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TIAA-CREF Life Il)surance Company 
730 Third Avenue , 
New York, NY 10017-3206 
212 490-9.000 1 800 223-1200 

Name of Insured: MRS MARY T DRISCOLL 

Long-Term Care Insurance Policy 

This Policy is intended to be a qualified long-term care insurance contract under Section 
7702B(b) Of the lnte- rnal ·Rev· en- ·u-e Code. -.. ·---.~-----···--··--- -- ---~---··---

·--,-..,.... ·,----------------~;_,.~--~-'--'-'------· ·~..:...:.:.__:_:._..-..:._ ___ . 

This Policy is not a Medicare Supplement Policy. This Policy is not intended to replace 
Your present health insurance. 

Notice to Buyer: This Policy may not cover all of the costs associated with long-term care 
incurred by You during the period of coverage. You are advised to CAREFULLY REVIEW all 
policy limitations. 

Caution: We issued this insurance Policy based on Your responses to the questions on Your 
application. A copy of the application is attached to and made a part of this Policy. If Your 
answers are incorrect or untrue, We may have the right to deny benefits or rescind Your 
Policy. The best time to clear up any question is now, befo.re a claimarises. If, forany 

-reason, any of Your answers are incorrect, write or call Us; Our address and phone number 
are shown above. 

This Policy is Guaranteed Renewable. We cannot cancel or refuse to renew this Policy. To 
keep this Policy in force, You need only pay the premiums on time. 

We have a limited right to increase premiums. Your premium will not increase due to a change 
in Your age or health. We can increase Your premium based on Your premium class, but only 
if We increase the premiums for all similar pol.icies issued on the same form as this Policy. If 
the premium increases, the increase will only be made as of an anniversar->' of the e_oJic.y ____ _ 

--Effective-Elate. -We wUI give You at least 30 days written notice before We increase Your 
premium. 

60 day right to examine Your Policy. You have 60 days from the day You receive this Pqlicy 
to examine and return it to Us if You decide not to keep it. You do not have to tell Us Your 
reason for returning the Policy. Simply return it to Us at the address above. We will refund 
the full amount of any premium paid, and the Policy will be void from the start. We will add 
an additional 1 0 % penalty to any premium refund due which is not paid within 30 days of 
return of the policy to Us. 

TCL-LTC.04(WA) 
Ed. 4100 

President 
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POLICY SCHEDULE 

GEN.ERAL POLICY INFORMATION 
Narne of Insured: MRS MARY T DRISCOLL SS#J8t• j ht 
Date of Birth: 08/15/1931 Age: 70 Years 

.. ~·-·-· ~Poticy-EffectiveDate: --Augast··1; -2oo:t·--.. -... -... ·· ··-·~~.~-. · ·cc-polfcy -f\ium-ber~o-9852468- -

(Effective 12:01 AM) 

This Policy was issued in the state of Washington. 

BENEFITS 
~~· Hfet:ime-Benef1t-Maximunr(as~ttre~F'oi1cy1:ffecthie'Dah}")--·-· -·· · -· --...c:::...::.::c'---·$.2oo;750~U(J ___ _ 

Nursing Facility Care Daily Benefit Maximum $110.00 per day 
Home and Community-Based .Care Daily Benefit Maximum $55.00 per day 
Benefit Waiting Period 90 Days 

This policy is sufficient to provide at least 5 years of benefits. 

SUPPLEMENTAL BENEFITS 
Caregiver Training 
Respite Care 
Durable Medical Equipment 

· Emergency Response System 
Initial installation Fee 

OPTIONAL BENEFITS 
Inflation Protection Option 
Shared Care Option 

PREMIUM SUMMARY 
Basic Benefits 

- ----Optional Benefit(s): -- ----- - - ------

lnfiat.ion Protection Option 
Shared Care Option 

Total Monthly Premium 

Total Monthly Premium 
With Spousal Discount 

Elected Payment Mode 

Total Modal Premium 

TCL-LTC.04(WA) 
Ed. 4100 

Lifetime Maximum of $550.00 
Maximum of 24 Days in any 1 2 Month Period 

Lifetime Maximum of $5,500.00 
Maximum of up to $35.00 per Month up to 36 Mo~ths 

Maximum of up to $75.00 

Rider is attached to the Policy 
Rider is attached to the Policy 

$119.43 

$95.92 
$17.23 

$232.58 

$209.32 

MONTHLY 

$209.32 
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. 
SPECIAL NOTE: Throughout this Policy, the words "We", "Our" or "Us" refer to 
TIAA-CREF Ufe Insurance Company ("TIAA-CREF Life"). The weirds "You;' or''Your" refer to the 
name of the Insured who appears on the Polley Scheduie page. For ease of reading, all defined 
terms, titles of sections, andprovisions appear in bold print. 

" 

Activities of Daily Living 
{"ADLs"l 

Activities of Daily Living are functions which You 
ordinarily are able to perform with.out Substantial 

- --~---~o~~~"Assistanee4cl'OR'lo-aoother_cif.ldividt:ral~= ¥oo~Ify--t-Ei- -- - · --·­
perform the follqwing si?< APL.s is used to. determine Your 
eligibility for benefits: 

1dult Day Health Care 

LTC.04(WA) 
'00 

·1. Bathing: the ability to wash Yourself in the tub, 
shower, or by sponge bath including the task of 
getting into or out of the tub or shower. 

2. Continence: the ability to voluntarily control bowel 
. and bladder function, or in the event You are 

incontinent, the abiffty to maintain a reasonable 
level of personal hygiene (including caring for a 

catheter or colostomy bag). 

3. · Dressing: the ability to put on and take off all 
garments and medically necessary braces or 
artificial limbs usually worn, and to fasten or 
unfasten them. 

4. Eatirig(Feeding): the ability to get nourishment into 
-Your body-by any-means once-it has been·------­

prepared and made available to You. It does NOT 
include meal preparation. 

5. Toileting: the ability to get to and from and on and 
·off the toilet and to maintain a reasonable level of 
personal hygiene. 

6. Transferring: the ability to move in and out of a 
chair or bed, with or without equipment or other 
support devices. 

Adult Day Health Care means a program of community 
based social and health-related services 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 setting outside the 
individual's home. 
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Definitions (Continued) 

Adult Day Health Care 
Center 

An Adult Day Health Care Center is an ornanizati<rn 
which is approp.r'iately regulated and which provides a 
program of community based Social .and health-related 
services provided during the day in a community group 

------ -----setting_f_ar_the_purpose_n_Lsupp_o.rting_ftail,_jmp_aired· ·. -------.-- ___ _ 
elderly or other disabled adults Who can benefit from - -
care in a group setting outside the individual's home. 

Alzheimer's Facility An Alzheimer's Facility refers to a Nursing Home/Nursing 
. ... . . . .. _ Facility or an. Assist~d Living Facility; qr. any part qf such _ 

--------------- ___ • -----~------ ~- facilities, that is primarily c!!lv9!!ld to c1:1ri11gfor pe_rsgns 
-- diagnosed"With--fo;lzheilner's··dtsease·;· 

Assessment 

Assisted Living Facility 

An Assessment is an evaluation(s) done by i:i Care 
Advisor or, by Your personi:il physician to determine or 
verify Your loss of functional or cognitive ability. 

An Assisted Living Facility .is a facility that is licensed, 
if required by the state in which it operates, to provide 
24-hour-a~day care and assistance with Activities of 
Daily Living, or ongoing supervision due to Severe 
Cognitive Impairment, for at least 3 or more patients in 
one location, and: 

1 . has trained and ready-to-respond employees on 
duty at all times to provide that care; 

2. provides three meals a day and accommodates 
special dietary needs; -

3. has formal arrangements for the services of a 
physician or nurse to furnish emergency medical 
care; and, 

4. has appropriate methods and procedures for 
---·- - ----- ___ _ _ ___ handling_and ad111iolst!lJLng drugs_ and bi_oJogi9E!l!l._ _ __ -· __ _ 

Benefit Waiting Period 

TCL-LTC.04(WA) 
Ed. 4/00 

The Benefit Waiting Period refers to the total number of 
days in which You continuously meet this Policy'i; 
eligibility criteria for benefits and You incur Covered 
Expenses for Nursing Facility Care or Home and 
Community-Based Care at least as often as twice every 
seven days. 

We will NOT pay Nursing Facility Care Benefits or Home 
and Community-Based Care Benefits before the Benefit 
Waiting Period has been satisfied. 

Days of care paid by Medicare will count towards 
satisfying the Benefit Waiting Period. 
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1:1e11muons 11,;ontinueaJ 

Care Adviso i' 

Care Management 
Organization · 

A Care Advisor. is a licensed health care practitioner 
(such as a licensed physic.ian, registered nurse, or · 
licensed soeial worker) employed by or under contract to, 
a Care Management Organization. rhis individual is 
qualified by training and ex~erience to assess__an_d_· ________ _ 
coordinate. the overall. medical, personal and social 
service needs of a person 'who suffers long-term physical 
or cognitivedisability. 

A Care Manageme.nt Organization is an organization, with 
..... whoniWe~cgntractrwhich isa2~QfiliatelyJfoensec:!_:ancL.::.:: _-- -

·~~~~- - -- --

Chronically Ill Individual 

TCL-LTC.04(WA) 

legally authorized to engi;ige in providing care 
management services and: 

1. has a staff, including at least one registered nurse 
(R.N.) and one social worker, who has a master's 
degree from an· accredited school of social work; 

2. has a full-time administrator; 
3. maintains written records of services provided to each 

client; and, 
4; provides services which include bl.it are not limited to: 

. a. assessing the individual's condition to determine 
what resources and services are nec.essary and by 
whom they might be most appropriately delivered; 

b. coordini;iting elements of a Plan of Care; 
c. making referrals to the appropriate medical or 

social services personnel or agency; 
d. monitoring such services with respect to utilization 

and quality; and, 
e. monitoring and assessing the status and needs of 

the client. · ··· ·· 

A Chronically Ill Individual is defined as a person who has 
been Assessed in the past 1 2 months by a Care Advisor 
or, by Your personal physician as: 

1 . being unable to perform (without Substantial 
Assistance from another individual) at least 2 out of 
6 Activities of Daily Living for a period of at least 
90 days due to a loss of functional capacity; or, 

2. having a level of disability similar (as determined 
under regulations prescribed by the Secretary in 
consultation with the Secretary of Health and 
Human services) to the level of disability described 
in clause (1); or 

3. requiring Substantial Supervision to protect such 
individual from threats to health and safety due to 
Severe Cognitive Impairment. 
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Definitions (Continued) 

Covered Expenses 

Daily Benefit Maximum 

Covered Expenses are charges incurred for Qualified 
long-Ter111. Care ServiCe.s that are reimbursed subject to 
the provisions entitled Eligjbility.Jor the Payment of 

· Benefits, Assessment and all other applicable terms of 
this Policy. 

