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STATE OF WASHINGTON
OFFICE OF
INSURANCE COMMISSIONER

In the Matter of No. 11-0088
ABILITY INSURANCE COMPANY, DECLARATION OF VIRGINIA

: NICHOLSON IN SUPPORT OF MOTION
Respondent. TO STAY CEASE AND DESIST ORDER

1| (“Ability™) in this action and make this affidavit for and on behalf of Ability based upon my

Virginia Nicholson, being over the age of eighteen and fully competent to testify
hereto, declares and states as follows:

1. To avoid faxing excess paper, attached as Exhibit A are true and correct
excerpts of the provisions from Gladys Whites’ policy referenced in the Motion for Stay of
Cease and Desist Order. A full copy of Gladys Whites’ policy will be included in the mailed
copy of this declaration.

-2 I am one of the attorneys for Respondent Ability Insurance Company

review of the file in this matter.

3. Attached as Exhibit B is a true and correct copy of Gladys White’s
designation of her daughter, Cheryl Silvernail, to receive notice of lapse or termination of the
policy for nonpayment of premium, dated September 16, 2007.

4. Attached as Exhibit C are true and correct copies of notices sent to Gladys

White and Cheryl Silvernail regarding the premium due.

DECLARATION OF VIRGINIA NICHOLSON IN SCHNAE, Noroeys ot L 1 PC

SUPPORT OF MOTION TO STAY CEASE AND DESIST 1420 S P Ge 3400
ORDER -1 Tetaphons 306 620 1711 Fax 308 2920460

PDX/122574/181300/VN1/7541019.1



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26

I declare under penalty of perjury under thé laws of the State of Washington that the
foregoing statements are true and correct.

Dated this 20th day of May, 2011, at Seattle, Washington.

Wp/@mv

Virgin@Nicholson
DECLARATION OF VIRGINIA NICHOLSON IN A, N rere el Lo 1T PC
SUPPORT OF MOTION TO STAY CEASE AND DESIST 1420 S A S 4400
ORDER -2 ' Tele honeS ggg'.%&z????? 1?;3-(4?&?292.0460
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CERTIFICATE OF SERVICE

1 hereby .certify that on the 20th day of May, 2011, I caused to be served the
foregoing DECLARATION OF VIRGINIA NICHOLSON IN SUPPORT OF MOTION TO
STAY CEASE AND DESIST ORDER on the following party at the following address:

Alan Michael Singer

Staff Attorney, Legal Affairs Division
Office of the Insurance Commigsioner
State of Washington

PO Box 40255

Olympia WA 98504-0255

by:

X- U.S. Postal Service, ordinary first class mail

u U.S. Postal Service, certified or registered mail,

| return receipt requested

| | hand delivery

| facsimile

| electronic service

| other (specify)
(el Taclor
Chante Tayler O

U.S. Bank Centre
1420 5ih Avenue, Suita 3400

CERTIFICATE OF SERVICE -'1 S roys Lo 1 P-C

Sealtle, WA 96101-4010
Talephone 206.622.1711 Fax 206.292.0460
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CuPLICATE

MUTUAL PROTECTIVE INSURANCE COMPANY

1515 SOUTH 75TH STREET « OMAHA, NEBRASKA 48124

A Mutual Company

CAUTION: The issuance of this long-term care insuranee policy is based upon your responses to the
questions on your application. A copy of your application is attached to the policy, If your answers are
incorrect or untrue, the Company has the right to deny benefits or rescind your policy, The best time
to clear up any guestions is now, before a claim arises! 1f, for any reason, any of your answers are
incorrect, contact the Company at the address shown above.

) THIS POLICY IS NOT A MEDICARE SUPPLEMENT POLICY. If you are eligible for
Medicare, review the Medicare Supplement Buyer’g Guide availahle from the Company.

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

This poliey is a legal contract between you and us. READ YOUR POLICY CAREFULLY. Alse, 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 premium you, the Insured, paid before the Policy Pate (and the ecopy of your application, attached
heretn), 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 poliey. If you are not satisfied, send if back to us, or to the agent who seld it te you,
within 30 days after you receive it, We will return 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 returned policy,

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
promium is paid within the allowable time; but, we do have the right to change your premium as stated below,

We can change your premium onty if we do the game to all policies of this form and any similar form lssued to
persons of your class in your state. If a change is made, it will not be baged on any physical impalrment you
might have or any claims you have incurred 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 30
days before your premium is due,

NOTICE TO BUYER: This policy may not cover all of the costs associated with Jong-term care incurred

by the buyer during the period of coverage. The buyer is advised to review carefully all policy
limitations.

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 policy
Schedule and the disclosures made in your application. That premmm rate is guaranteed for at least a three

year period measured from the Policy Date. If subsequent rate increases are needed afer that initial three year '

period, each new rate will be guaranteed for an additional two year period.

