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No part of this filing contains any unusual or possibly controversial items from normal company or industry standards.
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other form
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paper stock. Pages are numbered before any options are selected and, therefore, the page numbers will roll
accordingly. Printing standards will never be less than those required by law. Once approved, the Company reserves
the right to use the forms in their approved format in a variety of media, including the internet, with the understanding

that there may be slight accommodations made for electronic viewing.

Marketing Strategy:
This group disability income product will be marketed primarily to employer groups, both small and large. However, we

are also requesting approval for issue to association, trust and labor union groups.

Flesch Test
The certificates have been tested for readability and achieve a Flesch readability score of 51. The policy has been

tested as well and it achieves a Flesch readability score of 50.

Variability of Forms
The variable material is set off by brackets to be variable so that it may be added to, deleted from or changed. Both the
booklet-certificate and the Policy of Incorporation are accompanied by Statements of Variable Language to explain the

intended range of variability.

Company and Contact

Filing Contact Information
Dietter Foster-Redmond, Compliance Analyst dfoster-redmond@bkclife.com

P O Box 219139 (800) 821-5529 [Phone]

Kansas City, MO 64121-9139 (816) 753-3018[FAX]

Filing Company Information

Kansas City Life Insurance Company CoCode: 65129 State of Domicile: Missouri
P O Box 219139 Group Code: 588 Company Type: Life
Kansas City, MO 64121-9139 Group Name: State ID Number:

(800) 821-5529 ext. [Phone] FEIN Number: 44-0308260

Filing Fees
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07/18/2008

Response Letters
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Item Type Item Name Item Status Public Access

Supporting Document Certification/Notice Approved-Closed Yes

Supporting Document Application Approved-Closed Yes

Form Group Short and Long Term Disability  Approved-Closed Yes
Insurance Policy

Form (revised) Group Short and Long Term Disability  Approved-Closed Yes
Insurance Certificate

Form Group Short and Long Term Disability  Withdrawn Yes
Insurance Certificate

Form (revised) Employee Enrollment Form Approved-Closed Yes

Form Employee Enrollment Form Withdrawn Yes

Form Employer Agreement Approved-Closed Yes

Form (revised) Application for Insurance Approved-Closed Yes

Form Application for Insurance Withdrawn Yes
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Objection Letter

Objection Letter Status Pending Industry Response
Objection Letter Date 07/11/2008
Submitted Date 07/11/2008

Respond By Date
Dear Dietter Foster-Redmond,
This will acknowledge receipt of the captioned filing.

Objection 1
- Group Short and Long Term Disability Insurance Certificate (Form)

Arkansas

39577

H11G.005 Combined Short Termand Long Term

Comment: The mailing address on Page 2 for the Insurance Department is incorrect. Please change to read:

Arkansas Insurance Department
1200 West Third Street
Little Rock, AR 72201-1904

(800) 852-5494 or (501) 371-2640

Obijection 2
- Employee Enroliment Form (Form)
- Application for Insurance (Form)

Comment: The enrollment forms must contain a Fraud Statement as outlined under ACA 23-66-503 and Bulletin 7-97.

If the Portability Election Form(which includes the Fraud Statement) will always be used with the Employee Enrollment

Form and Application for insurance, please advise.

Please feel free to contact me if you have questions.
Sincerely,
Rosalind Minor

Response Letter

Response Letter Status Submitted to State
Response Letter Date 07/17/2008
Submitted Date 07/17/2008
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Dear Rosalind Minor,

Comments:

Response 1
Comments: The address has been changed and the fruad notice has been added to the appropriate applications.

Related Objection 1

Applies To:
- Group Short and Long Term Disability Insurance Certificate (Form)
Comment:
The mailing address on Page 2 for the Insurance Department is incorrect. Please change to read:

Arkansas Insurance Department
1200 West Third Street
Little Rock, AR 72201-1904

(800) 852-5494 or (501) 371-2640

Related Objection 2

Applies To:
- Employee Enrollment Form (Form)
- Application for Insurance (Form)
Comment:
The enrollment forms must contain a Fraud Statement as outlined under ACA 23-66-503 and Bulletin 7-97.

If the Portability Election Form(which includes the Fraud Statement) will always be used with the Employee
Enrollment Form and Application for insurance, please advise.

Changed Items:

No Supporting Documents changed.

Form Schedule Item Changes

Form Name Form Editon  Form Type Action Action Readability Attach
Number Date Specific  Score Document
Data
Group Short and Long CJ137-AR Certificate Initial 51 CJ137-
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Term Disability
Insurance Certificate

Previous Version

Group Short and Long CJ137-AR Certificate Initial
Term Disability

Insurance Certificate

Employee Enrollment GA168- Application/Enrollment Initial
Form AR Form

Previous Version

Employee Enrollment GA168 Application/Enroliment Initial
Form Form
Application for GA169- Application/Enroliment Initial
Insurance AR Form

Previous Version
Application for GA169 Application/Enrollment Initial
Insurance Form
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No Rate/Rule Schedule items changed.

Sincerely,
Dietter Foster-Redmond
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Lead Form Number: PJ137

Review Form
Status Number
Approved- PJ137

Closed

Approved- CJ137-AR
Closed

Approved-
Closed
Approved- GA167
Closed

Approved- GA169-AR
Closed

Approved- GA170
Closed

Form Type Form Name

Policy/Cont Group Short and Initial

ract/Fratern Long Term Disability

al Insurance Policy

Certificate

Certificate Group Short and
Long Term Disability
Insurance Certificate

Initial

GA168-AR Application/ Employee Enrollmentlnitial

Enrollment Form

Form

Application/ Employer Agreement Initial
Enrollment

Form

Application/ Application for Initial
Enrollment Insurance

Form

Application/ Portability Election Initial

Enrollment Form
Form

Sate Tracking Number:

SUb-TOI:

Action
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Action Specific
Data
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KANSAS CITY LIFE
INSURANCE COMPANY

Name of Policyholder: [ABC POLICYHOLDER]

Policy Number: Effective Date: Place of Delivery:
[XXXXXX] [January 1, 2004] [ANY STATE]
Anniversary Dates: Premium Due Dates:

[January 1 of each year beginning in 2005] [Monthly, on the first day of each policy month]

Kansas City Life Insurance Company
3520 Broadway, PO Box 219425, Kansas City, MO 64121-9425
(A stock company, herein called The Company)
will pay benefits according to the terms and conditions of The Policy.

Signed for The Company

[

T, /L/%%//

Secretary President, CEO and Chairman

[TEN DAY RIGHT TO EXAMINE POLICY

The Company urges you to examine this policy closely. If you are not satisfied with it, you may send it back to The Company for
any reason within 10 days after the date you receive it. If so returned, your insurance will be canceled, and any premium paid will be
refunded in full. ]

CouNtersigNE DY ....ooueeiceeecee s e e e e
[Licensed Resident Agent or] Registrar
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Premium Provisions

The Schedule(s) of Insurance for The Policy benefits listed below are shown in the Certificate(s), as incorporated into The Policy.
1) [Basic Life Insurance
2) Supplemental Life Insurance
3) Accidental Death, Dismemberment and Loss of Sight Benefit
4) Supplemental Accidental Death, Dismemberment and Loss of Sight Benefit
5) Dependent Life Insurance
6) Spouse Accidental Death, Dismemberment and Loss of Sight Benefit
7) Short Term Disability Insurance
8) Long Term Disability Insurance
9) Supplemental Spouse Accidental Death Dismemberment and Loss of Sight Benefit]

The Schedule(s) of Insurance will control the:
1) [benefit amounts and maximum limits;
2) eligibility and effective date requirements; and
3) other schedule amounts and limits;

which apply to the employees of the Policyholder.]
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Premium Provisions

Initial Monthly Premium Rates
The initial monthly premium rates to be charged [for employee Coverage and/or child/spouse coverage, if applicable, are shown
on the following page(s).]

The first premium is due and payable on the effective date of The Policy. Subject to The Policy's grace period provision, all premiums
after the first must be paid when or before they are due.

[Premiums are based on the Employee’s:
1) age on his or her effective date[ and thereafter on the first day of the month following the month in which his or her birthday
occurs];]
2) [sex and occupational class.]

[For Long Term Disability Benefits, the amount of an employee's Earnings which is disregarded in determining his Monthly
Benefit because of the Maximum Monthly Benefit limitation will also be disregarded in determining the amount of the total insured

payroll.]

Grace Period

The Company will allow the Policyholder a [31] day grace period for the payment of all premiums after the first. During this [31]
day period, The Policy will stay inforce. If the owed premium is not paid by the [31st] day, The Policy will automatically terminate.
If the Policyholder gives The Company written advance notice of an earlier cancellation date, The Policy will terminate on the earlier
date. Premium is due for each day The Policy is in force.

[Monthly Premium Rate Guarantee
Initial Monthly Premium rates are guaranteed as follows:

Benefit Rate Guarantee Period
[Basic Life Insurance 6 months
Basic Accidental Death, Dismemberment and Loss of Sight Insurance 6 months
Supplemental Life Insurance 6 months
Supplemental Accidental Death, Dismemberment and Loss of Sight Insurance 6 months
Dependent Life Insurance 6 months
Spouse Accidental Death, Dismemberment and Loss of Sight Insurance 6 months
Supplemental Spouse Accidental Death, Dismemberment and Loss of Sight Insurance 6 months
Long Short Term Disability Benefits Term Disability Benefits 6 months]

[Subject to the Rate Guarantee period shown above, The Company has the right to change premium rates on any premium due
date if:

1) written notice is delivered to the Policyholder's last address on record; and

2) the change is effective at least [31] days after the date of notice.]

[The Rate Guarantee supersedes only those provisions appearing elsewhere in this policy which give The Company the right to
change the premium rates, and then, only for the period of time for which the rates are guaranteed. However, The Company may
change the premium rates during the Rate Guarantee period if there is a [10%] change in The Policy, or if there is an increase or
decrease in the number of insured employees, or if the Policyholder adds or deletes a subsidiary or affiliated business entity. The
Company may also change the premium rates during the Guarantee Period if there has been a material misstatement in the reported
experience during the pre-sale process. The Rate Guarantee in no way affects, amends or supersedes any other provision in The
Policy.]
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Premium Provisions

Calculation
Premiums may be calculated by multiplying the rate times the applicable number of units of coverage.

If any insurance is added, increased or becomes effective after The Policy is in force, the premium charges will begin on:

1) the day the coverage is effective, if it is also the first day of a policy month; or

2) the first day of the next policy month.
For insurance which is terminated, premium charges will stop as of the first day of the next policy month. [With respect to
Dependent Life Insurance only, the premium rate per Dependent Unit or per $1,000 of insurance, whichever is applicable, will be
based on actuarial assumptions, due to the difficulty in obtaining the ages of all Dependents who are covered under this benefit. The
actuarial assumptions will produce, in the opinion of The Company, the same total amount of premium as would be obtained by the
use of the actual ages of the Dependents covered.]

Premiums may be calculated by any other method which both The Company and the Policyholder agree to in writing.

Premium Payments

Premium payments are due and payable in full to a place designated by The Company or, with respect to the initial premium payment,
premium payments may be made to an authorized agent of The Company. Payment of premiums for a period before it is due will not
guarantee the insurance for that period.

[Experience Rating
If The Policy is experience rated, any credit amount due the Policyholder will be allowed on The Policy Anniversary Date and, at the
Policyholder's request, will be:
1) paid to the Policyholder in cash;
2) used to reduce the Policyholder premiums; or
3) used to provide additional insurance for Covered Persons.
Any credit amount shall be determined by the rating plan or plans used by The Company.]

[Combined Experience

If the experience of The Policy is combined with other policies, it shall be combined only with the experience of the following
Policies: XXXXX; XXXXX and XXXXX]
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Premium Schedule
PREMIUM SCHEDULE

[Long Term Disability: PREMIUMS
Short Term Disability: PREMIUMS
Life Insurance: PREMIUMS
Accidental Death and Dismemberment: PREMIUMS]



Participating [Entities]

The Policyholder means [ABC Policyholder.]
Participating [Entity] means any [Entity] that has [become a member of ABC Policyholder.]

The Company or The Policyholder, by written request, may add to or delete from the list of Participating [Entities] in The
Policy [at any time.] [The Company will keep a list of Participating [Employers] accepted by The Company and the effective
dates of coverage for each.]

Any change, subject to The Company’s written approval, will become effective [on a date which is mutually agreeable to the
Policyholder and The Company.] The Policyholder may act for or on behalf of all Participating [Entities] in all matters of The Policy.
The following will be binding on all Participating [Entities]:

1) all agreements between The Company and the Policyholder;

2) all notices from The Company to the Policyholder; and

3) all notices from the Policyholder to The Company.

Each reference in the Policy to a relationship between the Policyholder and its Eligible Persons includes the same relationship between
each Participating [Entity] and its [Eligible Persons], except where the Policy describes specific differences.

Individual Effective Date: A person associated with a Participating [Entity] will not:
1) become an Eligible Person before the [Entity] qualifies; or
2) continue as an Eligible Person after the [Entity] ceases to qualify;

as a Participating [Entity].

Premiums: A Participating [Entity]'s premiums will be calculated based on:[
1) the coverage requested; and
2) the data given to The Company by the Participating [Entity].]

[Data Given by Participating [Entity]: The Participating [Entity], with our approval, may keep the important insurance records
on all persons covered under The Policy. The Participating [Entity] or its designee must give The Company information, when and in
the manner The Company asks, to administer the insurance provided by the Policy.

[The Participating [Entity] will, upon our request, give us:
1) the names of all persons initially eligible for coverage;
2) the names of all additional persons who become eligible for coverage;
3) the names of all persons whose amount of insurance is to be changed;
4) the names of all persons whose eligibility or insurance is terminated; and
5) any data necessary to administer the insurance provided by the Policy.]

The Participating [Entity]'s failure to:
1) give The Company the name of any person covered under The Policy will not invalidate such person’s insurance;
2) [report a person's termination of insurance will not continue the coverage beyond the date of termination.]

The Policyholder's and/or Participating [Entity]'s insurance records will be open for our inspection at any reasonable time.

Upon termination of coverage, any unearned premium will be calculated on a pro-rata basis. The Company will promptly return any
unearned premium paid.]

Participating [Entity] Termination Date: A Participating [Entity] will cease to be covered on the first to occur of:
1) [the date the Participating [Entity] ceases to be a member of the Policyholder;
2) the date requested by the Participating [Entity] but not prior to The Company’s receipt of the request;
3) the termination date of the Policy;
4) the date the Participating [Entity’s] premium is due, but not paid; or
5) the date on which the Policyholder requests that the [Entity] be removed from The Policy. Such date must be stated in a
written notice to The Company, and must be after the date of the notice.
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Participating [Entities]

[Name of Participating [Entity] Effective Date Account Number Termination Date
ABC [Entity] January 1, 2004 000-00-0000 ]
]
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Policy Provisions

Entire Contract:
The contract between the parties consists of:

1) the Policy;

2) any certificates incorporated and made a part of the Policy;

3) any riders issued in connection with such certificates;

4) the Policyholder’s application, if any, a copy of which is attached to and made a part of The Policy when issued; and

5) any Written Medical Insurability Application submitted by the Eligible Person/Employee and accepted by The Company in

connection with the Policy.

All statements made by the Policyholder, Participating [Entity] or persons insured under The Policy will be deemed representations
and not warranties. No statement made to effect this insurance will be used in any contest unless it is in writing and a copy of it is
given to the person who made it, or to his or her beneficiary.

Incontestability:
Except for non-payment of premium, the insurance provided by The Policy cannot be contested after such insurance has been in effect
for a period of [2 years.]

Changes: The Company reserves the right to make changes in the Policy, [after The Policy has been in force for 12 months.] The
Company will give the Policyholder [31 days] advance written notice of any change. No agent has authority to change or waive

any part of the Policy. To be valid, any change or waiver must be in writing, approved by one of our officers and made a part of the
Policy.

[30 Day Right to Examine Certificate: The Insured Person has a [30 day] right to examine his or her Certificate. If the

[Insured Person] is not satisfied, he or she may return it to The Company within [30 days] of his or her effective date. In that event,
The Company will consider it void from the certificate effective date and any premium paid will be refunded. Any claims paid under
the Policy during the initial [30 day] period will be deducted from the refund.]

Clerical Error: Clerical error (whether by the Policyholder, the Plan Administrator, or us) in keeping the records having to do with
the Policy, or delays in making entries on the records, will not void the insurance of any person if that insurance would otherwise have
been in effect. A clerical error will not extend the insurance of any person if that insurance would otherwise have ended or been
reduced as provided by the Policy. When a clerical error is found, premiums and benefits will be adjusted based on the true facts and
the Policy.

Conformity with Law: If any provision of the Policy is contrary to the law of the jurisdiction in which it is delivered, such provision
is hereby amended to conform to that law. If any change to state or federal law, including but not limited to the Federal Social Security
Act, affects The Company's liability under The Policy, The Company may change The Policy, the premiums or both. Such change:

1) will be effective as of the date of the change to the state or federal law; and

2) will not be made until The Company gives the Policyholder [31 days] notice.

[Termination of Policy
The Company may terminate The Policy for the following reasons by giving the Policyholder [31] days written notice:
1) The Policyholder fails to furnish any information which The Company may reasonably require;
2) The Policyholder fails to perform any of his other obligations pertaining to this policy;
3) [Less than 100% of the persons eligible for coverage on a Non-contributory Basis are insured; or]
4) [Less than 75% of the persons eligible for coverage on a Contributory Basis are insured.]
5) [Fewer than 6 persons are insured.]
In addition, The Company may terminate this policy on any premium due date after The Policy has been in force for [12 months]
by providing [31 days] written notice.

The Company reserves the right to terminate Dependent Life Insurance Benefits on any premium due date on which:
1) [there are fewer than 10 persons insured for Dependent Coverage; or]
2) [less than 75% of the persons eligible for Dependent Coverage on a Contributory Basis are insured.]
The Company shall give the Policyholder [31 days] notice of its intent to terminate the Dependent Life Insurance Benefit.]
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Policy Provisions
[Cancellation: The Policy may be cancelled [at any time] by written notice mailed or delivered by The Company to the
Policyholder, or by the Policyholder to us. If The Company cancels, The Company will mail or deliver the notice to the Policyholder
at its last address shown in our records. If The Company cancels, it becomes effective [on the later of:
1) the date stated in the notice; or
2) the 31st day after The Company mails or delivers the notice.]

If the Policyholder cancels, it becomes effective [on the later of:
1) the date The Company receives the notice; or
2) the date stated in the notice.]

In either event:

1) The Company will promptly return to the Policyholder any unearned premium; or

2) the Policyholder will promptly pay any earned premium which has not been paid.
Any earned or unearned premium will be determined on a pro rata basis. Cancellation will be without prejudice to any claim which
commenced prior to the effective date of the cancellation.]

Certificates: The Company will give individual certificates to:

1) the Policyholder; or

2) any other person according to a mutual agreement among the other person, the Policyholder, and us;
for delivery to persons covered under The Policy and which will explain the important features of The Policy.

Data To Be Furnished

The Policyholder, or any other person designated by the Policyholder, will give The Company all information The Company needs
regarding matters pertaining to the insurance. At any reasonable time while The Policy is in force and for [12 months] after that,

The Company may inspect any of the Policyholder's documents, books, or records which may affect the insurance or premiums of this

policy.

The Policyholder will, upon our request, give us:
1) [the names of all persons initially eligible for coverage;
2) the names of all additional persons who become eligible for coverage;
3) the names of all persons whose amount of insurance is to be changed;
4) the names of all persons whose eligibility or insurance is terminated; and
5) any data necessary to administer the insurance provided by the Policy.]

If the Policyholder gives The Company any incorrect information, the relevant facts will be determined to establish if insurance is in
effect and in what amount.

No person will be deprived of insurance to which he is otherwise entitled or have insurance to which he is not entitled, because of any
misstatement of fact by the Policyholder. Any required adjustment may be made in premiums or benefits.