-- - --------- - ---- ----- -------"'--------- . . .. -
The Daily Benefit Maximum is the maximum amount that 
We will pay for Covered Expenses incurred per day, for 
Nursing Facility Care or Home· and Community-Based 
Care. 

·Your·DailyBenefit Maximums are·shown on the Policy_._·····--······-. 
-------=sCFiedule page. · ---

Durable Medical Equipment 

Home Health Care 

TCL-LTC.04(WA) 
Ed. 4/00 

Durable Medical Equipment is equipment that meets all of 
the following tests: 
1 . it can withstand repeated use; 
2. it is designed and used only to assist with Activities 

of Daily Living or to treat a sickness or injury; 
3. it has no value, other than incidental value, to You 

or Your family in the absence of the condition for 
which it is intended; 

4. it fa not_ an item commonly found in households; 
5. it is not sporting or athletic equipment; and, 
6. it is not intended solely for the convenience of You 

or Your family.· 

Durable Medical Equipment include: 
1. ·walkers · · 
2. wheelchairs 
3. · hospital beds 
4. infusion pumps 

.. 5.- - ramps to permit movement from one level of the -
residence to another 

6. .grab bars.· 

Home Health Care refers to services that are provided to 
a patient in his or her home. Services rendered may 

. include: 
1 . providing assistance with Activities of Daily Living; 

or 
2. providing supervision or safeguarding a patient due 

to Severe Cognitive Impairment; or 
3 .. providing necessary health, medical, or personal care 

services such as physical therapy, speech therapy, 
respiratory therapy, home health aide services, 
nutritional services, personal hygiene services; or 

4. providing home Hospice Services; or 
5. providing homemaker services, including assistance 

with cleaning; laundry services; food shopping; meal 
preparation; transportation to accompany the insured 
to and from medical appointments; and administering 
medications. 
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Definitions !Continued! 

Home Health Care Agency 

___ l·IDsp'l'heEacility .. _~~ 

Hospice Services 

Immediate Family 

Lifetime Benefit Maximum 

·-----

Maintenan_ce or Personal 
Care Services 

Medicaid 

Medicare 

TCL-LTC.04(WA) 
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A Home Health Care Agency is primarily engaged in 
providing nursing care or Personal Care in the home and 
is licensed or certified by the appropriate licensing 
authority ln thafstate to provide such services . 

. A-Hospicecf'acility-is--a-ctacility~that-pruvides a formal 
program of care for terminally ill individuals on an in­
Piltient basis and is directed by a physician. 

Hospice Services are in-patient or out-patient services 
. not pai~ by Medicare, thatare designed to provide . 
p.alliath!e· -care~and_to__alleviatec.tba:pb¥Sical,--errro.tional,---=:::__::::_~:_ 
social, and spiritual discomforts of an individual who is 
exper.iencing the last phases of life due to a terminal · 
disease. 

Immediate Family refers to an insured's spouse, child 
(natural, step, or adopted), parent, sibling, grandchild, in­
law, or anyone who resides in the insured's home. 

The Lifetime Benefit Maximum is the maximum amount 
that We will pay for all Covered Expenses under this 
Policy. The amount of Your Lifetime Benefit Maximum 
·will be reduced by -aH payments· made for Covered · 
Expenses except for those associated with the Care 
Management Benefit.· The Lifetime Benefit Maximum is 
shown in the Policy Schedule. 

If You choose the Lifetime (Unlimited) Benefit Period 
option, Your Lifetime Benefit Maximum.will not increase, 
be reduced or exhausted by Covered Expenses. Other 
limits, such as. the Daily Benefit maximums still apply. 

"- - ·- - ·-· ··- -· - - ....... ··- -- ·--·---- --·-----·- -- -----·------·---- --------- - --- -- -

Maintenance or Personal Care Services means any care 
for which the primary purpose is to provide needed 
assistance with any of the disabilities that resulted from 
an individual being a Chronically Ill Individual (including 
protection from threats to health and safety due to 
Severe Cognitive Impairment). 

Medicaid refers to a program provided by the joint 
federal-state public assistance (welfare) program which 
provides payment for health care services to those with 
low incomes or with very high medical bills relative to 
income and assets. This program was established by 
Title XIX of the Social Security Amendments and is 
administered by the states. 

Medicare refers to the reimbursement system as 
discussed under Title XVIII of the Social Security 
Amendments of 1965, as then constituted or later 
amended. 
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Definitions .!Continued) 

Nurse 

Nursing Home/Nursing 
Facility 

A Nurse is a registered professional nurse (R.N.) or a· 
licensed practical nurse (L.P.N.). · 

- ANursing Home/Nursing Facility is a facility that is 
licensed or legally authorized to be a Nursing Home/ 

---·Nursing-Faoility-iil-aeGoFdaiiGe-With-the-laws-of--tl'le-State--------­
ih whicli it operates~ A Nursing Horne/ Nursing Fal:ilit'f-
provides :24-hour nursing services; or a distinctly 
separate part of-a hospital and has: . _ 
1 . a planned program of policies and procedures that 

-is developed with the advic.e of, and is. periodically 
reviewed and' executed by, a professional group of 

_____________ :~-- -at lel!§t onju:1Jjysician ari_:~L9_ri~_rtmi_s_te~i:i_ctrrl!rse_::_:_::__ ~:__:___:_:_~____:__:___:_ 
(R.N.); 

Personal Care 

Plan of Care 

TCL-LTC.04(WA) 
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2. a doctor available to furnish medical care in case of 
emergency; 

3. at least one Nurse who is employed there full time 
(or at least _24 hours per week if the facility has 
less than 10 beds); 

4. a Nurse on duty or on call at all times; 
5. clinical records for all patients; and, 
6. appropriate methods and procedures for handling 

1:1nd administering drugs and biologicals. 

Services provided may include: nursing care, personal 
care, pnysical therapy, speech therapy, respiratory 
therapy, nutritional services, or personal hygiene 
servic.es. / 

A Nursing Home/Nursing Facility does not include: 
retirement communities; rest homes; homes for the 
aged; sheltered living accommodations; residence 
homes; homes for the mentally retarded, the mentally ill, 

-or for the blind or the deaf; a hotel; a domiciliary care 
home; or a residence or home for alcoholics or drug 

__ abusers. _ _ _ _ _ _ ___ _ 

Personal Care means Standby Assistance with Activities 
of Daily Living or providing custodial services for those 
suffering Severe Cognitive Impairment. 

A Plan of Care is a written document that is prepared by 
and signed by a Care Advisor or, by Your personal 
physician, that specifies prescribed Qualified Long-Term 
Care Services and treatments that are consistent with an 
Assessment of Your ability to perform Activities of Daily 
Living and basic cognitive functions. 

A Plan of Care must be prepared in accordance with 
accepted standards of practice and must contain 
services or treatments that could not be omitted without 
adversely affecting the insured's illness or condition. 
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Definitions (Continued) 

Qualified Long-lerm Care 
Services · 

. ' 

Representative 

C).ualified Long-term Care Services refers to necessary 
diagnostic, preventive, therapeutic, curing, treating, 
mitigating., and rehabilitative services, and Maintenanc.e 
or Personal Care Services, that are: 

-- - -------- - -- --~ - - --- - - -- - - ------ ------------
1. .. required by a Chronically Ill Individual; and, 
2. provided pursuant to a Plan of Care prescribed by a 

Care Advisor or, by Your personal physician. 

A Representative is a person or entity legally empowered 
.~~~~--~·. to_represenfYou.. ··-···· ·-·· 

Respite Care 

Severe Cognitive Impairment 

. ... Standby Assista.1we __ .. . . ... 

Substantial Assistance 

Substantial Supervision 

TCL·LTC.04(WA) 
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Respite Care refers to serViCes You need during the time 
that Your primary caregiver (a member of Your 
Immediate Family or a.n unpaid primary caregiver) is 
unable to care for You. ' 

Respite Care can be receivedat home or in a nursing 
home or nursing facility. 

Severe Cognitive Impairment refers to a loss or 
deterioration in intellectual capacity that is: 

· 1, · comparable to (and includes) Alzheimer's disease 
and similar forms of irreversible dementia; and, 

2. measurable by clinical evidence and standardized 
tests that reliably measure impairment in the 
individual's: 

a. short-term or long-term memory; 
b. orientation as to people, places, or time; and, 
c. deductive or abstract reasoning . 

Stiindby Assistam:e .meanS; having the presence of· 
another person within Your arm's reach that is necessary 
to prevent, by physical intervention, injury to You while 
You are performing an Activity of Daily Living (such as 
being ready to catch You if You fall while getting into or 
out of the bathtub or shower as part of bathing, or being 
ready to remove food from Your throat if You choke 
while eating). 

Substantial Assistance means Standby Assistance. 

Substantial Supervision means continual supervision 
(which may include cuing by verbal prompting, gestures, 
or other demonstrations) by another person that is 
necessary to protect the severely cognitively impaired 
individual from threats to his or her safety (such as may 
result from wandering). 
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ELIGIBILITY FOR THE PAYMENT OF BJ:NEFITS 

Eligibility fpr the Payment of 
Benefits 

You are eligible for benefits during the time this Policy is · 
force.and the f.o. llowillg conditlonshave been met: . . 