ALPHABETICAL GUIDE T0 YOUR POLICY

Part Part

Benefits , . ooovvvencensnn o HLLKLEM Other Important Provisions . ........ e 8
Deferred Inflation Protection .. . ... ... vnuv s .N Payment Of Claime . . ............... R
Definitions ..« oveerrnneeivnnnrs A 1 Renewal Agreement And Premium Change .. .....B
Eligibility For Benefits ............... i G Restoration Of Benefits ................ e M
Exceptions .. ........c0vvun C i c Right To Reduce Coverage .................. P
General Benefit Information ............ R Right ToReturm . .................. ciieaa A
How To Ifile A Claim .............. A 4] Schedule . . ..., ... iea.. .+ Last Page
Lifetime Maximum Benefits ........... PR § | Waiver Of Premium ............. I ...0
PART C ‘ EXCEPTIONS

We will NOT pay benefits for:

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

(2) intentional, self-inflicted injury.or attempted suicide;

(3) alcoholism or drug addiction, unless addiction resulted from narcoties prescribed by a Physician;

{4) care provided by a2 member of your lmmedmta family;

{6} services for which you are not llable or for which no charge normaily is made in the abgence of
ingurancet and

(6) loas that oceurs uut-&ude the United States. ‘

Nan-Duplication: This contract will not pay or rannburse expenses incurred for services or iters to the extent
that such expenses are reimbursable 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 expenses you incur that
exceed the amount paid or payable by such. governmental plang or laws,

PART D le"mvm'MAxmum BENEFITS

The maximum dollar amount for all covered’ care-that we vnl] pay during the hfetlma of the ‘policy is shown in
the Schedule. That lifetime dollar maxXimum .is determined by multiplying the Dally Benefit amount "by the
benefit day option, both of which are shown in the Schedule. ‘The lifetime dollar maximum may be greater than
the amount shown in the Schedule if the optional inflation shield rider is in force. Coverage under this policy. -
automatically ends after we have paid out. the lifetime dolla: maximum.

If the Schedule shows your lifetime dollar maximum as. Unhmlbedelfetime, there is no lifetime dollar maxunum '

for this policy.
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PARTE _ DEFINITIONS
When we use the following words in this policy or in any optionaf rider, this is what we mean:

Activities of Daily Living: (s) eating; (b) dressing; (¢} toileting; (d) transferring; (e) continence and (f) 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 fluid
' intake consistent with your dietary needs,

Dreasing: Yau cannot, without the aid of another pergon, put on and take off alf. ‘Decesaary
Hems of clothing, h:cluding medically necessary braces and artificial limbs.

Toileting: You cannot, without the-aid of another person, get to and from the- toilet, get on and
off the tollat and mamtam a reasonahle lavel of associated personat hygxene.

Transferring: You cannot, without the aid of anot.har person, walk or get in or out of & chmr,
1 wheelchair, bed, or other stationary position.

Continence: You cannot, without the aid of another person, veluntarity control bowe] 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, inciuding getting into ar out of the tub or shower,

Adult Day Health Carex' A pregram of social and heslth-related services provided during the day in a
community group setting for the purpose of supporting frail, impaired elderly or other digabled adults. who can
benefit from care in a group setting outgide the horne,

Adult Day Health Care Center: (a) a facillty licensed or certified by the state in which it is located to provide
Adult Day Health Care; or {(b) if licensing/eertification is not required, a part of a facility (or center operated by a
facility) that is licensed or cerfified as a hospital or any type of nursing home by the state in which it is located;
or (o} a facility that is approved for Medicaid.

Axnniversary Date: The same day and month as the Policy Date in each later year.

Agsisted Living Care 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 resulting from Cognitive Impairment or loss of functional capacity. The facility must have &
trained employee available at ali times to provide that care, and the facility must have established procedures
for overaeeing the administration of medications. The specific section or unit of the facility where you recaive
assisted living care must meet all of the above stated requirements,

Benefit Period: A period of covered care for the same or related Conditions, that ig not separated by at least
180 days during which you are free of such care.

Case Coordinator: A licensed health care professlonal, 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 similarly trained and lcensed professional, Your Case Coordinator will provide a

‘comprehensive evaluation of your status and will be responsible for develuping, implementing and coordinating

your Plan of Care. This person will further be responsuble for assisting in the pelection of providers, mak.mg

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 Physlcian,
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Cheonically Il Individual: 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 leadt ninety (90} days due ta a
loss of functional 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: Detsrioration of or loss in your intellectual capacity due to erganic brain disease or
disorder, which requires supervision to protect yourself or others, as measured by clinical evidence and
standardized tests that measure your itnpairment in the following areas:

{a) Your short ot long-berm memory;

() Your crientation as to person {such as who you are), place (such as where you are) and time (such as
day, date and year);

(¢) Your deductive or abstract reasoning.

Such loss in intellectual capacity can result from Alzheimer’s Disease or related degenerative and dementing
ilinesses. o

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

Elimination Period: The number of days for which no benefit is payable. The Eliniination 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 one Elimination Period will be applied to any one Benefit Period.

Home Health Agency: An entity that provides home care services and is: {a) certified for participation in the
Medicare program; or (h) licensed or certified as a Home Health Agency where, required by the state; or (c) is
othérwise acceptable to us if licensing or certification is not required. The Home Health Agency must keep
records of nursing reports and the Plan of Care. These records muat be available to us upon authorized request.

Home Health Aide Bervices: Assistance with simple health care tasks, peraona:l hygiene, Activities of Daily
Living, managing medications, and other related services provided by a Home Health Agency.

