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TIAA-CREF Life Inﬁurance Company '
{730 Third Avenue ’
.| New York, NY 10017-3206
212 490-9000 1800 223-1200 . .

Name of Insured: MRS MARY T DRISCOLL

- Long-Term Care Insurance Pollcy

. This Policy is-intended to be a quallfled !ongnterm care insurance contract under Sectlon e
77028(b) of the Internal Revenue 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 Iong—term care

incurred by You during the period of coverage. You are advised to CAREFULLY REVIEW all
pollcy Ilmstatlons

Caution: We issued this insurance PO|{C\/ 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, before a claim arises. If, for any

“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 Pollcy To
keep this Policy in force, You need only pay the premiums on tlme

. We have a limited right to increase premiums. Your premium will not increase dueto a change
-in-Your age or health. We can increase Your premium- based on Your premium- class; but only
if We increase the premlums for all similar policies issued on the same form as this Policy. If
the premium increases, the increase will only be made as of an anniversary of the Palicy

—Effective Bate*ﬂNeWNlll give You at least 30 days written notice before' We increase Your
premium. -

60 day rlght to examine Your Pollcy You have 60 days from the day You recelve thls Pohcy
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 10 % penalty to any premium refund due which is not paid within 30 days of

return of the policy to Us.
But, V4 ZJ

President

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

GENERAL POLICY INFORMATION R S | _
" Name of Insured: MRS MARY T DRISCOLL _ o : ss+Yvimg :
Date of Birth: 08/15/1931 e S ' o Age: 70 Years

i Policy-Effective Date: ~August1; 2002 i T’ohcy Number:” 09852468
(Effectlve 12:01 AM) : : :

o Thls_ Po_llcy was |ssued in the state of Washington.

_____.__BENEF'TS : ' o N
————+tifetime-Benefit- Maxlmw(as the Pohcy Effectlve Dat"e) "':'—";;“ﬁﬁf"ﬂmflﬁom"f“*

-Nursing Facility Care Daily Benefit Maximum - I $110.00 per day - -
Home and Community- -Based Care Daity Benefit Maxmum ' $55.00 per day
Benefit Waiting Period L , : 90 Days -
This policy is sufficient to provide at IeaSt b years of benefits.
SUPPLEMENTAL BENEFITS
Caregiver Training L . ' Lifetime Maximum of $550.00
Respite Care - ' " o Maxnmum of 24 .Days in any 12 Month Period - -
Durable Medical Equlpment o _ - Lifetime Maximum of $5,500.00
"Emergency Response System Maxlmum of up to $35 00 per Month up to 36 Months

Initial Installation Fee _ , - “Maximum of up te $75.00
OPTIONAL BENEFITS _
Inflation Protection Option | Rider is attached to the Policy
Shared Care Optlon , ~ Rider is attached to the Policy
PREMIUM SUMMARY | - |
~‘Basic Benefits - ' ' $1 19 43 i

--—— Optional Benefit{s): ——— ~ ~ -

Inflation Protection Option , : . $95.92

Shared Care Option $17.23
Total Monthly Premium | . . | $232.58
Total Monthly Premium $209.32

With Spousal Discount

Elected Payment Mode : MONTHLY
Total Modal Premium $209.32

TCL-LTC.04{WA) Page 3
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SPECIAL NOTE: Throughout this POIIC\/, the words "We”, "Our” or " Us" refer to

T1AA-CREF Life Insurance Company {"TIAA-CREF Life"). The words "You“ or "Your" refer to the

name of the Insured who appears on.the Policy Schedule page For ease of readmg, all defmed
terms* tltIes of sectlons and prowsmns appear ln bold prmt

i

AthVl'tleS of Dally lemg

“("ADLs"}

dult Day Health Care

LTC.04(WA)
00

T R
AT p—— e 3

— peFmToNs

Actwrtles of Daily Llwng are functions which You
ordmarlfy are able to perform without Substantial

. .Assistance from-another:individual:~ Your abi

ity-to—

perform the following six ADLs is used to. determine Your

1.

' ellglbllrty for benefits:

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.

Continence: the abllrty to voluntarily control bowel
~_and bladder function, or in the event You are .
‘incontinent, the ability to maintain a reasonable
" - level of personal hygiene fincluding caring for a
_‘catheter or colostomy bag)

- Dréssing: 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.

' Eatlng(Feedlng) the ability to get nourishment into '
--¥our body-by any-means once it has'been™"

prepared and made available to You. It does NOT

: mclude meal preparatlon

Toileting: the ability to get to and from and on and
“off-the toilet and to maintain a reasonable level of
perscnal hygiene.

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 aduits

who can benefit from care in a group setting outside the
" individuai's home.
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Definitions (Continued)

Adult Day Health Care
- Center .

”An Adult Day Health Care“Cent'e'r is an 'organlzation

which is approprlately regulated and which provides a

~program of community based. social and health-related  °
“services provided during the day in a community group

setfing. for the_purpose of supporting frail, impaired -

" Alzheimer's Facility

————— e

eiderly or other disabled adults who cah benefit’ from
care in a group setting outside the individual's home.

~ An Alzheimer's Facility refers to a Nursing Home/Nursing
. Facility or an Assisted Living: Facility, or any part of such
facilities, that is. primarily devoted to caring for persons .

Assessment .

Assisted Living Facility

Benefit Waiting Period

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

_ uuagnosedwnhﬁ&hhemm 's dtsease -

.4, has appropnate methods and procedures for _
__.._.handling_and administering drugs and biologicals.

‘An Assessment is an eVaIuataon(s) done by a Care

Advisor or, by Your personal physician to determine or
verlfy Your loss of functional or cognltlve ability.’

An Asmste_d lemg,Faelllty 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 lmpalrment for at Ieast 3 or more patlents in
_-_one Iocatlon and

1. has tralned and readv-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 format arrangements for the services of a
physician or nurse to furnish emergency medical
~-care; and, -

The Benefit Waiting Period refers to the total number of
days in which You continuously meet this Policy's R
eligibility criteria-for benefits and You incur Covered
Expenses for Nursing Facility Care or Horne and

- Community-Based Care at Ieast 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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pernitions {Continued)

A Care Advisor is a Ilcensed health care pract:tloner

“{such as alicensed phy5|c|an, reg|stered nurse, or
licensed somal waorker) employed by or under-contract to,

, a Care' Management Organization. This individual is =~ .

- . I qualified by training and experience to- ass&gsh,alld_"______ﬁ_'_'__ [
T N ~ coordinate the overall medical, personal and social L
service needs of a person who suffers Iong—term physrcal

or cognltlve disability. . :

o Care Advisor

Care Management = ‘A Care Management Organization is an organization, Wlth
Orgamzatlon o

.. whom We contract,. which is. appropriately licensed and - - — -
- legally authorized to engage in provndlng care
‘management serwces and

1. has a staff, incl.uding-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 wrltten records of services provided to each

- client; and,

-4 _prowdes serwces wh;ch |nclude but are not Ilrmted to:

~a. 'assessmg the individual's con_dltlon to de_termine
.- what resources and services are necessary and by
whom they might be most appropriately delivered;
b. coordinating elements of a Plan of Care;
¢, making referrals to the appropriate medical or
~ social services personnel or agency;
d. monitoring such services W|th respect to utlllzatlon
and quality; and, - :

~_e. monitoring and -assessing the status and needs of
the cilent

‘Chronically Il Individual A Chronically lll Individual is defined as a person who has’
“been Assessed in the past 12 months by a Care Advisor :
or, by Your personal physmlan 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 Jeast
90 daz s due 1o 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 Superwslon to protect such
individual from threats to health and safety due to
Severe Cognitive Impairment.