Right to Audit: The Company reserves the right to audit, [once every 2 years,] the Policyholder’s billing records and premium
accounting practices. If The Company discovers:
1) an underpayment of premium by the Policyholder, the Policyholder will be obligated to remit, in a timely manner, the
underpayment amount; or
2) an overpayment of premium, The Company will return any overpayment amount in a timely manner;
for the previous [2 year period.]

[Not in Lieu of Worker's Compensation: This Policy does not satisfy any requirement for worker's compensation insurance.]

Time Period
All periods begin and end at 12:01 A.M., standard time, at the Policyholder's address.
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Incorporation Provision

The Certificate(s) of Insurance [and Riders and Policy Changes] listed below are attached to, incorporated in and made a part of, this

Policy.

[Certificate of Insurance Applicable to:
XXXX All Eligible Persons
Rider Applicable to:
XXXX All Eligible Persons
Policy Changes Applicable to:
Policy Page Added: XXX All Eligible Persons

Policy Page Deleted: XXX All Eligible Persons

Effective Date of Incorporation

Termination Date

January 1, 2004

Effective Date of Incorporation

January 1. 2005

Termination Date

January 1, 2004

Effective Date of Change
January 1. 2004
January 1. 2004

January 1. 2005

Termination Date
January 1, 2005

]

The provisions found in the Certificate will control the benefit plan, period of coverage, exclusions, claims and other general policy

provisions pertaining to state insurance law requirements.

PJ137
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Policy Modifications
[Policy Modifications: The Policy is amended as follows:

The initial monthly premium rates for Class 3 will be $ for each $1,000 of Basic Life Insurance and $ for each $1,000 of Supplemental
Life Insurance.

The Rate Guarantee Period for Class 3 will be:
Basic Life Insurance 3 months
Supplemental Life Insurance 3 months

In all other respects, The Policy remains the same.

[RIDER: This rider, issued [January 1, 2004], forms a part of Policy No. [XXXX] issued to [Policyholder].
It is effective [June 1, 2004]. It does not vary, waive, alter or extend any of the terms, conditions, or provisions of
the Policy, except as stated herein.

Signed for The Company

| T, D /L/%%//

Secretary President, CEO and Chairman ]
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KANSAS CITY LIFE
INSURANCE COMPANY

Notice
Should any questions arise regarding your insurance, you may contact the following:

Group Department

Kansas City Life Insurance Company
Post Office Box 219425

Kansas City, Missouri 64141-9425
Telephone: (816)753-7000

Arkansas Insurance Department

1200 West Third Street

Little Rock, AR 72201-1904

Telephone: (800) 852-5494 or (501) 371-2640



KANSAS CITY LIFE
INSURANCE COMPANY

Kansas City Life Insurance Company]
[Kansas City Missouri]
(A stock insurance company)

[Policyholder: ABC Policyholder]

[Policy Number: XXX-XXXXXXX]

[Policy Effective Date: DATE] [Participating Entity]

[Policy Anniversary Date: DATE] [Account Number: XXXXXXX]

We have issued The Policy to the Policyholder. Our name, the Policyholder's name and The Policy Number are shown above. The
provisions of The Policy, which are important to You, are summarized in this certificate consisting of this form and any additional
forms which have been made a part of this certificate. This certificate replaces any other certificate We may have given to You earlier
under The Policy. The Policy alone is the only contract under which payment will be made. Any difference between The Policy and
this certificate will be settled according to the provisions of The Policy on file with Us at Our home office. The Policy may be

inspected at the office of the Policyholder.
Signed for the Company

T, D /L/%%//

Secretary President, CEO and Chairman

A note on capitalization in this certificate:
Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates a word or phrase that is a
defined term in The Policy or refers to a specific provision contained herein.

[Table of Contents
Certificate Face Page
Schedule of Insurance

Definitions
Eligibility and Enrollment
Period of Coverage
Benefits
Exclusions
General Provisions]
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Schedule of Insurance

[The Policy of short term Disability insurance provides You with short term income protection if You become Disabled from a
covered Injury, Sickness or pregnancy. Please refer to Your group enrollment form to see the Option that applies to You.
The benefits described herein are those in effect as of DATE.

Cost of Coverage:
Option 1 - You do not contribute toward the cost of coverage under Option 1.

Option 2 - You must contribute toward the cost of coverage under Option 2.

Eligible Class(es) For Coverage:
All Full-time Active Employees who are citizens or legal residents of the United States or working in the United States, its territories
and protectorates; excluding temporary, leased or seasonal employees.

Full-time Employment: at least # hours weekly
Guaranteed Issue Amount: FXXXXXXX

Weekly Benefit: The lesser of:
1) Option 1: X% of Your Pre-disability Earnings;
2) Option 2: X% of Your Pre-disability Earnings; or
3) $XX.

The Weekly Benefit will be rounded to the next higher $10.00/$1.00 if not already such a multiple.

The following section is used only in incremental plans:
Weekly Benefit: The lesser of:

o $XXX;

o X% of your Pre-disability Earnings; or

e Anamount You elect in increments of $25.

Minimum Weekly Benefit: $XXX
In accordance with Arkansas state law, in no event will the Minimum Weekly Benefit be less than $12.50.

Maximum Duration of Benefits Payable:
1) if Your Disability is the result of a Pre-existing Condition: # days if caused by Injury or Sickness; otherwise
2) # weeks if caused by Injury or Sickness

The Maximum Duration of Benefits for a Disability is:
1) when the Pre-existing Condition Limitation applies, 25% of the Weekly Benefit for up to < # of days/weeks> if caused by
Accident or Sickness; otherwise
2) <#> of <days/weeks> if caused by Accident and < # > of <days/weeks> if caused by Sickness.

Benefits Commence::

1) for Disability caused by Injury: on the 1% consecutive day of Total Disability or Disabled and Working;

2) for Disability caused by Sickness: on the 8" consecutive day of Total Disability or Disabled and Working

3) with the exception of benefits required by state law, the expiration of any Employer sponsored salary continuation program.
For hospital confinements of 24 hours or more, or for an Outpatient Surgical Procedure which necessitates a Total Disability period
or a Disabled and Working Disability period of 24 hours or more after surgery, benefits commence:

1) on the first day of hospital confinement; or

2) on the date of the Outpatient Surgical Procedure.

Annual Enrollment Period: From month & day through month & day

Eligibility Waiting Period for Coverage

1) XX days - if You are Actively at Work for the Employer on the Policy Effective Date; or

2) XX days - if You start working for the Employer after the Policy Effective Date.
The number of days referenced above are continuous calendar days. The Eligibility Waiting Period for Coverage will be reduced by
the period of time You were a Full-time/Part-time/temporary Active Employee with the Employer under the Prior Policy.]
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Schedule of Insurance

[Participating Entity:

POLICYHOLDER: CERTIFICATE NUMBER: CERTIFICATE EFFECTIVE
DATE:
POLICY NUMBER: XXXXXX FIRST PREMIUM: SCHEDULE EFFECTIVE
DATE:
YOUR NAME RENEWAL PREMIUM: RENEWAL PREMIUM DUE
DATE:
POLICY AGE LIMIT: RENEWAL PREMIUM
70 years of age PERIOD:

Premiums may change on any renewal date, and will always increase on
the renewal date occurring on or next following the date a person
covered under The Policy attains Ages 30, 35, 40, 45, 50, 55, 60, and 65.

Disability Benefit

Monthly Benefit: $
The Monthly Benefit payable will be subject to the Offset Provision shown below.

Offset Provision:
The benefit amount payable as the result of Your Total Disability will be the lesser of:
1) the Monthly Benefit; or
2) 60% of Your Pre-Disability Earnings minus:
a) any Other Income Benefits, including those for which You could collect but did not apply; and
b) all other income from any employer or for any work.
However, if Your Monthly Benefit would reduce to less than $50.00 per month due to Other Income Benefits, in no event will Your
Monthly Benefit Amount be reduced to less than the greater of:
a) $50 per month; or
b) 15% of your Monthly Benefit Amount.

Maximum Payment Period:
For Total Disability beginning:

1) before age 61: 5 years
2) age 61 or over but under 62: 4 years
3) age 62 or over but under 63: 3 years
4) age 63 or over but under 70: 2 years

The Monthly Benefit will be paid for the lesser of the period:

1) shown in the above table; or

2) to Your Normal Retirement Age under the most recent amendments to the United States Social Security Act.
However, the Maximum Payment Period may be reduced due to Mental Iliness or Substance Abuse as specified in the Disability
Benefit.

Elimination Period:
Option 1: XX days
Option 2: XX days
Option 3: XX days

Disabled and Working Benefit
Maximum Payment Period: See Benefit

Minimum Indemnities for Specified Injuries
See Benefit

Rehabilitative Employment Benefit
See Benefit]
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Schedule of Insurance

[Survivor Income Benefit
Benefit: An amount equal to 3 times the last Monthly Benefit for Total Disability paid or payable to You.

Monthly Benefit: An amount equal to 75% of the last Monthly Benefit for Total Disability paid to You.
Maximum Payment Period: 12 months

Hospital Income Benefit

Daily Benefit: $50-$150 in $50 increments
Maximum Payment Period: 365 days

Cost of Living Adjustment Benefit
See Benefit

Reduction in Monthly Benefit Based on Age:
On the premium due date on or next following the date You:
a) attain age 60, if Your Monthly Benefit is greater than $3,000.00, it will reduce to $3,000.00; and
b) attain age 65, if Your Monthly Benefit is greater than $1,000.00, it will reduce to $1,000.00;
with an appropriate adjustment in premium.

Any reduction in coverage will not apply to any period of continuous Total Disability that began prior to the effective date of the
reduction.

Guaranteed Issue Plan

Monthly Benefit: $500.00

Maximum Payment Period:
For Total Disability, as a result of an accident, beginning:

1) before age 61: 5 years
2) age 61 or over but under 62: 4 years
3) age 62 or over but under 63: 3 years
4) age 63 or over but under 70: 2 years

For Total Disability, as a result of a Sickness: 1 year

However, the Maximum Payment Period may be reduced due to Mental IlIness or Substance Abuse as specified in the Disability
Benefit.

Elimination Period: 90 days]
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Schedule of Insurance

[The Policy of long term Disability insurance provides You with long term income protection if You become Disabled from a
covered injury, Sickness or pregnancy. Please refer to Your group enroliment form to see the Option that applies to You.

The benefits described herein are those in effect as of DATE.

Cost of coverage:
Option 1 - You do not contribute toward the cost of coverage under Option 1.
Option 2 - You must contribute toward the cost of coverage under Option 2.

Eligible Class(es) for Coverage: All Full-time and Part-time Active Employees who are citizens or legal residents of the United
States, its territories and protectorates; excluding temporary, leased or seasonal employees.

Full-time Employment:  at least # hours weekly
Part-time Employment:  at least # hours weekly, but less than # hours weekly

Annual Enrollment Period: MONTH & DAY through MONTH & DAY.
Maximum Monthly Benefit: FXXXXXXX
Guaranteed Issue Amount: FXXXXXXX
Minimum Monthly Benefit: the greater of:

1) $#;or

2)  # % of the benefit based on Monthly Income Loss before the deduction of Other Income Benefits.
In accordance with Arkansas state law, in no event will the Minimum Monthly Benefit be less than $50.00.
Initial Benefit Period Percentage:

Option 1; #%
Option 2: #%

The following section is used only in incremental plans:
Maximum Monthly Benefit: The lesser of:
° $XXX;
o X% of your Pre-disability Earnings; or
e your Scheduled Monthly Benefit.
Minimum Monthly Benefit: $100
Scheduled Monthly Benefit (Monthly Benefit): An amount you elect in increments of $100.

Corresponding Scheduled Monthly Benefit Percentage: Your Scheduled Monthly Benefit divided by your Pre-disability Earnings.

Continuing Benefit Period Percentage:

Option 1: #% of Pre-disability Earnings

Option 2: #% of Pre-disability Earnings

Eligibility Waiting Period for Coverage:

Option 1: X days/weeks/months of continuous service
Option 2; X days/weeks/months of continuous service

You will be eligible for coverage on the first day of the month on or next following the date on which You complete the Eligibility
Waiting Period for Coverage.

The Eligibility Waiting Period for Coverage will be reduced by the period of time You were a Full-time or Part-time Active Employee
with the Employer in an eligible class under the Prior Policy.
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Schedule of Insurance

Elimination Period:

Option 1; X day(s)
Option 2; X day(s)
Maximum Duration of Benefits Table
Age When Disabled Benefits Payable
Prior to Age 62 To Age 65, or for 48 months, if greater
Age 62 48 months
Age 63 42 months
Age 64 36 months
Age 65 30 months
Age 66 27 months
Age 67 24 months
Age 68 21 months
Age 69 and over 18 months]
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Definitions

[Actively at means at work with [the Employer] on a day that is one of [the Employer's] scheduled workdays. On
Work that day, You must be performing for wage or profit all of the regular duties of Your Occupation:
1) in the usual way; and
2) for [Your usual number of hours.]
[We will consider You Actively at Work on a day that is not a scheduled work day only if You were
Actively at Work on the preceding scheduled work day.]

[Actively at means You are performing all the Essential Duties of Your Occupation for wage or profit [on a full-
Work time basis (at least 30 hours per week).]]

Active means [an employee who works for the Employer on a regular basis in the usual course of the
[Employee] Employer's business. This must be at least the number of hours shown in the Schedule of Insurance.]
Age means [Your attained age as of January 1 of each year.]

Any Occupation ~ means any occupation for which You are qualified by education, training or experience, [and that has
an earnings potential greater than the lesser of:
1) [the product of Your Indexed Pre-disability Earnings and the Initial Benefit Period
Percentage]; or
2) [the Maximum Monthly Benefit.]]

Bonuses means the [monthly average of monetary] bonuses You received from [the Employer] [over:
1) the [X month] period ending [immediately prior to the date] You became Disabled; or
2) the period of time You worked for [the Employer,] if shorter than [the above period/X
months.]]

Commissions means the [monthly average of monetary] commissions You received from [the Employer] [over:
1) the [X month] period ending [immediately prior to the date] You became Disabled; or
2) the period of time You worked for [the Employer], if shorter than [the above period/X
months.]]

Complications of  [means a condition requiring hospital confinement whose diagnosis is distinct from pregnancy but
Pregnancy adversely affected or caused by preghancy, such as:

1) acute nephritis or nephrosis;

2) cardiac decompensation;

3) missed abortion; and

4) similar medical and surgical conditions of comparable severity.

Complications of Pregnancy will also include:

1) pre-eclampsia;

2) placenta previa;

3) physician prescribed bed rest for intra-uterine growth retardation, funneling, incompetent
cervix;

4) termination of ectopic pregnancy;

5) spontaneous termination of pregnancy, occurring during a period of gestation in which a
viable birth is not possible; and

6) similar medical and surgical conditions of comparable severity.

However, the term Complications of Pregnancy will not include:
1) elective Cesarean section;
2) false labor, occasional spotting, or morning sickness;
3) hyperemesis gravidarum; or
4) similar conditions associated with the management of a difficult pregnancy not consisting of
a nosologically distinct Complication of Pregnancy.] ]
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[Current
[Monthly/Weekly
] Earnings

Disabled and
Working

Disability or
Disabled

Disability or
Disabled

CJ137-AR

Definitions

means [Monthly/Weekly] earnings You receive from:
1) [the Employer; and
2) other employment;]
while You are Disabled [and eligible for the Disabled and Working Benefit.]

[However, if the other employment is a job You held in addition to Your job with the Employer, then
during any period that You are entitled to benefits for being Disabled from Your Occupation, only the
portion of Your earnings that exceed Your average earnings from the other employer over the [6
month] period just before You became Disabled will count as Current [Monthly/Weekly] Earnings.]

[Current [Monthly/Weekly] Earnings also includes the pay You could have received for another job
or a modified job if:
1) such job was offered to You by the Employer, or another employer, and You refused the
offer; and
2) the requirements of the position were consistent with:
a) Your education, training and experience; and
b) Your capabilities as medically substantiated by Your Physician.]

means that You [or Your Spouse] are prevented by:

1) Injury;

2) Sickness;

3) Mental lliness;

4) Substance Abuse; or

5) [pregnancy]
from performing some, but not all of the Essential Duties of Your [or his or her] Occupation, are
working on a part-time or limited duty basis [before age 70] [and, as a result, Your [or Your
Spouse’s] Current [Monthly/Weekly] Earnings are more than [20]%, but are less than or equal to
[80]% of Your [or Your Spouse’s] Pre-disability Earnings.]

means Total Disability [or Disabled and Working Disability].

means You are prevented from performing one or more of the Essential Duties of Any Occupation as
a result of:

1) accidental bodily injury;

2) Sickness;

3) Mental IlIness;

4) Substance Abuse; or

5) pregnancy. ]



Disability or
Disabled

Disability or
Disabled

CJ137-AR

Definitions

means You are prevented from performing one or more of the Essential Duties of:
1) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer,] during
the Elimination Period; and
2) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer,]
following the Elimination Period, and as a result Your Current Monthly Earnings are [less
than 60%] of Your [Indexed] Pre-disability Earnings.

If at the end of the Elimination Period, You are prevented from performing one or more of the
Essential Duties of Your Occupation, [or a Reasonable Alternative Job offered to You by the
Employer,] but Your Current Monthly Earnings are [equal to or greater than 60%] of Your Pre-
disability Earnings, Your Elimination Period will be extended for a total period of [12 months] from
the original date of Disability, or until such time as Your Current Monthly Earnings are [less than
60%] of Your Pre-disability Earnings, whichever occurs first. [For the purposes of extending Your
Elimination Period, Your Current Monthly Earnings will not include the pay You could have received
for another job or a modified job if such job was offered to You by the Employer, or another
employer, and You refused the offer.]

Your Disability must result from:
1) accidental bodily injury;
2) Sickness;
3) Mental IlIness;
4) Substance Abuse; or
5) pregnancy.

[Your failure to pass a physical examination required to maintain a license to perform the duties of
Your occupation, [or a Reasonable Alternative Job offered to You by the Employer,] alone, does not
mean that You are Disabled.]

[Reasonable Alternative Job means a job with the Employer, within the same general location, the
Essential Duties of which You are able to perform, and which considers Your prior education,
training or experience, and with a rate of pay [equal to or greater than 60%] of Your [Indexed] Pre-
disability Earnings.]

means You are prevented from performing one or more of the Essential Duties of:
1) Your Occupation during the Elimination Period;
2) Your Occupation, for the [24 months] following the Elimination Period, and as a result Your
Current Monthly Earnings are [less than 60%] of Your [Indexed] Pre-disability Earnings;
3) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer] after
that, [for the next 12 months]; and
4) after that, Any Occupation .

If at the end of the Elimination Period, You are prevented from performing one or more of the
Essential Duties of Your Occupation, [or a Reasonable Alternative Job offered to You by the
Employer,] but Your Current Monthly Earnings are [equal to or greater than 60%] of Your Pre-
disability Earnings, Your Elimination Period will be extended for a total period of [12 months] from
the original date of Disability, or until such time as Your Current Monthly Earnings are [less than
60%] of Your Pre-disability Earnings, whichever occurs first. [For the purposes of extending Your
Elimination Period, Your Current Monthly Earnings will not include the pay You could have received
for another job or a modified job if such job was offered to You by the Employer, or another
employer, and You refused the offer.]

Your Disability must be the result of:

1) accidental bodily injury;

2) Sickness;

3) Mental IlIness;

4) Substance Abuse; or

5) pregnancy.
[Your failure to pass a physical examination required to maintain a license to perform the duties of
Your Occupation, [or a Reasonable Alternative Job offered to You by the Employer,] alone, does not
mean that You are Disabled.]
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CJ137-AR

Definitions

[Reasonable Alternative Job means a job with the Employer, within the same general location, the
Essential Duties of which You are able to perform, and which considers Your prior education,
training or experience, and with a rate of pay [equal to or greater than 60%] of Your [Indexed] Pre-
disability Earnings.]]

means You are prevented from performing one or more of the Essential Duties of:
1) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer] during
the Elimination Period;
2) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer] [for the
24 months] following the Elimination Period, and as a result Your Current Monthly Earnings
are [less than 60%] of Your [Indexed] Pre-disability Earnings; and
3) after that, Any Occupation.