Home Health Professional Services: One or more of the following services for your care and treatment that
are provided by a Home Health Agency in a noninstitutional setting, under the direction of a Murse and
according to a written diagnosis and Plan of Care: :

{a) nursing services; CLt
(b} physical therapy; ' e
{c) speech therapy; : S

(d) respiratory therapy; .

(e) vccupational therapy; and . :
(f) nutritional services provided by a licensed dietician, .

Homemaker Services: Assistance provided by a 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. Thiz may
include preparing meals, doing laundry_and incidental household tasks,

Hoapice 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 diagnosed 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 ill patients whose life
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 soclal
worker, or other individual who meets such requirements as may be prescribed by the Secretary.

Maintenance or Personal Care Services: Any care the primary purpose 6i‘ which is the provision of needed
assistance with any of the disabilities as & result of which the individual is a Chronieally I Individual (including
the protection from threats to health and safety 'due to severe Cognitive Impairment),

Mental or Nervous Disorder: A neurosis, psychoneurosis, psychopathy, psychosis or mental or emotional
digease or disorder,

Nurse: A person duly licensed as 3 Registered Nurse (R.N.), Licensed Practical Nurse (L.P.N.), or Licensed
Vocational Nurse (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 Cuatodial Care, The
facility must: (a) provide this care on a continuing inpatient basis as prescribed by a Plan of Care; (b) supervise
the care through a nursing staff; (¢} maintain clinical records for all patients: (d) maintain control and records of
medications given; and (e). have arrangements for the services of a Doctor to furnish medical 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 alse must provide, as the main function of that section or unit, care
that meets all of the other requirements above. (Itema {¢) and (d) need not apply when you roceive anly
Custiodial Care.)

A Nurging Home is NOT a facility for the treatment of alcoholism, drug addiction or chemical dependency,

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

{a) 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 licensed or certified
health care personnel, it includes posthospital care, rehabilitation nursing care, maintenance therapy,
administration of medication, injections and catheterization.

(b) Custodial Care means care that iz given to regidents of a Nursing Home whe, not needing daily nursing
care, cannot properly care for themselves due io age or a covered Condition. This care must be prescribed
in your Plan of Care,

Physician or Doctor: A licensed practitioner of the healing arts acting within the seope of his/her license,

Plan of Care: A written document prescribing individualized treatment or services that your Condition requires,
The plan must be prepared by your Case Coordinator and spproved by your Doctor, Xf 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 onee every 90 days, and the updated or
recertified plan must be approved by your Doctor,

Policy Date: The date oﬂ which bhis policy first became effective. That date is shown on the Schedule.
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Qualified Long-Ferm Care Services: Any necessary diagnostic, preventative, therapeutic, curing, treating,
mitigating, and rehabilitative services and Maintenance or Parsonal Care Services which are required by a
Chronically Il lndmdua.l or are provided pursuant to a Plan oi‘ Care prescribed by a Licensed Health Care
Practltioner

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

Schedule: Is 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 individnal
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: '

{a) The Daily Benefit which is the basis for our payment of the sarvices we cover, (That amount may be
greater if the optional inflation shield rider is in force.)

() The Elimination Period that applies to the Benefit Period; and ;

“(c) The dollar maximum for all covered care that we will pay durmg thwhfehma of the policy. (That
amount may be greater if the optional inflation shield rider ia in force.) .- -

If the Schedule shows your lifetime dollar maximum as Unlimited/Lifetime, there is no lifetime dollar
maximum for this policy,

(2) Receipt of Multiple Covered Bervices on the S8ame Day: If you receive more than one type of covered
service on the same day, we will pay the Reasonable and- Cust.omary Charge for each service, but in no
event shall the total amount paid exceed the Daily Benefit This is subject to the weekly beneﬁt. option
under Part K, Care Coordination Benefit,

PART G ELICIBILITY FOR THE PAYMENT oF BENEFITS

To be eligible for any type of benefit under this pohcy, your, Doctor inust show- that you are: chrumcally 111 A
chronically ill person has been certified by a Licensed Health.Care Pracht.xoner agr 7

(1) Being unable to perform (without Substantial Auﬂmtance from nnot.her individual) at least two :
Act.lvmes of Daily Living for a period of at lesst 90 days due to loss of functmnal capacity;

(2) Having a level of disability similar (as deiermined under regulations prescribed by the Secretary
in consutation with the Secretary of Health and Human Bervices) to the lavel of disability
described in elause (1); or

(3) Requiring substantial supervision to protect such mdmdua] from threats to health and sa!‘ety due_
to severe Cognitive Impairment.
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Indepeﬁdent 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 agsessing and confirming that you are eligible for
care as shown above, and the treatment or services prescribed in the Plan of Care meet all of the requirements
of this policy.

PART H NURSING HOME CARE BENEFITS

Limitations or Conditions on Eligibility for Benefits: All of the following conditions apply to receipt of
Nursing Home Care benefits. '

(1) You must qualify under one of the eligibility requirements set out in Part G,
(2} You must receive Nursing Homé Care' in a Nursing Home, a.;s defined, -

(8) The care received must be pr:;scril_?ed 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 as the
Elimination Period that applies to each Benefit Period.