TCL-LTC.04(WA)
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Definitions (Continued)

Covered Expenses - Covered Expenses are charges incurred for Qualified -
: S Long-Term Care Services that.are reimbursed subject to
- the provisions entitled Ellglblllty for the Payment of = .
~ Benefits, Assessment and all other applicable terms of -
- this Polrcy :

R — —— e e i e =

Deily' Benefit Maximum ~ The Dally Beneflt Maximum is the maximum amount that
: ' ~ We will pay for Covered Expenses incurred per day, for
"Nursing Facrhty Care o Home and Commumty -Based
Care

SEheduIe page.

Durable Medical Equipment - Durable Medncal Equment is eqmpment that meets aII of
R 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 -
. thlch it is intended; |
. it-is not an.item commonly found in households,
it is not sporting or athletic equipment; and,
.- itis-notintended solely for the convenience of You
or Your family.

oo

Durable Medlcal Eqmpment include:
1 Walkers
2. wheelchairs
3. hospital beds
4. infusion pumps
Eo -

B Your Da'll.y” Beneflf'iMe_x-irniimS'rare‘showrr on thePollcy .

ramps.to permit movement from one level ofthe .~~~

residence to another

6. _grab bars 7
Home Health Care - ' " Home Health Care refers to services that are provided to
' ' : a patient in his or her home. Services rendered may
_include:
1. providing assrstance with Activities of Daily Living;
or

2. providing supervision or safeguardlng a patient due
to Severe Cognitive Impairment; or
3.. prowdmg necessary health, medical, or personal care
services such as physical therapy, speech therapy,
respiratory therapy, home health aide services,
nutritional services, personat hygiene services; or
providing home Hospice Services; or
“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.

ok

TCL-LTC.04(WA)
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pefinitions IContmuedl

Home Health Care Agency A Home Health Care Agency is prlmarlly en'gaged in

_ providing nursing care or. Personal Care iri the home and
_is licensed or certifted by the appropriate Ilcensmg
~-authority In that state to provide such services.

;Hns;ii‘he,;,E'aeility.-“,;#_;“w ~Hesplce+'ac:htvﬂs~a~faclllty*thatmTGthEWan—l"—*

. program of care for terminally ill individuals on an in-
patient basis and is directed by a physician.

Hospice Services ' Hoshice Servmee are in-patient or out-patient services
' - .7 7 not paid by Medicare, that are designed to provide

;_paﬂmmeﬁam and_m_allemaie thephysmaLemetlenal

social, and spiritual discomfarts of an individual whois

- experiencing the last phases of life due to a “terminal
- disease.

Immediate Family " Immediete Fafhiiy refe’re. to 'en'insured"s spoUse, child
- (natural, step, or adopted), parent, sibling, grandchild, in-
law, or anyone who' resides in the insured's home.

Lifetime Benefit Maximum - “The Lifetime Beneflt Maximum is the maximum amount
o o ' that We will pay for all Covered Expenses under this
Policy. - The amount of Your Lifetime Benefit Maximum
. 'will-be reduced by all-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 (Unhmlted) Benefit Period
option, Your Lifetime Benefit Maximum will not increase,
* be reduced or ‘exhausted by Covered Expenses Other

- limits, such as the Da|ly Beneflt maximums still apply

Maintenance or Persenal Mamtenance or Personal Care Serwces means any care
Care Services : for which the primary purpose is to provide needed
s . _assistance with any of the disabilities that resulted from
an individual beihg a Chronically 1ll Individual (including
protection from threats to health and safety due to
. ‘Severe Cognitive Impairment).

Medicaid . 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 ' Medicare refers to the reimbursement system as
discussed under Title XVIII of the Social Security
Amendments of 1965, as then constituted or later
amended.

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

Nurse

3 Nursmg Homefl\lursmg'

Fagcility

A Nursmg Home!Nursmg Faclhty is a facility tha’t s
- licensed or legally authorized to be a Nursing Home/

-A Nurse is-a registered professmnal nurSe (R N ) or a
',"Ilcensed practlcal nurse: {L P N ) -

Nursmg—Faerlltwn accordance with the_laws of the state_ e

in which it operates.” A Nursing ‘Home/ Nursing Facnl:ty

provides 24-hour nursing services; or a distinctly

separate part of a hospital and has: .

1. aplanned program of policies and procedures that
. - is developed with the advice of, and is periodically -
reviewed and executed by, a professmnal group of
“at lgast one- phvsmian and one registered-nurse -

Personal Care

Plan of Care

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

o abusers

(R.N.); ' Sl

2. a doctor avallable to furnlsh ‘medical care in case of - -

emergency;
3. atleast one Nurse who.is employed there full time.
' {or at least 24 hours per week if the faclllty 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 handlmg
and admlnlsterlng drugs and blologlcals

Serwces provided may include: nursmg care, personal

" care, physical thérapy, speech therapy, respiratory

therapy, nutnt:onal serwces or personal hygiene

services.. .. T o s

A Nursing Home/Nursing Facility does not include:
retirement communities; rest homes; homes for the

‘aged; sheltered living accommodatlons, residence -

homes; homes for the mentally retarded, the mentally il

~or for the blind or the deaf; a hotel; a domlcmary care

home; or a.residence or home for alcoholics or drug

Personal Care means Standby Assistance with Actlvrtles

of Daily meg or praviding custodial serwces for those

suffenng Severe Cogmtlve Impalrment

A Plan of Care is a‘wntten document that is prepared by
and signed by a Care Advisor or, by Your personal
physician, that specifies prescnbed 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,

Page 10



Defmltrons (Contmued}

' Qualrfled Long-Term Care
Services -

EE

" Qualified Long-Term Care Services refers to necessary

diagnostic, preventive, therapeutic, curing, treating,

._mltlgatmg, and rehabilitative services, and Malntenance
_or Personal Care Servrces that are:

- Representative -

" 1. “required | by a Chronlcally ]| Indl\rldual and
2. provided pursuant to a Plan of Care prescribed by a

Care Advrsor or, by Your personal physician.

oA Representatlve is-a persen or entlty Iegally empowered :
to represent You.. = e L i i

Respite Care

‘Severe Cognitive Impairment

__ Standby Assistance _ .. _

Substantial Assistance

Substantial Supervision

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

-~ Standby Assls_tanee,r-meens havi ng the presence of —

' fRe‘spure' Care refers to Services You need during the tirie
~that Your primary caregiver {(a member of Your

Immediate Family or an unpaid primary caregiver) is |

_unable to care for You.

Resprte Care can be recelved at home or in a nursmg

' home or nursing facility.