------------ - --------- ------ ------ - -------- -·- ----~- ·-~--- ··----~ - . -- --·~-··- -·------------ ·--·----------
1. . a car1i Advisor or, Yourpersonal physician has. -

assessed that You are a Chronically Ill Individual; 
2. You have completed the Benefit Waiting Period, if 

any; and 
3. Your expensesfor care are Covered Expenses. 

---=~limitations. -- ·· -·· · __ . ..:::::.::-=~::::_i:t:iis-P-0licv-cGR-t-ains-a.cme-t~me-ol'.lly--Berief.it .W-aitin9-==-==•__.= ====-=-­
. Period. This means that YQu cinlyhave to satisfy the 

Ben1ifit Waiting Period once during the lifetime of Your 
policy. 

Your Benefit Waiting Perio_d begins on the date Our 
Assessment establishes Your inability to perform two or 
more Activities of Daily Living or due to Severe Cognitive 
Impairment. 

To satisfy the Benefit Waiting Period, You are required to 
incur expenses for Nursiilg Facility Care or Home and 
Community-Based Care at least as often as twice every 
seven days within Your elected Benefit Waiting Period. 

The Benefit Waiting Period does NOT apply to Respite 
Care, Care Management, Caregiver Training, or the 
Emergency Response System. 

We will NOT pay benefits for expenses incurred on the 
-- ------ ----------·-------- --------. -----·same day foYlloth-NursingFacmtvcare and Home and - -------~--

TCL-LTC.04(WA) 
Ed. 4100 

Community-Based Care. 

If You are eligible to receive Nursing Facility Care 
Benefits and Home and Community-Based Care Benefits 
on the same day, the maximum daily amount that We · 
will pay will be the largest Daily Benefit Maximum for: 

1. Nursing Facility Care; OR 
2. Home and Community-Based Care. 
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NURSINGF:ACILITY 
CARE BENEFITS · 

POLICY BENEFITS 

The maximum amount that We will pay for each day of 
.Covered Expenses incurred as an overnight resident in: 

··----· ·--·~·-.-~. -.-.--.-.. -. ··------ - -. -.. 1-:~-,..ll-Narsln!rl"lome/Nursin"ffFacility; or - ~ -.-- -.- · 
2. an Assisted Living Facility; or · 
3. an Alzheimer's Facility; or 
4. a Hospice Facility; and 
5. for Bed Reservation .. 

------··-··· -· --·· --.-~ ----·wm·tnrequalti:h:hlflesser:of!---~---------------·-----·-

1. the Nursing Facility Care Daily Benefit Maximum, 
as shown in the Policy Schedule; or 

2. the actual daily charge. 

BED RESERVATION BENEFIT 
This benefit .is designed to hold Your bed should Your 
stay in. a Nursing Home/Nursing Facility, Assisted Living 
Facility, Alzheimer's Facility or H1>spice Facility be 
temporarily interrupted. 

The maximum amount that We will pay for each day of 
Bed Reservation will be equal to the lesser of: 

1 . the Nursing Facility Care Daily Benefit Maximum; or 
2. the actual daily charge. · 

The maximum number of days that We will pay_f0_!1~cl ______ _ 
•. C - - - - - - • - -------- -·-- - ------Reservatro-ri}s ·30 ciavs lnanv T.im<:lntll l:leri6ct. 

TCL-LTC.04(WA) 
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If Your Policy S.chedule shows a dollar amount for the 
Lifetime Benefit Maximum, Your available Lifetime 
Benefit Maximum will be reduced by the amount paid for 
the Nursing Facility Care Benefit and the Bed Reservation 
Benefit. 
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Policy Benefits (Continued) 
Home and Community-Based Care Benefits 

HOME AND. 
COMMUNITY-BASED 
CARE BENEFITS 

ThEi maximum amouht that We will pay for eacl) day 
that Covered Expenses are incurred for Home Health 
Care or Adult Day Health Care services will be equal to 
the lesser_ of: 

- - - - - ·--- -- - . - -··-.,.-··- ---- ---,,·-··-·---------

· - 1.; the Honie and CohfniunitY"Based Care Daily Benefit - -- -
Maximum, as shown in the Policy Schedule; or 

2. the actual daily charge. 

Jf Your Policy Schedule shows a dollar amount for the 
_ __ Lifetim!'! Benefit Maxim4m, Your available Lifetime 

----------------------~-------------------~BeneHt-MaJC<imum-will-be~edYGed-bv-the amgunt paid---=--_:~----~:_::_ 
under this benefit. 

SUPPLEMENTAL BENEFITS 

NOTE: 
l. Ad4lt Day Health Care services must be rendered 

under the direction of an Adult Day Health Care 
-Center. 

2. Home Health Care services may be rendered under 
the direction of a. Home Health Care Agency or by 
a licensed. or certified home health care provider 
(e.g., a home health aide) who is NOT affiliated 
with a Home Health Care Agency. · 

If Voll use a licensed or certified home health care 
provider who is NOT affiliated with a Home Health 
Care Agency, both the provider and the services 
rendered must be approved by Us and a Care 
Advisor and Your personal physician. 

Care Management Care Management is completely voluntary. It is an 
optional service designed to help You when You are 

. making decisions about long-term care; the care You . 
--- ------ ------- ----------------- need_and_v__p.ur_options_to[_me_e_tin_gJ;llosc:u1eec:!~_)'qy_~rn--

NOTrequired to use this service or to follow the. ----

TCL-LTC.04(WA) 
Ed. 4/00 

suggested recommendations. 

Servicei; provided under Care Management are furnished 
by Our Care Advisor. These services include: 

Services provided by Care Management are furnished 
through a Care Management Organization and include: 

1.. designing a Plan of Care that will match Your 
long-term care needs with available resources and 
care providers in Your community; 

2. periodically reviewing Your long-term care needs; 
and 

3. revising, if necessary, the Plan of Care. 

Expenses for Care Management are paid entirely by Us 
and will NOT reduce Your Lifetime Benefit Maximum. 

The Benefit Waiting Period does NOT have to be met in 
order to receive this benefit. 
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Policy Benefits (Continuedl 
Supplemental Benefits 

Caregiver Training Caregive.r Training is designed to teach a person who is 
designated by You to .assist.You in such areas as: 

' 1. the proper use and care of therapeutic devices; 
·--·--.-----~2~-nre-properuseoroisposaFofmea1cal-a1ds; and~.• 

Respite Care 

3. the changing of wound dressings or re-positioning 
in bed. 

The .lifetime maximum amount that We will pay for 
Caregiver Training is five times the Nursing Fadlity Care 

--~~· Dail~enefitcMaJtim1.1m. · - -~-:::::::::::·==~=====·== 

If Your Policy Schedule shows a dollar amount for the 
Lifetime Benefit Maximum, Your available Lifetime 
Benefit Maximum will be reduced by the amount paid 
under this benefit. 

The maximum number of days that We will pay for 
Covered Expenses for Respite Care is 24 days in any 12 
month period. · · · . 

Tl'le-maximum ameunt 'that We will pay for each day of 
Respite Care received. at home or in an Adult Day Health 
Care Center will be equal to the lesser of: 

1 . the Home and Community-Based Care Daily 
Benefit Maximum, as shown in the Policy 
Schedule; or 

2. the actual daily charge. 

The maximum amount that We will (la_yio_r_1:11!<::h_c1_a_y of ____ _ 
-·----------· ---- ·-----.-----------~-Respite Carecrecelvecilna·f>fur~in9-Horne/Nursing Facility 

TCL-LTC.04(WA) 
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will be equal to the lesser of: 

1 . the Nursing Facility Care Daily Benefit Maximum, 
as shown in the Policy Schedule; or 

2. the actual daily charge. 

If Your Policy Schedule shows a dollar amount for the 
Lifetime Benefit Maximum, Your available Lifetime 
Benefit Maximum will be reduced by the amount paid 
under this benefit. 

Page 15 



Policy Benefits (Continued) 
Supplemental Beriefiis 

Durable· IVledical Equipment This benefit provides for the rental of Durable Medical 
Equipment; it does NOTprnvide for the P. u. rnhase of 
rnedical supplies or devices; however, if it is more 

Emergency Response 
System 

···· - -economical~to·purchase~rather-ti'lan-reflt-Hie-Dul'able----· -· - -- --·-· . 
. ... .... - Medical Equipment, We may pay for such a purchase(s):··-·- - - . - -· 

To be eligible for this benefit, prior written certification is 
required byYo\ir physician (or by a licensed medical · 
professional) and by a Care Advisor stating that: 

- ·---- --- -·-- - -----·-
1. the Equipment is appropriate for Your needs; and, 

· 2. the Equipment is expected to allow You to 
continue to stay in Your home for at least ninety 
days with its use. • 

The lifetime maximum amount that We will pay for 
Cove.red Expenses incurred for .Durable Medical 
Equipment is fifty times the Nursing Facility Care Daily 

· Benefit Maximum. 

If y9ur Policy Schedule shows a dollar amount for the 
Lifetime Benefit Maximum, Your available Lifetime 
Benefit Maximum will be reduced by the amount paid 
under this benefit. 

An Emergency Response System means a 
communication system that is: (a) installed in a person's 
home~ and, (bl is. us.ed to call for assistance in the event 
of a medical emergency. 

------------------------------------·--·---·-------------------· 

TCL-LTC.04(W A) 
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The maximum amount that· We will pay for Covered 
Expenses incurred for an Emergency Response System is 
$35 per month, for a maximum of 36 months, and an 
initial installation feeup to $75. 

We will NOT pay for any expenses for normal telephone 
services or for a home security system. 