Benefitt 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 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 care in a Nursing Home. This benefit is subject to your lifetime dollar maximum,

PART I | HOME CARE BENEFITS

Limitations or Condltions on Eligibility for Benefita; All of the-fnllowing conditions apply o 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 G.

{2) You must receive Home Health Professional Services, Home Health Aide Services or Homemaker
Seryices, as defined, '

(3) 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.

{6) 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 Homemaker Services in your home, we will pay a benefit, That benefit will be the Roasonable 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 Homemeker 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 fo your lifatime
dollar maximum,
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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 benefits are not 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 dollar maximum. These benefits are sibject 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
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 benefit for anyone who will be paid to care for you.

(2) Equipment Benefit: We will pay & lifetime benefit of up to 60 times the amount of your original Daily
Benefit for the purchase or rental of supportive equipment or in-home safety dévices that allow you to stay
'In your home for at least 90 days. Such equipment or devices may include ramips, grab bars, a special bed,
or an emergency medical alert aystem. .

(3) RHespite Care Benefit: We will pay the Reasonable and Customary Charge of temporary care in your
home, an institution, or community-based program in order to give your primdry’ in-home caregiver a rest.
‘Thia benefit in subject to the amount of the Dally Benefit for all covered care shown in the Schedule or in
effect at the time you receive care, and is further subject to a 21-day maximurh per calendar year,

PART J ' COMMUNITY CARE BENEFITS

Limitations or 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 Hospice Care.)

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

(2) You must receive Aduit Day Health Care or Hospice Cs;\re, as defined. Adult Day Health Care
must be received in an Adult Day Health Care Center. Hospice Care rust be provided by a
Hoapice Faci!ity or a 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 90 days.

{6) 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 Adult Day Health Cere or Hospice 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 éxcoed 50% of the Daily Benefit shown in the Schedule or in-effect at the time you receive
" care. Benefits are suhject to your lifetime dollar maximum. el i

- - [ " -

"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 covrdination of eare, we will.pay for all éxpenses associated with the
services of your Case Coordinetor, as well as the following benefits:

(1) Elimination Period Waiver: You will receive benefits for the first day of care for any type of care
covered under this policy, The policy Elimination Perlod will not apply:

(2) Weekly Benefit: Instead of a Daily Benefit, you will receive a Weekly Benefit. The Weekly Benefit will
consist of s 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 could exceed your Daily Benefit on any given day.
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(3) Enhanced Home Care Benefit: Instead -of 80%, we will pay 100% of Reasonable and Customary

, Charges, subject to the Weekly Banefit, for Home Health Aide Services and Homemaker Services provided
under the direction of your Case Coordinator. Additionally, we will walve the requirement that Homemaker
Services be provided through a Home Health Agency when your Case Coordinator defermines that these
services may be supplied in a more cost-effective manner by alternate providers. This benefit is subject to
your lifetime dollar maxiraum,

(4) Assisted Living Care Facility Benefit: We will pay 80% of the Reasonable and Customary Charge for
care in an Asgisted Living Care Facility, subject to the Weekly Benefit, wheén your Case Coordinator
recormends this alternative in your Plan of Care, We will not pay home care or community care benefits
while you are receiving the Assisted Living Care Facility benefit, This benefit is subject to your lifetime
dollar maximom. . " . . ' -

PART L, , o BED RESERVATION BENEFIT

u~

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

(1) You rm:mt. be hospitalized temporarily during the course of your covered stay in a Nursing Home
or Agsisted Living Care Facility. .

{2) The Nﬁrsing Home or Assisted Living Care Facility must charge you to keep your room available
-during your hespital stay.

(8) Your hospitalization must be the result of a covered Condition.

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

Benefit: When you meet the eligibility requirements of this provision we will pay a benefit. It will be equal to
the Roasonable and Customary Charge the Nursing 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
Sehedule or in effect at the time you receive care. Wo 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 care shiown in the
Schedule 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 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 acting on your behalf will
have 5 months to request reinstatement of the policy on the grounds that you suffered from Cognitive
¥mpairment 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 msurabilify. 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 maximum dollar amount.
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PART N DEFERRED INFLATION PROTECTION OPTION

When you applied for thie policy, you were given the opportunity to defer adding an optional Inflation 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 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 force.

PART O WAIVER OF PREMIUM

After we have paid benefita for Nursing Home Care for 90 days in a row, we will waive the payment of
premiums that come due thereafter during the continuance of consecutive daye for which such benefits are paid.
This waiver, which includes premiums for any attached rider, will continue until the firet dsy of the month
following the date we stop paying benefits for Nursing Home Care,

PART P ~ RIGHT TO REDUCE COVERAGE

You have the nght to reduce the benefits of this pohcy without providing evidence of insurability. Changes may
include:

s} a longer Elimination Period;
b) -a lower Daily Benefit; or
©) & shorter benefit day option, resulting in a reduced lifetime dollar maximum,

Benefits will not be reduced to a level below tha mmunum level approved by the:Cormmmissioner of Insurance on
the date you requeﬂt reductxon )

[EEE S TP AU Pt

PART Q ' : HOW TO FILE A CLAIM

(1) Notice of Claun You must give ue writtan notice of a claim within 20 days after loss starts or as soun as
you can. You may give the notice or you may have someune do it for you. ‘The notice should give your
name and policy number. Notice should be mailed to our Home Offive in Omaha, Nebraska, or to one of our

’ agents.