Severe C_o_gnltlve Impairment refers to a loss or

- deterioration in intellectual capacity that is:

=1 'f.=eom‘per-a'b-l-e’to ‘('an'd‘in'c'IUdes) Alzheimer's disease .

and similar forms of irreversible dementia; and,

2. measurable by clinical evidence and standardized .

tests that reliably measure impairment in the
mdmdual s

‘ short—term or long-term memory;
: _b. orientation as to people, places, or time; and,
deductlve or abstract reasomng

another person within Your arm's reach that is necessary
to prevent, by physrcal intervention, injury to You while

~ You are performing an Actwrty of Darly Living (such as
_ being ready to catch You if You fall while getting into or
oout 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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'ELI._G_IBIZLITY.FORTHE PAYMENT.” OF BENEFITS

Ehglb|||ty for the Payment of B

Beneflts

" Limitations "

TCL-LTC.04{WA)
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Yqu are: ellguble for beneflts durmg the time this Pollcy is.

force and the fol|owmg condltlons have been met:

assessed that You are a Chronically 1l individual; '

2 You have cgmpleted the Benefit Waiting Period, |f

" any; and

O Y —

1. a Care Ad\nsor or, Your personal phys:c;an has

3. Your expenses for care are 00vered Ex.penses o

. Period. This means that You only. have to satisfy the
‘Benefit Waltmg Period ohce durlng the lifetime of Your
_ pollcy

Your Benefit Waltlng Perlod beglns on the date Our -
Assessment estabhshes Your inability to perform two or
more Actlwtles of Daily meg or due to Severe Cognitive

,Impalrment

~ incur expenses- for Nursing Faclllty Care or Home and

Commumty -Based Care at least as often as twice every
seven days- Wlthln Your elected Benefit Waiting Period.

The Benefit Waltln_g Period does NOT apply to Respite
Care, Care Management, Caregiver Training, or the

_Emergency Response System.

“§ame day for both' Nursing Fagility Care and Home and -

We will NOT'pay béhéﬁts for'expenses'incurred on the

Community-Based Care.

I You are ellglble to recelve Nursmg Faclllty 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.

— W!Iihlsﬁohey contains-a one-time only. Benefit Wamng-,f;i‘; — ;e;;_;__ |

To satlsfy the Beneflt Waiting Period You are required to

Page 12



POUICY BENEFITS -

NURSING FACILITY R The maxlrﬁurﬁ ahount that We.w:lf pay for. each day of .
'CARE BENEFITS - R Govered Expenses mcurred as an overmght remdent in: -

e e e -——-'_'Wﬂ** ~a Nu?ging HomelNursmg Faclhty, or
- 2. an Assisted lemg Facility; or
3. . - an Alzheimer's Fagcility; or -
4. - aHospice Facility; and
5 for Bed Resorvatlon

Wil mewarm-mrem ﬁf‘* e

1. the Nurslng Famllty Care Daily Beneflt MaXImum,
. as shown in the Policy Schedule; or
2. the actual dally charge.

BED RESERVATION BENEFIT
This benefit is designed to hold Your bed should Your
stay in.a Nursing HomelNursmg Facility, Assisted Living
~ Facllity, Alzheimer's Faclhty or Hosplce Faclllty be
: temporanly mterrupted

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

1. the Nursmg Facility Care Daily Beneflt Mammum or
. 2, .the actual da:ly charge

, The maxnmum number. of days that We W|Il pay for Bed o

-'Reserva“tlon 530 days |n any 12 month penod

If Your Po,liey Schedule shows a dollar amount for the
Lifetime Benefit Maximum, Your available Lifetime
Benefit Maximum will be reduced by the amount paid for

the Nursing Faclllty Care Benefit and the Bed Reservation
Benefit.

TCL-LTC.04(WA)
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Polmv Benefits (Continued) ‘ .
Home and Comrnumtv Based Care Beneflts :

' HOME A D .- | . . The maximum amount that We will pay for each day :
COMMUNITY- BASED - that Covered Expenses are incurred for Home Health .
CARE BENEF]TS S Care or Aduit Day Health Care services WI|| be equa! to

the [esser of:

1 the Home and Communlty Based Care Dally Beneflt
Mammum, as shown.in the Policy Schedule or
2. the actual daily charge.

N _ If Your Policy Schedule shows a dollar amount for the
e Lifetime Benefit Maxumum, Your available. Lifetime

e Benefit-Maximum:will-be- retf.luceeH@wL the amount peld R
under thls beneflt '

NOTE
“Adult 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
s the direction of a Home Health Care Agency or by
. alicensed or certified home health care provider
~{e.g., a home health aide) who is NOT affiliated
. witha Home Health Care Agency. ,

-If- -You .use -a-'l-loe_n-sed 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 physmlan

SUPPLEMENTAL BENEFITS
Care Management ' - Care- Management is completel voluntary It is an
o ' optional service designed to help You when You are
making decisions about long-term care; the care You

need_and_Your options for meeting those needs. You are | o

.NOT required to usé this service or to fo!low the.
suggested recommendatlons

‘Services provided under Care Management are furnished
- by Our Care Advisor. These services Include

Servi.ces pro_vided 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.

TCL-LTC.04(WA)
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Policy Benefits {Continued)
SUEplemsmal Bem;ﬂts

Caregwar Trammg

' __Careglver Trammg 1s desngned to teach a person who is.
N demgnated by You tc: a531st You in such areas as

the prc)per usé and care of therapeutlc devices:

S
—2 - "the proper use or disposal“of medical aids; and -
-3

the changing of wound dress:ngs or re- posmomng
_ ln bed . ,

The Ilfettme maxrmum amount that We WI” pay for

Reépite Care

TCL-LTC.04(WA)
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: nallyLBe,neﬂtMammum e erreeec S :

W Your'PoIicy 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 maxumum' number of days that We will pay for

- Covered Expenses for Resplte Care |s 24 days in any 12
‘month perlod

The- maximura amolj'nt that We will pay for each day of
"Resplte Care received at home or in an Adult Day Health

Care Center will be equal to the lesser of:

1. the Home and Commumty -Based Care Daily
- " Benefit Maximum ‘as shown in the Pollcy
Schedule; or .

. 2. . the actual dally charge

The maximum amount th:_;_lt _We WI|| pay for each day of

~ Respite Care received in a Nursing Home/Nursing Facility

Wlll be equal to the Iesser of:

1 | the Nursmg Fac:llty Care Da|ly Beneflt Ma)umum
as shown in the Pélicy Schedule; or
2.  the actual daily charge.

I 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)
~ Supplemental Benefits

Durable Medical Equipment “This beneﬂt provndes for the rental of Durable Medlcal
' L U Equipment; it does NOT provide for the purchase of -
_ medical supphes or devices; however, if it is more .
.-~ ~—economicat to—purchaseerather than-rent-the-Durable-- -~ —
Medical Equment We may pay for such a purchase(s)

T—o be eligible f-or this ben_ef-tt, prior wr-ltten-certlfl_catien is
required by Your physician (or by a licensed medical
profesetenal) ‘and by a Gare Advnsor statmg that

1. the Equ:pment is appropriate for Your needs; and
-2, the Equupment is expected to allow Youito -
continue to stay m Your home for at least nlnety

: -days W|th its use.

The llfe’ume maximum amount that We will pay for
Covered Expenses incurred for Durable Medical
Eqmpment is fifty times the Nursmg Facmty Care Dally
Beneflt Max;mum :

If Your Pollcy Schedule shows a. dollar amount for the '
- Lifetime Benefit Maximum, Your ‘available-Lifetime
Benefit Maximum. wili- be reduced by the ‘amount paid
'under this benefit. :

Emergency Response - An Emergency Response System means a

System communication system that is: (a) installed in a person's
home: and, (b} is used to call for. assnstance in the event
of a medical emergency :

“The maximum 'amount"th-at'-‘ We will pay for Covered
Expenses incurred for an Emergency Response System is
$35 per month for a maximum of 36 months, and an

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.

