmmils a tradulont insurance not,
which i a grime end subjects sitoh person to criminal and civil penaliies an further defined by your stats statde,

Claimant's POL Pags 2 of 3
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Oct. 28, 2009 6:55AM No, 6691 P, 1/

10/27/2009 V
TO: Claims Department { Fax #866-498-0689)
FROM: Cheryl Silvernail {daughter of (iladys White
RE: Claira

Policy #0834226

¥ et fircing all eorrespondence that I have faxed over since August, 2009 to the new fux #.
Please respondd as soon as possible a3 we have been waiting sifice August for information

regarding this claim, Thank you.
HOME: 253-446.7190

Work: 253-841.8726

Cell: 253-232-7499

FAX: 253-840-8819

Intake - Primary Clalm Form - Pol# 0834226, Clm# -~ DocID 1360536




Oct. 28, 2009 6:56AM

PAN #: 402-391-6489 -

Septeraber 34, 2008

TO: Sharon, Claime Depariment

FROM: Cheryl Silvernail

RE: Dncumentaﬁon of Cognitive Impuirment

Policy #0834226

Intake - Primary Claim Form - Pol$ 0834226, Clm$ -~ DoclD 1360536
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P. 4/11




Oct. 28 2009 6:55AM ' | No. 6681 P 5/21

Septamber 30, 2009
To Whom i May Concern:

As per oy phone conversation with Sharon in the Claims Department, | em aitaching
documentztion of my mom’s cognitive impairment as observed at Good Samaritan
Hospital in Payatiop,

From my personal observation, I would also lke {o include the following:

1. My mother began hiding bills that she didn’t nnderstand or didn™ want to deal with.
Just two examples of this are:

o The Internul Revenue Service notice stating that she owed money. My sister
finally found the notiovs so that we could take care of thern,

¢ Her invoices for Lutheran Community Bervice (an tnvolee for har caregiver that
was coming in each day for a few hours,) This bill was wnpaid for several months,
unitll they contacted me regarding the past due nvolees.

2. My mother couldn™ rernember to take her medioations on the days that her caregiver
wasn't at her home, She’s a disbetic and was not remembering to take her insulin.
Becanse of this, her blood sugar was out of control. She was not taking her high blood
pressure medication, which had also soared out of control,

1 have also enclosed & letter from twr varegiver, Alexandria Farmin, who works for
Lutheran Community Services, 8he wrote about ber cognitive impairment and other
problems she was encountering in April of 2008.

“I'm stilf a little unsure of why I wasn't contacted when the insurmoce premiums weren®t
being paid. My name and phone number have been on all correspondance that was
submitted when she had her previous dladm, ['would think you would stil! have records
of these,

My mother has paid for fhis insurance since August of 1999, It appears to me that one of
the problems of aging, cognitive impairent (dementia), would prevent her frotn paying
the premivm notice that would keep her insurance in tact,

Please reconsider your denial of this claim due to non-payment of the premium. Let us
know what we wonld have to pay fo put this insurance policy back in force. Thank vou.

Cheryl Silvernail '
Daughter of Gladys White
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Angust 6, 2009

TO:  Claims Departmnont (Fax # - 402-391-6489)
FROM: Chery! Silvernail {daughter of Gladys White)

RE: New Claim

i épake with Jerry in the claims department on Tuesday, August 4% We went over some
information regarding my mom’s long term care insurance. He advised me to get the
clait form online, If you have any questions or nsed additional information, please call
me ati.

Home: 253-446-7190
Work: 233-841-8726
Cell: 253-232-7499

FAX: 253-840-8819
Thaok you.

Intake ~ Primary Claim Form - Pol# 0834226, Clm¥ -~ DocID 1360536
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10/27/2009
TO: Claims Department ( Pax #866-498-0639)
FROM: Cheryl Silvernail (daughter of Gladys White
RE: Claim

Policy #0834226

Tam faxing all correspondence that [ have faxed over since August, 2009 to the new fax #.
Please rezpond as soon as possible as we have been waiting since August for information
regarding this claim, Thank you.

HOME: 253-446-7190

Work: 253-841-8726

Cell: 253-232-7499

FAX: 253-840-8819

Intake - Primary Claim Form ~ Poli 0834226, Clmf - DocID 1360536
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10}’2’7/20097

TO: Claims Dapamnmt.( Fax #866-498-0689)

FROM: Cheryl Silvernail (daughter of Gladys White

RE: Claim

Policy #0834226

1 em faxing all correspondence that I have faxed over since August, 2009 to the new fax #.
Please respond as soon as possible as we have been waiting since August for information
regarding thig claim, Thank you,

HOME: 253-446.7190

Work: 253-841-8726

Celt: 253-232-7499

FAX: 253-840-8819

Intake - Primery Claim Form -~ Pol# 0834226, Clmf ~ DoclID 1360536
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FAX #: 402-391-6489

October 12, 2009 o
TO: $haron, Claims epartment ’gbé _ /_/?57__ O é, gj
FROM: Cheryl Sllvetvail :

RE: Invoice for October, 2009

Policy #0834226

Intake - Primary Claim Form - Pol% 0834226, Clu# - DocID 1360536
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Lang-Term Care Insurance Regulation
Section 7. Unintentional Lapse

‘Each insurer offering long-term ecsre insurance shall, a3 a protection agmnst uninteniionai lapse,
comply with the following: e o ST TP