(2) Claim Forms: When we receive your notice, we will send you forms for filing proof of loss. If these forms
are not sent to you in 16 days, you will have met the proof of loss rule belew if, in 90 days after the loss
began {or, in the event of a continuing loss, within 90 days after the first month of the loss for wh:ch we

- are hable) you gave us & written statement of what happened,

< (8} Proof of Loss: You must give us written proof of your loss in 90 days or as soon as you can. In the event
of a continuing loss that is eligible for pericdic payments, you must give us written proof within 90 days
after the end of the permd of loss for which we are liable, But proof must be furnished within 16 months
after-loss began, except in the absence of legal capacity.

PART R PAYMENT OF CLAIMS

(1) Time of Payment of Claimsa: Benefits for continuing care are paid monthly when loss lasts longer than
one month. When we receive your proof of loss, benefits that accrued up to the date of the proofs will be
paid at the end of each month, All other benefits are paid ag soon as we receive your proof of less. Benefits
unpaid when our liability ends are paid when we receive your proof of loes.
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(2)

(3}

Payment of Claims: Benefits will be paid directly to you. Benefits unpald at your death will be paid to
your beneficiary or your estate.

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 to $1,000.00 to any relative by blood 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 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 Hame Office asking for a review of the
denial of benefite. That request may include documents from your Physician or care provider that support
your basis for the requested review. Within 30 days after we receive thal writien request, we will notify
you or your representative of the results of the review,

PART 8 ; POLICY pnovismns

(1)

(2)

@

(4)

Entim Contracty Changes: This policy, with any attachments (and the copy of your application), ia the
entire contract of insurance, No agent may make contracts, determine insurability or change the applica-
tion or policy in any way. Only an executive officer of ours can approve a change, That change must be

.shown in the policy,

Tinde 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 fo void the policy. If

this policy is reinstated on the basis of a health apphcal;mn. the conbestable period will be two years from
the reinstatement date,

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

Grace Period: Your premium must be paid on or before the date it is due or during the 3i-day grace
period that follows, Your policy stays in force during your grace period.

Reinstatement: Your policy will lapse if you do not pay your premium before ‘the end of the grace period,
If we later accept a premium and do not reguire an application for reinstatement, that payment will put
¢his policy back in force. If we require an application for reinstatement and, as may be needed, issue a
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 receipt, where that is
required), your policy will be put back in 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. Also, it will cover only losa due to Sickness that begins after the date the policy was put back in
force.

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

Physical Examination: We, at our expense, can have you examined as often as reasonably needed while
& claim | pending.
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(6)

(T

)

(5}

(10)

(10

(12)

(13

(14)

Legal Actiom: You can't bring 2 legal action to recover under your pelicy for at Jeast 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 Boneficiary; 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 policy or to
assign the benefits.

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

Illegal Occupation: We will not be liable for any loss to which a contributing cause was your commission
of or attempt to commit a felony. Nor will we be liable for any less to which a contributing cause was your
being engaged in an illegal occupation.

Other Insurance 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 beneficlary or your estate selects will remain in force. We will
return all premiums paid for all other such policies.

Extension of Benefits: Termination of this policy. will be without prejudice to any benefits payable for
inatitutionalization if such institutionalization began while the policy -was in force and continues without
interruption after termination. "Institutionalization” means Nursing Home Care, as defined in the policy,
This extension of benefits beyond the period the policy was in force will ba 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 policy
Elimination Period and all other applicable provisions of the policy. t

Term of Coverage: Your coverage starts on the Policy Date at 12:01 a.m, standard time where you live.
It ends at 12:01 a.m. on the same standard time on the first renewal date. Each time you renew your
policy, the new term begins when the old term ends.

Cooformity With State Statutés;g The pro;.risions of the policy must conform with the lawa of the state in
which. you reside on the Palicy Date. If any do not, this clause emends them o' that they do conform.

Annual Meeting: Our annual mee";ing is held at 10:00 a.m. on the second Friday of May at our Home
Office. :

This policy is signed in our behalf by our Chief Executive Officer and Secretary.

Chairman of the Board Socretary
Chief Exacutive Officer

DUPLICATE

Countersigned By
' Licensed Resident Agent,
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MUTUAL PROTECTIVE INSURANCE COMPANY
1616 SOUTH 75TH STREET
OMAHA, NE 68124

DUPLICATE

SCHEDULE

POLICY NO. - 0534226 _ POLICY TYPE - 696

INSURED - GLADYS E WHITE
9223 60 AVE CT E

, PUYALLUP WA 98371-6155 . L
N . L .---. .
. e’ 'POLICY “PREMIUNG ——"—=~=

POLICY DATE......vvuns 08/08/1999 SEMI-ANNUAL......%.. $3,013,92

ANNUAL..---‘nv..-c-- $5,796&00

DAILY BENEFIT, REASONABLE AND CUSTOMARY:

CHARGES P TO..vevnanrsesnuussessssanposssasarsavissasnnros $120.00
ELIMINATION PERIOD FOR ANY ONE BENEFIT PERIOD.........rs... 90 DAYS
BENEFIT DAY OPTION. ... eeivurrastnrresdotnneansasrsrtannrssa 1095

LIFETIME DOLLAR MAXIMUM. .0 nesncsssannessasensnssnesores $131,400.00

POLICY 696/3 YR., PLAN 9 OPTION F
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-ENDORSEMENT-

MEDICO® INSURANCE COMPANY
1516 SOUTH 76TH STREET
OMAHA, NE 68124

POLICY NUMBER - (534226 RIDER PAGE 1 OF 1

Insured: GLADYS E WHITE
THIS ENDORSEMENT CﬁANGES 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 Amnual Meeting in the policy is deleted and the following provision
substituted in lieu thereof:

Medico™ Mutual Insurance Holding Company Provision: Pursuant fo the laws of the
State of Nebraske, as a policyholder of the Company, you are a member of the Medico™
Mittual 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
meeting of Medico™ Mutual Insurance Holding Company shall be held at the Home Office of
the Company in the city of Omsaha, Nebraska, 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 IS SHOWN ABOVE.

@M\M €

Seeretary B President

MIR.2008-CHG ‘ 10142005




PRIVACY NOTICE TO MEDICG™ INSURANCE COMPANY AND
MEDICO™ LIFE INSURANCE COMPANY POLICYHOLDERS

Your privacy is our. concern. Certain laws regulate the collection, use and disclosure of a
consumer or customer’s nonpublic information. Medico™ Insurance Company and Medico™ Life
Insurance Company do not sell or otherwise disclose any nonpublic personal infermation about our
customers-or former customers to anyone outside the Medico™ Group Family, except as permitted
by law. You don’t need to tuke any action to prevent disclosure; this notice is solely for your
information. . . ' '

. Genérq'! Privacy Information: 1t is the policy of Medico™ Insurance Company and Medico™
* Life Insurance Company, their independent agents and those companies whose policies we
"administer together with oure to: ' R

s Collect only information necessary or relevant to our business.

¢ Make a reasonable effort to ensure that information we act upon is accurate, relevant,
timely and complate,

s TUse 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 faw,

» Limit employees’ access to those who need to and are trained in the preper handling of
personal information. R

o Reqguire anyone outside our corporate family (nonaffiliaies) who perform services for us
to conform to bur privacy standards, We also require them not to use your nonpublic
personal information for any other purpose,

» Not to diselose your nonpublic personal information to others for their own marketing
purposes,

s Not o reveal your health, character, personal habits or reputation to anyone for
marketing purposes, :

The following summary explains the kinds of information that Medico™ Insurance Company and
Madico™ Life Insurance Company or their agents may collect, what is done with the information
and how you can find out about information, if any, we have about you in our records,

What kind of information do we collect about you and from whom?f Most of our information
comes directly from you, The application you complete, as well as any additional informaticen you
provide, generally gives us most of the information we need to know. Sometimes we may contuact
you by phone or mail to obtain additional information. Depending on the nature of your insurance
transaction, we may need additional information about you or other individuals proposed for
coverage from outside sources, such as medical records, credit reports, court records 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 do we do with the information collected about you? The information is kept with your
application/policy records. We review it in evaluating your request for insurance coverage and in
determining your rates, We will also refer to and use information in our policy records for
purposes 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 about you? We will not disclose infoermation about you to
others without your wyitten consent unless the disclosure is necessary to conduct our business. By
law, we are also permitted to share some or all of your nonpublic personal infermation with
affiliates or nonaffiliates without prior permission under certain circumstances to certain peraons
and organizations such as: - '

& Our affillatef insurance companies. .

‘s Your agent ¢r broker, .

» Parties who perform a business, professional or insurance function for our company,”
including our reinsurance companies. '

# Businesses that conduct actuarial or underwriting studies.

e Affiliates or ‘monaffiliates that market our products, The pariies we may share nonpuhlic
personal information with include life and health insurers, insurance agents and
marketing firms, e

e QOther insurance companies, agents or consumer Teporting dgencies as reasonably
necessary iri cennection with any applcation, poliey or claim involving you.

s Insurance support organizations which are established to eollect information for the
purpose of detecting and preventing insurance crimes or fraudulent claims.

e Insurance régulatory or law-enforcement agencies in connection with the regulation of
our business, ) . i

Should you cease to be one of our palicyholders or after your claim 1 settled, 1t is our policy to
archive our information for a period of 5 years. S

How do we protect the confidentiality of information about yout We restrict access to
nonpublic information about you to those employees who need, to know that information to provide
products or services to you, We maintain physical, electronic and procediiral safeguards that
comply with federal regulations to guard your nonpublic personal information. Confidentiality
agreements are obtained from third-party vendors where services they perform for us in
connection with our normal business operation may give them access to nonpublic information.
Finally, Medico™ Insurance Company and Medico™ Life Insuran¢e Company educate their
employees regarding privacy so that they know about its importance.