TCL-LTC.04(WA)
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Policy Benefits (Continued)
Supplemental Benefits

- Alternate Care Services ~ Alternate Care Services refers to Qualified Long-Term
E ' ‘Care Services which are not otherwise defined under
" "Nursing Facllity Care Beneflts or Home and Communltv- ;
. o Based Care Beneflts ' ,

Eligibility for relmbursement of Alternate Care Serwces is
subject to the followmg conditions: - :

1. A Care Advnsor or Your personal physician has .~
‘developed and submitted to Us d Plan of Care that s
e s s e e HagTheen-agreed to-by Your or’fourﬂepresentatwe o
L o _ Your physician, and Us; and . e
2. We have determined that the Alternate Care
Service(s) is an appropriate alternative to the
" benefit(s} otherwise covered 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
nursmg facility WI" be equal to the lesser of:

1. the Nursmg Facnllty Care Dally Beneflt Maxm‘sum
as shown in the Policy Schedule; or
2. the actual dally charge. -

The maximum amount that We will pay for Covered
Expenses for each day of Alternate Care Services

received at home or in a communlty -based settlng will be
equal to the Iesser of: L

1. . the Home and Com'mt'.i'nit'y~B_ased Care Daily
—reee . _Benefit Maximum;-as-shown-in-the Policy

-Schedule; or
- 2. the ac‘tual dally charge

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

TCL-LTC.O04(WA}
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POLICY LIMITATIONS AND EXCLUSIONS

Expenses for the. followrng types of care are NOT COVered EXpenses and are exc[uded under
the terms and condmons of thls Pollcv

_— e e . =2

1. care whrch is prcvrded by a member cf Your Immedlate Famlly,

2. ~care Whlch is or usually would be rendered free of charge |f thls Policy were not in
effect" R :

“_"32'_' ~care whlch is requrred because oT an aftempt at surcade or ‘ﬁtehtrcﬁally seﬁ—rnﬁrcted e

o lnjury whether sane or insane; t :

4.  care which is required 'becajus“e cf"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 governmental programs, except Medlcald
¢. Mandatory Automobile No- fault Insurance
~d. "Workers' Compensation; -‘
e. Employer's Liability Prcgrams, 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 receiv_ed_ outside of the United States and its possessions.

TCL-LTC.04(WA)

Ed. 4/00
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' Notice of Claim

CLAIMS INFORMATION

, 3_Not1ce of clalm must be recewed by Us Wlthm six
“months of when Yeu incui Covered Expenses or as soon’

o ' after as reasonably possrble

Cla_im Forms

v To help facllltate pavmeht of beneflts You or Your e

Representative should contact Us immediately by calling:
1-800-223-1200; OR by writing te Us at: 730 Third

“Avenue, New York, NY 10017-3206. Written

; documentatlon should mclude

L Rw !‘v

. - 1 . Yaur name and address ‘_.'_"_:"‘f" '_'d; el ‘_f.i.:i:__...'-_'_‘.'.‘.-.'...__.7.7._.',_:. -

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

the occurrence, character, and extent of Your loss;
the names and addresses of the care providers
who are aware of Your condition; and

the time perlods for which You are claiming
beneflts -

-We may ,req-uir'e that You, Your Representative, or a

person ar organization that is providing care to You
complete forms that will be used in an Assessment. 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 clalm is belng made

' Proof of Ioss must be furmshed as soon as reasonably

possible, but no later than two years from the date a
Covered Expense wed

Assessment

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

After We receive Notlce of Claim, an Assessment may

_be required. If the Assessment is performed by Your

~ petsonal physician, a copy of that Assesment and a Plan

- of Care must be sent to Us. If the Assessment is

performed by a Care Ad\nsor 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 WI|| NOT relmburse expenses until the Assessment is
' PR completed and Your ehglblllty to receive beneﬁts is
determlned ' : S

=

~additional Assessment{s) be performed by a Care——— —— =
Adwsor :

[ S We reserve. the right to request, If-necessary, that an..

‘Periodic Assessment -~ 'We’ W|li peri'odioally"(at Ieast annually) perform an-
Assessment at Our expense to determine Your benefit .
T o f _ eligibility. "'When We have paid benefits to You for two
LTI T T continuous years, We! will niot require an Assessment
- ~more. often than once per year

Payment of Claims 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 payments 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. -
|Iabl|lty under thls pollcy for the payment of that beneflt

At -Y-_eur d;ea-th., -a-ny--beneftts- -u-n-pa—ld will be pald aooordmg

- to the following priority: (1) 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 éstate to someone related to
You by blood or marriage who We deem to be an-
appropriate person to receive such payment. We will be
dlscharged to the extent of any such. payment made in

good falth
How to Appeal a Claim If Your believe Our iclaam‘-aec-rsian* is in error; You or Your -
Decision ; : Representative should send Us a full explanation (no

special form needed) that tells Us why You feel We

- should change Ou# decision. ‘ Include the nameés, .
 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 oomplete Our review, We will notify You in
writing and pay any beneflts then due as a result of Qur
reconsideration.

Erroneous Payment(s) of If We have made payments that are not required by the
Benefits Policy, such payments must be promptly returned to Us.
If such paymenis 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.

TCL-LTC.04(WA)
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| ,_RREMMI:UMS;']

~ When Premiums are Due - The fll‘St premlum payment is- due on the Policy Effectave
S ~ Date, Premiums, after the first, are due annually,
_ " semiannually, quarterly, monthly or for any other petiod- . _
— = which"We and-You have agreed upon:The premidms
- and how often premiums are to be paid are shown in the
Policy. Schedule page. All premiums are payable at Our
Home Office or as otherwise instructed by Us in writing.

"Renewability Thls Pollcy is Guaranteed Renewable We cannot cancel o
e 01 refuse to.renew this: Palicys .. To. keep this. Policy in = -~ =~
' force You need only pay the premlums on tlme

Waiver of Premium Whlle Your policy is in force, We will waive premium
payments which fall due once You have satlsfled these
condmcns

' (1) You have completed the Benefit Waiting Period;
and,
(2)  You are recelvmg Nurslng Facility Care Benefits or
- . Home and Commumty -Based Care Benefits.

| Once You become ellglble for the Waiver of Premlum, .
We will refund- premiamts) pald for any period during
which’ the Walver of Premlum is in effect.

We WIIi stop walvmg Your premlum(s) when You are no
longer receiving Nursing Faclllty Care Benefits or Home

and Commumty-Based Care Beneflts for 30 consecutive
days

To covef the p'e_ric'd of time frcrﬁ when the Waiver of
' Premium ends to the due date of Your next regularly
S scheduled premium, You will bechmged—&ppeqe

portlon of Your premlum

.NOTE: The Waiver of Prem-lu-m will NOT apply during
the time You are ONLY receiving the Respite Care:
benefit, the Care Management benefit, the Caregiver

_Training benefit, or- the Emergency Response System
"benefit. _

Grace Period/Lapse This Pohcy 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.