If at the end of the Elimination Period, You are prevented from performing one or more of the
Essential Duties of Your Occupation [or a Reasonable Alternative Job offered to You by the
Employer,] but Your Current Monthly Earnings are [equal to or greater than 60%] of Your Pre-
disability Earnings, Your Elimination Period will be extended for a total period of [12 months] from
the original date of Disability, or until such time as Your Current Monthly Earnings are [less than
60%] of Your Pre-disability Earnings, whichever occurs first. [For the purposes of extending Your
Elimination Period, Your Current Monthly Earnings will not include the pay You could have received
for another job or a modified job if such job was offered to You by the Employer, or another
employer, and You refused the offer.]

Your Disability must result from:
1) accidental bodily injury;
2) Sickness;
3) Mental IlIness;
4) Substance Abuse; or
5) pregnancy.

[Your failure to pass a physical examination required to maintain a license to perform the duties of
Your Occupation [or a Reasonable Alternative Job offered to You by the Employer,] alone, does not
mean that You are Disabled.]

[Reasonable Alternative Job means a job with the Employer, within the same general location, the
Essential Duties of which You are able to perform, and which considers Your prior education,
training or experience, and with a rate of pay [equal to or greater than 60%] of Your [Indexed] Pre-
disability Earnings.]

means the [longer of the] number of consecutive days at the beginning of any one period of [Total]
Disability which must elapse before benefits are payable [or the expiration of any Employer
sponsored short term Disability benefits or salary continuation program, excluding benefits required
by state law].

means the [Policyholder].

means a duty that:

1) is substantial, not incidental;

2) is fundamental or inherent to the occupation; and

3) cannot be reasonably omitted or changed.
Your ability to work the number of hours in Your regularly scheduled workweek is an Essential Duty.
[However, working more than [X] hours per week is not an Essential Duty.]
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CJ137-AR

Definitions

means the Amount of Life Insurance for which We do not require Evidence of Insurability. [The
Guaranteed Issue Amount is shown in the Schedule of Insurance.]

means Your Pre-disability Earnings adjusted annually by adding the lesser of:
1) [10%;] or
2) the percentage change in the Consumer Price Index (CPI-W).

The percentage change in the CPI-W means the difference between the current year's CPI-W as of
July 31, and the prior year's CPI-W as of July 31, divided by the prior year's CPI-W. The adjustment
is made January 1st each year after You have been Disabled for [12 consecutive months,] provided
You are receiving benefits at the time the adjustment is made. [A maximum of [5] adjustments may
be made.]

The term Consumer Price Index (CPI-W) means the index for Urban Wage Earners and Clerical
Workers published by the United States Department of Labor. It measures on a periodic (usually
monthly) basis the change in the cost of typical urban wage earners' and clerical workers' purchase of
certain goods and services. If the index is discontinued or changed, We may use another nationally
published index that is [comparable to the CPI-W].

means bodily injury resulting:

1) directly from accident; and

2) independently of all other causes;
[which occurs while You are covered under The Policy.] [However, an Injury will be considered a
Sickness if Your Disability begins more than 30 days after the date of the accident.]

means a mental disorder as listed in the current version of the Diagnostic and Statistical Manual of
Mental Disorders, published by the American Psychiatric Association. A Mental Iliness may be
caused by biological factors or result in physical symptoms or manifestations.

For the purpose of The Policy, Mental Iliness does not include the following mental disorders
outlined in the Diagnostic and Statistical Manual of Mental Disorders:
Mental Retardation;

1) Pervasive Developmental Disorders;

2) Motor Skills Disorder;

3) Substance-Related Disorders;

4) Delirium, Dementia, and Amnesic and Other Cognitive Disorders; or

5) Narcolepsy and Sleep Disorders related to a General Medical Condition.

means a [monthly] sum payable to You while You are Disabled, subject to the terms of The Policy.
[Your Benefit will be paid according to the [9] month pay schedule established by Your employment
contract in effect immediately prior to the date of Your Disability.]

means Your Pre-disability Earnings minus Your Current Monthly Earnings.
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Definitions

means the amount of any benefit for loss of income, provided to You [or to Your family ], as a result
of the period of Disability for which You are claiming benefits under The Policy. This includes any
such benefits for which You [or Your family] are eligible or that are paid to You, [to Your family] or
to a third party on Your behalf, pursuant to any:

1)

2)

3)

4)

5)

6)

8)

[temporary, permanent disability, or impairment benefits under a Workers' Compensation

Law, the Jones Act, occupational disease law, similar law or substitutes or exchanges for

such benefits;]

governmental law or program that provides disability or unemployment benefits as a result

of Your job with the Employer;

plan or arrangement of coverage, [other than income from any accumulated sick time, salary

continuation or paid time off during the first [10 days] of a period of Disability,] whether

insured or not, which is received from the Employer as a result of employment by or

association with the Employer or which is the result of membership in or association with

any group, association, union or other organization;

[any income You received from the Employer as a result of any accumulated sick time salary

continuation or paid time off, which causes the Weekly Benefit, plus Other Income Benefits

to exceed [X%] of Your Weekly Earnings. The amount in excess of [X%] of Your Weekly

Earnings will be used to reduce the Weekly Benefit.]

[individual insurance policy where the premium is wholly or partially paid by the

Employer;]

[mandatory "no-fault" automobile insurance plan;]

disability benefits under:

a) the United States Social Security Act or alternative plan offered by a state or municipal
government;

b) the Railroad Retirement Act;

c) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or
any provincial pension or disability plan; or

d) similar plan or act;

that You, [Your spouse and/or children,] are eligible to receive because of Your Disability;

or

disability benefit from the Department of Veterans Affairs, or any other foreign or domestic

governmental agency:

a) that begins after You become Disabled; or
b) that You were receiving before becoming Disabled, but only as to the amount of any

increase in the benefit attributed to Your Disability.

Other Income Benefits also means any payments that are made to You or to Your family, or to a third
party on Your behalf, pursuant to any:

1)
2)

3)

4)

5)

disability benefit under the Employer's Retirement plan;

[temporary, permanent disability or impairment benefits under a Workers” Compensation

Law, the Jones Act, occupational disease law, similar law or substitutes or exchanges for

such benefits;]

portion of a settlement or judgment, minus associated costs, of a lawsuit that represents or

compensates for Your loss of earnings; or

retirement benefit from a Retirement Plan that is wholly or partially funded by employer

contributions, unless:

a) You were receiving it prior to becoming Disabled; or

b) You immediately transfer the payment to another plan qualified by the United States
Internal Revenue Service for the funding of a future retirement;

(Other Income Benefits will not include the portion, if any, of such retirement benefit that

was funded by Your [after-tax] contributions.); or

retirement benefits under:

a) the United States Social Security Act or alternative plan offered by a state or municipal
government;

b) the Railroad Retirement Act;

¢) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or
any provincial pension or disability plan;

d) similar plan or act;

that You, [Your spouse and children] receive because of Your retirement, unless You were

receiving them prior to becoming Disabled.]
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Definitions

[If You are paid Other Income Benefits in a lump sum or settlement, You must provide proof
satisfactory to Us of:

1) the amount attributed to loss of income; and
2) the period of time covered by the lump sum or settlement.

We will pro-rate the lump sum or settlement over this period of time. If You cannot or do not provide
this information, We will assume the entire sum to be for loss of income, [and the time period to be
24 months.] We may make a retroactive allocation of any retroactive Other Income Benefit. A
retroactive allocation may result in an overpayment of Your claim.

The amount of any increase in Other Income Benefits will not be included as Other Income Benefits
if such increase:

1) takes effect after the date benefits become payable under The Policy; and
2) isageneral increase which applies to all persons who are entitled to such benefits.]
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Definitions

means a medically necessary surgical procedure performed by a Physician in the outpatient
department of a hospital or ambulatory surgical center.

means [an Employer who agrees to participate in the Trust, pays the required contribution for the
Active Employees and is a participant in accordance with the provisions of The Policy.]

means a person who is:
1) adoctor of medicine, osteopathy, psychology or other legally qualified practitioner of a
healing art that We recognize or are required by law to recognize;
2) licensed to practice in the jurisdiction where care is being given;
3) practicing within the scope of that license; and
4) not You or Related to You by blood or marriage.

means, [for sole proprietor, partners, members of a limited liability company taxable as a partnership
under the federal income tax laws, or share holders in a S-Corporation]:
1) the [monthly] average of earnings reported as "net earnings from self-employment" for
federal income tax purposes for:
a) the [X tax] year(s) just prior to the date of Disability; or
b) the number of months You were employed in this capacity, if less than above period;
and
2) [not] contributions You make through a salary reduction agreement with the Employer to:
a) an Internal Revenue Code (IRC) Section 401(k), 403(b) or 457 deferred compensation
arrangement;
b) an executive non-qualified deferred compensation arrangement; or
c) asalary reduction arrangement under an IRC Section125 plan,
for the same period as above.

Pre-disability Earnings [does not include] [bonuses, commissions, tips and tokens,] dividends, capital
gains and returns of capital.

means, [for specific class description if applicable] Your average [monthly] rate of pay, [including
Bonuses, Commissions and Tips and Tokens], from the Employer for the [X] calendar year(s) ending
immediately before the date You become Disabled, or over the number of calendar months of
employment, if less than this period:

1) [not] including contributions you make through a salary reduction agreement with the

Employer to:
a) an Internal Revenue Code (IRC) Section 401(k), 403(b) or 457 deferred compensation
arrangement;

b) an executive non qualified deferred compensation arrangement; or
c) asalary reduction arrangement under an IRC Section 125 plan; and

2) [not] including [bonuses, commissions, tips and tokens] overtime pay or expense
reimbursements for the same period as above.

means, [for specific class description if applicable], Your regular [monthly] rate of pay, including
[Bonuses, Commissions and Tips and Tokens],
1) [not] including contributions you make through a salary reduction agreement with the

Employer to:
a) an Internal Revenue Code (IRC) Section 401(k), 403(b) or 457 deferred compensation
arrangement;

b) an executive non qualified deferred compensation arrangement; or
c) asalary reduction arrangement under an IRC Section 125 plan; and

2) [not] including [bonuses, commissions and tips and tokens] overtime pay or expense
reimbursements for the same period as above.]
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Definitions

means the [long term disability insurance] carried by [the Employer] on the day before the [Policy]
Effective Date.

means that You are being treated by a Physician:
1) whose medical training and clinical experience are suitable to treat Your disabling condition;
and
2) whose treatment is:
a) consistent with the diagnosis of the disabling condition;
b) according to guidelines established by medical, research, and rehabilitative
organizations; and
c) administered as often as needed;
to achieve the maximum medical improvement.

means a process of Our working together with You in order for Us to plan, adapt, and put into use
options and services to meet Your return to work needs. A Rehabilitation program may include,
when We consider it to be appropriate, [any necessary and feasible:
1) vocational testing;
2) vocational training;
3) alternative treatment plans such as:
a) support groups;
b) physical therapy;
c) occupational therapy; or
d) speech therapy;
4) work-place modification to the extent not otherwise provided;
5) job placement;
6) transitional work; and
similar services.]

means employment or service which:
1) prepares a Disabled person to resume gainful work; and
2) isapproved, in writing, by Us.

means Your spouse or other adult living with You, sibling, parent, step-parent, grandparent, aunt,
uncle, niece, nephew, son, daughter, or grandchild [or similar relationship in law].]

means a defined benefit or defined contribution plan that provides benefits for Your retirement and
which is not funded wholly by Your contributions. It does not include:
1) [a profit sharing plan;
2) thrift, savings or stock ownership plans;
3) anon-qualified deferred compensation plan; or
4) anindividual retirement account (IRA), a tax sheltered annuity (TSA), Keogh Plan, 401(Kk)
plan, 403(b) plan or 457 deferred compensation arrangement.]

means a Disability [or loss] which is:
1) caused or contributed to by:
a) any condition, illness, disease or disorder of the body;
b) any infection, except a pus-forming infection of an accidental cut or wound [or bacterial
infection resulting from an accidental ingestion of a contaminated substance];
c) hernia of any type unless it is the immediate result of an accidental Injury covered by
The Policy; or
d) [pregnancy;]
caused or contributed to by any medical [or surgical] treatment for a condition shown in item 1)
above.
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Definitions

means Your spouse who:

1) [is under age 60; and

2) acitizen or legal resident of the United States [its territories and protectorates]; and

3) isnot legally separated or divorced from You.]
[Spouse will include Your domestic partner, provided You have executed a Domestic Partner
Affidavit acceptable to us, establishing that You and Your partner are domestic partners for purposes
of this Policy. You will continue to be considered domestic partners provided You continue to meet
the requirements described in the Domestic Partner Affidavit.]

means the pattern of pathological use of alcohol or other psychoactive drugs and substances
characterized by:

1) impairments in social and/or occupational functioning;

2) debilitating physical condition;

3) inability to abstain from or reduce consumption of the substance; or

4) the need for daily substance use to maintain adequate functioning.

[Substance includes alcohol and drugs but excludes tobacco and caffeine.]

means the policy which We issued to [The Policyholder under the policy number] shown on the face
page.

means the [monthly average of monetary] tips and tokens You received from [the Employer] [over:
1) the [X month] period ending [immediately prior to the date] You became Disabled; or
2) the period of time You worked for [the Employer], if shorter than [the above period/X
months.]]

means that You are prevented by:

1) Injury;

2) Sickness;

3) Mental llIness;

4) Substance Abuse; or

5) [pregnancy;]
from performing the Essential Duties of Your Occupation,[and as a result, You are earning 20% or
less of Your Pre-Disability Earnings.]

means disability which:
1) [during the Elimination Period and the first [24 months] during which Total Disability
Benefits are payable, wholly and continuously prevents You from performing the Essential
Duties of Your Occupation; and]
2) [after that, wholly and continuously prevents You from engaging in Any Occupation.]

[If You are in an occupation that requires You to maintain a license, Your failure to pass a physical
examination required to maintain that license does not alone mean that You are disabled from Your
Occupation.]

means [the trust fund established by XXX.]

means [the insurance company named on the face page of The Policy.]
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Definitions

means Your Occupation as it is recognized in the general workplace. Your Occupation does not mean
the specific job You are performing for a specific employer or at a specific location.

[If You are a Physician or dentist, Your Occupation means the general or sub-specialty in which You
are practicing for which there is a specialty or sub-specialty recognized by the American Board of
Medical Specialties. If the sub-specialty in which You are practicing is not recognized by the
American Board of Medical Specialties, You will be considered practicing in the general specialty
category.]

[If You are an attorney, Your Occupation means the legal specialty or specialties in which You have
practiced in the five year period preceding Your becoming Disabled. If You have been in legal
practice for less than five years, Your Occupation means the legal specialty or specialties in which
You have practiced in the period preceding Your Disability.]

means the person to whom this certificate is issued.]
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Eligibility and Enrollment

All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible
Persons.

You will become eligible for coverage on the later of:
1) the [Policy] Effective Date ; [or
2) the date on which You complete the Eligibility Waiting Period for Coverage.

See the Schedule of Insurance for the Eligibility Waiting Period for Coverage.]

[For coverage under Option 1, all eligible Active Employees will be enrolled automatically by the
Employer.

For coverage under Option 2, You must enroll.] To enroll [for coverage] You must:
1) complete and sign a group insurance enrollment form which is satisfactory to Us; and
2) deliver it to the Employer.
[You have the option to enroll by voice recording or electronically. Your Employer will provide
instructions.]

[If You do not enroll within [31 days] after becoming eligible under The Policy, or if You were
eligible to enroll under the Prior Policy and did not do so, and later choose to enroll, You may only
enroll

1) during an [Annual Enrollment Period] designated by the Policyholder; or

2) within [31 days] of the date You have a Change in Family Status.]

[The dates of the [Annual Enrollment Period] are shown in the Schedule of Insurance.]
Any Enrollment may be subject to the Evidence of Insurability Requirements provision.]

[We require Evidence of Insurability, satisfactory to Us, for initial coverage, if You:
1) enroll more than 31 days after the date You are first eligible to enroll, including electing
initial coverage after a Change in Family Status;
2) enroll for a Monthly/Weekly Benefit greater than the Guaranteed Issue Amount, regardless
of when You enroll for coverage; or
3) were eligible for any coverage under the Prior Policy, but did not enroll and later choose to
enroll for that coverage under The Policy.

If Your Evidence of Insurability is not satisfactory to Us:

1) Your Monthly/Weekly Benefit will equal the amount for which You were eligible without
providing Evidence of Insurability, provided You enrolled within 31 days of the date You
were first eligible to enroll; and

2) You will not be covered under The Policy if You enrolled more than 31 days after the date
You were first eligible to enroll.]

Evidence of Insurability may include, but will not be limited to:
1) [acompleted and signed application approved by Us;
2) amedical examination; and
3) any additional information and attending Physicians' statements.]

All Evidence of Insurability will be furnished at [Your] expense. We will then determine if You are
insurable under The Policy.
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Eligibility and Enrollment

A Change in Family Status means:

1)
2)
3)
4)
5)
6)

[You get married or You execute a domestic partner affidavit;

Your child is born or You adopt or become the legal guardian of a child;

Your spouse dies or You and Your spouse divorce;

Your child is emancipated or dies;

Your spouse is no longer employed, which results in a loss of group insurance; or

You have a change in classification from part-time to full-time or from full-time to part-
time.]
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Period of Coverage

[If You are not required to contribute toward The Policy’s cost,] Your coverage will start:
1) [for benefit amounts not requiring Evidence of Insurability,] on the date You become
eligible; or
2) [for benefit amounts requiring Evidence of Insurability, on the date We approve such
evidence.]

[If You must contribute toward The Policy’s cost,] Your coverage will start on the earliest of:

1) [the date] You become eligible, [for benefit amounts not requiring Evidence of Insurability,]
if You enroll or have enrolled by then;

2) [the date] on which You enroll, [for benefit amounts not requiring Evidence of Insurability,]
if You do so within [31 days] after the date You are eligible;

3) [[the date] We approve Your Evidence of Insurability, for benefit amounts requiring
Evidence of Insurability; or]

4) [the first day of the month following the Annual Enrollment Period if You enroll, [for
benefit amounts not requiring Evidence of Insurability,] during an Annual Enrollment
Period.]

You [or Your Spouse] will become covered under the Policy on the Certificate Effective Date shown
on Your Schedule subject to:

1) payment of the required premium; [and

2) the Deferred Effective Date provision. ]

When You [or Your Spouse] [give Us a satisfactory application] pay the required premium for
coverage, then You [or Your Spouse] will become covered under the Policy on the later of:
1) the [Policy] Effective Date;
2) the [first day of the month on or next following the] date We receive the request; or
3) if evidence of insurability is required, the [first day of the month on or next following the]
date:
a) we determine that You [or Your Spouse] are insurable; or
b) [with respect to the Guaranteed Issue Plan, the date We determine that You [or Your
Spouse] are insurable only under such plan;]
[subject to the Deferred Effective Date provision.] [However, Your Spouse’s, coverage will not
become effective prior to the date Your coverage becomes effective. ]

If on the date You [or Your Spouse] are to become:

1) covered under The Policy; or

2) covered for increased benefits under The Policy;
and You [or Your Spouse] are not Actively at Work on that date, coverage will not begin until the
[first day of the month on or next following the] date You [or he or she] are Actively at Work for [3
months.]

If You are absent from work due to:

1) accidental bodily injury;

2) Sickness;

3) Mental IlIness;

4) Substance Abuse; or

5) [pregnancy;]
on the date Your insurance [or increase in coverage] would otherwise have become effective, Your
insurance, [or increase in coverage] will not become effective until You are Actively at Work one full
day.
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Period of Coverage

If You give Us a written request for a change in coverage for which You [or Your Spouse] are
eligible [including a request to increase coverage because Your earnings increased] and pay the
required premium, the change will become effective on the first day of the month on or next
following [the later of:]

1) the date We receive the request; [or

2) if an application is required, the date We determine that You [or Your Spouse] are

insurable.]

[If the request increases coverage, the amount of the increase will be subject to the Deferred Effective
Date provision.]