How can you find out about information we have cbout you? You have the right to know
what kind of information we keep in our files about you, to have reasonable access to it and
receive a copy. Write to us if you have questions about information that you would like to receive.
When you write us, please provide your complete name, address, type of policy and policy number
that was issued or applied for with us and identify the information you seek,

Medico™ Group
Attn: Policyholder Services
1515 South 76 Street
Omahg, NE 68124
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MEDICO* GROUP

Medico™ Insurance Company + Medico~ Life Insurance Company

August 27, 2007 | Rﬂﬂ} PS.
SEP 14 07

; GLADYS E WHITE
22380 AVECTE
PUYALLUP WA 98371

Policy No.: 0534226

Dear G!adys E White,

JEp—— -

"You may name an Advisor(s) o provide axtra securlty 8gamst the unlntanﬂonal la pse dt your insurance
policy. This will enable us to send a notification to the person you name In case of an unpaid premium. If you
do not wish to take advantage of this opportunily, please sign the waiver beiow and return the form io us,

Please designate s person in the space provided and sign below,
- P -
sign the Waiver that follows.

1. Advisor's Name: —é’-/ﬁb&a&é :FJ /W '
Home Addresss ¢ 7/ & égg%z@a_v&) M. 4 '
cwzw_ sate: fJaad 79782 T
Phone Number: {2573 ) \?éﬂ J09 S543

2. Name of Second Advisor (Optional).

Home Address:

City._ State; Zip:

Phone Number: { ) :

& e\ . ———— it ol — ey - P [ Y Vo e —— R

You have the nght to change this written designatm &t least once every two yaars.

)(PATE_; SionaTuRE: o el pis € W%ZZ_ y

WAIVER OF PROTECTION AGAINST UNINTENDED LAPSE
| yndarstand that ! have the right to designate at least one persnn other than myself to receive notice of lapse
or termination of this insurance policy for nenpayment of premium. | understand that notice will nat be given
until 30 days after a pramium ks due and unpaid. | elgct NOT to dasignate any person to recewe such notice.

)(DATE: LY b - 27 NSIGNATURE: bt sl oA Lo

Please return this completed form in the ﬁlosad postage-paid envelope,

L2480 02052004

n
Protecting Your Future Today® :
§515 South 75th Street « Omaha, NE 68124 + (402) 3916900 » fax (402) IR1-6489 « wuwgomedkocom .

Policy Information - Pol# 0834226 - DocID 361099
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Medico® Insurance Company 1515 Bouth 75th Street
Omaha, NE 68124

1-800-228-8080

gomedicp.com

PREMIUM NOTICE
Elrg change hilling address or phone ne., check here and see veverse gide. _
Your telephone nuniber as listed inour records:  (253) 8456-1228

THIS NOTICE 1S FOR ONE POLICY ONLY, OTHER POLICIES YOU MAY HAVE WILL BE BILLED SEPARATELY.
‘Make check or money otder payable 1o MEDICO@ INSURANCE COMPANY

Polivy No. 0534226

_ o PREMIUM DUE 02/08/2009
GLADYS E WHITE'

9223 60 AVE CT E

PAY THIE AMOUNT

PUYALLLIP WA 8B371-8186 & MOS $3,018.92
OR YOU MAY PAY:

12 MOS $5,706.00

4 MOS $1,664.02:

2 MOS $1,058.80

Please return upper portion with payment. Keep lower portion for vour records.

1b

IMPORTANT
Dear Gladys E White,

As you know, insurance policies become more valuable as they grow older. Health policies have "wailing
periods” that disappear after a period of time. Life policies often have cash values that increase with age,
You risk losing these advantages — as well as potential benefits — if you allow your policy to lapse.

It’s also important to reatize that replamnpi a poligy may he-costly. As heulth costs.rise; so do insurance
premiums. And as you -grow older, the premium for cdverage may rige based. on 'your age.

1f youw need information or angwers, ploage call our TOLL-FREE number, 1:800-228-6080. Ouy
Custotner Service staff is bere to help from 7:30 a.m, to 4:45 p.m., Mcmday through Thursday; and
Ti80.2.m., bo 11:30 a.am, on linda_,sc, Centiral Time.

At Madico Insurance Company, prompt and courteous service is more than just a concept — if's a.
practice that comes first! .

Bincerely,

Timethy J. Hall
President

Date Paid Chéck or M.0: N, Atigunt. Poliy # 0534226
' - : Tong-Term Care
Medico® msurance Company #1515 8o, T5th Sieeet ® Omaha, Nebraska 68124 » Websiie: gowedico.com

Al Medico® Insuranee Company
wo are proud of por commitinentlo proteel your Tuiure foduy.
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Medico® Iunsurance Company 1515 South 75tk Street
: Omaha, NE 68194

1-800-228-6(180

gomedicé.com

FINAL PREMIUM NOTICE
O o changs billing addyess ot phone nd:, checkihere and see reverse side. . )
Your telepbone nomberns Hated in ourrecords:  (859) 845-1228 ‘
THIS NOTICE IS FOR ONE POLICY ONLY. OTHER POLICIES YOU MAY HAVE WILL BE BILLED SEPARATELY.
Make chesk ur money order'payabletor. MEDICO® INSURANCE COMPANY

Policy Mo, 0534236

_ PREMIUM DUE 02/)8/2008

GLADYS B WHITE : SR ¢ o :
‘9223 60 AVE CT E

PAY THIS AMOUNT

PUYALLUP WA 983718155 6 MOS $3,013,92
OR YOU MAY PAY:

12 MOS $5,796.00

3MOS $1,564.92

Z MOS $1,065.80

Pleasa return uppeér portion with p-a_y-ment.Keep‘ lower portion for your fecords,
178

Dear Gladys £ White, -

" At this time we have not recaived your renewal prembum and your policy s in its GRACE PERIOD. Your
woverage will lapse if youdon’t act goon, .