TCL-LTC.04(WA)
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v lie - additional

Premiums (Continued)

Third Party Notufuca’tnon : To avmd the umntentlonal Lapse of Your Policy, You
OPtlon : ~© may designate a person, in addition to Yourself, to be
o : - notified by Us when Your premium is overdue; This_
"deS|gnat|on will extend the 31 day Grace Period by an
30 days from the date Your designeeis

- notified of Your late premmm “if-Your premlum“has—NOT'*?*—-.—“—
" been received by the end of this additional 30 day
: Vperlod Your Pollcy will. Lapse '

- The desmnee will be deemed to-receive the notification -
i ... five business days after itis mailed. We will not extend L
i e YoUT-Grace-Period unless-You elect this Third Party. .~ 7T 01 T

: ' Notification Option. You have the right to change Your : '
designee at any time by notﬁymg Us.

Extension of Benefits . Termlnatlon of Your F‘ollcy shall be without pre}udlce 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 subject to the Benefit Waltmg Period, and all other
o ”--appllcable provisions of the Pohcy ' -

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

1. a properly completed apphcatmn for Remstatement
2. proof of insurability satisfactory to Us; and
' 3 payment of all premiums. due.

You will be notified in “writing whether Your-application

for Reinstatement has been approved. If We do not give
- You this notice within 45 days after We receive the
“above- |tems, Your msurance W|II be Remstated

" Merely remlttlng a premium will not Remstate.thls Palicy.
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.

TCL-LTC.04(WA)
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Premiums (Continued)

* Reinstatement Due o
~ Unintentional Lapse. -

~ the Grace Period and by sabmittiriy_all past-due ~ . _ .~

. If Your Pollcy was termlnated due to non- payment of
~ premitms, You-or Your Representative may request that -
-Your Policy: be Reinstated. by providing Us with proof

that You suffered Severe Cognitive Impairment durlng

premiums. The request for Reinstatement must "be made
within nine months after Your coverage has Lapsed. If

" Your- Pollcy is Reinstated, We will treat this Policy as if
'—there had been no Lapse in coverage

TCL-LTC.04(WA}
Ed, 4/00
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Thé Contract =

Cor registrar-of TIAA:CREF Life:

GENERAL PROVISIONS

made in writing.and-is. approved by an executlve offrcer,

_Benefit Changes

Misstatement of Age

Incontestability - Time Limit
On Certain Defenses

'Thls Poilcy, mcludmg Your appllcatmn and any attached,_ o
- papers, represents the entire contract between You and -
Us. No change in this Policy will-be effective unless it is

Any change.must also be approved by You or be
required by law, unless We have the right to make the -
change on Our own. This contract is governed by the
state in-which it was issued as of the Policy Effectlve

“Date shown on the Pollcy Schedule page..

"~ You may be: ellglble to make ‘changes to Your beneflts

All changes must be approved by Us in writing and may -
require proof of insurability sat|sfactory to Us. Changes

to beneﬁts may |mpact Your premlums Contact Us for _

detalls

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 for the refund of aII premlums You

~ paid, Iess any benefits' We pa|d

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
otherW|se valid -claim upon showing of
misrepresentation that.is matenal to. Our
acceptance for coverage. ‘

2. if this Policy has been in force for at least six

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

months-but-less-than two_years, We mayml:esclnd

"~ the Policy or deny an otherwise valid “c¢laim upon”
showing of misrepresentation that is material to
acceptance for coverage and which pertains to the
condition for which benefits are sought. - :

3.  After this Policy has been 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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Gerreral Provisions (Co_ntinrretj}

';Whe:n_‘ v«j:u-r‘c.avérage B-eigine ) Coverage under thls Pollcy beglns on the Pollcy Effective
' ' ' ' '~ Date shown in the Polrcy Schedule page.

e

When Your Coverage Ends Your coverage ends When one of the followmg OCCUTs:

1. Your Death. This insurance will automatically -
terminate on the date of Your death. We will refund

o B 10 Yoiir estate the pro-rata premrum pard for coverage f
RN after the date of Your death." RS :

2. B'enefits Are Exhausted T’hie insuranee vvill
automatically terminate if Your Lifetime Benefrt
Maxrmum has been exhausted.

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

~ Legal Action Against Us - You cannot sue Us to obtain benefits under this 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.

Cash/Loan Value " This Policy has no cash or loan value.

TCL-LTC.04(WA)
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1 TIAA-CREF Llfe Insurance Company
| 736 Third Avenue ... -~

t New York, NY 1{]017 3206 : S
§212490-9000 1800223-1200 - .

INFLATION PROTECTION OPTION RIDER
5% Compound Inflation Option

Insured:MRS-'MARYTDRISCOLL e : ‘ Pollcy Number 09852468.
Policy Effective Date: August 1, 2002 _ Rnder 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, =F.’ré:miums..f_or this Rider are shown on the Pol_icy_Schedu_le page in Yo.ur Policy.

. On each _anniversary - of Your Pollcy Effectlve Date We will increase by 5%, compounded

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

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

The amount of the benefit We will pay is determined as of the date You iricur a Covered"' '

~ Expense, not as of the date You apply for benefits.

If You elected ‘the "Llfettme (Unhmlted) Beneflt Period” opt:on NO adjustments w:ll be made to
Your Llfetlme Beneflt Maxlmum

Bt VT

President

TCL-LTC-BUNC.04(WA)
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| TIAA-CREF Life Insurance Company
S 730 Third Avenue . .- .
g | New York, NY 10019-3206

| 212490:9000 1800223-1200

SPOUSAL DISCOUNT
' _vinsured IVIRS MAFiY T DRISCOLL S | o L Pollcy Number 09852468
Pollcy Effectlve Date August 1 2002 Rlder Effectwe Date August 1, 2002

Thls Rlder is attached to. and made part of the Pollcy that was |ssued 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 dlscount has been applied to Your premiums, as reflected on the Polncy Schedule

- page, and will remain m effect as Iong as You and Your spouse:

1. are me‘mbers 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 TiIAA-CREF Life Insurance Company; and,

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

~This discount will also rermain i eFfest aarm g the time You of Your Spouse are receivmg
the Waiver of Premium benefit.

Buti S

President

TCL-LTC-SPD.04
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- -TIAA-CREF Life Insurance Company
n 730 Third Avenue = .

o | New Yorlg NV 10017-3206

| 212:490: 9000 ISOO 223 1200 B

SHARED CARE BENEFIT OPTION RlDER

—orer—eB-Shared-Care-Benefit-Option-Rider;:

o "

-lnsured MRS MARY T DRISCOLL .‘ : |nsured's Pollcy Number. 09852468 -

- Policy Effective Date: August 1, 2002 - - Rider Effective Date: August 1, 2002
Spouse: LEOJDRISCOLL Spouse S Pollcy Number 09852450
Rider Contract .. . . . R o o .

- ~“This Rider is: attached to and made part of Your Pollcy The nghts prowded by this- Rlder E—
are subject to the terms. and condatrons of this Rider and: of the Policy.- However, inthe

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 Rlder Effective Date above.