If Your Policy Schedule shows a dollar amount for the 
Lifetime Benefit Maximum, Your available Lifetime 
Benefit Maximum will be reduced by the amount paid 
under this benefit. 
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Policy Benefits (Continued! 
Supp.lemental Benefits 

Alternate Care Services 

• 

Alternate.Care Servicesrefers to Qualified Long-Term 
C11re $erviC!;I$ which are not otherwise defined under . 
Nursing Facility Cate Behefits or Home and Community­
Based Care Benefits . --·----·· 

--·-~~=-=""""---~~.=e=--'-C-_c;o;·=---=---·-~--·-- ---- ---· - -·--·--·-----~ -- - -- - -----·----- ---- - ______ .. --·--··------ - -·--· - ------·-· - -·-· ------ ---- -

TCL-LTC.04(W A) 
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Eligibility for reimbursement of Alternate Care Services is 
subject to the following conditions: 

1. A Care Advisor. or Your personal physician has.· 
developed and submitted to Us a Plan of Care that 

- - -·~~- ---~ ~c-·~ --·· -~~~-ChaS'been agreed~to:--by¥0tfor-¥0tir'-Represeritative:, ~=~-=--~..:.= 
Your physician, and Us; and .. 

2. We have determined that the Alternate Care 
Service(s) is an appropriate alternative to the 
benefit(s) otherwis.e covere.d under this Policy. 

The maximum amount that We will pay for Covered 
Expenses for each day of Alternate Care Services if You 
are confined as an overnight resident in an approved 
nursing facility will be equal to the lesser of: 

1. the Nursing Facility Care Daily Benefit Maximum, 
as shown in the Policy Schedule; or · 

2. the actual daily charge. 

The maximum amount that We will pay for Covered 
Expenses for each day of Alternate Care Services 
received at home or in a community-based setting will be 
equal to the lesser of: 

1 . the Home and Community-Based Care Daily 
-----~~-~.SeAefit-Ma*imum.,-ffe-si'lewn-in--tl'le--Policy~-------­

Schedule; or 
2. the actual daily charge. 

If Your Policy Schedule shows a dollar amount for the 
Lifetime Benefit Maximum, Your available Lifetime 
Benefit Maximum will be reduced by the amount paid 
under this benefit. 
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POLICY LIMITATIONS AND EXCLUSIONS 

Expenses for the..following types of .care are NOT Covered Expem;es and are excluded undt;ir 
the terms and conditi.On$ of this Policy: 

1. care which is provided by a member of Your Immediate Family; 

2. care which is or usually would be rendered free of charge if this Policy were not in 
effect; 

""'·-·~·----:~ __ •• ___ :_ ______________ .c... ______ ·-· :_,_~------ --·- - -·· -···-·-- ---- ·--·-·· --- --·-·--· ~--------·-·""""·~------- --

-·-3:·-- - care wnfon is required because ol arfauempcat ·suicide ·or 111re11t1ona11v selt~lnfttc::tea ·- --- - - - --
injury whether sane or insane; 

4. care which is required because of war or act of war, whether declared or undeclared; 

5. to the extent permissible by law, care for which benefits are provided under: 

a. Medicare; . . 
b. Other governmenti;il programs, except Medicaid; . 
c. Mandatory Automobile No-fault Insurance; 
d. Wor~ers' compensation; 
e. Employer's Liability Programs; or, 
f. Occupational Disease Law; 

6. care which is provided in an institution licensed primarily to care for patients with 
mental illness, to house the mentally retarded, or to treat or rehabilitate individuals 
with alcohol and drug addictions; and, 

7. care received outside of the United States and its possessions. 
------------. ---------·· . . --- .~------------

TCL-LTC.04(W A) 
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Notice ofClaim. 

CLAIMS ll\li=ORMATION 

Notice of .c.laim must be received by Ul! within six 
months of when You incut Covered Expenses or as soon 
after as reasonably possible. 

· ·-· ...... ·- - -=~~=-=cc·'""To help facilitate payment of benefit!r; You o-r-Your - - ---~·:--- ---- -
Representative should contact Us immediately by calling: 
1-800-223-1200; OR by writing to Us at: 730 Third 
Avenue, New York, NY 10017c3206. Written 
documentation should inc.lude: 

. -- - - - - - - --- - - - - -----·C -~ - ~---C---- l. --Your Flame ·afld-addressF-: · - - -·- -· - --- =-: __ ~ ~ : ... ··--------- ··-

Claim Forms 

2. Your Policy number, as shown in the Policy . 
Schedule page; 

3. the occurrence, character, and extent of Your loss; 
4. the names and addresses of the care providers 

who are aware of Your condition; and 
5. the time periods for which You are claiming 

benefits. 

We may require that You, Your .Representative, or a 
person or organization that is providing care to You 
complete forms th<it will be used in an As$e$sment. If 

· We do not furnish any such forms within fifteen days 
after receiving Your claim, You will be deemed to have 
complied with Our requirement for proof of loss by 
submitting suitable written proof covering the 
occurrence, character, and extent of the loss for which 
Your claim is being made. 

Proof of loss must be furnished as soon as reasonably 
possible, but no later than two years from the date a 

---~~---~CoverQ!:I Exl)ensels.ii:l.currei..,__ ______________ _ 

Assessment 

TCL·LTC.04(WA) 
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After We receive Notice of Claim, an Assessment may 
be required. If the Assessment is performed by Your 
perso11al physician, a copy ()f that Assesment and a Plan 
of Care must be sent to Us. If the Assessment is 
performed by a Care Advisor, We will pay for all 
expenses. 

If We require additional information in order to provide 
evidence of Your cognitive or functional status, We will 
request permission to contact Your physician or other 
care providers who are familiar with Your condition. 

If You refuse to cooperate with Our request for an 
Assessment or deny permission to contact others 
familiar with Your condition, eligibility for reimbursement 
of Covered Expenses will be denied. 
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Claim Information (Continued) 

Assessment (Continued) We will NOT reimburse expenses until the Assessment is 
. completed and Your eligibility fo receive benefits is · 
determined . 

.. . - . --- --We-reserve-tbe.-dghtJo-rn.quest,JLnecessar_y, .. tbat . .an_ _ -.- . _______ . 
------· --·-······ --·····-· · -- · ··-additionalAssessment(s)·be-performed bya Care------··----

Periodic Assessment · 

Payment of Claims 

How to Appeal a Claim 
Decision 

Erroneous Paymentlsl of 
Benefits 

TCL-LTC.04(WA) 
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Advisor. 

We will periodically (at least annually) perform ah 
Assessment at Our expense to determine Your benefit 
Eiligibility. When IJ\fe have paid benefits to You for two 

---~- cciritinuo:Usyears.,.We will /lot require.an .As.s.essmeilt. _ .. 
. more .often than once per year. 

We will notify You or Your Representative of Our 
decisiOn to confirm or deny payment of benefits. 
Payment of Covered Expenses will be made on a timely 
.basis. Except for direct paylT)ents to care providers that 
are authorized by You in writing, reimbursement of 
Covered Expenses will be paid to You. Any direct 
payment We make in good faith will fully discharge Our 
liability under this policy for the payment of that benefit. 

· AtYour death, any benefits unpaid will be paid according 
to the following priority: 11 I direct payments due to care 
providers; (2) Your spouse, if living; (3) Your estate. We 
reserve the right to pay up to $1,000 of such benefits 
otherwise payable to Your estate to someone related to 
You by blood or marriage who We deem to be an· 
appr()priate person to receive such payment. We will be 
discharged to the extent of any such payment made in 
good faith. 

If You believe Our claim de_cision is in error, You or Your 
Representative should send Us a full explanation (no 
special form neec:led) that tens Us why You feel We 
shol.lld change .Our decision.. Include the names, 
addresses, and phone numbers of any provider(s) who 
You think We should contact to learn more about Your 
health and the care You received. 

Once We complete Our review, We will notify You in 
writing and pay any benefits then due as a result of Our 
reconsideration. 

If We have made payments that are not required by the 
Policy, such payments must be promptly returned to Us. 
If such payments are not repaid, We will reduce future 
benefit payments otherwise due under this Policy as 
repayment or take any other legal action We deem 
necessary. 

Page 20 



When Premiums are Due 

PREMIUMS 

The first premium payment is due on the Policy Effective 
Date, Premiums, after the first, are due annually, 
semiannually, qt1arterly; monthly or for anY- other period ~-- --

----------~--~--~--~----~--=------=--=-=-w""'fiicff"We ana"You "have agreed-apon:--1h-e premioms---------
and how often premiums are to be paid are shown in the 
Policy Schedule page. All premiums are payabl.e. at Our 
Home Office or as otherwise instructed by Us in writing. 

Renewability - Tliis Policy is Gllari:lnteed Renewable. We cannot cancel __ __ _ __ _ -· ___ ~-~-·~- __ ~-- -~-c..or refuS.e. to .. renew this Policy, __ To .keep th is !:>oiicy Jn =- -_- -

Waiver of Premium 

force, You need only pay the premiums on time. 

While Your policy is in force, We will waive premium 
_payments. which fall due once You have satisfied these 
conditions: -

(1) You have completed the Benefit Waiting Period; 
and, -

(2) You are receiving Nursing Facility Care Benefits or 
- Home and .Community-Based.Care Benefits. 

Once You become eligible for the Waiver of Premium, 
We will refumlpremH:imtsJ paid for any period during 
which the Waiver of Premium is in effect. 

We will stop waiving Your premium(s) when You are no 
longer receiving Nursing Facility Care Benefits or Home 
and Community-Based Care Benefits for 30 consecutive 
days. 