[If Your Pre-disability Earnings decrease by $2,000 or more, Your Monthly Benefit will reduce by
$500 effective on the first Premium Due Date following the decrease. You must notify Us of such
decrease within [90 days]of its occurrence. Any overpayment of premium resulting from a decrease
in the Monthly Benefit will be refunded on a pro-rata basis, but not beyond two years from the date of
the decrease.]

[You may change Your benefit option only:

1) during an Annual Enrollment Period; or

2) within [31 days] of a Change in Family Status.
At such time] You may decrease coverage, or increase coverage to a higher option. [An increase in
coverage [that is greater than the next higher option from Your current coverage] will be subject to
Your submission of an application that meets Our approval.]]

[If You enroll for a change in benefit option during an Annual Enrollment Period, the change will
take effect on the later of:
1) [the first day of the month following the Annual Enrollment Period;] or
2) [the date We approve Your Evidence of Insurability if You are required to submit Evidence
of Insurability.]]

[If You enroll for a change in benefit option within [31 days] following a Change in Family Status,
the change will take effect on the later of:
1) the date You enroll for the change; or
2) [the date We approve Your Evidence of Insurability if You are required to submit Evidence
of Insurability.]]

[Any such increase in coverage is subject to the following provisions:
1) Deferred Effective Date; and
2) Pre-existing Conditions Limitations.]]

Your coverage may increase or decrease on the date there is a change in [Your class or] Pre-disability
Earnings. However, no increase in coverage will be effective unless on that date You:
1) are an Active Employee; and
2) are not absent from work due to being Disabled. If You were so absent from work, the
effective date of such increase will be deferred until You are Actively at Work for one full
day.

No change in Your Pre-disability Earnings will become effective until the date We receive notice of
the change.

Any increase or decrease in coverage because of a change in The Policy will become effective on the
date of the change, [subject to the following provisions:

1) the Deferred Effective Date provision; and
Pre-existing Conditions Limitations.]
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Period of Coverage

[If You were:
1) insured under the Prior Policy; and
2) not eligible to receive benefits under the Prior Policy;
on the day before the [Policy] Effective Date, the Deferred Effective Date provision will not apply.]

[If You become insured under The Policy on the [Policy] Effective Date and were covered under the
Prior Policy on the day before the [Policy] Effective Date, the Pre-existing Conditions Limitation will
end on the earliest of :
1) the [Policy] Effective Date, if Your coverage for the Disability was not limited by a pre-
existing condition restriction under the Prior Policy; or
2) the date the restriction would have ceased to apply had the Prior Policy remained in force, if
Your coverage was limited by a pre-existing condition limitation under the Prior Policy.

[The amount of the [Monthly] Benefit payable for a Pre-existing Condition in accordance with the
above paragraph will be the lesser of:

1) the [Monthly] Benefit which was paid by the Prior Policy; or

2) the [Monthly] Benefit provided by The Policy.]

The Pre-existing Conditions Limitation will apply after the [Policy] Effective Date to the amount of a
benefit increase which results from a change from the Prior Policy to The Policy, a change in benefit
options, a change of class or a change in The Policy.]

If You received [monthly] benefits for disability under the Prior Policy, and You returned to work as
a [Full-time] Active Employee [before The [Policy] Effective Date], then, if within [6 months] of
Your return to work:

1) You have a recurrence of the same disability while covered under The Policy; and

2) there are no benefits available for the recurrence under the Prior Policy;
the Elimination Period, which would otherwise apply, will be waived if the recurrence would have
been covered without any further elimination period under the Prior Policy.
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Period of Coverage

We will automatically cover You [and Your Spouse] under The Policy, subject to:
1) payment of the required premium; and
2) all the provisions and conditions of The Policy.

Your [and Your Spouse’s] coverage will become effective on [the Policy Effective Date].

The Monthly Benefit, Maximum Payment Period and Elimination Period for You [and Your Spouse]
in The Policy will most closely approximate those afforded under the Prior Policy on [the Policy
Effective Date].

A period of Total Disability [or Disabled and Working], including any applicable Elimination Period
under the Prior Policy, which began prior to [the Policy Effective Date] will be eligible for coverage
only under the Prior Policy. Benefits under The Policy will not be payable for a period of Total
Disability [or Disabled and Working] which began before [the Policy Effective Date]. A period of
Total Disability [or Disabled and Working], including any applicable Elimination Period under The
Policy, which begins on or after [the Policy Effective Date] will be eligible for coverage under The
Policy.

Successive periods of Total Disability [or Disabled and Working] which are:

1) due to the same or related causes; and

2) not separated by a period of [6 months] or longer;
will be considered one period of Totally Disability [or Disabled and Working] and will be payable
under the Prior Policy.

[If any disability was excluded or limited by a pre-existing condition provision of the Prior Policy, or
by a health impairment waiver or rider, of the Prior Policy, the exclusion or limitation for that
disability will continue to apply under The Policy to the extent it was excluded or limited under the
Prior Policy.]

We will not cover You [and Your Spouse] for any loss or Disability under The Policy resulting from
Your [or his or her] Disability which the Prior Policy excluded by name or specific description.

Any Evidence of Insurability required will not apply to You [and Your Spouse] if You [or he or she]
are covered under the Prior Policy on the day prior to Effective Date of The Policy.

[The Policy means Policy Number [XXXX] issued by Us.
Prior Policy means[ ] issued by . ]

Your coverage will end on the earliest of the following:

1) [the date] The Policy terminates;

2) [[the date] The Policy no longer insures Your class;]

3) [the date] premium payment is due but not paid by the Employer;

4) [the last day of the period for which You make any required premium contribution;]

5) [the last day of the month on or next following the month in which Your Employer
terminates Your employment;]

6) [the date] You cease to be a [Full-time] Active Employee in an eligible class for any reason,
unless coverage is extended under the Continuation Provisions; or

7) [the date Your Employer ceases to be a Participating Employer].
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Period of Coverage

Your coverage [and Your Spouse’s coverage] will end on the earliest of:
1) [the date the Policy is cancelled;]
2) [the date the Policyholder withdraws its sponsorship of, or cancels, the Policy; or]
3) [the Premium Due Date on or next following] the date:
a) You cease to be an active member of the [Policyholder];
b) [You [or Your Spouse] attain the Policy Age Limit shown in the Schedule of
Insurance;] or
4) the date You [or Your Spouse] cease to be Actively at Work, [except due to disability
covered by the Policy or temporary lay-off, leave of absence, Family or Medical Leave or
Strike or Labor Dispute, as described herein;]
5) [the date the Participating Organization ceases to participate;]
6) the Premium Due Date any required premium contribution is not made, subject to the Grace
Period; or
7) [with respect to Your Spouse’s coverage, the Premium Due Date he or she is legally
separated or divorced from You.
However, if Your Spouse's coverage would terminate because of Your death, coverage will continue
until the Premium Due Date on or next following Your death unless continued in accordance with the
Surviving Spouse Continuation provision.]

You will be allowed a Grace Period of 31 days from the Premium Due Date for payment of each
premium due after the initial premium. Your insurance will be continued during the Grace Period.

The Grace Period will not continue coverage beyond a date shown in the Termination provision.]

If:
1) Your coverage ends [because You are no longer employed by the Employer or no longer in an
eligible class; and]
2) [You are rehired or return to an eligible class] within [12 months] of the date Your coverage
ended;
then coverage for You [and Your previously covered Dependents] may be reinstated, provided You
request such reinstatement within [31 days] of the date [You return to work or to an eligible class.]

The reinstated coverage will:
1) [be the same coverage amounts in force on the date coverage ended;
2) not be subject to any Eligibility Waiting Period for Coverage or Evidence of Insurability; and
3) be subject to all the terms and provisions of The Policy.]

[We will not reinstate any amount of coverage which You [or Your Dependent:]
1) converted in accordance with the Conversion Right; or
2) continued under the Portability Provision;

unless You cancel such coverage.]

Your coverage can be continued by Your Employer beyond a date shown in the Termination
provision, if Your Employer provides a plan of continuation which applies to all employees the same
way. Continued coverage:

1) is subject to any reductions in the Policy;

2) is subject to payment of premium [by the Employer;] and

3) terminates when the Policy terminates, [coverage for Your class terminates or Your

Employer ceases to be a Participating Employer.]

In any event, Your benefit level, or the amount of earnings upon which Your benefits may be based,
will be that in effect on the day before Your coverage was continued. Coverage may be continued in
accordance with the above restrictions and as described below:

[Leave of Absence: If You are on a documented [medical] leave of absence, other than Family or
Medical Leave, Your coverage may be continued [until the last day of the month in which] the leave
of absence commenced. If the leave terminates prior to the agreed upon date, this continuation will
cease immediately.]
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Period of Coverage

[Lay-off: If You are temporarily laid off by the Employer due to lack of work, Your coverage may be
continued [until the last day of the month in which] the lay-off commenced. If the lay-off becomes
permanent, this continuation will cease immediately.]

[Family Medical Leave: If You are granted a leave of absence, in writing, according to the Family
and Medical Leave Act of 1993, or other applicable state or local law, Your coverage may be
continued for up to [12 weeks, or longer if required by other applicable law,] following the date Your
leave commenced. If the leave terminates prior to the agreed upon date, this continuation will cease
immediately.]

[General Work Stoppage (including a strike or lockout): If Your employment terminates due to a
cessation of active work as the result of a general work stoppage (including a strike or lockout), Your
coverage shall be continued during the work stoppage [until the last day of the month in which] the
coverage terminated. If the work stoppage ends, this continuation will cease immediately.]

[Sabbatical: If You are on a documented [paid ] sabbatical, Your coverage may be continued [until
the last day of the month in which] the sabbatical commenced. If the sabbatical terminates prior to
the agreed upon date, this continuation will cease immediately.]

[Military Leave of Absence: If You enter active military service and are granted a military leave of
absence in writing, Your coverage may be continued for up to [8 weeks]. [If the leave ends prior to
the agreed upon date, this continuation will cease immediately.]]

If You are Disabled and You cease to be an Active Employee, Your insurance will be continued:
[during the Elimination Period while You remain Disabled by the same Disability; and
after the Elimination Period for as long as You are entitled to benefits under The Policy.]

[If You are Disabled and You cease to be an Active Employee, Your insurance will be continued:
1) while You remain Disabled; and
2) until the end of the period for which You are entitled to receive [short term] Disability
Benefits provided premiums for Your coverage continue to be paid.

After [short term] Disability benefit payments have ceased, Your insurance will be reinstated,
provided:
1) You return to work for one full day as a [Full-time] Active Employee in an eligible class;
2) The Policy remains in force; and
3) the premiums for You were paid during Your Disability, and continue to be paid.]

You may continue Your [and Your Spouse’s] coverage under The Policy if You cease to be Actively
at Work due [to a temporary lay-off, leave of absence or a leave of absence in accordance with the
Family and Medical Leave Act of 1993.] Coverage will continue for [4 weeks], provided:

1) the leave authorization is in writing; and

2) the required premium is paid.

The Monthly Benefit, Maximum Payment Period and Elimination Period will be the same as were in
effect on the day before You were [laid off or the leave began.]

Continuation of coverage will not continue beyond the date:
1) [Your coverage would normally end under the Termination provision;
2) the lay-off becomes permanent; or]
3) the leave of absence terminates, if prior to the agreed upon date.
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Period of Coverage

If You die while Your Spouse is covered under the Policy, Your Spouse may continue his or her
coverage. We must receive Your Spouse's request and the required premium to continue the coverage
within [31 days] of the premium due date next following Your death.

However, Your Spouse's coverage will not continue beyond:
1) adate the coverage would normally end under the Termination provision of The Policy; or
2) the premium due date next following the date he or she remarries.]

We will waive the premium which is due for Your coverage while You are Totally Disabled during
the period that:

1) [begins after You have been Totally Disabled for a period of [6 months]; and

2) ends when the Total Disability Benefit is no longer payable.

When the Waiver of Premium ceases, You may continue Your coverage under the Policy provided
that:

1) You resume paying Your premium; and

2) Your coverage has not ended in accordance with the Termination provision.]

No premium will be due for You:
1) [after the [Elimination Period/Benefits Commence period]; and
2) for as long as benefits are payable.]

In the event You:

1) participate in a lawful strike authorized by Your union; or

2) are locked out as the result of a labor dispute between Your union and Your Employer;
We will waive premiums for Your coverage. You must be Actively at Work and covered under The
Policy before the strike or lock-out begins. The Waiver of Premium begins on the premium due date
next following a [30] consecutive day waiting period, starting after the date the strike or lock-out
begins. This provision does not apply to Dependent Spouse coverage.

You, or Your labor union, must give Us written notice and proof satisfactory to Us of the strike or
lock out.. This provision will not waive premiums for a strike or lock-out which began prior to the
[Policy] Effective Date. Satisfactory proof of the status of the strike or lock-out must be given to Us
when and as often as we may reasonably require, but in no event less than every [30] days. You must
notify us:

1) assoon as the strike or lock-out is resolved;

2) when You return to work;

3) are offered the opportunity to return to work for Your employer; or

4) when Your employment is terminated.

Premiums will no longer be waived and premium payments must be made on the earliest to occur of:
1) [one year from the date the waiver began;]
2) the premium due date next following the date the strike or lock-out is resolved;
3) the premium due date next following the date You return to work or are offered the
opportunity to return to work for Your employer; or at the conclusion of the strike or
lockout;
4) the date You or Your labor union fail to provide satisfactory proof of the status of the strike
or lock-out; or
5) the date Your employment is terminated.
In no event will premiums be waived beyond the earlier of:

1) [12 months] from the date the Waiver of Premium began; or

2) the date coverage would normally end under the Termination provision of The Policy.
If premiums are not paid when due, Your coverage will terminate.

Actively at Work as used in this provision, means You are performing all the Essential Duties of

Your Occupation for Your Employer on the date immediately preceding the date the strike or lock-
out begins.]
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Period of Coverage

If Your insurance terminates because:
1) Your employment ends [for a reason other than Your retirement]; or
2) You are no longer in an eligible class;
and if:
1) [You have been continuously insured for at least [12 consecutive months] under The Policy
or under both this Policy and the Prior Policy;]
2) [You are under the Policy Age Limit, if any is shown in the Schedule of Insurance;]
3) a Disability is not preventing You from performing duties of Your Occupation;
4) [the insurance for Your class, or] The Policy has not terminated;
5) [You are not eligible for coverage under The Policy under another class; and]
6) You are not eligible or covered for similar benefits under another group policy or an
individual policy;
then You are eligible to enroll for personal insurance under another group policy called the group
long term disability conversion policy.

To obtain coverage under the group long term disability conversion policy, You must:
1) send Us a written enrollment request; and
2) pay the required premium and enrollment fee for the conversion policy;
within [31 days] of the termination of Your insurance.

If You meet the preceding conditions, We will issue You a certificate of insurance under the group
long term disability conversion policy. Such coverage will:

1) be issued without Evidence of Insurability;

2) be on one of the forms then being issued by Us for conversion purposes; and

3) be effective on the day following the date Your insurance under The Policy terminates.

The coverage available under the conversion policy may differ from The Policy. We will determine
the terms of the group long term disability conversion policy, including:

1) the type and amount of coverage provided; and

2) the premium payable;
based on the kinds of insurance provided by the group long term disability conversion policy at the
time such enrollment request is made.
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Period of Coverage

If You cease to be insured under The Policy because:

1) You are no longer a member of the Policyholder; or

2) the Policyholder terminates its sponsorship of The Policy;
You will have the right to request conversion coverage without giving medical Evidence of
Insurability. Such coverage will be issued under another group policy.

To convert Your coverage You must:
1) give Us a request for the conversion coverage; and
2) pay the initial premium;
within [31 days] after You cease to be covered under The Policy.

Coverage under the conversion Policy will be effective on the day following the date coverage under
The Policy terminates, provided You:
1) had been continuously covered for at least [12 consecutive months] under The Policy, or
under The Policy and the Prior Policy;
2) [are under the Policy Age Limit; and]
3) are not Totally Disabled.

The conversion coverage:
1) will have the provisions, limitations and exclusions on the form We are issuing for this
purpose at the time of conversion;
2) will not provide any benefit other than the Total Disability Benefit;
3) will not exceed Your Monthly Benefit under The Policy; and
4) will base premiums on the rates in effect for new applicants of [Your class] and age at the
time of conversion.

If You cease to be an Active Employee for any reason other than Your retirement or a leave of
absence, and if:

1) You have been covered under The Policy for at least [12 consecutive months] before Your

employment ends;

2) You are not Disabled;

3) You are not absent due to a labor strike; and

4) You are not covered under any other group insurance plan,
Then You may be able to continue Your coverage for up to [12 months] from the date You ceased to
be an Active Employee.

You must apply in writing and pay the first premium to Us within [31 days] after the date Your
employment ends.

The insurance continued is the insurance in effect on the date your employment ends, including the
Weekly Benefit, Benefits Commence, Maximum Duration of Benefits and Pre-disability Earnings.

Insurance continued under this provision will cease on the earliest of:

1) the date The Policy terminates;

2) the last day of the period for which You make any required premium contribution;

3) the date You become a full-time member of the armed forces of any country;

4) the end of the 12 month period during which Your coverage is continued under this
Portability provision;

5) the date you become covered under any other group insurance plan;

6) the end of a 6 month period during which Your coverage is continued under this Portability
provision and you are not employed with any employer.]
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Benefits

We will pay You a Monthly Benefit if You:
1) become Disabled while insured under The Policy;
2) are Disabled throughout the Elimination Period,;
3) remain Disabled beyond the Elimination Period; and
4) submit Proof of Loss to Us.
Benefits accrue as of the first day after the Elimination Period and are paid monthly. However,
benefits will not exceed the Maximum Duration of Benefits.

If You [or Your Spouse] become Totally Disabled as the result of [an Injury or Sickness] while
covered under The Policy, We will pay the [Monthly] Benefit due for the period of Total Disability.
[The period of Total Disability must require the Regular Care of a Physician.]

We will not pay benefits for any part of a period of Total Disability that:
1) [is applied to the Elimination Period; or
2) exceeds the Maximum Payment Period.]

[However, if You are Totally Disabled due to Mental IlIness, alcoholism or Substance Abuse, the
Maximum Payment Period will be reduced to 2 years during Your lifetime unless You are confined in
a hospital or other institution licensed to provide care and treatment for that disability.]

[The Elimination Period and Maximum Payment Period apply separately to each period of Total
Disability.]

If You [or Your Spouse] become Totally Disabled as the result of [an Injury or Sickness] while
covered under the Policy:
1) We will pay the [Monthly Benefit for each month of Total Disability;] and
2) atthe end of the Maximum Payment Period, provided You [or Your Spouse] continue to
meet the definition of Total Disability, We will pay a one-time additional Lump Sum
Benefit.
[The period of Total Disability must require the Regular Care of a Physician.]

We will not pay benefits for any part of a period of Total Disability that:
1) [is applied to the Elimination Period; or
2) with respect to the Monthly Benefit, exceeds the Maximum Payment Period.]

[However, if You are Totally Disabled due to Mental IlIness, alcoholism or Substance Abuse, the
Maximum Payment Period for the Monthly Benefit will be reduced to 2 years during Your lifetime
unless You are confined in a hospital or other institution licensed to provide care and treatment for
that disability.]

[The Elimination Period, Maximum Payment Period, Monthly Benefit and Lump Sum Amount apply
separately to each period of Total Disability.]

If, while covered under this Benefit, You:
1) become Totally Disabled;
2) remain Totally Disabled; and
3) submit Proof of Loss to Us;

We will pay the Weekly Benefit.

[The amount of any Weekly Benefit payable will be reduced by:
1) the total amount of all Other Income Benefits, including any amount for which You could
collect but did not apply; and
2) any income received from [the Employer] for the period You are Totally Disabled.]
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Benefits

Your Weekly Benefit will not be less than the Minimum Weekly Benefit shown in the Schedule of
Insurance.]

If a Weekly Benefit is payable for less than a week, We will pay [1/7] of the Weekly Benefit for each
day You were Disabled.

If You are Disabled because of:
1) Mental llIness that results from any cause;
2) any condition that may result from Mental Iliness;
3) alcoholism [which is under treatment]; or
4) [the non-medical use of narcotics, sedatives, stimulants, hallucinogens, or any other such
substance];
then, subject to all other provisions of The Policy, We will limit the Maximum Duration of Benefits.