Prem|um for this Rlder is shown on the Policy Schedule page of Your Pollcy

Shared Care. Beneflt : '
_Whlle Your Pollcy and this Rider are |n force, should Your spouse exhaust the Llfetlme

enable Covered Expenses mcurred by Your spouse to be pald under Your Pollcy

‘Conditions for. Eligibility. . - .. ..o.... :

Your spouse is-eligible for the beneflt prowded by thls Rlder after a!l of the followmg
conditions have been met:

You are named as the spouse in Your spouse’s Shared Care Benefit Op_tion Rider: :
The Policy Effective Date in-Your Policy and in Your spouse’s Policy is identical;
. The state where Your Policy and Your spouse S Pohcy is ISSUBd from-is identical;.

. Your Policy and Your spouse S Pohcy have the followmg ldentlcal beneflt ievels and B
benefit options*: ' :

fewPf

b. Benefit Waiting Period;
c. Optional Benefit Rider(s);
d. Daily Benefit Maxrmum for Nursmg Faclllty Care and for Home and Communlty-
- Based Care;
e. Lifetime Benefit Maximum; :
5. Your spouse continues to meet the Benefit Elrglblhty Reqmrements under Your
spouse’s Policy;
. The Lifetime Benefit Maximum in Your spouse’s Pollcy has been exhausted;
. The Lifetime Benefit Maximum in Your Policy has not been exhausted; and
. Your Policy and this Rider are not contestable.

00~

This does not include the acceptance of behefit increases provided by the Agreement

for Periodic Inflation Additions Rider, if included in Your Policy or in Your spouse’s
Policy. ' '

TCL-LTC-SCA.04




_ Covered Expenses . _ - .
On and-after the date that Your spouse is elrglble for the Shared Care Benefit. 0 htion, We
. will pay for Covered Expenses incurred; by Your spouse up to the appllcable Ba ¢ Benefit
' Maxrmum under Your spouse S Pollcy o '

= ———'Fhe Llfet|me13enef|t4wax1mum in-" Yotlr Polrcy wr!l~be reduced**by paymentsmade~fer~ s
Covered Expenses incurred by Your spouse and paid pursuant to this Rider. Benefits
~ paid for Covered Expenses lncurred by You and Your spouse may not: exceed the .
Llfetlme Beneﬁt Mammum in Your Pollcy

i the amount of the Llfetlme Benefrt Maxlmum under Your spouse s Pohcy has not been -
'exhausted but is less than s Covered Expense, ‘We will pay the"'remarnder ofsuch ~——— — —
expense from the Lifetime Beneflt Maximum under Your Poliey. ‘The total amount pald

for that Covered Expense may not exceed the epplleable Daily Beneflt Max|mum in Your
spouse’s Pohcy ' : :

You and Your spouse may both receive beneflts 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 Da:ly Benefrt Maxrmum in Your spouse ] Pollcy

1f Your Pollcy includes an Agreement For Perlodlc Inflatlon Addltions Rider, We WI||
continue to offer You inflation. addltlons in accordance wrth the terms of that Rider while’
Covered Expenses lncurred by Your spouse are bemg pald

Waiver of Premlum
The Waiver of Prermum provrsron in Your Polrcy will apply only if You are receiving

benefits under Your Policy. "Premium payments under- Your Pohcy WI|| not be Warved due
to Your spouse recelvmg beneflts under Your Pohcy

If Your Pollcy s Lifetime Beneflt Ma)umum is exhausted Your Pollcy will remain. |n-ferce
————and- premrunrpeymentsemlhbewelved—untll

1. The Lifetime Benefit Maxlmum under Your Pollcy and Your spouse s Polloy is |
- exhausted;.or . '
2. The death of both You and Your spouse.

Once Your Lifetime Benefit 'Maxrmum is exhausted, We will not offer You 'i‘nfll'ation_ additions
under the Agreement for Periodic Inflation Additions Rider, if applicable, and Yeou cannot
purchase additional amounts of coverage.

Policy Contmuatlon

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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Remstatement

- To reinstate this Rlder if it has lapsed for AN+ payment of premlum, You end Your: spouse
rnust sat:sfy the requwements of the ”Remstatement" prowsmn |n each of Your Pohmes

Change of Spouse .

- ——Yorrrrray-novchange—Your*spees’e—o“n thts—ﬁrdeF -—‘ﬁ)_—rn‘LT tpro provnde Us—wrth—wrltten hotice ~--——-f
that You elect to terminate this Rider.

Termmatron of thls Rlder _ o '
This Rider- wul} termlnate on the earllest of the followrng

- — et e e e e e i e s -

. —ew.._1. The date Your Policy or. Y_our Spouse s Pohey termlnates for any. reason except for.
' ‘the death of sither spouse; or,

2. The date We receive written notice that You elect to termmate this Rider; or,

3. The date Your spouse’s Shared Care Benefit Optlon Rider terminates for any reason,
except for the death of Your spouse; or,

4. The date You elect to revise Your Policy causing the beneflt levels or the benefit -
options under Your POIICV to no Ionger be identical to those under. Your spouse 5.
Policy*; or, . -

5. The date the Llfetlme Beneﬁt Maxrmum is. exhausted under both Your Pollcy and Your
spouse’s Policy; or,

6. The date Your Pollcy is placed on a nonforferture status, |f appllcable to Your Pollcy

* ThIS does not mclude the acceptance of benefrt increases prowded by the

Agreement for Périodic Inflation Additions Rider, if included in Your Policy or Your
spouse’s Policy.

e

President
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TRAA-CREF Lile Insurance Conu:any
730 Third Avene
New York, NY 10017-3206

: Ptemeﬁl!inalh‘nﬁn»awn requested, and areswer ull questions. ‘I‘hisAppllmMnmustbewmpMedandﬁgmdbyme '

.Aizpmc;mm FOR LONGITERM CARE INSURANGE

_completing this Application, call #s TOLLYFREE at 1800 2231200, weekdays between 8:00am. mrdgi 0 p:m;; Eastern Time, -
~ Application For: ~ OJNewPolicy ~  []Reinstatement 3 Change of Coverage
SECTION A: Apphmt Information '
Pasgcohl. st

2.8ex OMale  [fFemale

- Social Security No. 2. Date of Birth ,%1_/.2'_; 7

W AN LA —

Residence, HIE L. 7 i ._ﬁ“pam,f F I, E‘bz.
. Telephoe: Day (#39) _ZH7-7H4 8 Fvening () Eunail ad address : |
Aze you esmployed? [ Yes Employer, Occupation Er.l:io

Aveyou retired? (3 Yes Date Retired __.A%W"fﬂf

] No
Did you refire for any reason related to your health? 0 Yes B No Ifyes, please explain:

N Y

10. Am yon applymg for coverage through an employmsponsmed or assocnauon plan" erﬁ []No o

Daic of Birth £7__ A tﬁé

Does your spouse have, or is he/she app!ymg for, a lomg-tmm care pohcy from TIAA-CREF Life? El?q DNo
14, Are you or a family migmber currently or formerly employed by:

tl K—lz School B" Collego University or nonproﬁl education or iesc:arch msmuuon D Otlwr
"SRCTION Bs Ynital’ Screéning of Yous l’xmitabihl:y

individund who i applying for toverage. If you kave questions about thiis long-ternt care inswyiance, or yon would like assistanice