To cover the period of time from when the Waiver of 
Premium ends to the due date of Your next regularly 

~~~~~-~~~_s_cbeduJ_ed_p~emJum,--You-Will-:be-char-se~ta-------
portion of Your premium. - -

Grace Period/Lapse 

TCL-LTC.04(WA) 
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NOTE: The W11iver C!f Premium will NOT apply during 
the time Yo.u ar.e ONLY receiving the Respite Care 
benefit, the Care Management benefit, the Caregiver 
Training benefit, or the Emergency Response System 
benefit. 

This Policy has a 31 day Grace Period. If any premium is 
not paid on or before the date it is due, it may be paid 
during the following 31 days. The Policy will remain in 
effect during these 31 days. 

If the premium is not paid by the end of the Grace 
Period, the Policy will be terminated (Lapse) as of the 
due date; except if the Third Party Notification Option 
has been elected. 
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Premiums !Continued) 

Third Party Notification 
Option 

To avoid the unintentional Lapse-of Your Policy, Yo.u 
may designate a person, in addition to Yourself, to be 
notified by Us when Yo.ur premium is overdue. _ This _ 
designation will extend the 31 day Grace Period by an 

____ __ ______ _adrlitimial 303:!...a_ys from the date Your d~ignee is T ______ _ 

--------------- ---------------~---------- notified-of Your latecpremiam-;-lf Your· premium-has-NfJ-"f ----------
beeh received by the end of this additional 30 day 
period, Your Policy wilfLapse. 

The designee will be deemed to receive the notification 
_ _ _ _ _ _ ________ _ five busiifess days after It is mailed. We will not extend 

--- --------- ---- --- - Your Graoe-Perfod uilless You-eleci-thls Third Party~.:~- - - - -- -- - -- -­
Notification ()ption. You h1:we the right to change Y()ur 

. Extension of Benefits 

Reinstatement 

-----------

TCL-LTC.04(W A) 
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designee at any time by notifying Us . 

Termination of Your Policy shall be without prejudice to 
any benefits payable for institutionalization if the 
institutionalization began while Your Policy was in force 
and continues without interruption after termination. 
The Extension of Benefits beyond the period Your Policy 
was in force is limited to the duration of the benefit 
period, if any, or to payment of the maximum benefits 
and is ~IJbject to the Benefit Waiting Period, and all other 
applicable prnvisions cif the Policy. 

If this policy has Lapsed for non-payment of premium, it 
may be put back in force (reinstated) within one year of 
the date of Lapse after We receive the following: 

1 . a properly completed application for Reinstatement; 
2; proof of insurability satisfactory to Us; and, 
3._ payment. of <1ll premiums <;fue. 

You will be notified in writing whether Your application 
for Reinstatement has been approved. If We do not give 
You this notic-e within 45 days after We receive the 

-above iterns, Y()uri[lsurance will be Reinstated, 

Merely remitting a premium will not Reinstate .this Policy. 
Any premium remitted without an application for 
Reinstatement will be refunded. 

The time periods for contesting a Reinstated Policy will 
start from the date We approve the Reinstatement, not 
the total time the Policy has been in force (refer to the 
section entitled "Incontestability - Time Limit On Certain 
Defenses"). 

NO benefits are payable for Covered Expenses that were 
incurred during a Lapse prior to Reinstatement. 
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Premiums (Continued) 

Reinst.atement Que to 
Unint~ntiOnal Lapse · 

. 
---~~==--=-

If Your Policy was terminated due to non-payment of 
·premiums, You or Your Repre11entat1ve may request th<it 
·_Your Policy be Reinst<ited by providing Us with proof 
that You suffered Severe Cognitive Impairment during 
the· Gi:acif PeriD:!Lam:l...:.h.Y.c1il.lbrt\ittil'ig~ILp.ast~due_·· _· ·- -· -· _·· - ... - - -

·~===premlums:--filerequest-fOr Reinstatemenfmust-be ma-de ______ _ 
within. nine months after Your coverage has Lapsed. If 
Your Policy is Reinstated, We will treat this Policy as .if 
there had been no Lapse in coverage. 

- . - .... 

·----. -·---~--~-·--~-~~~~cc-~~~-c- --.. -... -.-. - - _.:·:-__ -_-_-.. ------------···--------.-.. -----. -_-_-_-_ 

TCL-LTC.04(WA) 
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GENERAL. PR.QVl$10NS 

The Contract Th1s Polley, incluc:Hng Your application and any attached 
papers, represents the entire contract between You and 
Us. No change in this Policy will be effective unless it is 
made in. writing andi.s aPPJoVec! by an execµtive officer 

~-~=--:--=~----=--=- ~~--~-: _·· -~orrngil'ltJar.::oJ-1:!5.A."_e_l'!J;;F-LiL, ____ - --~------- ---=-=-:__::_·_:_::_:_::-

Benefit Changes 

Misstatement of Age 

Incontestability - Time Limit 
On Certain Defenses 

TCL-LTC.04(W A) 
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Any change must also be approved by You or be 
reqqired by law; unless we have the right to 111ake the_ -
change on Our own. This contract is governed by the 
state in which it was issued as of the Policy Effective -
Date shown on the lfolicy Schedule ·page. - -

You-mav be-eii9ibietomakechari9es to Your l:ienefits. -
All changes must be approved by Us in writing and may 
require proof of insurability satisfactory to Us. Changes 
to benefits may impact Your premiums. Contact Us for 
details. 

If Your age has been misstated in Your application, any 
amounts payable under this Policy will be the amount 
that the premiums paid would have purchased at the 
correct issue age. If, based on Your true age, We would 
not have issued this Policy, this Policy will be void and 
We will only be liable forthe refund of all premiums You 
paid, less any benefits· we paid. 

Our right to contest this Policy is limited as follows: 

1 . If this Policy has been in force for less than six 
months, We may rescind the Policy or deny an 
otherwise valid claim upon showing of 
misrepresentation that is material to Our 
acceptance for coverage. 

2. If this Policy has been in force for at least six 
---rnGnths-but-less-tha1:t-tw<Wf.eal"S,--W~-may_rescind-----

- the Polk:y or deny ah otherwise valid claim upon - · - - · · - -- -
showing of misrepresentation that is material to 
acceptance for coverage and which pertains to th_e 
condition for which benefits are sought. · 

3. After this Policy has be{:}n in force for two years, it 
is not contestable upon grounds of 
misrepresentation alone; We may contest the 
Policy only upon showing that the insured 
knowingly and intentionally misrepresented 
relevant facts relating to the insured's health. 

However, if this Policy is Reinstated for any reason other 
than Reinstatement Due to Unintentional Lapse, We have 
the right to contest it (based only on answers to 
questions in Your application for Reinstatement). Using 
the rules above, the time periods for contesting the 
Reinstated Policy will start from the date We approve 
Reinstatement, not the total time the Policy has been in 
force. 
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General Provisions (Continued) 

When_ Your Cov~rage Begins Coverage under this Policy begins on the Policy Effective 
Date shown in the Policy $chequle page. 

==~==-~-·=-·-· -·- ·~--.~~---------~---____ ---="---=:---~:-:--_-_-_-_-·_::::::.~:~=--·-·---=-~--~ 

When Your Coverage Ends 

Legal Action Against Us 

Cash/Loan Value 

TCL-LTC.04(WA) 
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Your coverage ends when one of the following occurs: 

.1. Your Death. This insurance will automatically 
terminate on the date of Your death. We will refund 
to Your estate the pro-rata premium paiq for c.:overage 

.. after the date of Your- death. -- : 

2. Benefits Are Exhausted. This insurance will 
automatically terminate if Your Lifetime Benefit 
Maximum has been exhausted. 

3. Lapse Due To Non-payment Of Premium. This 
insurance will automatically terminate upon Lapse as 
indicated in the "PREMIUMS" section. 

You cannot sue. Us to obtain benefits under thi.s Policy 
before 60 days after written proof of eligibility for 
benefits has been given as required by ·this Policy, You 
cannot sue Us at all under this Policy unless suit is 
brought within three years from the time written proof of 
eligibility for benefits is required to be given. 

This Policy has no cash or loan value. 

-----------------------
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TIAA-CREF Life Insurance Company 
730 third AVenue . -· 
New York, NY 10017-3206 
212 490-9000 1 800 223-UOO 

-- - - - ----- - - ---·· - --- - --···---· 
. -------···--- ·-~ -------~-

INFLATION PROTECTION OPTION RIDER 
5% Compound Inflation Option 

Insured: MRS MARY T DRISCOLL 
Policy Effective Date: August 1, 2002 

Policy Number: 09852468. 
Rider Effective Date: August 1 , 2002 

This Rider is attached to and made part of the Policy that was issued to You by 
TIAA-CREF Life Insurance Company. The rights provided by this Rider are subject to the terms 
and conditions of this Rider and the Policy. This Rider is effective as of the Rider Effective Date 
indicated above, Premiums for this Rider are shown on the Policy Schedule page in Yo.ur Policy . 

. On each anniversary of Your Policy Effective. Date We will increase by 5%, · compounded 

. annually, all of Your Daily Benefit Maximums and Your Lifetime Benefit Maximum shown on the 
Policy Schedule page. 

Before We increase Your Lifetime Benefit Maximum, it will be reduced by benefits We paid for 
Covered Expenses incurred before the anniversary of Your Policy Effective Date. 

The amount of the benefit We will pay is determined as of the date You incur a Covered 
Expense, not as of the date You apply for benefits. 

If You elected the "Lifetime (Unlimited) Benefit Period" option, NO adjustments will be made to 
Your Lifetime Benefit Maximum. 

TCL-L TC-5UNC.04(WA) 
Ed, 4/00 

President 
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lJ'.A;\-C~F Life In~urance Company 
730 Third AVenu_e 
New York, NY 10017-3206 
212490,9000 1800223-1200 

SPOUSAL DISCOUNT 

ln~ured: .. MRS l\/lf\RY_T PRISCOLL ... 
Policy Effective Date: August 1, 2002 

Pc)licy NlilTll>er: .. 098 52468 
Rider Effective Date: August 1, 2002 

This Rider is attached to and made part of the Policy that was issued to You by 
TIAA-CREF Life Insurance Company. The rights provided by this Rider are subject to the 
terms and conditions of this Rider and the Policy. This Rider is effective as of the Rider 
Effective Date indicated above. 

A discount has been applied to Your premiums, as reflected on the Policy Schedule 
page, and will remain in effect as lon.g as You and Your spouse: . 

1. are members of the same household (i.e., living at the same address); 
2. are each issued a Teachers Select Care policy from Teachers Insurance and 

Annuity Association, and/or a policy with the form number "TCL-LTC.04" 
from TIAA-CREF Life Insurance Company; and, 

3. keep both applicable Policies in force (unless one Policy ends due to death). 

TfiTs tnsc:ountwllf afso remaln=m- effect au ring tne time You or Your spouse are ·receiving· 
the Waiver of Premium benefit. 

TCL-LTC-SPD.04 
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President 



TIAA-CREF Life InsnranceCompany 
730 Third Av~nue . . 
Ne"' Yot~, NYloo.17-3io~ . 
212"490-900.0 1 800 223'1200 

SHARED CARE BENEFIT OPTION RlDER 

Insured: MRS MARY T DRISCOLL 
Policy Effective· Date: August 1, 2002 
Spouse: LEOJDRISCOLL 

Rider C:ontract 

lnsured's Policy Number: 09852468. 
Rider Effective Date: Au{lust 1, 2002 
Spouse's Policy Number: 09852450 

-This Rider is attached to and made part of YourPolicy;·-The rights-provided bythis-Rider·~-:­
are subject to the terms and conditions of this Rider and of the Policy. However, in the 
case of any conflict between the provisions of this Rider and of the Policy, the provisions 
of this Rider shall govern. This Rider is effective as of the Rider Effective Date above. 
Premium for this Rider is shown on the Policy Schedule page of Your Policy. 

Shared Care. Benefit 
While Your Policy and this Rider are in-force, should Your spouse exhaust the Lifetime 
Benefit Maximum under Your spouse's Policy,this S!lared Care Benefit Option Rider will 
enable Covered Expenses incurred by Your spouse to be paid under Your Policy. 

Conditions..for Eligibiliht _ .. -·- . -- . -- .. .. - --· 
Your spouse is eligible for the benefit provided by this Rider after all of the following 
conditions have been met: 

1. You are named as the spouse in Your spouse's Shared .Care Benefit Option Rider; 
2. The Policy Effective Date in Your Policy and in Your spouse's Policy is identical; 
3. The state where Your Policy and Your spouse's Policy is issued from is identical; 
4. Your Policy and Your spouse's Policy have the following identical benefit levels and 

benefit options*: 
~. -·~·-.. ~-.-<>.-.S.harelkcGaroe0BeMftkG.i:it~.a~ideroc;c;.===================== 

b. Benefit Waiting Period; 
c. Optional Benefit Rider(s); 
d.. Daily Benefit Maximum for Nursing Facility Care .. and for Home and Community­

Based Care; 
e. Lifetime Benefit Maximum; 

5. Your spouse continues to meet the Benefit Eligibility Requirements under Your 
spouse's Policy; 

6. The Lifetime Benefit Maximum in Your spouse's Policy has been exhausted; 
7. The Lifetime Benefit Maximum in Your Policy has not been exhausted; and 
8. Your Policy and this Rider are not contestable. 

* This does not include the acceptance of benefit increases provided by the Agreement 
for Periodic Inflation Additions Rider, if included in Your Policy or in Your spouse's 
Policy. 

TCL-L TC-SCA.04 



Covered Expenses _ _ 
On and after the_ datethat Your sPouse is eligible for the Share(i Care Benefit Qpticin; We 
will pay for Covered Expenses incurred by Your spouse up to the applicable Daily l3en1:1fit 
Maximum under Your spouse's Policy. 

::::-_:_-_ -_:__:___ -f-he:fifutime'-Benefit--Maxfmum-in~¥our-Policy-wiH-be-redueed-by-payl11ents=made-for-- _-.-:-_____:__ _:_~_:~--
Covered Expenses incurred by Yollr spouse and paid pursuant to this Rider. Benefits 
paid for Covered Expenses incurred by You and Your spouse niay not exceed the 
Lifetime Benefit Maximum in Your Policy. 

If the amount ofthe Lifetime Benefit Maximum under Your spouse's Policy 11as not been 
e-xhausted but·is -te-s_s th'ana Covered Expense~· we viriW pay the remainder of-such - :-- - -­
expensefrom the Lifetime Benefit Maximum under Your Policy. The total amount paid 
for that Covered Expense may not exceed the applicable Daily Benefit Maximum in Your 
spouse's Policy. 

You and Your spouse may both receive benefits under Your Policy at the same time. If 
that happens, Covered Expenses incurred by You will be payable up to the applicable 
Daily Benefit Maximum in Your Policy and Covered Expenses incurred by Your spouse 
will be payable up to the applicable Daily Benefit Maximum in Your spouse's Policy. 

If Your Policy includes an Agreement For Periodic Inflation Additions Rider, We will 
contil"lue to offer You inflation additions in accordance w~th the terms-Of thatcRlder whUe 
Covered Expenses incurred by Your spouse are being paid. 

Waiver of Premium 
The Waiver of Premium provision in Your Policy will apply only if You are receiving 
benefits under Your Policy. Premium payments under YourPolicy will not be waived due 
to Your spouse receiving benefits under Yo.Ur Policy. 

If Your Policy's Lifetime Benefit Maximum is exhausted, Your Policy will remain in-force 