[Benefits will be payable:
1) for as long as you are confined in a hospital or other place licensed to provide medical care
for the disabling condition; or,
2) if not confined, or after you are discharged and still disabled, for a total of [24 months] for
all such disabilities during your lifetime.]

[If You return to work as an Active Employee and then become Disabled and such Disability:

1) is due to the same Mental IlIness or Substance Abuse cause; and

2) begins more than [24] months from the return to work; and

3) You have been continuously insured under The Policy since the return to work,
then You may be eligible for an additional [24] month period may be payable, subject to all other
provisions of The Policy.]

If You are Disabled because of:
1) alcoholism [under treatment]; or
2) the non-medical use of narcotics, [sedatives, stimulants, hallucinogens, or any other such
substance];
then, subject to all other Policy provisions, benefits will be payable for [as long as] You are:
1) confined in a hospital or other place licensed to provide medical care for the disabling
condition; or
2) actively participating in a rehabilitative program approved by Us.
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Benefits

Periods of Recovery during the Elimination Period will not interrupt the Elimination Period, if the
number of days You return to work as an Active Employee are [less than one-half (1/2) the number of
days of Your Elimination Period.]

Any day within such period of Recovery, will not count toward the Elimination Period.

After the Elimination Period, if You return to work as an Active Employee and then become Disabled
and such Disability is:

1) due to the same cause; or

2) due to a related cause; and

3) within [3] months of the return to work,
the Period of Disability prior to Your return to work and the recurrent Disability will be considered
one Period of Disability, provided The Policy remains in force.

If You return to work as an Active Employee for [3] months or more, any recurrence of a Disability
will be treated as a new Disability. The new Disability is subject to a new Elimination Period and a
New Maximum Duration of Benefits.

Period of Disability_means a continuous length of time during which You are Disabled under The
Policy.

Recover or Recovery means that You are no longer Disabled and have returned to work with the
Employer and premiums are being paid for You.

[If You cease to be Totally Disabled and return to work for a total of [14 days] or less during the
Elimination Period, the Elimination Period will not be interrupted. Except for the [14 days] or less
that You work, You must be Totally Disabled by the same condition for the total Elimination Period.]

Periods of Disability:

1) due to the same or related medical causes; and

2) separated by less than [6 months] during which You are Actively at Work;
will be considered one Period of Disability.

Periods of Disability separated by at least [6 months] during which You are Actively at Work will be
considered separate Periods of Disability.

[Benefits during any Period of Disability as the result of:
1) more than one Sickness; or
2) more than one Injury; or
3) both Sickness and Injury;
will be considered the same as if the disability resulted from only one cause.]

Period of Disability means a continuous length of time during which You are disabled under The
Policy.

When Your return to work as an Active Employee is followed by a Disability, and such Disability is:
1) due to the same cause; or
2) due to a related cause; and
3) within [14] consecutive [calendar] days of the return to work;
the Period of Disability prior to Your return to work and the recurrent Disability will be considered
one Period of Disability, provided The Policy remains in force.

If You return to work as an Active Employee for [14] consecutive days or more, any recurrence of a
Disability will be treated as a new Disability.

Period of Disability means a continuous length of time during which You are Disabled under The
Policy.
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Benefits

If a period of Disability is extended by a new cause while Weekly Benefits are payable, Weekly
Benefits will continue while You remain Disabled, subject to the following:
1) Weekly Benefits will not continue beyond the end of the original Maximum Duration of
Benefits; and
2) any Exclusions [and Pre-existing Conditions Limitations] will apply to the new cause of
Disability.

If You remain Disabled after the Elimination Period, We will calculate Your Monthly Benefit [during
the Initial Benefit Period] as follows:

1) multiply Your Monthly Income Loss by the [Initial] Benefit [Period] Percentage ;

2) compare the result with the Maximum Benefit ; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.

If You remain Disabled after the Elimination Period, We will calculate Your Monthly Benefits as
follows:
1) multiply Your Monthly Income Loss by the Benefit Percentage;
2) multiply Your Monthly Income Loss by the Secondary Benefit Percentage; and from this
product subtract all Other Income Benefits; and
3) identify the Maximum Benefit.
The calculation giving the least amount is Your Monthly Benefit.

If You remain Disabled after the Elimination Period, but work while You are Disabled, We will
determine Your Monthly Benefit for a period of up to [12 consecutive months] as follows:

1) multiply Your Pre-Disability Earnings by the [Initial] Benefit [Period] Percentage;

2) compare the result with the Maximum Benefit; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit. Current Monthly Earnings will not be used to reduce Your
Monthly Benefit. However, if the sum of Your Monthly Benefit and Your Current Monthly Earnings
exceeds [80%] of Your Pre-disability Earnings, We will reduce Your Monthly Benefit by the amount
of excess.

The [12 consecutive month] period will start on the last to occur of:
1) the day You first start work; or
2) the end of the Elimination Period.

If You are Disabled and not receiving benefits under the Return to Work Incentive, [during the Initial
Benefit Period,] We will calculate Your Monthly Benefit as follows:

1) multiply Your Monthly Income Loss by the [Initial] Benefit [Period] Percentage;

2) compare the result with the Maximum Benefit; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.
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Benefits

If You remain Disabled after the Elimination Period, but work while You are Disabled, We will
determine Your Monthly Benefit for a period of up to [12 consecutive months] as follows:
1) multiply Your Pre-disability Earnings by the Benefit Percentage;
2) multiply Your Pre-disability Earnings by the Secondary Benefit Percentage, and from this
product subtract all Other Income Benefits; and
3) compare the results with the Maximum Benefit.

The calculation giving the least amount is Your Monthly Benefit. Current Monthly Earnings will not
be used to reduce Your Monthly Benefit during this period. However, if the sum of Your Monthly
Benefit and Your Current Monthly Earnings exceeds [80%] of Your Pre-disability Earnings, We will
reduce Your Monthly Benefit by the amount of excess.

If You are Disabled, but You are not receiving benefits under the Return to Work Incentive, We will
calculate Your Monthly Benefit as follows:
1) multiply Your Monthly Income Loss by the Benefit Percentage;
2) multiply Your Monthly Income Loss by the Secondary Benefit Percentage, and from this
product subtract all Other Income Benefits; and
3) compare the results with the Maximum Benefit.
The calculation giving the least amount is Your Monthly Benefit.

During the Continuing Benefit Period, if [You are not receiving benefits under the Return to Work
Incentive, but] You are receiving benefits under Social Security Disability or Social Security
Retirement plans, or an alternative plan for federal, state or municipal employees, We will determine
Your Monthly Benefit as follows:

1) multiply Your Monthly Income Loss by the Initial Benefit Period Percentage;

2) compare the result with the Maximum Benefit; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.

During the Continuing Benefit Period, if You are not receiving benefits [under the Return to Work
Incentive, or] under Social Security Disability or Social Security Retirement plans or an alternative
plan for federal, state or municipal employees, We will determine Your Monthly Benefit as follows:
1) multiply Your Pre-disability Earnings by the Continuing Benefit Period Percentage;
2) multiply Your Monthly Income Loss by the Initial Benefit Period Percentage, and deduct all
Other Income Benefits; and
3) deduct all Other Income Benefits from the Maximum Benefit.
The result of the calculation giving the least amount is Your Monthly Benefit.

If You remain Disabled after the Elimination Period, but work while You are Disabled, We will
determine Your Monthly Benefit for a period of up to [12 consecutive months] as follows:

1) compare the Scheduled Monthly Benefit with the Maximum Benefit; and

2) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit. Current Monthly Earnings will not be used to reduce Your
Monthly Benefit. However, if the sum of Your Monthly Benefit and Your Current Monthly
Earnings exceeds [100%] of Your Pre-disability Earnings, We will reduce Your Monthly Benefit by
the amount of excess.

The [12 consecutive month] period will start on the last to occur of:
1) the day You first start work; or
2) the end of the Elimination Period.

If You are Disabled and not receiving benefits under the Return to Work Incentive, We will calculate
Your Monthly Benefit as follows:
1) multiply Your Monthly Income Loss by the Corresponding Scheduled Monthly Benefit
Percentage;
2) compare the result with the Maximum Benefit; and
3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.
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Benefits

If the sum of Your [Monthly/Weekly Benefit, Current Monthly/Weekly Earnings and Other Income
Benefits] exceeds 100% of Your Pre-disability Earnings, We will reduce Your Monthly Benefit by
the amount of the excess.

[However, Your Monthly/Weekly Benefit will not be less than the Minimum Monthly/Weekly
Benefit.]

[If an overpayment occurs, We may recover all or any portion of the overpayment, in accordance with
the Overpayment Recovery provision.]

Your Monthly Benefit will not be less than the Minimum Monthly Benefit shown in the Schedule of
Insurance.

If a Monthly Benefit is payable for a period of less than a month, we will pay 1/30 of the Monthly
Benefit for each day You were Disabled.

If Your Disability prevents You from performing the Essential Duties of Any Occupation, but Your
claim for disability benefits under The United States Social Security System, or an alternative plan for
federal, state or municipal employees:

1) was denied because You have not worked under these systems long enough to be eligible for
disability benefits, Your Monthly Benefit during the Continuing Benefit Period will be
calculated using the Initial Benefit Period Percentage; or

2) is still pending at the time the Initial Benefit Period expires, benefits may be paid at the
Initial Benefit Period Percentage until the earlier to occur of:

a) the 12" month following the expiration of the Initial Benefit Period; or
b) the final adjudication of Your claim for Social Security disability benefits.

Benefit payments will stop on the earliest of:

1) the date You are no longer Disabled;

2) the date You fail to furnish Proof of Loss;

3) [the date You are no longer under the Regular Care of a Physician, [unless qualified medical
professionals have determined that further medical care and treatment would be of no benefit
to You;] ]

4) [the date You refuse Our request that You submit to an examination by a Physician or other
qualified medical professional;]

5) the date of Your death;

6) [the date You refuse to receive recommended treatment that is generally acknowledged by
Physicians to cure, correct or limit the disabling condition.]

7) [the last day benefits are payable according to the Maximum Duration of Benefits Table; or]

8) [the date Your Current Monthly Earnings:

a) are equal to or greater than [80 %] of Your [Indexed] Pre-disability Earnings if You

are receiving benefits for being Disabled from Your Occupation [or a Reasonable

Alternative]; or

b) [are greater than the lesser of: the product of Your [Indexed] Pre-disability Earnings
and the [Initial] Benefit [Period] percentage; or the Maximum Monthly Benefit if You
are receiving benefits for being Disabled from Any Occupation;]]

9) the date no further benefits are payable under any provision in The Policy that limits benefit
duration;

10) the date You refuse to participate in a Rehabilitation program, or refuse to cooperate with or
try:
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Benefits

a) [modifications made to the work site or job process to accommodate Your
identified medical limitations to enable You to perform the Essential Duties of Your
Occupation or a Reasonable Alternative;

b) adaptive equipment or devices designed to accommodate Your identified medical
limitations to enable You to perform the Essential Duties of Your Occupation or a
Reasonable Alternative;

c) modifications made to the work site or job process to accommodate Your identified
medical limitations to enable You to perform the Essential Duties of Any Occupation, if
You were receiving benefits for being disabled from Any Occupation; or

d) adaptive equipment or devices designed to accommodate Your identified medical
limitations to enable You to perform the Essential Duties of Any Occupation, if You
were receiving benefits for being disabled from Any Occupation; provided a qualified
Physician or other qualified medical professional agrees that such modifications,
Rehabilitation program or adaptive equipment accommodate Your medical limitation;]
or

11) [the date You receive retirement benefits from any employer’s Retirement plan, unless:

a) You were receiving them prior to becoming Disabled; or

b) You immediately transfer the payment to another plan qualified by the United States
Internal Revenue Service for the funding of a future retirement.]

Termination of Benefit payments will stop on the earliest of:

Benefit Payment: 1) the date You are no longer Disabled;

When will my 2) the date You fail to furnish Proof of Loss;

benefit payments 3) [the date You are no longer under the Regular Care of a Physician, [unless qualified medical

end? professionals have determined that further medical care and treatment would be of no benefit
to You;] ]

4) [the date You refuse Our request that You submit to an examination by a Physician or other
qualified medical professional;]

5) the date of Your death;

6) [the date You refuse to receive recommended treatment that is generally acknowledged by
Physicians to cure, correct or limit the disabling condition; ]

7) [the last day benefits are payable according to the Maximum Duration of Benefits;

8) [the date Your Current Monthly/Weekly Earnings are equal to or greater than [80 %] of
Your [Indexed] Pre-disability Earnings if You are receiving benefits for being Disabled from
Your Occupation;] or

9) the date no further benefits are payable under any provision in The Policy that limits benefit
duration;] or

10) [the date You refuse to participate in a Rehabilitation program, [or refuse to cooperate with
or try:

a) modifications made to the work site ro job process to accommodate Your identified
medical limitations to enable You to perform the Essential Duties of Your Occupation
[or a Reasonable Alternative;]

b) adaptive equipment or devices designed to accommodate Your identified medical
limitations to enable You to perform the Essential Duties of Your Occupation [or a
Reasonable Alternative;]] or

a) [the date You receive retirement benefits from any employer’s Retirement plan, unless:

a) You were receiving them prior to becoming Disabled; or

b) You immediately transfer the payment to another plan qualified by the United States
Internal Revenue Service for the funding of a future retirement.]
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Benefits

If, while covered under this benefit, You are Disabled and Working, as defined, [We will use the
following calculation to determine Your [or Your Spouse’s] [Weekly/Monthly] Benefit:

[Weekly/Monthly] Benefit=(A-B)x C
A
Where
A = Your Pre-disability [Weekly/Monthly] Earnings.
B = Your Current [Weekly/Monthly] Earnings.
C = The [Weekly/Monthly Benefit] payable if You were Totally Disabled.]

If You are participating in a program of Rehabilitative Employment approved by Us, We will
determine Your [Weekly/Monthly Benefit] by the Rehabilitative Employment Benefit.

[Days which You are Disabled and Working may be used to satisfy the Benefits Commence Period.]

If, while covered under this benefit, You are Disabled and Working, as defined, [the Weekly/Monthly
Benefit] otherwise payable for Total Disability will be reduced by [%] of Your Current
[Weekly/Monthly] Earnings. Your [Weekly/Monthly Benefit], however, will not be less [than the
Minimum Weekly/Monthly Benefit.]

If You are participating in a program of Rehabilitative Employment approved by Us, We will
determine Your [Weekly/Monthly Benefit] by the Rehabilitative Employment Benefit.

[Days which You are Disabled and Working may be used to satisfy the Benefits Commence Period.]

If, while covered under this benefit, You are Disabled and Working, as defined, [and payments under
the Total Disability benefit under The Policy have begun, the following calculation will be used to
determine Your [Weekly/Monthly Benefit]:

1) multiply Your Pre-Disability Earnings by the Benefit Percentage; and

2) compare the result with the Maximum Benefit; and

3) from the lesser amount deduct Other Income Benefits.

Current Weekly/Monthly Earnings will not be used to reduce Your [Weekly/Monthly] Benefit.
However, if the sum of Your Weekly/Monthly Benefit and Your Current [Weekly/Monthly] Earnings
exceeds [80% of] Your Pre-Disability Earnings, We will reduce Your [Weekly/Monthly] Benefit by
the amount of the excess.]

If You are participating in a program of Rehabilitative Employment approved by us, We will
determine Your [Weekly/Monthly Benefit] by the Rehabilitative Employment Benefit.

[Days which You are Disabled and Working may be used to satisfy the Benefits
Commence/Elimination Period.]

If You are Disabled and Working, we will pay a [Weekly/Monthly] Benefit for each month You are
Disabled.

The Disability must begin:
1) before You attain [age 60]; and
2) while You are covered under this benefit.

[Payment will begin on the first day following the last day for which the Disability Benefit has been
payable.

Payment will begin on the first day following the day You have been Disabled and Working for as
long as You would have been required to be Totally Disabled in order to have satisfied the Disability
Elimination Period, whether or not You are Totally Disabled.]

[We will not pay for any part of a period that You are Disabled and Working that exceeds the
Maximum Payment Period for this Benefit for any one Injury or any one Sickness.]
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Benefits
[To determine the Disabled and Working Monthly Benefit, use the following calculation:

(A divided by B) x C = D

A = Your [Indexed] Pre-disability Earnings less Your Current Monthly Earnings.

B = Your [Indexed] Pre-disability Earnings.

C = The Monthly Benefit payable if You were otherwise Totally Disabled. (Disregard all other
income from any employer or for any work when determining this figure).

D = The Disabled and Working Monthly Benefit payable.]

[Indexed Pre-disability Earnings means Pre-disability Earnings, as defined, adjusted annually by
[X%)]. The first adjustment will occur on the July 1% after You have been Disabled for a full calendar
year. After the first adjustment, Your Pre-Disability Earnings will be increased by an additional
[X%] on each following July 1% up to a maximum of [5] adjustments.]

If a Disabled and Working Benefit is payable for less than a month, we will pay 1/30 of the Monthly
Benefit for each day You are Disabled and Working. This minimum Monthly Benefit will never be
less than [$50.00.]

The Maximum Payment Period [is shown in the Schedule of Insurance and is applied separately to
each Disability.]

Disabled and Working Benefit payments will cease on the first to occur of:
1) [the date Your monthly earnings while You are Disabled and Working exceed [80%] of
Your Indexed Pre-Disability Earnings; or
2) the date You are eligible for benefits under the Disability Benefit due to the same or related
causes; or
3) the date You return to work in an occupation other than Your own.]

Disabled and Working means a Disability that:
1) [is caused by the same Injury or Sickness that caused the Total Disability that immediately
preceded the period You are Disabled and Working;]
2) continues while You are performing at least one of the material duties of Your own
occupation on either a full-time or part-time basis;
3) [causes a loss of earnings of at least 20% (and less than 80%); and]
4) requires the Regular Care of a Physician.

A disability that causes a loss of earnings of [80%] or more is considered to be a Total Disability and
will be payable under the Total Disability Benefit.

If, while You are Totally Disabled [or Disabled and Working], You accept Rehabilitative
Employment, We will continue to pay a [Weekly/Monthly] Benefit.

The [Weekly/Monthly] Benefit We will pay will be equal to Your Total Disability [Weekly/Monthly]
Benefit, less 50% of any income received from the Rehabilitative Employment.

The sum of the [Weekly/Monthly] Benefit and total income received from Rehabilitative
Employment may not exceed [100%] of Your Pre-disability Earnings. If this sum exceeds the Pre-
disability Earnings, the [Weekly/Monthly] Benefit paid by Us will be reduced by the excess amount.

We reserve the right to review any Rehabilitative Employment You participate in while benefits are
being paid under The Policy.

If You remain Totally Disabled [or Disabled and Working] after a period of Rehabilitative

Employment, You may continue to receive benefits under the Total Disability Benefit [or Disabled
and Working], subject to the Maximum Payment Period for such benefit.
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Benefits

If You are working as part of a program of Rehabilitation, We will, for the purpose of calculating
Your benefit, deduct the cost of Family Care from earnings received from work as a part of a
program of Rehabilitation, subject to the following limitations:
1) Family Care means the care or supervision of;
a) Your children under age [13]; or
b) a member of Your household who is mentally or physically handicapped and dependent
upon You for support and maintenance;
2) the maximum monthly deduction allowed for each qualifying child or family member is:
a) [$200] during the first [6] months of Rehabilitation ; and
b) [$X] thereafter;
but in no event may the deduction exceed the amount of Your monthly earnings;
3) Family Care Credits may not exceed a total of [$2,500] during a calendar year;
4) the deduction will be reduced proportionally for periods of less than a month;
5) the charges for Family Care must be documented by a receipt from the caregiver;
6) the credit will cease on the first to occur of the following:
a) You are no longer in a Rehabilitation program; or
b) Family Care Credits for [12] months have been deducted during Your Disability; and
7) no Family Care provided by a someone Related to the family member receiving the care
will be eligible as a deduction under this provision.