=8 ——Ifyouw wnswor- “YES" T to any of llie fbﬂoniJig gnestio“ﬁ“s it Section B, We reprét thai we are unable To ofjer you

long-term care insurance at this time Yes No
lAreyoucovemdbyMedscmd(notMadncarc}?Nom- Medicaid is not the same as Medicare. LB -
-+ .2.Have you had, do yon currently have, or hive you been riedically dmmem as havmg :
. : Y5 No- Yes No
a. SenilityT..... ‘ 0 & Momnmmmsim.mmmammm Oe
b. Dementia? L] 47 m.Combination of stroke: and TIA? ....ococmv e 11 BF
& Memory 10557 ... ' ] 2 n. Diabetes in combination with Soke?.......on Id B2,
Alzheimer's disease? | % 0. Diabetes in combination With TIAT. . rrcrernee 0O
r, Acquired immume deficiency syndrome (AIDS)T. L] p. Diabetes in combination with
£, AIDS-rlaicd COMPER (ARCH 0 I vascular discase? g
g Parkinson’s ] [ g. Post-polio syndrome? 0 16
& Multipte solerosis?.. ] r. Chicnic kidney disease? 7
i. LouGeheig’s disease (ALS)? i L) s. Cirrhosis? O g
j- Paralysis? |1 t. Metastatic cancer (spread from osiginal site)?...... (]
k. More then one stroke? ]
3. Have you been diagnosed or treated for cancer of the:
Wethin the past 12 months: Yes 1{% -Within the past 48 months: ¥es No
a. Bladder? ] h. Brain? 0o
b.. Breast? [} 0 i. Esophagus? g
¢. Colon? ‘ {] j. Liver? O
d. Prostate (with no lymph node invotvement)? .... ] k. Pancreas? ;] g/
Within the poast 36 months: L Stomach? £l
e Lung? E
; U ( ) h nod | Y2.... I:
£. Uteres (with no lymph node involvemem .
Laal oTiw m«ttﬂoﬂnwtmmmﬂwdu
VL
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- Yes No
-¢- Recoived hOme Care SEVIOEST S smieonaon L] Y
d. Usetl an adult- day care fac:hty? SNTREIERI B | B/

5. Iﬁlhepastﬂmon!hslnveyoubeendmgnosgdormﬂd o e

Yes No ' ' " Yes No
a. Transient ischemic attack (TIA)",.,-,. O B/ c. Cbngesnveheanfaslum" (M} E/
b. Stroke? o=
6.Inlhepast6_momkshaveyouhad: Yes No : Yes No
a. Aheart attack? : 0O & - 4. Spime smgery? 0 e
_ b. Heart surgery? 0 B e Hip surgexy? SCol
c. Back surgery?..... g
7. Do you currently nse: Yes Ne . S E : : Yes No
" a. Awheelchaix? ' .0 IB/ c. Oxygen? 0&
b. A walker? - ' o [Zlf d. Kidsey dialysis? . — g
3. Do you cumm!ly Tequire the assistance of another pmon when pert'omung any of the followmg dmly activities:
Yes No Yes No
a. Taking medications?.... O B e Dressing? | O
b. Walking? O M £ Gerting in and ot of abed?.. ..o I
c. Bating? i 0 &, g Getting in and 0wt 0f 2 chat? v o 1)
a. patig? 0w B =

h: Using the tolea?.

9 Downcmnﬂybaveanysurgeryplanned" o

- Xyou answered “NO to oll of the questions in section B, plcase continue to complete theumafuderoftbw
Appbaﬂwu so that we mfum ew?uale your ummlblmy. _ PM

-
z |

SECTION G Medacalfﬂmmry -

LHeight £~ f.__7 _in. Weight: L20  Ibs.

z.InﬂmpastSyem‘shaveyoubeendmgnosedormadfor B 7

_ . Yes Ne Yes No
. Froquent or persistont SOrgetfoltiess? ... O [, s Hodgkin's discase?...... Nl
b. Stroke?..._. Oow . Lymphoina?._...._..e 0 o
. Transient ischemic attack (TIA)? s L e u. Leukemia? B &
A, Seizure disorder? .. O & v, Otherblood disordes? 0O
¢. Brain tinor? O @ w Emphysema? 0 &
£ Brain disonder? D'IZ( x. Chronic obstructive: pulmomary disease (COPDY? . [ B
g- Congestive heart failure? [ l?( y. Asthma?.... 1 &
h. Heart attack? 3 B Z Shormess of breath? 0 B
i. Angina? .0 BT aa. Diabetes? 0
j- Ivegular heartbeat? 01 4 bb. Highblood pressure? O
k. Othier heast disease? O A cc Dizziness? 0 &
L AMGES?........ 0 @ dd. Fainting? 0@,
m. Osteoporosis? 0@ e Tremors? (I IB/
n. Joint replacement? O i, i Blackow spells? D&
o. Disabiog back or spine condiion?...............[1 Zf,  ge. Injuries due to falls. or mbalance?................ 0 =R
p- Hip fracture? : 0 [E'J/ hh., Depression?... e s 0w
g. Other fractures? O @, 5 Schizophrenia? 0 @
x. Cancer? 3 & 5. Mentaliness?.. ... O

{Please continue)




SECTION C: Medical History (continued)
" 3. Inthe past 36 months have you been treated, hospitalized or counseled for the use of:

b a Akohol?..... EZ/ c. Ampletaines?...

. No-

B’
-

N e S ﬂ ~d,- Nareoties?.

mma‘*

Please provide all details relating to any “YES” box checked above in Section C, mcinding magnoses, treatments,
hospitalizations, and medications. (If you need more space, please nse a separate sheet of paper; sign and datednsapamte
sheet and inchude it when you mail this Application.)

Question Name, Address, and Telcphone Numibes

Letter . Dates . of Attending Physician(s) - : T . . Full Details

SECTION D Rilinary s
i Please provide thefonuwing mfonmnou about ymenmmy Physrﬁau fpamﬂf Y. IIRRT

Newe HE/70 b 2edsusssiis Mivess F010 Sourn st Bhvo e, NOM

Date Last Consulted__ /0 = 7 - FPF  Reason

2. Provide the followmg infornation about any other phys:c:ans consulted in the past two years.
(If none, write NONE,)

Physician’s Name Address &. Telephone No. Date Reason

o NOuE

3. What prescyiption or nmpmsmpimn medication do you cwrently take? (It mne, wrimNONE.)

Medn:aunn s Dosage -
Cgadzu #@m_ﬂ(

.ﬁk& ﬁ' ¥

SECTION: .Ef“rl’&fﬁm Arfivities
¥. Within the past 12 months has there been any interruption in your regular daily actmtm due to:
Yes Neo Yes No
a. Disability? . 0 b. Health condition?. 0 &
2. Do you currently require assistance with any of the followmg dajly activities:
Yes No
a. Shopping? i'I E/ ¢. Doing housework? 0 E(
b. Cooking? d. Using transpostation? 0w
3. Do you have any uncorvected impairment of:  Yes Ne Yes No
a. Vision?......... Oo& b Hearing? a ﬁ

{Plcasc continue) 3
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sBCTiON E: Personal Activities (continued)

4. Tn thcpastiyears have you: . . Yex-No : L Yoy N

- suspended for &'wmg wkder e inflience

of drugs or alcolol? : 0o e

5. Do you currently use: ‘ Yes No Yes No
a. Acane? ; 0 ®& c Oter assistive devices? 0O &
b. Cruches?....... el B %’Vh

6. ¥n the past 12 months bave you smoked any cigaretes?........ . J

Please pmwdc all details relafing to any “YES™ box clrecked above in Section . (If you need more space, please s a

- separaie sheet of paper; s:gnanddatetlmsepmtesheelandmcludeztwhmymmﬂ thas Application.)