~~~-~--~d_:_~r~Fr1ium-payment~l~e--1111aiveEHmtj~'========================================~ 

1. The Lifetime Benefit Maximum under Your Policy and Your spouse's Policy is 
exhal.!sted; or 

2. The death of both You and Your spouse. 

Once Your Lifetime Benefit Maximum is exhausted, We will not offer You inflation additions 
under the Agreement for Periodic Inflation Additions Rider, if applicable, and You cannot 
purchase additional amounts of coverage. 

Policy Continuation 
If You die and the lifetime Benefit Maximum under Your Policy has not been exhausted, 
the remaining Lifetime Benefit Maximum under Your Policy will be available to pay for 
Covered Expenses incurred by Your spouse. 
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Reinstatement 
To reinstate this Rider if it has lapsed for non-payment of premium, You and Your:spouse 
must satisfy the requirements of the "Reinstatement" provision in each of Your Policies. 

Change of Spouse . . . . . . . . . 
~-·"Yvou-may-not-change~¥oursp"()USlft»Ythis=l'litle~=You-must-·provH:le-tls-with-written- notice ~.--:_:_-:: ~ 

that You elect to terminate this Rider. 

Termination of this Rider 
This Rider will terminate on the earliest of the following: 
--~··------- -----~ _____ .,.,.. _____ .,_._,_.,..,._,.....,..._._,.._-_,..,,--,-_.--~,· ---- - - .. - - -

1. The date Your Policy oLYour sRQUse's Policy terminates fOJ <my reason, except for_ 
th.e death of either spouse; or, · 

2. The date We receive written notice that You elect to terminate this Rider; or, 
3. The date Your spouse's Shared Care Benefit Option Rider terminates for any reason, 

except for the death of Your spouse; or, 
4. The date You elect to revise Your Policy causing the benefit levels or the benefit 

options under Your Policy to no longer be identical to those under Your spouse's 
Policy*; or, .. 

5. The date the Lifetime Benefit Maximum is.exhausted under both Your Policy and Your 
spouse's Policy; or, 

6. The date Your Policy is placed on a nonforfeiture status, if applicable to Your Policy. 

* This does not include the acceptance of benefit increases provided by the 
Agreement for Periodic Inflation Additions Rider, if included in Your Policy or Your 
spouse's Policy. 

President 
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SBCTION A• Applicant Information . . _,.-
1. Name 1>~o~J. ~ /, 2Sex DMale ~male 
3. SocialSec:urityNo. . II ~ , I Si...,'. 4.Da;~~-.irth-&,-1*~~~ 
S. Residencefuii#-.1.1"" f. /~ .. hi.-§.· ~oWIWK ""'-'~ ~ 
6 .. 11'lephoue: Day Yd1) ;?'#7-7'?'4# Eveu;ng { ) _ Email addres•-----.-,,..-
7. Areyouernployed? 0 Yes EmplOYei: O<x>upatiou. ________ ffNo 
8. Areyou..,ured? !!:(yes DateRetimd ~..c.r.e- 0 No 
9. Didyouretireforlll!yreaoourela!edtoyourhealth? 0 Yes HNo lfyeo,pleaseexplain:~-----

10. Are you applying for coverage lbrough an ernplo)'eMPOnsored or associalion plau? li'i'Yes ONo . 

14. Are you or a family member cunoody or fonnerly empfoyed by: . 
0 K-12 School It:( College, University or nonprofit education or ..,,.,,....h inslitution 0 Olher 

. SBCTION B:- IniOO''S<:ieeamg of'Youilnstirablli_ty_~--
•--... -.= .. ~q-yoiiimswr''YES"toan:Jfl.fil111!fotlowing"qu•SIWtii biseetiim 1I; Wt n'tff(l1iiifiie mi '11tiillk to olfii')liii'--. ----

long-tcmn eare insuran<:e at this lbM. . :res No 
I.Are you covered by Medicaid (not Medicare)? Nore: Medicaid is not die same as Medicare .............. - .......... - ..•. 0 i!:Y" 
Z.Have you had. do you currently llave, or have YOll been medically diagnosed as having: 

lb No lb No 
a. Senility? ................. ,_, ................... ~ ....... ,,, .... - 0 ii.'.f L M<R lhan one tr.wicnt is<:hon>it: altaok (TIA)L •.. 0 ff 
b. Dementia? .... ._ ....................................... - .............. 0 1£t"ra". m.Combination of$t1()1\« and TIA? ... , ................. ,, .... 0 F.'fra-'. 