Your Current Monthly Earnings after the deduction of Your Family Care Credit will be used to
determine Your Monthly Income Loss. In no event will You be eligible to receive a Monthly Benefit
under The Policy if Your Current Monthly Earnings before the deduction of the Family Care Credit
exceed [80%] of Your [Indexed] Pre-disability Earnings.

We [will] adjust Your Monthly Benefit for increases in the cost-of-living if:
1) You have been Disabled for [12 consecutive months]; and
2) [You are receiving benefits;] [and
3) Your Current Monthly Earnings are less than or equal to 20% of Your Pre-disability
Earnings;]
when the Cost-of-Living Adjustment is made. We make the Cost-of-Living Adjustment [each year
on January 1*]

We apply the Cost-of-Living Adjustment formula by:
1) determining the lesser of:
a) [%];or
b) [1/2] the percentage change in the Consumer Price Index;
2) multiplying the resulting percentage (%) times the Monthly Benefit for Disability being
received; and
3) adding the resulting amount to Your Monthly Benefit.

You will not receive a Cost-of-Living Adjustment after:
1) You cease to be Disabled; [or
2) You have received [5] adjustments;] or
3) The Policy terminates.

Consumer Price Index (CPI-W) means the index for Urban Wage Earners and Clerical Workers
published by the United States Department of Labor. It measures on a periodic (usually monthly)
basis the change in the cost of typical urban wage earners’ and clerical workers’ purchase of certain
goods and services. If the index is discontinued or changed, We may use another nationally
published index that is [comparable to the CPI-W / approved by the Insurance Commissioner of the
state in which the Policy is delivered ].

For the purposes of this benefit, the percentage change in the CPI-W means the difference between

the current year’s CPI-W as of July 31, and the prior year’s CPI-W as of July 31, divided by the
prior year’s CPI-W.
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Benefits

If You were receiving a Monthly/Weekly [Disability] Benefit at the time of Your death [and You had
been receiving such benefits [for at least 12 months]], We will pay a [Survivor Income Benefit],
when We receive proof satisfactory to Us:

1) of Your death; and

2) that the person claiming the benefit is entitled to it.
[We must receive the satisfactory proof for Survivor Income Benefits within 1 year of the date of
Your death.]

[[We will pay the Survivor Income Benefit:
1) to the beneficiary You designated; or
2) if no beneficiary has been designated:]
a) to Your Surviving Spouse; or
b) if no Surviving Spouse, in equal shares to Your Surviving Children;
c) [if no Surviving Spouse or Surviving Children, to Your estate.]

However, We will first apply the Survivor Income Benefit to any overpayment which may exist on
Your claim.

If a minor child is entitled to benefits, We may, at Our option, make benefit payments to the person
caring for and supporting the child until a legal guardian is appointed.

[The Survivor Income Benefit [will be equal to [3] times your Monthly/Weekly Benefit/is calculated
as [3] times the lesser of]:
1) Your Monthly/Weekly Income Loss multiplied by the Benefit Percentage in effect on the
date of Your death; or
2) The Maximum Monthly/Weekly Benefit.]

[To designate or change Your designation of beneficiary, You must file a written notice with Us on
any form satisfactory to us. Whether You are living or not, any change will relate back and take
effect as of the date You signed the written notice. We are not liable for payment of benefits made
before receiving written notice.]

Surviving Spouse means Your wife or husband who was not legally separated or divorced from You
when You died. [“Spouse” will include Your domestic partner, provided You have executed a
Domestic Partner Affidavit acceptable to us, establishing that You and Your partner are domestic
partners for purposes of this Policy. You will continue to be considered domestic partners provided
You continue to meet the requirements described in the Domestic Partner Affidavit.]

Surviving Children means Your unmarried children, step children, legally adopted children who, on
the date You die, are primarily dependent on You for support and maintenance who are under age
[19].The term Surviving Children will also include any other children related to You by blood or
marriage [or domestic partnership] and who:
1) lived with You in a regular parent-child relationship; and
2) were eligible to be claimed as dependents on Your federal income tax return for the last tax
year prior to Your death.

[In the event that You are diagnosed with a Terminal 1liness while You are:
1) eligible for a Monthly/Weekly Benefit under the Policy; and
2) at least [6] Monthly/Weekly Benefit Payments remain payable to You;
We will pay the Survivor Income Benefit to You on an accelerated basis in one lump sum if:
1) [You submit a request that the Survivor Income Benefit be paid on an accelerated basis; and
2) We receive proof that You have been diagnosed with a Terminal IlIness.

If the Survivor Income Benefit is paid on an accelerated basis, no additional benefit will be payable
under this benefit upon Your death.]

1) [Terminal Iliness or Terminally Il means a life expectancy of [6] months or less.]
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Benefits

This benefit protects Your earnings level after You have returned to work following a period of
Disability. To qualify for this Extended Earnings Protection Benefit, You must:

1) have been Disabled under The Policy and received a Monthly Benefit from Us;

2) now be working [Full-time] for the Employer [or another employer;]

3) be performing all the Essential Duties of Your Occupation [or another occupation;]

4) as aresult of having been so Disabled, be currently earning less than [60%] of Your

Pre-disability Earnings; and
5) provide to Us each month, satisfactory proof of Your Current Monthly Earnings.

The Extended Earnings Protection Benefit will be the lesser of:
1) the Maximum Monthly Benefit ; or
2) Your Monthly Income Loss multiplied by the [Initial] Benefit [Period] Percentage.

The Extended Earnings Protection Benefit will end on the earliest of:
1) the date benefits have been payable for a maximum duration of [24] months;
2) the date You are earning at least [60%] of Your Pre-disability Earnings; or
the date You fail to submit to Us satisfactory proof of Your Current Monthly Earnings.

We will reimburse Your Employer for the expense of reasonable Workplace Modifications to
accommodate Your Disability and enable You to return to work as an Active Employee. You
qualify for this benefit if:

1) Your Disability is covered by this Policy;

2) the Employer agrees to make modifications to the workplace in order to reasonably
accommodate Your return to work and the performance of the Essential Duties of Your job;
and

3) We approve, in writing, any proposed Workplace Modifications.

Benefits paid for such workplace modification shall not exceed the amount equal to the amount of
the Maximum Monthly Benefit.

We have the right, at Our expense, to have You examined or evaluated by:
1) aPhysician or other health care professional; or
2) avocational expert or rehabilitation specialist;
of Our choice so that We may evaluate the appropriateness of any proposed modification.

We will reimburse the Employer’s costs for approved Workplace Modifications after:
1) the proposed modifications made on Your behalf are complete;
2) We have been provided written proof of the expenses incurred to provide such modification;
and
3) You have returned to work as an Active Employee.

Workplace Modification means change in Your work environment, or in the way a job is performed,

to allow You to perform, while Disabled, the Essential Duties of Your job. Payment of this benefit
will not reduce or deny any benefit You are eligible to receive under the terms of this Policy.
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Benefits

[If You:

1) become Disabled while You are covered under this Pension Contribution Benefit;

2) remain Disabled for 365 days of one continuous period of Disability; and

3) are receiving a Monthly Benefit under The Policy;]
We will pay a monthly Pension Contribution Benefit to the trustee or administrator of Your Pension
Plan for deposit to Your pension account. The Pension Contribution Benefit will be [the least of:

1) [15%] of Your monthly Pre-disability Earnings;

2) [$2,500];

3) the amount of the average monthly tax deferred contributions the Employer made to Your

Pension Plan during the [12 calendar months] prior to becoming Disabled.]

We will make payments under this benefit according to the rules and regulations of the Internal
Revenue Service and the provisions of Your Pension Plan. We will make any such payment that
cannot be paid to the trustee or administrator of Your Pension Plan to a deferred annuity account
designated by You.

No Pension Contribution Benefit will be payable after Your Monthly Benefit terminates.
Pension Plan means, for the purpose of this Pension Contribution Benefit, a qualified defined

contribution pension Plan, profit sharing Plan, or other Plan approved by Us, in which You are
participating as a result of Your employment with the Employer.
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Benefits

You will be eligible to receive an Infectious and Contagious Disease Benefit when You have been
covered by this benefit for a period of [# months], and You provide verification that:

1)
2)

3)

4)

5)

You carry an Infectious and Contagious Disease; and

You first tested positive for the Infectious and Contagious Disease after the effective date of

this benefit; and

You are not Disabled but one or more of the following has happened:

a) Your license to practice Your Occupation has been revoked; or

b) You or Your license have limitations or restrictions imposed, and as a result You are
unable to perform all of the Essential Duties of Your Occupation; or

c) it has been disclosed that You are infected with an Infectious and Contagious Disease;
and

throughout a period of time equal in length to the [Elimination Period,] You have suffered a

loss of earnings in excess of [60]% of Your Pre-disability Earnings immediately prior to

disclosure; and

You have never refused to be immunized against the Infectious and Contagious Disease for

which You are claiming this benefit.

To qualify as an Infectious and Contagious Disease, a disease must be:

2)
3)

categorized by the Center for Disease Control as Infectious and Contagious; and
life threatening to You or persons with whom You may come in contact.

[We calculate the benefit as the lesser of;

1)
2)

the Maximum [Monthly] Benefit; or
Your earnings loss multiplied by the [Initial] Benefit [Period] Percentage.

Your earnings loss is determined by deducting Your Pre-disability Earnings after disclosure from
Your Pre-disability Earnings prior to disclosure.]

We will stop paying this benefit on the earliest of:

1)
2)
3)
4)
5)

6)
7)

the date Your Pre-disability Earnings are equal to or greater than [40]% of Your Pre-
disability Earnings prior to disclosure;

the date You die;

the date You become eligible for Disability benefits under the terms of this Policy;

the date We determine You have not made every effort to continue to work in Your
Occupation [on a full-time basis];

the date You no longer participate with Us in seeking and applying for suitable alternate
work based on Your training, education, experience, and comparable income;

the end of the Maximum Duration of Benefits [Table/Payable] of The Policy; or

[the end of [2 years] from the date this benefit begins.]
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Benefits

Minimum If You sustain a Specified Injury, the total amount payable under the Total Disability Benefits [and
Indemnities Disabled and Working Benefits combined] as a result of that Injury will be at least an amount equal to
for Specified the amount that would be payable under the Total Disability Benefit for the number of weeks shown
Injuries Benefit:  opposite the Injury in the following table.

What are the

Benefits for If more than one Specified Injury is sustained due to the same accident, only the benefit for the Injury

Specified Injuries? that is provided the most number of weeks will apply.
Specified Injury means an Injury shown in the table below which:
1) s due to an accident; and
2) occurs while You are covered by this Benefit.

[Table of Specified Injuries

Specified Injury Minimum Number of
Weeks that Benefits are
Payable
For Complete Fracture of Bones
Skull (except bones of face or nose), both tables..........ccoevvveie v 13 Weeks
THIGN (SNAFL) ... 12 Weeks
Arm, between elbow and shoulder (Shaft) ... 12 Weeks
PEIVIS (EXCEPL COCCYX) ..vvvirririiiiiiiniiieiiste ettt 10 Weeks
Vertebra or Vertebrae (except coccyx and vertebral processes)........cocevvverevreenne. 10 Weeks
Y g To U] (o [T g = o L USRS 8 Weeks
LG (SNATL) . s 8 Weeks
KINBECAD ..t 8 Weeks
(O00] | F- Tl = o] o TSRS 6 Weeks
Forearm, between wrist and elbow (Shaft)...........cccoeveiiiniinine e 6 Weeks
FOOt (EXCEPL LOBS) ..vvveeieieietcre ettt bbb 5 Weeks
Hand (EXCEPL FINGETS) ...vvvirieeirtiieirie e 5 Weeks
Lower Jaw (eXcept alVEOIar PrOCESS).......courvrireriiiriiietirieisie e 3 Weeks
One or More ribs, fINGEIS OF TOBS .....c.veiviieie e e 2 Weeks
BONES Of TACE OF NOSE......cuiiiiiiicese e 2 Weeks
CoccyX OF VErtebral PrOCESSES ......cccviiriiiirieiiie ettt 1 Week
For Complete Dislocation
HIP JOINT .o 12 Weeks
Knee Joint (eXCept Patella) ........ccocviiriiiiiciee s 6 Weeks
Bone or Bones of FOOt (EXCEPL LOES) ......cveiiuiriiiiirieiierie e 6 Weeks
ANKIE JOINT....eiiiieeee ettt nee e 6 Weeks
RTAT S A0 o 1 ST 5 Weeks
TV o [ OSSR 4 Weeks
SNOUIAET JOINT ...t st nee s 3 Weeks
Bone or Bones of Hand (eXCept fINGErS) .....ccvviiriininireereece e 2 Weeks
(O00] | F- Tl = o] o TSRS 2 Weeks
ONe OF MOFE FINGES OF TOBS ....vvviieiieiesieeete ettt 1 Week
For Loss By Removal
OF 0NE OF MOKE BNLIFE T0BS .o.vvivieeeeieeie ettt sttt nee e 8 Weeks
Of one or more fingers (at least one entire phalanx).........c.ccocoovernieneiniencinene, 6 Weeks]
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Benefits

If You are Confined in a Hospital:

1) while covered under the Policy; and

2) due to [Sickness or Injury];
then we will pay [the Daily Benefit] for [each Day of Confinement,] [up to the Maximum Payment
Period.]

[The Daily Benefit and the Maximum Payment Period are shown in the Schedule of Insurance.] [If
Hospital Confinement is due to a Mental IlIness or Substance Abuse, the Maximum Payment Period
will be 10 days per Period of Confinement, with a maximum lifetime aggregate of 60 days.]

[Successive periods of Hospital Confinement:

1) due to the same or related causes; and

2) separated by less than [90 days;]
are considered one period of Hospital Confinement. A new period of Hospital Confinement begins
when You are readmitted to a Hospital,

1) for a new Sickness or Injury unrelated to the cause of a prior Confinement; or

2) after You have been free of Hospital Confinement for [90 days] or more. ]

Exclusion: This benefit does not cover Confinement in a Department of Veterans Affairs or any
other National Government owned or operated Hospital.

Confined or Confinement means being an inpatient in a Hospital due to [Sickness or Injury.]

[Day of Confinement means a day of inpatient Confinement in a Hospital for which a daily room
and board charge is made for a full day of Confinement.]

Hospital means an institution which:
1) operates pursuant to law;
2) primarily and continuously provides medical care and treatment to sick and injured persons
on an inpatient basis;
3) operates facilities for medical and surgical diagnosis and treatment by or under the
supervision of a staff of legally qualified physicians; and
4) provides 24 hour a day nursing service by or under the supervision of registered graduate
nurses (R.N.)
Hospital does not mean any institution or part thereof which is used primarily as:
1) anursing home, convalescent home, or skilled nursing facility;
2) aplace for rest, custodial care, or for the aged;
3) aclinic;
4) aplace for the treatment of Mental IlIness, alcoholism or Substance Abuse.
However, a place for the treatment of Mental Iliness, alcoholism or Substance Abuse will be regarded
as a Hospital if:
1) itis part of an institution that meets the above requirements; and
2) itis listed in the American Hospital Association Guide as a general hospital.

Period of Confinement means an interval of time during which You [or Your Spouse] are Confined

as an inpatient in a Hospital. A Period of Confinement begins on the date You [or Your Spouse] are
admitted to the Hospital.
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Benefits

We will pay You the Activities of Daily Living Benefit if:

1) a[Monthly/Weekly] Benefit is payable;

2) You become Cogpnitively Impaired or unable to perform [two or more] Activities of Daily
Living (ADLSs) for which You cannot be reasonably accommaodated by adaptive equipment:
a) [during or after the [Elimination Period/Benefits Commence period], and]
b) for at least [30 consecutive days;] and

3) the Disability and such impairment or inability begins while You are covered under this
benefit.

The Activities of Daily Living Benefit will be [10% of Your [Monthly Income Loss/Weekly Benefit],
but not greater than the lesser of:

1) [$5000]; or

2) the Maximum [Monthly/Weekly] Benefit.]
[The maximum payment period for this benefit will be [X years/weeks].]

[We will pay the benefit to You monthly. For periods of less than one month, We will pay 1/30" of
the Activities of Daily Living Benefit for each day of covered l0ss.]

The Activities of Daily Living Benefit will not:
1) be reduced by Other Income Benefits;
2) increase or reduce other benefits under The Policy; [or
3) be subject to the Cost of Living Adjustment.]
You are not restricted in any way as to Your use of this Activities of Daily Living Benefit.

We will stop paying You the Activities of Daily Living Benefit on the date:
1) Your [Monthly/Weekly] Benefit terminates;
2) You are not Cognitively Impaired and You are able to perform [five or more] ADLs;[or
3) You reach the maximum payment period shown in this benefit.]

Cognitively Impaired means You suffer severe deterioration, or loss of:

1) memory;

2) orientation; or

3) the ability to understand or reason;
so that You are unable to perform common tasks such as, but not limited to, medication management,
money management and using the telephone. The impairment in intellectual capacity must be
measurable by standardized tests.

Activities of Daily Living (ADLSs) means the following functions performed with or without
equipment or adaptive devices:
1) bathing Yourself by being able to either:
a) wash Yourself in a tub or shower devices; or
b) give Yourself a sponge bath;
2) dressing Yourself by putting on and taking off needed garments and any braces or artificial
limbs necessary for You to wear;
3) using the toilet by being able to get to and from, and on and off the toilet, and performing the
associated hygienic tasks; or
4) transferring from bed to chair or wheelchair; or
5) bladder and bowel control by being able to either:
a) voluntarily control bowel and bladder function; or
b) maintain a reasonable level of person hygiene, if You are not so able; and
6) feeding Yourself, once the food has been prepared and made available to You.
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Benefits

If, while covered under The Policy, You sustain an accidental bodily injury, which results in any of
the following Losses within [90 days] after the date of accident, We will pay the Monthly Benefit,
after the Elimination Period, for at least the number of months shown opposite the Loss.

For Loss of Minimum Number of Monthly Benefit Payments
[BOth EYES......oiviiciiiieieiesie et 46
Both Hands or Both Feet........cccooovvviviviiieecece e, 46
One Hand and ONne FOOL........cccoeveniieninineeee e 46
One Hand and ONne EYe........cccooiiiiiiiiiiicece e 46
One Foot and ONe EYe ..o 46
One Hand or ONe FOOL .........cccciiiiniiiiineeee e 23
ONE BV ittt 15
Thumb and Index Finger of Either Hand ............c..ccooeveni. 12]

[Loss means, with regard to:
1) hands and feet, actual severance through or above wrist or ankle joints;
2) eyes, entire and irrecoverable Loss thereof;
3) thumb and index finger, actual severance through or above the metacarpophalangeal joints.]

If You incur more than one of the listed Losses as the result of the same accident, the number of
monthly benefit payments that You will receive will be limited to the Loss for which the greatest
number of monthly benefit payments are shown in the above Schedule.

Benefits may continue to be payable to You after the Minimum Number of Monthly Benefit
Payments have been made, if You remain Disabled. If You die after the Elimination Period, but
before the minimum number of monthly benefit payments have been made, the remaining monthly
benefit payments will be made to Your estate.
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Benefits

We will pay a [Monthly] Business Protection Benefit to the Employer if You:
1) are actively engaged on a full-time basis in the business of the Employer, and fall within a
class of persons that is covered by The Policy, and You are:
a) the sole proprietor of the Employer if the Employer is a sole proprietorship; or
b) ageneral partner of the Employer if the Employer is a partnership; or
c) aMember of a Limited Liability Company if the Employer is a Limited Liability
Company; and
2) become Disabled while You are covered under this Business Protection Benefit; and
3) remain Disabled for the longer of:
a) the Elimination Period; or
b) [90] consecutive days; and
4) are receiving a [Monthly] Benefit for the Disability under the group insurance policy.
We calculate the [Monthly] Business Protection Benefit as the [lesser of:
1) [15]% of Your [Pre-disability Earnings]; or
2) [$2,500].]

[If You are Disabled and Working, We will proportionately reduce the Business Protection Benefit
according to the following formula:

Business Protection Benefit Payable = (A-B) x C
A

where
A = Your Pre-Disability Earnings
B = Your current [Monthly] earnings
C = The Business Protection Benefit payable if You were Totally Disabled.]