A, (1) Notice before lapse or termination. No indi idual long-tarm care -policy or
certifieats shall be insued until the insurer has received from the applicant
either: a written designation of at least one person, in addition to the
applicant, who i3 to receive notice of lapse or termination of the policy or
cartificate for nonpayment of premiwum; or a written waiver dated and signed
by the applicant electing not to designate additional persons o receive notice.
The applicant has the right to designate at least one person who is to receive
the notice of termination, in addition to the insured. Designation shall not .
constitute acceptance of any liability on the third party for services provided
ta the insured, The form used for the written designation must provide space
clearly desxgnated for listing at least voe pergon. The designation shall

= - include aach persen's fitll namte and home address. In the cage of an applicant
who elacts not to designate an sdditional person, the waiver shall state:
“Protection against unintended lapse, I understarid 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 eare insuranée policy for nonpayment aof
pramium..I understand that notice will net be given until thirty (30} days
after 8 premium is due end unpaid: I elect NOT to desngnata Bny person to
receive such notice "

The insurer shall notify the insured of the right to change this written
designation, no jess often than once every two (2) years.

(2) When the policyholder or certificatehnlder pays premium for & long-term care
insurance policy er certifieate through a payroll or pension daduction plan,
the requirements contained in Subsection A(1) need not be met until sixty
{60) days after the policyholder or certifieateholder is no fonger on such 2
payment plans, The application or enroliment form for such policies or
certificates ghall elearly indicate the payment plan selested by the applicant.

(3) Lepse or termination for nonpeyment of premium. No individual long-term~
- care policy or certificate shall lapse or be terminated for nonpayment™of

premnium unless the Insurer, dt 18ast thirty (30) days bafors the effactive date i
8 "thé Tapse or bet‘mmahon. ‘has- givad “hotice tothe insured ‘and to thosé
PErsons demgnated pursuant 15 Buhsection-A(l),.at.the address-provided” by
the “HEtred 1of plrposss of “receiving wotice=6f Iapse or termination, Noties®
shall be given by first elass United States mail, postage pre%ald and notace BT
may 16t be given kil thitty’ @0) ¢ ﬂayn after 8 premiitm o due an nd unpeid. unpaid. i
“Rotice| ghall ba daemed o have been given as of five (5) days after the date of
il

B. ‘ Reinstatement. In addition to the requirement in Subsection &, a lung-terin care
insurance policy or certificats chall include s provigion which provides Ffor
reinstatement of coverage, in the event of lepse if the insurer is provided proof of .

_ cognitive impairment or the loss of functional capacity. This option ehall be availabie
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to the insured if requested within five (5) months after termination and shall aliow
for the collection of past due premium, where appropriate.” The standard of proof of
cognitive impairment or loss of functional capacity shall not be more stringent than
the benefit eligibility criteria on tognitive impairment or the 1éss.of“fypctional
capacity, if any, contained in the policy and certificate.

- |-

Required Discloskre Provisions

5¢ction B. N

A, Renewability, Indiviual long-term care insurance policies shall contain &
repewability provision. Such provisior shall be appropriately captioned, shall appear
on the first page of the policy, and shall clearly stata the duretion, where limited, of
renewability and the duratioh of the term of coverage for which the policy is issued
and for which it may be reneweq. This provision shall not apply to palities which do
not contain a renewability prowsion, and under which the right to nonrepsw is

reserved solely to the polieyholder. :

Dreafting Note: The fast sentence of this subweetion is intended to apply to longturm eare policies which are part of or
combined with life insurancs palicles, since Bfe insurance policias generally do nat contain resewability provisions.

B. Rider\and Endorsemnents. Except for ridérs or endorsements by which the insurer

effectuabes & request made in writing by the insured under an individual long-term
ance policy, all riders or endorsements added to an individual long-term
ahge policy after date of issue or at reinstatement or renewal which reduce
or eliminate Dapefits or coverage in the policy shall require signed acceptance by the
individual insurud. After the date of policy issue, any rider or endorsement which
increases benefits\Qr coverage with a concomitant increase in premium during the
policy term must Bg mgreed to in writing signed by the insured, except if the
increased benefits or woverage are required by law. Where a separate addifional
premium is charged for Wenefits provided in connection with riders or endorsements,
such premium charge shall\be set forth in the policy, rider or endorsement.

C. Payment of Benefits, A look-term care insurance policy which provides for the
paymen! of benefitt based o\ standards described as *usual and customary,”
“reasonable and customary” or woyds of similar import shall include a definition of
such terms and an explanation of sukh terms in its accompanying outline of coverage,

atice  policy or certificate contains any
itiona, such limitations shall appear as a
e and shall be labeled as *Preexisting

D. Limitations. If & jong-term care inky
limitations with respect to preexisting cond
separate paragraph of the policy or certific
Condition Limitations.”

E. Other Timitations or Conditions on Eligibility Yor Benefits. A long-term care
ineurance policy or certificate containing amy limit8%jons or conditions for eligibility

6I¢2) of the Long-Term Care Insurance Model Act] ghall set forth a deseription of
such Hmitations er conditions, including any required number of days of confinement,
in # separats paragraph of the policy or certificate and gha
“Limitations or Conditions on Eligibility for Benafite "

E, Disclogure of Tax Consequences. With regard to lifs insurance polictes which provide

an accelerated benefit for long-term vare, a disclosure statemrent is equired at the
time of application for the policy or rider and at the time the sceeletaie
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