MWMM&

‘SECTION F Replau:mmt Questions

Repulations of certalti states require fhat we ask the following questions. You mnst answer all S questions before

If “YES,” Insvrance Company Name:

we ¢an pmcess this form. _ .
1.Do you have another long—:erm care insurance policy or certificate fn foroe (mcludmg a haalth _
care servu:e coniract or health maintenavce organization conuact)? ' 7 1 ves E]ﬁ
= qﬂzdﬁhavem Tong-tenn-care | nnsmaneepolmmumiﬁm—L‘deﬁnTﬂw WW’D_ [E’

If tha pOhCy lapsed, when did it lapse?__

3. Do you intend to replace any of your medmalorheahhnmnmcovemge wllhlhls pohcy” Oves
!f"YES”lmeumyNM- SSNTTT el i e ewln

Ef¥o

Policy #

Insvrance Compony Address: _

4. Have you ever applied for life, health, disability or long-term care insurance that has been declined,
postponed, or substantially limited by the msumr? Oves

IF “YES? please indicate type of lnsuranoe, daie applied for, and reason for declination, postponement, or limitation:

3. Ase yon receiving disability income, Workers” Compensation, Social Security Disability Income,
or any other state or federal disability benefiis? Cives

If *YES,” please state type of benefit(s) being received and cause of disability:

(Flesse continue)




(Refer torthe Behefis S

k

i

&t | MO

' o) sdm]ronr()wnrhn. ﬂ‘wuwmﬁmmﬁmmymwmmpkmdmwhmg%bdowbsdm«sm

[ qnnmzw:dermchmagom Mmﬁe&n&ewm&}?m Cﬂl%ﬂ%ﬂwwm%&&mﬁrm)

t-

3

Nmsingﬂhﬁﬁty Blowos Cars -~ Bemetit, . . i

El$130 ma_mo "% | B3Yers .. | C130Days . |. D Peodic Saftasion | e e
Os150  Tse00 3 100% . _ _ itious 7

s 0 " BEves | E00Days (el troogh Bmmm

im0 | NoggSadliy | O7%ms | T1365D0s mé%cmwm of Pracpives®

Minciauan Benefit ifess . Yoftaios .

(in $10increments) | - Maximexn O X itetine ‘ ‘ DNmforme__ﬁ
mmmmeWMmmmmmmmmm ]

Electronis ¥uods Fransfer (E¥T) % NA Na NA

Awoowity Dedoction* O n Ll 0

Wicect Bl 3 Na A | 1

*Electionmust coincids with munity payustnt mode. ‘

. memmmmmmmmmmmmmm-m

3 Yirere anik Account, Youmust complete s section i Py preacians by Blectronic Funds Tranger (BFT).
MTWM“BWMNE&MMN@W |
Ymmmmmm?mmMmmwmmmmMMWWﬁmnw

TIAA or CREF periodic % mmbummmemmm

‘ mmmmmmmwmmfs of long-term care prentipm piyment. .

T AUTHORIZE Teachers Ensurance and Awmmity Assockation (“TIAA™); College Retiresnent I‘mﬂ(“CREF’}
.mmmmmemmwmmmmMWa
the CREF certificate specified below, the-amomnt nécessary 10-pay-the:required premtinis o this bnsuran - -

medtomemdlorthemmmpohcyissnedmmyspmse:

Nape of Applicant , Nmofcmmﬂoﬁm‘ I Check bexe if sxme
MAmunyeunumormEFCwuﬁmNm

SignahmofmmmprmmaCREF&uﬁmeHm

This avhorization he cancelled mﬂmmm m Atien e 15 R
mtothcfollow;gdmm-:m mmmwmmzmm ff_mym' Hotioe mcel,.

mo.mnmwnmmsunmsmu

-r\
W
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] 'S
E *

, & ‘Third Party Notification Option/Protection Against Unintended Lapse -

A== mderariting, To-pive 16 TIAA-CREE Life or-ts Tifiiorers, any 5t

| E] 1 deﬂgnate the follomng pe:rson 'Y recmvc nonce p:wr 10 cancellation ofmy pohcy for nonpayment of premmm.

{3 X elect NOT 1o designate any person to receive such notice.

' !nformatim in ﬂus Applmaﬁnn i given to obiafin- insuram and is tre and complete-to the best of my -

. or employer having information available as 1o diagnosis, tieatment, and proguosis with respect to any physical

1 undersiand that 1 have the right to designate at least one person other than myself to receive this notice of lapse or
tesynination of the long-iérin care insurance poliey for nonpayment of prenuum 3 understand lhat noiice w:ll noi be.
gwen until 30 days aftera premmm is dué and nnpmd -

Name ofbeslgnee__é@uﬂmeolrk ' Rclauonslup_@m_
Addwess____ 2S5 K L A‘.;’we” :

City M—. State 4,42&____ Zip _m_._‘l'elephmzeciﬂf' 7#’7»7’-5‘4;8'

Signature Indicating Waiver of Option - Date

knowisdge and belief.

1 understand and agree that the insurance applied for will not take effect until 2 Policy is issued by
TIAA-CREF Life Insurance Company (“TIAA-CREF Life?),

1 agree that if any of the above answers and statements become vntroe or incomplete prior to the time
the insursnce applied for becomes effective, I will immediately so notify 'I'IAA-CREF Life. ;

T AUTHORIZE any licensed physician, medical practitioner, psychiatist, psychologist, hospital, Veterans
Administration clinic or ogwr medicakor medically related facility, or mental health facility, insurance company,

or mental condition and/or treatment of e, or any records or lmowledgc of me or my health asit mlat&s to

1 UNDERSTAND that the information obtained by use of 1his Authorization wnl! be used by TIAA-CREF Life

cnly to determnine my elnglbllny for insurance. Any informarion obtained will not be released by TIAA-CREF Life
10 any person or organization in an individually identifiable form EXCEPT to reinsuring companies, or other:
persons or organizations performing business or legal services in connection with my Application for § msurance,

or as may be otherwise Iawfully reqmmd orasl 1 may { further authmz.e

To fac:htate rapld subrmssnon of such mfonnatuon 1 authlmze all said sources to gwe : such records or knowledge B

to any agency employed by TIAA-CREF Life to collect and wansmit such information. A photographic copy

of this Authorization shall be as valid as the original. X agree this Authorization shall be valid for 2 years from

the date shown below, and that upon request I or my anthorized representative have a right to seceive a copy of !

this Authorization. ' ’

CAUTION: I yosr answers on this Application fail to include all material medical information as reguested,
TIAA-CREF Life has the right to deny benefits or rescind your policy.

Any person who knowingly, and with intent to defrand any insurance company or other person, files an
Application for instrance or siatement of claim containing any materially false information, or conceals, for
the purpose of misleading, information concerning any fact material thereto, coromits a fraudulent insurance _
act, which is a erime. i

. Signature of Apphicant ’%%&M
tease Print Naime ____ #7763 By ﬂﬁ/ﬁCﬂM %ﬂ@f - 7’ £ 0K
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