We will stop paying the Business Protection Benefits on the earliest of:

1) [the date You cease to be Disabled;

2) the date [12 monthly] benefits have been paid under this Benefit;

3) the date You cease to be the proprietor, a partner, or a [Member,]if applicable, of the

Employer; or

4) the date You die.
In no event will this benefit continue to be payable beyond a date shown in the Termination of
Benefit Payment provision.]

The Policy is a part of a Cafeteria Plan sponsored by Your employer and governed by the
requirements of Section 125 of the Internal Revenue Code. The rules of the Cafeteria Plan will
supersede any provisions of the Policy which are in conflict with them.

Cafeteria Plans are subject to the following restriction:

The benefits You elect during the enrollment period will remain in effect until the next enroliment
period.

Section 125 allows exception to this rule only in specified situations, including Change in Family
Status and commencement or termination of employment.

If You successfully complete an approved program of Rehabilitation, You will be eligible for an

additional benefit equal to [1] times Your Monthly Benefit.

The benefit will be subject to all applicable terms and conditions of the Policy. We will pay the
benefit in one lump sum.]
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Exclusions and Limitations

[The Policy does not cover, and We will not pay a benefit for any Disability:

1)
2)
3)
4)
5)
6)
7)

8)
9)

10)
11)

unless You are under the Regular Care of a Physician;

that is caused [or contributed to by] war or act of war (declared or not);

caused by Your commission of or attempt to commit a felony;

caused or contributed to by Your being engaged in an illegal occupation;

caused [or contributed to by] an intentionally self-inflicted [Injury];

caused or contributed to by Your active participation in a riot;

caused by Your commission of a crime for which You have been convicted under federal or
state law;

caused by Your voluntary election of a surgical procedure, except when required due to
Injury or Sickness;

unless it is the result of a work-related [Injury or Sickness] sustained in the course of
performing tasks for the Employer;

for which Workers' Compensation benefits are paid, or may be paid, if duly claimed; or
sustained as a result of doing any work for pay or profit for [any/another] employer,
including self-employment.

If You are receiving or are eligible for benefits for a Disability under a prior disability plan that:

1)
2)

was sponsored by the Employer; and
was terminated before the Effective Date of The Policy,

no benefits will be payable for the Disability under The Policy.]

[This Policy does not cover any Disability or loss caused by:

1)
2)
3)
4)
5)
6)
7)

8)

9
10)

We will

intentionally self-inflicted Injury, suicide or attempted suicide, while sane or insane; or

pregnancy or childbirth, except Complications of Pregnancy; or

war or act of war, whether declared or not; or

caused or contributed to by Your active participation in a riot;

caused by Your commission of a crime for which You have been convicted under federal or

state law;

caused by Your voluntary election of a surgical procedure, except when required due to

Injury or Sickness;

any [Sickness or Injury] for which workers' compensation benefits are paid, or may be paid

if duly claimed; or

any Injury sustained while riding on, boarding or alighting from, any aircraft:

a) asa pilot, crew member or student pilot;

b) operated by any military authority (land, sea or air), unless it is a Military Transport
Aircraft used for transport and operated by the United States Military Air Mobility
Command (AMC) or an AMC type service of a national government recognized by the
United States; or

c) being used for tests, experimental purposes, stunt flying, racing or endurance tests; or

Your commission or attempted commission of a felony; or

Sickness contracted or Injury sustained while on full-time active duty as a member of the

Armed Forces (land, water, air) of any country or international authority.

refund the pro rata portion of any premium paid for You while You are in the Armed Forces

on full-time active duty for a period of two months or more. [Written] notice must be given to Us
within 12 months of the date You enter the Armed Forces.]
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Exclusions and Limitations

Pre-existing Conditions Prior to Effective Date: We will not pay a Benefit for any loss or period of Total
Condition Disability which:

Limitation: Are 1) begins during the first [two years] of Your insurance; and

benefits limited for 2) s a result of a Pre-existing Condition;

Pre—e?q_stmg [unless such Total Disability begins after You have been free of Medical Care for the condition for a
Conditions? one year period ending any time on or after Your effective date.]

Conditions Prior to Effective Date of Increase in Coverage: We will not pay an increased Benefit
for any loss or period of Total Disability which:
1) begins during the first [two years] following the date You make a change in coverage that
increases Your benefits; and
2) isaresult of a Pre-Existing Condition;
[unless such Total Disability begins after You have been free of Medical Care for the condition for a
one year period ending any time on or after Your effective date of increase.]

Pre-existing Conditions means any Disability, diagnosed or undiagnosed, for which Medical Care is
received by You:
1) within the [12 month] period prior to the date Your insurance starts; or
2) with respect to the limitation for any increase in coverage, within the [12 month] period prior
to the effective date of Your increase in coverage.

Medical Care is received when:
1) aPhysician is consulted or medical advice is given; or
2) Treatment is recommended or prescribed by, or received from a Physician.

Treatment includes, but is not limited to:
1) medical examination, test, attendance, or observation;
2) medical services, supplies, or equipment, including their prescription or use; or
3) prescribed drugs or medicines, including their prescription or use.

All manifestations, symptoms, or findings which result:
1) from the same or related Disability; or
2) from any aggravations of that Disability;
are considered to be the same Disability for the purpose of determining a Pre-Existing Condition.

[Health Waiver and Application Modification Form

If Your Pre-existing Condition was excluded or limited by name or specific description on a Health
Waiver and Application Modification form attached to Your certificate, then such Pre-existing
Condition will not be covered under the Policy at any time, unless You complete an Application
Requesting Removal of Waiver, and We agree in writing to remove the limitation on that condition.]

Pre-Existing [We will not pay any benefit, or any increase in benefits, under The Policy for any Disability that
Condition results from, or is caused or contributed to by, a Pre-existing Condition,] [unless, at the time You
Limitation: Are become Disabled:

benefits limited for 1) You have not received Medical Care for the condition for [365] consecutive day(s)] while
Pre-existing insured under The Policy; or

Conditions? 2) [You have been continuously insured under The Policy for [365] consecutive day(s)].

Pre-existing Condition means:
1) any [accidental bodily injury, sickness,] Mental Iliness, pregnancy, or episode of Substance
Abuse; or
2) any manifestations, symptoms, findings, or aggravations related to or resulting from such
[accidental bodily injury, sickness,] Mental IlIness, pregnancy, or Substance Abuse;
for which You received Medical Care during the [180] day period that ends the day before:
1) Your effective date of coverage; or
2) the effective date of a Change in Coverage.

Medical Care is received when a physician or other health care provider:
1) is consulted or gives medical advice; or
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Exclusions and Limitations
2) recommends, prescribes, or provides Treatment.
Treatment includes but is not limited to:

1) medical examinations, tests, attendance or observation; and
2) use of drugs, medicines, medical services, supplies or equipment.

52



[Special
Conditions
Limitation: Are
benefits limited for
Special
Conditions?

CJ137-AR

Exclusions and Limitations

If You are Disabled due to a Special Condition, then, subject to all other provisions of The Policy,
We will limit the Maximum Duration of Benefits.

Benefits will be payable:

1)

2)

for as long as you are confined in a hospital or other place licensed to provide medical care for
the disabling condition; or,

if not confined, or after you are discharged and still disabled, for a total of [24 months] for all
such disabilities during your lifetime.

After a period of Disability due to a Special Condition, if you again become Actively at Work and
remain continuously insured under The Policy for a period of at least [24 months], then this Special
Conditions Limitation may be reinstated.

Special Condition means musculoskeletal and connective tissue disorders of the neck and back
including any disease or disorder of the cervical, thoracic and lumbosacral back and its surrounding
soft tissue including sprains and strains of the joints and adjacent muscles. [Special Condition does
not include:

Anrthritis;

Herniated intervertebral discs;

Scoliosis;

Spinal fractures;

Osteopathies;

Spinal tumors, malignancy, or vascular malformations;
Radiculopathies, grade Il or higher;

Spondylolisthesis, documented by electromyogram;
Myelopathies and myelitis;

Demyelinating disease;

Traumatic spinal cord neurosis;

Myofacial pain syndrome;

Shoulder sprains and strains;

Chronic fatigue syndrome;

Fibromyalgia;

Carpal tunnel syndrome;

Environmental allergic illness, including but not limited to sick building syndrome and multiple
chemical sensitivity.]]
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General Provisions

You must give Us, [or Our representative,] [written] notice of a claim within [30 days] after Disability
[or loss] occurs. If You cannot give notice within that time, You must give it to Us as soon as
reasonably possible. Such notice must include Your name, Your address and the Policy Number.

[If You are Disabled and become eligible for the Activities of Daily Living Benefit, You must file a
separate Notice of Claim within [30 days] of becoming eligible.]

We [or Our representative] will send forms to You to provide Proof of Loss, within [15 days] of
receiving a Notice of Claim. If We do not send the forms within [15 days], You may submit any
other [written] proof which fully describes the nature and extent of Your claim.

[Proof of loss is typically provided by telephone; however, if forms are required, they will be sent to
You for providing Proof of Loss within 15 days after We receive a notice of claim.]

[Proof of Loss may include but is not limited to the following:
1) documentation of:

a) the date Your Disability began;

b) the cause of Your Disability;

c) the prognosis of Your Disability;

d) Your Pre-disability Earnings, Current [Monthly/Weekly] Earnings or any income,
including but not limited to copies of Your filed and signed federal and state tax returns;
and

e) evidence that You are under the Regular Care of a Physician;

2) any and all medical information, including x-ray films and photocopies of medical records,
including histories, physical, mental or diagnostic examinations and treatment notes;
3) the names and addresses of all:

a) Physicians or other qualified medical professionals You have consulted;

b) hospitals or other medical facilities in which You have been treated; and

c) pharmacies which have filled Your prescriptions within the past three years;

4) Your signed authorization for Us to obtain and release:
a) medical, employment and financial information; and
b) any other information We may reasonably require;
5) Your signed statement identifying all Other Income Benefits; and
6) proof that You and Your dependents have applied for all Other Income Benefits which are
available.
You will not be required to claim any retirement benefits which You may only get on a reduced
basis.] All proof submitted must be satisfactory to Us.

To assist Us in determining if You are Disabled, or to determine if You meet any other term or
condition of The Policy, We have the right to require You to:

1) meet and interview with our representative; and

2) be examined by a Physician, vocational expert, functional expert, or other medical or

vocational professional of Our choice.

Any such interview, meeting or examination will be:

1) at Our expense; and

2) as reasonably required by us.
Your Additional Proof of Loss must be satisfactory to Us. Unless We determine You have a valid
reason for refusal, We may deny, suspend or terminate Your benefits if You refuse to be examined or
meet to be interviewed by Our representative.

Written Proof of Loss must be sent to Us within [90 days] after the start of the period for which We
are liable for payment. If proof is not given by the time it is due, it will not affect the claim if:

1) itwas not possible to give proof within the required time; and

2) proof is given as soon as possible; but

3) not later than [1 year] after it is due, unless You are not legally competent.
We may request Proof of Loss throughout Your Disability. In such cases, We must receive the proof
within [30 days] of the request.
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General Provisions

When We determine that You;

1) are Disabled; and

2) eligible to receive benefits;
We will pay accrued benefits at the end of each month that You are Disabled. We may, at Our
option, make an advance benefit payment based on Our estimated duration of Your Disability. If any
payment is due after a claim is terminated, it will be paid [as soon as] Proof of Loss satisfactory to Us
is received.

Benefits are not payable for any period during which You are confined to a penal or correctional
institution if the period of confinement exceeds 30 days.

Periodic benefit payments will be made on a [monthly] basis after We receive the Proof of Loss
satisfactory to Us and will continue while the loss and Our liability continue. We will pay any other
benefit due immediately after We receive the Proof of Loss satisfactory to Us. [We will pay any
benefit for loss of life under the Accidental Death and Dismemberment Benefit and/or the Survivor
Income Benefit as shown in the benefit.]

All payments are payable to You. Any payments owed at Your death may be paid to Your estate. If
any payment is owed to:

1) Your estate;

2) aperson who is a minor; or

3) aperson who is not legally competent;
then We may pay up to [$1,000] to a person who is Related to You and who, at Our sole discretion,
is entitled to it. Any such payment shall fulfill Our responsibility for the amount paid.

If a claim for benefits is wholly or partly denied, You will be furnished with written notification of
the decision. This written notification will:
1) give the specific reason(s) for the denial;
2) make specific reference to the Policy provisions on which the denial is based;
3) provide a description of any additional information necessary to perfect a claim and an
explanation of why it is necessary; and
4) provide an explanation of the review procedure.

On any claim, You or Your representative may appeal to Us for a full and fair review. To do so:
1) You must request a review upon written application within:
a) [180 days] of receipt of claim denial if the claim requires Us to make a determination of
disability; or
b) [60 days] of receipt of claim denial if the claim does not require Us to make a
determination of disability; and
2) You may request copies of all documents, records, and other information relevant to Your
claim; and
3) You may submit written comments, documents, records and other information relating to
Your claim.

We will respond to You in writing with Our final decision on the claim.

You must apply for Social Security disability benefits when the length of Your Disability meets the
minimum duration required to apply for such benefits. You must apply within [45 days] from the
date of Our request. If the Social Security Administration denies Your eligibility for benefits, You
will be required:

1) to follow the process established by the Social Security Administration to reconsider the

denial; and

if denied again, to request a hearing before an Administrative Law Judge of the Office of Hearing
and Appeals.]
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General Provisions

We reserve the right to reduce Your [Monthly/Weekly] Benefit by estimating the Social Security
disability benefits You [or Your spouse and children] may be eligible to receive.

When We determine that You [or Your Dependent] may be eligible for benefits, We may estimate the
amount of these benefits. We may reduce Your [Monthly/Weekly] Benefit by the estimated amount.
Your [Monthly/Weekly] Benefit will not be reduced by estimated Social Security disability benefits
if:
1) You apply for Social Security disability benefits and pursue all required appeals in
accordance with the Social Security provision; and
2) You have signed a form authorizing the Social Security Administration to release
information about awards directly to Us; and
3) You have signed and returned Our reimbursement agreement, which confirms that You
agree to repay all overpayments.

If We have reduced Your [Monthly/Weekly] Benefit by an estimated amount and:

1) You [or Your Dependent] are later awarded Social Security disability benefits, We will
adjust Your [Monthly/Weekly] Benefit when We receive proof of the amount awarded, and
determine if it was higher or lower than Our estimate; or

2) Your application for Social Security disability benefits has been denied, We will adjust Your
[Monthly/Weekly] Benefit when You provide Us proof of final denial from which You
cannot appeal from an Administrative Law Judge of the Office of Hearing and Appeals.

If Your Social Security benefits were lower than we estimated, and We owe You a refund, We will
make such refund in a lump sum. If Your Social Security Benefits were higher than we estimated,
and If Your [Monthly/Weekly] Benefit has been overpaid, You must make a lump sum refund to Us
equal to all overpayments, in accordance with the Overpayment Recovery provision .

An overpayment occurs:
1) when We determine that the total amount We have paid in benefits is more than the amount
that was due to You under the Policy; or
2) when payment is made by Us that should have been made under another group policy.

This includes, but is not limited to, overpayments resulting from:
1) [retroactive awards received from sources listed in the Other Income Benefits definition;
2) failure to report, or late notification to Us of any Other Income Benefit(s) or earned income;
3) misstatement;
4) fraud; or
5) any error We may make.]

We have the right to recover from You any amount that We determine to be an overpayment. You
have the obligation to refund to Us any such amount. Our rights and Your obligations in this regard
may also be set forth in the reimbursement agreement You will be required to sign when You become
eligible for benefits under this Policy.

If benefits are overpaid on any claim, You must reimburse Us within [30 days.]

If reimbursement is not made in a timely manner, We have the right to:

1) recover such overpayments from;

a) [You;

b) any other organization;

c) any other insurance company;

d) any other person to or for whom payment was made; and
e) Your estate.]

2) reduce or offset against any future benefits payable to You or Your survivors, [including the
Minimum [Monthly/Weekly] Benefit,] until full reimbursement is made. Payments may
continue when the overpayment has been recovered;

3) refer Your unpaid balance to a collection agency; and

pursue and enforce all legal and equitable rights in court.
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General Provisions

If You:
1) suffer a Disability because of the act or omission of a Third Party;
2) become entitled to and are paid benefits under The Policy in compensation for lost wages;
and
3) do not initiate legal action for the recovery of such benefits from the Third Party in a
reasonable period of time;
then We will be subrogated to any rights You may have against the Third Party and may, at Our
option, bring legal action against the Third Party to recover any payments made by Us in connection
with the Disability.

Third Party as used in this provision, means any person or legal entity whose act or omission, in full
or in part, causes You to suffer a Disability for which benefits are paid or payable under the Policy.

We have the right to request to be reimbursed for any benefit payments made or required to be made
under the Policy for a Disability for which You recover payment from a Third Party.

If You recover payment from a Third Party as:
a) alegal judgment;
b) an arbitration award; or
c) asettlement or otherwise;
You must reimburse Us for the lesser of:
a) the amount of payment made or required to be made by Us; or
the amount recovered from the Third Party less any reasonable legal fees associated with the
recovery.

Legal action cannot be taken against Us:
1) sooner than [60 days] after the date proof of loss is given; or
2) [3] years after the date [Written] Proof of Loss is required to be given according to the terms
of The Policy.

Insurance Fraud occurs when You [and/or Your Employer] provide Us with false information or files
a claim for benefits that contains any false, incomplete or misleading information with the intent to
injure, defraud or deceive Us. It is a crime if You [and/or Your Employer] commit Insurance Fraud.
We will use all means available to Us to detect, investigate, deter and prosecute those who commit
Insurance Fraud. We will pursue all available legal remedies if You [and/or Your Employer]
perpetrate Insurance Fraud.

If material facts about You were not stated accurately:
1) Your premium may be adjusted; and
2) the true facts will be used to determine if, and for what amount, coverage should have been
in force.
[No statement made by You relating to Your insurability will be used to contest the insurance for
which the statement was made after the insurance has been in force for two years during Your
lifetime. In order to be used, the statement must be in writing and signed by You.]

We have full discretion and authority to determine eligibility for benefits and to construe and
interpret all terms and provisions of The Policy. This provision applies where the interpretation of
The Policy is governed by the Employee Retirement Income Security Act of 1974, as amended
(ERISA).
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General Provisions

While a claim is pending [We have the right at Our expense:
1) to have the person who has a loss examined by a Physician when and as often as We feel is
necessary; and
2) to make an autopsy in case of death where it is not forbidden by law.]

[You have the right to absolutely assign Your rights and interest under The Policy. We will recognize
any absolute assignment made by You under The Policy, provided:

1) itisduly executed; and

2) acopy is acknowledged and on file with Us.
We and the Policyholder assume no responsibility for the validity or effect of an assignment.

You do not have the right to collaterally assign Your rights and interest under The Policy.]
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[Rider Language This rider forms a part of [The Policy to which it is attached] and [all] certificates given in connection with
The Policy.

This rider becomes effective [on the later to occur of:
a) the effective date of the Policy or certificate to which this rider is attached; or
b) the first day of the month on or next following the date e accept Your application and required premium.]
[In consideration of the required additional premium and submission of satisfactory evidence of insurability, the following
benefit is added to The Policy and certificates:]
In all other respects, The Policy and certificates remain the same.

Signed for Kansas City Life Insurance Compan

T, D /L/%%//

Secretary President, CEO and Chairman

11

CJ137-AR 59



3 D g >
o 2@ -
ABACUS SERIES @ Employee Enrollment Form
2 @ 2 2 = 2 Underwritten by KANSAS CITY LIFE INSURANCE COMPANY UNew (U Replacement U Change
> =4 b= Certificate #
Last First Middle Birth
Name Name Initial Date
e Male Q | Height Weight Social Security # Cell/Home
Age Female Q Phone
e Street City State ZIP Code
o Employer Location Occupation
e O Hourly QO Bi-Weekly Weekly Hours Work Hire
Salary § Q Weekly O Monthly Q Annually | Worked Phone/Ext. Date

e Payroll Deduction Frequency: QWeekly Q Bi-Weekly QO Semi-Monthly Q Monthly

Select coverage with specific amounts for Life, Short Term Disability (STD) and Long Term Disability (LTD).