You recognized the eed for this typé of insurarire whed you dpplied for yolr.policy.

We want to malke it as:eoriventent a8 possible o tontinus your coverage, You made a wise decision when
you applied. and il would bé a shame to let it Iapse when there are alternative ways of paying. Your
premium notice shows.the various modes and arounts you may pay —please take 2 moment to review it 1
should mention that we alse offer "Automatic Bank Withdrawal,” a bank plan: for paying-premiums, You
simply authorize your bank to honor vur check:each month (or-every three moriths, if you prefer) for the
premium. The Automatic Bunk Withdrawal method saves time and postage. Of course you can discontimie
the bank plan ab-any time.

if you have any questions or needl any help, or if you want to change to onr Aytomatic-Bank Withdrawal
Plan ~ please call our TOLL-FREE number 1.800-228-8080 between 7:30 a.n, and. 4:45 pum,, Monday
through Thursday; and 7:30 a.m. and 12:30 ara, on Friday, Central Time. Our Custbmer Seivice
Representatives are raady to help you.

Sincerely,

Tingthy J. Hall
Prezgident

Date Baid . Clack pr M.O. No. | ‘ Amount L olicy # 0534226
, o Lionp-Term Care
Medieo®. Insurance Company ® 1515 So. Toth Stredl » Omahy, Nebriasks 68124 ¢ Webslier gomiedico,com

) Al Medico® Insuraice Compony
we dre proud af our commitment-Lo proteel_ your falure todu.
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MEDICO* GROUPR

Medico® Ihsurance Campany
Mareh 20, 2009

CHERYL SILVERNAIL
34402 THOMAS RD'E
EATONVILLE WA 98328

RE: Gladys E White
Palicy No:: 0834226
Duye: 02/08/2099

Dear Cheryl Sitvernail,

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

All of ourlong-term care/home health care policyholders are given the opportunity to
name an Advisor. The Advisor receives a notice from us any timé 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 prenrii‘um is'not'réc‘:'eived Within 35 days from the date of this lefter, the policy will

Thank you,

Timiothy J. Hall
President

L2462 02162009

Pratecting Your Future Today ®

1515 South F5thiStreet_+ Omaha, NE68124 + (402) 391-6900 » fax (402).391-6489 » clalm fax (402) 938-0459. + wiitwgomedicazom



Medico® Insurance Company : 1515 Sonth 76th Street
: : Omalm, NI'88124

1-800-225-6080

gomedico.cam

PAST DUE PREMIUM NOTI CE

El']"o change bmmg addiéas or pharie no., check hare and see reverse side.
“Your telephone number. as listed in our repords: {253) 846-1228
THIS NOTICE IS FOR ONE POLICY ONLY. OTHER POLICIES YOU MAY HAVE WILL BE BILLER SEPARATELY.
Make-chook ormoney order payable tor ‘\'[EDICO@ INSURANCE COMPANY

Pd“éy No. 0934226
GLADYS E WHITE

8223 60 AVE €T E PAY THES AMOUNT

PUYALLUP WA 88371-6155 6 MOS $3,018.92
OR-YOU MAY PAY:

12 MOS - §6,798.00

i MDS. $1,564.92

2 MOS. $1,068.80

Please rettmn upper portion with payment Keep lower pertson for: your regrds:

450

YOUR POLICY PREMIUM IS PAST DUE!

Dear Gladys B White,

Health care costs are rising along with everyday living cogts. Pm sure you agree. that should the
unexpected happen you'd Want the addad financial protection your policy may provide,

We.are sending this letter-to remind you that your insurance premium is past due. Experience
shows that most polivies expire inadvertently or the policyholder laler decides to Tregain the
policy at a higher cost,

We must receive your premivm within the nex(. 30 days or your policy will lapse,

Pleass mail your premium payment today in the eénclosed podtage-paid envelope.

Youi may be able 1o change your plan benefits and reduece your preminm cost but
cantinae your long—term eare coverage. Please contact your sgent or our Customier
Serviee Departiment for details.

If you have any guestions please call POLL-F I‘REE 1-800-228-6080 between 7:30-a.m., and
4:45 paa., Monday through Thursday; and 7:30 a.m. and 11:30 a.m. on Friday, Central Tinie.

Policyholder Service Departient
Medich Ingorance Company -

‘Bate Piid L  Check or M/D, No. : Amoint, Policy #r0S34226
) ’ Long:-Term Care
‘Modico® Insuiuine (‘ompxmy #1516 So. 76th Streel » Omnha, Nebraska 68124 « Website: gomedico.com

At Medico® Inswrance Company
wer e proyid of cur commitmeni to proleck your e foday.
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