M ·1 • . 0 Diabe" • b" • "th -·· ? 0 c. emoiy oss ...... ·--···-· ............... -·~······ .. ··--·· .. ·····-··- n. tesmcom mat1on WI ~uUl\.e ...... --···~···-·-· ~ 
d. Alzhehiier's disease? ........................ - ..................... D Ii?' o. Diabetes in combination with TJA7 .......................... D .., · 
c. Acquited imDlune deficiency syndrome (AIDS)?. 0 l2f p. Diabetes in combination with 
f. AIDS-related complex {ARC)? ............................ 0 12[

1 
peripheral vasculaJ disease? ...................................... 0 ~ 

g. Palldnsoil's disease? ................................. ,, ................ 0 q. Post-polio syndrome? ..................... - .......................... B !ll.-
h. Multiple sclerosis? ......................................................... 0 r. Chronic kidney disease? ............................................. _ r 
i. Lou Gehrig's disease (ALS)? .................. ..: ....... ,, ... 0 s. Cinhosis? ................................................................ ,, ..... 0 
j. Paralysis? ........................................................................ 0 t. Metastatic cancer (spread from original rdte)? .•..•. D 
k. Mole than one stt0ke? ........................... , ................... 0 

3. Have you been diagnosed or treated for caucer of the: 

.. =~~~-':. .. ~~:. .................................... Jj ~ h •. W!!:?'.~~-~'..~~~~'. ........................................... I:J ~ 
b •. Breast? .......................................................................... 0 li2I: i. ~phagus? ........................................................................ D 1£1 

~ ~o;:.;~·c;1ib·;~·i;;;;:;j;J;.~;;de-hi"~~i;-.;;;:;;;;;1>1·.~-~ B i t ~;;:::::::::.·.::::::::=·.::::~::::.:::.:::~:.:.:::::::.·.:.:::::::::::::::: B ~ 
W11hin 1he pasl 36 monJhs: ~ I. Stomach? .............................................................................. 0 It'.! 

r.- ~?°"::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 8 
g. Uterus (with no lymph node involvemept)? ........ 0 . . . 

TL-IAI 
TCL-LTC-SW·APP.04 (WA) 

ron111 i!().ln~.:eo-1Wt.l111i'O.itl:$ :!ID-Wll 
(9/01) I 



SECTION B: Initial Sucening ofYour Insw:ability(~~d) 

4. Jn the past 24 months bave you: Yes· No Yes No 
.. a. Beeu.<:OJ>fiood toa.numng home?.-·=·•• .. -... ~ .. " .. -O-IE{ -c.c Received ·home care seMl:cs?::. ..... - .................... ·o ·-f!T·c 
b. Been in an assisted living facility? ---·····-·•·-...... 0 · Iii!" d. Used an adult day care facility? ..... ~ ....................... 0 ff 
-· . -· --- . "" .. .•. .. --- .. -·---- .. -~-- -- .. - ~--- .. ·-· . 

5. In the past 12 ml>lllhs have yon been diagnosed or treated for: 
Yos No l'iis No 

a. Thmsient ischemic attack (TIA)? ........... ·---·-·-0 ~ e. Congestive hean failure? __ ...... - ....... - ............... 0 ff 
b. Slrolce? ·-·---.... - ... -.... - ....................... ..: .... _ ............... 0 lE:f' 

' : . /. 

6.J111hepast6monthshaveyouhad: Yes No Yes No 
a. Aheartattack? ...... - ..................................... , .................. .0 0" . d. SpineS111gezy? ...... --.......... - ..................................... O ~ 
b. Heart surgery? .......... - ............................ - ................... 0 ~ · e. Hip ~-----·---·---·--·---··----------------·--------· 0 l!f 

· e. Back surgery? ..... ; ........... - ............ _ ....... - ....... - ........... 0 0" 
7. Do yon Clll'l'l>Ully ll!IC! Yes No 

· a. A wheelchair? ....... --......................... - .. - ................ 0 ~ 
b. A walker? .............. - ....... - .................................... _ ........ 0 g 

Yes No 
c. Oxygen? ................... --............. _ ... ________ ,. ___ ,. _____ 0 ~ 
d. Kidney dialysis?. ________ ...... - .................... _ .. ,_ ..... 0 ~ 

8. Do yon ewrenlly requite the assiillance of another pe.sO.. when perl'Onning any of the following daily activities; 
li<s No Ji<s No 

a. T&king medicati<lrls? .......... - ...................................... 0 ~ e. Dressing?-........... -----·-·---·---·--···----·---------- 0 E" 
b. W~g'! ................................... -: ................................... ;O §"' f. Cle~g~nandoutofabed!·------...................... ._.O ~ 
c. Eating? .................... _ .... _ ......... : ............. _ .................... 0 ~ g. Clening m and out of a chair? .... - ...... - ................ 0 ~ 
d. Bhlhmg? ........ -------·------------·-·------.............. 0 I!! b; Usingthetoilet?.---·-··--·-----·----------............. 0 t'.'.I 

Yes No 
9. Do you currently have any smgery plOnned? ; ........ D ief 
lf yau answenttl "NO'' to alJ of the questions in M:tia11 B, pkOS41 t:0nlill1Ul to tmnpkl• tM nmabuler of this 
Applkatio11 s" that we C1J11/ully waluale your ilwlrabiNl.y. 

-- -· -··--. ___ . ._--.--_ -------. --~---------

SBCTION'Gi.M~~ 
I. Heiglll: £ fL f in. Weight: I .:fO lbs. 

2. In the pastS :years have you been diagliosed tlttieated fori 
Yes Ni> 

a. Frequent or peisistcntf~? .......... : ........... 0 · §'t. 
b. Stroke? .. __ .... _,_· .............. - .. : ........... - ....................... 0 ~ 
c. Thmsient ischemic auack (TIA)? ........... - ................ 0 ~ 
d. Sei...... disonler? -~---·-·-...... - ............ - ................ 0 ll!I . 
e. Brain tumor? ............. _ ............................... _ .............. _ 0 ~ 
f. Brain clismdor? ....................................... - ..................... 0 . ~ 
g. Ccmgeslive heart failure?··-···- .......... - ..................... 0 ~ 
h. Hean attack?.-........... - ...................... - ..................... 0 ~ 
i. Angiila? ................................. - ........................................ , 0 El 
j. Irregular heanbeat? ........................................................ 0 0' 
k. Other heart disease? ...................................................... 0 0 

~- ~!~?·=:::::::::::::::::::::::::::::::==:::~~::::::::~~::: g ~ 
n. Joint replacement? ........ - ..................... - ................ _ .... 0 g 
o. Disabling IJIM:k or spine condition? ......................... 0 ~ 

;: ~~?.::=::::::::::::::::: .. : .. :::::::: ...... :=::: ... ::.:.::::.:§ ~ 
2 

s.: llodgkin's·dlsease? ....... _ .. "·"· ............................ _.~ l 
~- ~~::::~.:::::::~-::.:::::::::~.::::·~:::::::::::: 8 w 
v. Othe:r blCKld disorclefl : .......... _ ............. --~---·-........ D 121' 

i: =;;J;;;;;;;di;;;·<oon>>1::8 ~ 
y. Asthma? .................... - ............................................. -........ D ~ 
z. Sholtness of breath? .................. - .............. - ................. D ~ 

aa. Diaberes? ..................................................................... __ 0 ~ 
bb. High blood piesSwe? ..................................................... 0 ~ / 
cc. Diuiness? ...... ,_ ..... - .................................................. - ... 0 ~ 
dd. Fainting? ............................................................................ 0 ~/ 
ee. Tremors? ........................................................................... 0 ~ 
tr. Blackoot spells?·---.................................................... 0 l!l 

:: =;~~-~~~:.;~~-::::::=::~:~:::::::::§ if 
;: ~~=:L:::::·:::·::::::::::::::::::::::::::::::::::::~::::·:::::::B ~ 

(Pltas1 conrinut) 



SECTION C: Ml!CUi:al History (continned) 

3. In the past 36 months have you been treated, hospitaliZfd or coon5eled for the use of: 

Yq ff!/ . Yes No-
. a .. Aleohol? .............. - .......................... , .... - ................... :.:_o ~ c. Amphelalnines? .. ~ ................................ : ........................ D ~ 
. b. Sedatives? .. ,. ........ ""'··' .. "·'··'""''"'"""'·'····"·': ...•.. ,~ ........ ,0 11!1 ·· ·d .. Narcoiics?"-·"·"·'··"··'-"·:·'""··"'"-·"·'· .. "· .. •··"-·'"'-"··'· 0 -·Ila"'· · 

Please provide all details .relating 10 any ''YES" box checked above in Section C, including diagnoses, bealmenls, 
hospitalizations, and medkations. (If you need more space, please use a separate sheet of paper; sigil and date the separate 
sheet and include it when you mail this Application.) · 
Question Name, Adcltess, aru1 Telephooe Number 
Letter Dates . of Attending Ph}'J!ician(s) Foll ~· 

.~:OOTI~_D::~~-f!c~s 
I. Pleasep;.,vide theibl!owlng mfonnation abouryourPrima>y-Pllysidan: · fpo,.yrAf aJH- <??':trik $ 

Name.l:U/rH /.' .W~w-ts Address At2/() .,5;,vPf.Etl.:if 8J.,va./Tele. No....a£-11Jt» 
Date Last Consulted /() - '1 '- ?'f kason AEstJbv-iet& <M(£UntMiB L. ; 

2. Provide the following infonnation about any olher physicians consulted in the past twO years. 
(If none, wrikl NONE.) 
Physician's Name Address & Telephone No. Date 

.,.v,;; 

.. ----.. ----,.---·-

3. What prescription or 11011presaiptioo medication do you cummtly take? (It none, write NONE.) 
Medication . Dosage ~uency 

fiA4J!. . /,Jlff,,.jH .ll~· J4:6:? .. 

SBC'l'l~·.;l!}<J~~~'.:~li:'fJ.ti~ 
I. Within the past 12 m"1lllts bas lhere been any inlemiplioo in your regular daily activities due to: 

Reason 

a. Disability? ................. ·--···-·····-··-·· .. ···-··--······-··--~~ ~ b. Health condition? ............ - .................................... - ... ~ ~ 
2. Do you cmrently require assistance with any of the follo~g daily activities: 

Yes Nfi 

a. Shopping? ......................................................................... O ~ 
b. CookiJlg? ........................ -···-·······--···············--·············.0 ~ 

Yes 

c. Doing housework? ...................................................... 0 
d. Using transpo11atioo? .................................................. 0 

3. Do you have any llllCorrected impainnenl of: Yes No y,. 

a. Visioo? .................................................................... _ ....... O flr' b. Hearing? .......................................................................... 0 

(Pleast continur) 3 



SECTION E: Per$0Jlal Ad:ivities (continued) 

• _ '!, !'! ll)e pas13.yeqn have.you: . -Ye.s- No :Yes ·No· 
a. Stopped driving bee~~ of heallh problemsL ... 0 IE(' b. Had your driver's license ievolced or · 

~uspended fonhMng lll!detthe iiifliieill:e 
of drugs or alc:ohPI? ................... _ ........... _ .............. 0 ff 

5. Do you Cllnendy use: Yes No Jloos No 

a. A cane? ................. ; ........... - .............................. ~ .............. O ~ c. Other ;ossistive devices?·······-····--·-·---·-····· 0 Er 

6.::-;:;;::;:~:·~:·:::·:;:;:!1 .. : .................. --~ 
.. -- . . . .. ... .... ... ·-- --· -.. . ..- -
Please provide all details relaling to any "YES" box checked above in Siction E.-{i:iyoo nOOd _-spacC, please iise a 
separaie sheet of paper, sign and date the separate sheet and include it when you mall diis Applkation.) 

·SECTION F: Rt:pbcement Q.uesd~s 

Regulations or certalil states nquinl lhat we ask the following questions. You must answer all 5 questions before 
we Cl!ll process this foJlll. 

· 1. Do you have another long·tenn care insurance policy or cettificatc in force (incluclipg a health 
care servk!e CClllract or health maintenan<:e mganlzation conbaet)? 0Yes ~ 

.. -=iGIJfd~o1fliiive11-loriil·teiiltcaifd1...,iiuoe-pol~ClllCID-fo:m:ediiiiligtbo last 12 ~~ ~ 
lf"YES," lnsur.mce Company Name·~-----------------------­
lfthalpolicy lapsed, when did it lapse?. __ ~----------------------

3. Do yon intend to replace any of your medical ot health inslltance c:Overage wilh this policy? DYes ETNo 
If "YES,"·lDS\lrallceCompany N11U11"'----"--'-;.;.;..--"'-"'--=-'--..;.;;.:;:_=~-==--'----'--"-~ Policy# _________________________________ ~ 

hlsurancebmipany Address: _______________________ ~-~-

4. Have you ever applied for life, health, disability or long-tenn care insurance that has been declined, _/ 
postponed, or substantially limlled by the illS!'rer? 0 Yes l!1 No 
If ''YES:' please indicate type of insunmce, dale applied for, and reaoon for declination, postponement, or limitation: 

5. Are yon receiving disability income, Woxkers' Compensation, Social Security Disability lncome, 
or any other state or federal disability benefits? 
If "YES," please slate type ofbenefit(s) being received and cause of disability: 

4 



:;,; ·.-.--."' ·. -"'~.·-.. , . . . ....... • ~~~;1:'":13U.'"~~ -· ~-~ , .. :m..,.·n::..-. (Rl/fertotlrriJw.lit$~.· . · ' (;J,igJJ :i" . . .. . . . . . 'fMI!' . ,. -r--= -

-
\ 
Ill 

Nmsbig ll"lcilily BomeCorc - .IDflafiooO ()plioooal °"-
·~~··· Doib'- -Jt. ~ . 

- (roll may- .... 
. 'M.n;nlrqg . P<riOd . Opfiool$ _.,!ban I oplicn.) 

0$130 - IilSO'JI, -0$180 - ... 03Y ......... OOODays -· . Dl'aiodiclullmion ... ''Oin>" .......... 
Addi1iollo J..o'"1S..Yeor 0$150 0$20!l OlOQ'llJ i;(sy..,.· (a'OO:o.y. (....ualllotlnougJi --UJ)y.. Od>ea>:l //tJ :ase74) 

of OSnnivocWaiv<l-
Mminmm$40 Nmsingl'acilil;y 07111loi$ 036SDays i;;(s% Compamd of Ptc:miwn• 
111:.,.mmm $300 DallY !l""'5t Olli~ Jn!lalioo a-.r .. feitine 
(ln$10 ............ ) - ~ B"""®: 

. 

··5i-!iti. -~; ~·.&'ii'"· ;;',:~:;:;~=~~~-:::·;·~~ti$;:~·:.~· iii;";'"""'=·'--"..-.;.;;="""'---'-"-"'"'-"' ''""" ;.· ---=~_.;.....-.=;.....,..;..· . . - .. 

L Pl<iasecheclt1he~Mdhod d<sked: 

~ ~ s-1-iAnmial ADlltXDll 
ElednmlCFmids '.l.blnof..- (li:Fr} NA NA NA 
A'*'1lilJ Deduction• 0 0 0 0 
Dil-....tBlll NA 0 0 0 
~~. 0 NA NA NA 

' . 

~l1llJ;;;;;;:'IQir~ 
Yoa mu.stcompkte t1ns '8Clil!R ifyoa wii!li to pay kme-tom care pne1l3ilm1s by having "11WW1tS #fw1el/.from your 
77AA. orCREFpericdk relimmtmt tD1ll1'ity ~ l'Oa must be r~ 27AA ur CREFperiadicretimnmt 
annuity~ irirmhr to use thf3·"""'1qd qfkmg-1'mn canrpwmiiump;iylnlmt. ·· 
IAtmlO~'lllachel;$~11Ud.AmmityA""'1Cialion("TIAA.");Oolh>ge:Re61emmnEqnidesl'ond("CREF') 
ro dedllctfrommy'llAAarCRI!l' periodic-reliremCDt annnily paymems due mulertbe 1lAAAmmit:v Comract <r 
tbeCREPcortificatespeci!if;d'below;~~tbett.qlliMpia:uilUiisfurtbis~· ·· --
issued to me"l'd/or the imoaauce policy issued tonryspouse: · 

Name or Applimmt Name ofCootxaol Bolder · D Ched: b1:oe if &11Do 

TIAAAnnuity0mtraotorOU!FCeml'i£art;N,....._ __________________ _ 

SignatureofAnnuilyQ>olmclcrQU!FQllilicoueHoJ.&r ___ ;__ ___________ ~ 

This amhoriiation may .... amodlcdM at"IY dmo. dll:oth. upon ....;pt by TIAA-Ql!P or my wn.._ 'liot;re10 eanci>1.. 
senttotbcfullow~~'l'!M .. ~730~!'!~.~~Th.'k,N'.!!P!.7~ .. . . '. · .... ._ · . . . . 

. . 
LEO .i:on lllA.lll' TllllllliSi! DlllSOOl.f. . . · • 

. Ms&;iQ'IHjWE. 'l-f11o2'-168. .. • • . .· 
Sl'<llCAllJ;,;WMl!la"-: ' . · • : • • • J)atg'-----

. ' . 

"-22021 
...,,,.. ... ... 
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. -
• 4• ~d Party Notification Option/Protection Against Unintended Lapse 

I tmdel1ltand that I have the right to designate at least one person other _than myself to receive this nclice of lapse or 
tenrunatioo <if the kllig-'lenn care inslitanco policy for nonpayment of premium. --1 understand that n0tice will not be 
given until 30 days after a premium is due and unpaid. 

0 i desip;, ii.; foll;;~g pe;;.$0n 1;;n;c;,;~;;-~Oii~~prior j;;~~llati~of my JK;1uiY f.;;: n00pay;;;\[ Or ~~.n_-
Name ofDesignee h.J(o ;r; .De.#retJ!rb Relationship . 5jl12d#S 

Address ~ £ ..£. ,,1.;r >* G'v-K 

C-Jty -=-$a· r?N'if State U)e. 

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

Signaturc_lndicating Wa;-of Oplion Date 

~-.rJTIMG!\Q ~ti 
; r<!"·~"t~-~~-~ ... ·-~"""' ~ OD 

lnf"Ol'lllatfunin-thisApplicatlon Is l!iVeR to obtain insurance 11nd is tme 11ndQIJJ1jlleteto the mist of my 
knowledge and belief. · 

I understand and llllJ'Ce that the insurance applied for will not take effect until a Policy is issued by 
TIAA-CREF Lire Insunmee Company ("TIAA-CREF Lire"). 

J agne that if any of the above answers and $1aiements becGme 'untme orinoomplete prior to the time 
the iosonmce applied tor ~mes effective, I wi1J imme4iately so notify TIAA-CREF Life. , 

. . A 
I AUfllORIZE any licensed physician, medical practitioner, psychiatrist, psyi:hologist. hospital, Veterails -
Administrati.on clinic or Ol}ler, tre,dicalmr medically relatedfacility, or mental health facJ1it;y, insurance company, 
or employer having infomiatioo available as to diagnQSis, ueatment, and prognosis with respect to any physical 
or mental CQDdition andlor treatmellt of me. or any records or knowledge of me or my health as it ielates to 

;c -c-c=oood&"wrililll!il~e:ta'"11AA;;CRlll!:tlfe<>t=i~~on..- --- -- - - ----- - --------__________ ,__ _______ _ 

l UNDERSTAND that the informatioo obtained by use of Ibis Authorization will be used by TIAAccREF Life 
only to detennine my eligibility for insurance. Any information oblained will not be released by 'flAA-CREF Life 
to any persan or organization in an individually identifiable form EXCEPT to reinsming companies. or oilier 
pen;ons or oiganizations performing business or legal seJVices in connec1ion with my Application for insoomcc. 
or as may be otherwise lawfully required or as I may further au!ho;ize. 

Tu facili;..; i:apid ~-b~ .. i~n of ~~~h i;;r~ii;;;;_ 1-;;;;ti.;,..;:re-;;i1 ;;,,j;J SourceS to giVC" such reeordS oc kOOWledge -
to any agency employed by TIAA-CREF Life to collect and transmit such information. A photographic copy 
of Ibis Authorization shall be as val;d as the original. I agree this Authorization shall be valid for 2 yearn from 
the da!Al shown below, and that upon request I or my authorized zepresentative have a right to receive a copy of 
this Authorization, 

CAUTION: If your allS'IVers on this AppBcation fail to Include all material medical Information as requested, 
TIAA·CREF Life has the right to deny benefits or rescind your policy. 

Any person who knowingly, and with intent to defraud any insurance company or other person, f"des an 
Application for insurance or statement of claim eontainlng any materially false information. or conceals, for 
the plll'pose of misleading, lnfonnalion concerning any fact material thereto, oommits a fraudulent insurance 
act, which is a crime. 
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