Write Benefit Amount in the appropriate column and indicate if coverage is: (N) New () Increase (D) Decrease
e Life Amount STD Amount LTD Amount
N/1/D Benefit Amount : Premium N/1/D Benefit Amount : Premium N/I/D Benefit Amount : Premium
1 1 ]
1 ] ]
Employee $ H $ $ ' $ $ : $
! Weekly ! Monthly !
$ ' $
Spouse ! Benefit Period: Benefit Period:
1
$ E $ Elimination Period: Elimination Period:
Child(ren) 1 » - - . -
! STD and LTD benefit amounts must be in multjples of $25 units (not to exceed maximum benefit).
Life Only.
Questions 8, 9 and 10 pertain to Spouse and Children. Questions 9, 10 and 11 pertain to Employee.
0 Name Age Birth Date Sex Place of Birth Height Weight Last 4 digits SSN
Spouse
Child
Child

Q Have you or your spouse used tobacco products in the last year?  Employee: 0 Yes O No Spouse: O Yes A No

D a.) Are all proposed insured employee/spouse/child(ren) actively at work in a job, as a homemaker, or full time student? Q Yes Q No
b.) Have any proposed insured been hospitalized or disabled in the past 30 days? QO Yes Q No

@ Beneficiary Name % Relationship

Beneficiary Name % Relationship

In absence of fraud, my answers in this enroliment form shall be deemed representations and not warranties. If any data has been misstated, the correct data will be used to
determine if insurance is in force. If insurance is in force, the premium and/or benefits will be adjusted according to the facts.

| understand that “pre-existing conditions” are generally not covered under the coverage(s) applied for and | should read my Certificate for a more detailed explanation of the
pre-existing exclusion.

| understand that other income that | am entitled to receive may affect my coverage and | should read my Certificate for more detailed information regarding the effect other
income may have on my benefit.

| certify under penalties of perjury that the portion of the Social Security Number shown on this enroliment form is correct to the best of my knowledge and | am not subject to
backup withholding.

The insurance applied for shall be in force as of the date of the payroll deduction authorization signed by me, provided that the company approves the enrollment form without
any modification as to the plan, amount or premium, and, further provided that the company receives the first premium payment from my employer within 90 days from the date
hereof. If the first premium is not received within 90 days, no insurance will become effective.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty
of a crime and may be subject to fines and confinement in prison.]

®

Signature of Employee Date Signed at (City, State)
GA168 (AR)




Employer HOME OFFICE USE ONLY

Group Number

E R l E SW Ag reement Earliest App Date

000 >0
0006
000 > 00
whe
0000
000 LN 00

Underwritten by KANSAS CITY LIFE INSURANCE COMPANY Effective Date
Set-up Date
[o Name of Organization Year Established
© Account Contact Name/Title Contact Phone
e Manager/Owner’s Name Title
o Address
O ciy State Zip E-mail:
e Nature of Business SIC Code Total Number of Eligible Full-Time Employees

@ Insurance Coverages - (Participation % may be required)
QA Short-Term Disability =~ U Long-Term Disability ~ Q Life

Does planinclude employer contribution? Yes O No If Yes, what percentage? %
e STD Plan Design LTD Plan Design Life Plan Design
Benefit Period: Benefit Period:
Q13 wks Q26 wks 152 wks 1104 wks U 2year d3year U5year U655 L Age 65 Employee
Elimination Period: Elimination Period:
Qo0/7 Q77 Q014 Q14/14 130/30 Q90 Days 180 Days (360 Days Spouse
T . . . . Child
e Employee Eligibility: All full-time active employees working a minimum of hrs. per week.

Wiaiting Period - Present Employees: Q None Q Other

Future Employees: Q30 Days Q60 Days Q90 Days Q Other

@ Is this Account a Cafeteria Benefit Program (Section 125) ? QYes U No If Yes, what is the effective date of the plan?

If Disability Insurance is included in (under) Section 125, what % of the premium is included? Q150% Q100% Q Other %
m Are there any 1099 employees? O Yes W No If Yes, how many:
Please send policies via: 1 Email to Group Q Paper to Group

@ Payroll deduction frequency: O Weekly QO Bi-Weekly O Semi-Monthly O Monthly  Q Other

® Payroll Start Date: / /

Who gets first month bill? Q Agent QEmployer Q Other (Explain)

@ Send Billings to: Name:
Address:

Phone:

E-Mail:

Authorizations

This Agreement authorizes the contact of employees/members of this Organization concerning insurance to be provided by Kansas City Life. Authorization
is given to send billings to the location named above. The responsibility in assuring that premiums have been remitted to Kansas City Life on behalf of
their employees/members is that of the Organization named above. Either the Organization or Kansas City Life may, upon 30 days notice to the other,
terminat:ile this Agreement, in which event the payments of premiums will be a matter of accounting directly between each employee/member and Kansas
City Life.

{ Date Signature Title
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ABACUS SERIES @ Application for Insurance
2 @ 2 2 = 2 Underwritten by KANSAS CITY LIFE INSURANCE COMPANY UNew U Replacement U Change
= = > Certificate #

Last First Middle Birth
Name Name Initial Date
e Male Q3 | Height Weight Social Cell/Home
Age Female Q Security # Phone
[ 3 City State ZIP Code
o Employer Location Occupation
e O Hourly Q Bi-Weekly Weekly Hours Work Hire
Salary $§ O Weekly Q Monthly Q Annually | Worked Phone/Ext. Date
e Payroll Deduction Frequency: QWeekly Q Bi-Weekly O Semi-Monthly Q Monthly

Select coverage with specific amounts for Life, Short Term Disability (STD) and Long Term Disability (LTD).

Write Benefit Amount in the appropriate column and indicate if coverage is: (N) New () Increase (D) Decrease
e Life Amount STD Amount LTD Amount

N/I/D | Benefit Amount | Premium N/1/D Benefit Amount | Premium N/1/D Benefit Amount | Premium

1 1 1
1 ] ]

Employee $ ! $ $ ' $ $ : $
! per: AWk O Mo ! per: AWk O Mo !
1

Spouse $ : $ Benefit Period: Benefit Period:
1

$ E $ Elimination Period: Elimination Period:

Child(ren) ! 5 - - ; -
! STD and LTD benefit amounts must be in multiples of $25 units (not to exceed maximum beneriy.

Life Only.

Questions 8, 9 and 10 pertain to Spouse and Children. Questions 9, 10 and 11 pertain to Employee Only Coverage.
e Name Age Birth Date Sex Place of Birth Height Weight Last 4 digits SSN
Spouse
Child
Child

© Have you or your spouse used tobacco products in the lastyear?  Employee: 1 Yes O No Spouse: dYes O No

@ a.) Are all proposed insured employee/spouse/child(ren) actively at work in a job, as a homemaker, or full time student? Q Yes Q No
b.) Have any proposed insured been hospitalized or disabled in the past 30 days? 1 Yes Q No

@ Beneficiary Name %

%

Relationship

Beneficiary Name Relationship

@ In the past five (5) years, have you or any family member listed on this application sought medical advice or treatment in any form or
been diagnosed as having, or had an indication, signs or symptoms that would lead you to consult a medical practitioner for any form
of (Check “Yes” or “No”, provide details on “Yes” answers in the space provided below):

(010 o= o OO PP QYes QNo
Circulatory Problems, Heart Condition or Heart Attack, Stroke, Cerebral Vascular Accident?.........ccccocuveennee. QVYes QNo
Kidney Disorder/Kidney Failure, Liver Disease/Disorder; drug or alcohol USe?.........ccceeeeeeeerveeeceeerreeeerenn, QYes dNo
Organ Transplant (including bone MArTOW)? ... bbb nees QYes QNo
Have you or any family member listed on this application been diagnosed by a member of the medical profession as having
Acquired Immune Deficiency Syndrome (AIDS) or any other disorder of the immune system?.........cccceeuvnee QYes dNo

In the past six (6) months, have you been confined in a hospital, nursing home, sanitarium, or

similar institution (eXClUdiNg MATEINITY)? ..ottt ettt ettt ettt bbb QYes QNo

Details of “Yes” answers:

GA169 (AR)




®

In absence of fraud, my answers in this enrollment form shall be deemed representations and not
warranties. If any data has been misstated, the correct data will be used to determine if insurance is in
force. If insurance is in force, the premium and/or benefits will be adjusted according to the facts.

| understand that “pre-existing conditions” are generally not covered under the coverage(s) applied for
and | should read my Certificate for a more detailed explanation of the pre-existing exclusion.

| understand that other income that | am entitled to receive may affect my coverage and | should read my
Certificate for more detailed information regarding the effect other income may have on my benefit.

| certify under penalties of perjury that the portion of the Social Security Number shown on page 1 of this
enrollment form is correct to the best of my knowledge and | am not subject to backup withholding.

The insurance applied for shall be in force as of the date of the payroll deduction authorization signed by
me, provided that the company approves the enrollment form without any modification as to the plan, amount
or premium, and, further provided that the company receives the first premium payment from my employer
within 90 days from the date hereof. If the first premium is not received within 90 days, no insurance will
become effective. If the enrollment form is approved with any such modification, the insurance shall not
take effect until the certificate has been delivered to and accepted by me and furthermore shall not take
effect if there has been a change in the health of any person to be insured as stated since the date of
enrollment form.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance is guilty of a crime and may be subject to fines
and confinement in prison. |

Signature of Employee Date Signed at (City, State)

GA169 (AR)



Election of
ERIES Portability Coverage

Underwritten by KANSAS CITY LIFE INSURANCE COMPANY

000 >0
0006
000 > 00
T aY
0000
000 LN 00

Last First Middle
[ Name Name Initial QO Male QFemale
Social Date of Birth Cell/Home
Security # Phone
o Street City State ZIP Code
o Application is being made according to the Portability provision of e Reason for requesting
. R . Portability coverage:
Group Policy No./Participation No. issued to: ¥ g
My employment terminated on / /
Month Day Year
(Legal name of Employer)
Reason for terminating employment:
(Address of Employer)
Q Self-Initiated O Retirement Q Labor Strike
Q Lay Off O Leave of Absence
(Phone number of Employer) 1 Other (EXplain)
o Are you disabled from a sickness or injury? G Annual Salary: (During the 12 months just prior to the date of this
OYes O No application - for this employer only)
$

0 Are you covered for any other Disability Income Insurance other thanitem #4? QYes QO No

If Yes, please provide name of insurer
and policy type O Individual Q Group QSTD QLTD
You are not eligible for the Portability Coveage if you have other group disability insurance.

FRAUD NOTICES

Unless specific state language is provided below, and except for Virginia residents, the following general fraud notice applies: Any person who
knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent
insurance act, which is a crime and subjects such person to criminal and civil penalties.

Florida and Oklahoma residents: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an
application containing false, incomplete, or misleading information is guilty of a felony in the third degree.

Ohio Residents: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a
claim containing a false or deceptive statement is guilty of insurance fraud.

New Jersey residents: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal
and civil penalties.

New York residents: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material
thereto, commits a fraudulent act, which is a crime and shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of
the claim for each such violation.

The statements set forth above are true to the best of my knowledge and belief, and may be relied upon by Kansas City Life in considering
this application. Further, my signatue below acknowledges that | have made a copy of my statements as they appear on this application.]

@ Signature Date
GA170




SERFF Tracking Number: KCLF-125729143 Sate: Arkansas
Filing Company: Kansas City Life Insurance Company Sate Tracking Number: 39577
Company Tracking Number: PJ137

TOl: H11G Group Health - Disability Income Sub-TOI: H11G.005 Combined Short Termand Long Term
Product Name: Group Disability Insurance
Project Name/Number: Group Disability /PJ137

Rate Information

Rate data does NOT apply to filing.

Created by SERFF on 07/18/2008 12:48 PM



SERFF Tracking Number: KCLF-125729143 Sate: Arkansas
Filing Company: Kansas City Life Insurance Company Sate Tracking Number: 39577
Company Tracking Number: PJ137

TOl: H11G Group Health - Disability Income Sub-TOI: H11G.005 Combined Short Termand Long Term
Product Name: Group Disability Insurance
Project Name/Number: Group Disability /PJ137

Supporting Document Schedules

Review Status:
Satisfied -Name: Certification/Notice Approved-Closed 07/18/2008
Comments:
Attachment:
ArCert - Reg. 19.pdf

Review Status:

Bypassed -Name: Application Approved-Closed 07/18/2008
Bypass Reason: applciation has been submitted for approval
Comments:

Created by SERFF on 07/18/2008 12:48 PM



STATE OF ARKANSAS
COMPLIANCE CERTIFICATION

COMPNAY NAME: Kansas City Life Insurance

FORM TITLES: Group Short and Long Term Disability Policy, Group Short and Long Term
Disability Certificate
Application for Insurance
Employer Agreement
Employee Enrollment Form
Portability Election Form

FORM NUMBER(S): PJ137, CJ137-AR, GA169, GA167, GA168, GA170

| hereby certify that to the best of my knowledge and belief, the above form and
submission is in compliance with Regulation 19, as well as the other laws, rules
and regulations of the State of Arkansas.

Mhe 8 By

Marc S. Bensing
Assistant Vice President State Compliance
Date: July 10, 2008




SERFF Tracking Number: KCLF-125729143 Sate: Arkansas
Filing Company: Kansas City Life Insurance Company Sate Tracking Number: 39577
Company Tracking Number: PJ137

TOl: H11G Group Health - Disability Income Sub-TOI: H11G.005 Combined Short Termand Long Term
Product Name: Group Disability Insurance
Project Name/Number: Group Disability /PJ137

Superseded Attachments

Please note that all items on the following pages are items, which have been replaced by a newer version. The newest
version is located with the appropriate schedule on previous pages. These items are in date order with most recent first.

Original Date: Schedule Document Name Replaced Date Attach
Document
No original date Form Group Short and Long Term 07/10/2008 CJ137-AR.pdf

Disability Insurance Certificate

No original date Form Employee Enroliment Form 07/10/2008 Enrollment
Form2_v3.pdf

No original date Form Application for Insurance 07/10/2008 App_w-
med_v4.pdf

Created by SERFF on 07/18/2008 12:48 PM



KANSAS CITY LIFE
INSURANCE COMPANY

Notice

Should any questions arise regarding your insurance, you may contact the following:

Group Department

Kansas City Life Insurance Company
Post Office Box 219425

Kansas City, Missouri 64141-9425
Telephone: (816)753-7000

Arkansas Insurance Department
Consumer Services Division
400 University Tower Building
Little Rock, Arkansas 72204
Telephone: (501)371-1813



KANSAS CITY LIFE
INSURANCE COMPANY

Kansas City Life Insurance Company]
[Kansas City Missouri]
(A stock insurance company)

[Policyholder: ABC Policyholder]

[Policy Number: XXX-XXXXXXX]

[Policy Effective Date: DATE] [Participating Entity]

[Policy Anniversary Date: DATE] [Account Number: XXXXXXX]

We have issued The Policy to the Policyholder. Our name, the Policyholder's name and The Policy Number are shown above. The
provisions of The Policy, which are important to You, are summarized in this certificate consisting of this form and any additional
forms which have been made a part of this certificate. This certificate replaces any other certificate We may have given to You earlier
under The Policy. The Policy alone is the only contract under which payment will be made. Any difference between The Policy and
this certificate will be settled according to the provisions of The Policy on file with Us at Our home office. The Policy may be

inspected at the office of the Policyholder.
Signed for the Company

T, D /L/%%//

Secretary President, CEO and Chairman

A note on capitalization in this certificate:
Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates a word or phrase that is a
defined term in The Policy or refers to a specific provision contained herein.

[Table of Contents
Certificate Face Page
Schedule of Insurance

Definitions
Eligibility and Enrollment
Period of Coverage
Benefits
Exclusions
General Provisions]
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Schedule of Insurance

[The Policy of short term Disability insurance provides You with short term income protection if You become Disabled from a
covered Injury, Sickness or pregnancy. Please refer to Your group enrollment form to see the Option that applies to You.
The benefits described herein are those in effect as of DATE.

Cost of Coverage:
Option 1 - You do not contribute toward the cost of coverage under Option 1.

Option 2 - You must contribute toward the cost of coverage under Option 2.

Eligible Class(es) For Coverage:
All Full-time Active Employees who are citizens or legal residents of the United States or working in the United States, its territories
and protectorates; excluding temporary, leased or seasonal employees.

Full-time Employment: at least # hours weekly
Guaranteed Issue Amount: FXXXXXXX

Weekly Benefit: The lesser of:
1) Option 1: X% of Your Pre-disability Earnings;
2) Option 2: X% of Your Pre-disability Earnings; or
3) $XX.

The Weekly Benefit will be rounded to the next higher $10.00/$1.00 if not already such a multiple.

The following section is used only in incremental plans:
Weekly Benefit: The lesser of:

o $XXX;

o X% of your Pre-disability Earnings; or

e Anamount You elect in increments of $25.

Minimum Weekly Benefit: $XXX
In accordance with Arkansas state law, in no event will the Minimum Weekly Benefit be less than $12.50.

Maximum Duration of Benefits Payable:
1) if Your Disability is the result of a Pre-existing Condition: # days if caused by Injury or Sickness; otherwise
2) # weeks if caused by Injury or Sickness

The Maximum Duration of Benefits for a Disability is:
1) when the Pre-existing Condition Limitation applies, 25% of the Weekly Benefit for up to < # of days/weeks> if caused by
Accident or Sickness; otherwise
2) <#> of <days/weeks> if caused by Accident and < # > of <days/weeks> if caused by Sickness.

Benefits Commence::

1) for Disability caused by Injury: on the 1% consecutive day of Total Disability or Disabled and Working;

2) for Disability caused by Sickness: on the 8" consecutive day of Total Disability or Disabled and Working

3) with the exception of benefits required by state law, the expiration of any Employer sponsored salary continuation program.
For hospital confinements of 24 hours or more, or for an Outpatient Surgical Procedure which necessitates a Total Disability period
or a Disabled and Working Disability period of 24 hours or more after surgery, benefits commence:

1) on the first day of hospital confinement; or

2) on the date of the Outpatient Surgical Procedure.

Annual Enrollment Period: From month & day through month & day

Eligibility Waiting Period for Coverage

1) XX days - if You are Actively at Work for the Employer on the Policy Effective Date; or

2) XX days - if You start working for the Employer after the Policy Effective Date.
The number of days referenced above are continuous calendar days. The Eligibility Waiting Period for Coverage will be reduced by
the period of time You were a Full-time/Part-time/temporary Active Employee with the Employer under the Prior Policy.]

CJ137-AR 3 STD



Schedule of Insurance

[Participating Entity:

POLICYHOLDER: CERTIFICATE NUMBER: CERTIFICATE EFFECTIVE
DATE:
POLICY NUMBER: XXXXXX FIRST PREMIUM: SCHEDULE EFFECTIVE
DATE:
YOUR NAME RENEWAL PREMIUM: RENEWAL PREMIUM DUE
DATE:
POLICY AGE LIMIT: RENEWAL PREMIUM
70 years of age PERIOD:

Premiums may change on any renewal date, and will always increase on
the renewal date occurring on or next following the date a person
covered under The Policy attains Ages 30, 35, 40, 45, 50, 55, 60, and 65.

Disability Benefit

Monthly Benefit: $
The Monthly Benefit payable will be subject to the Offset Provision shown below.

Offset Provision:
The benefit amount payable as the result of Your Total Disability will be the lesser of:
1) the Monthly Benefit; or
2) 60% of Your Pre-Disability Earnings minus:
a) any Other Income Benefits, including those for which You could collect but did not apply; and
b) all other income from any employer or for any work.
However, if Your Monthly Benefit would reduce to less than $50.00 per month due to Other Income Benefits, in no event will Your
Monthly Benefit Amount be reduced to less than the greater of:
a) $50 per month; or
b) 15% of your Monthly Benefit Amount.

Maximum Payment Period:
For Total Disability beginning:

1) before age 61: 5 years
2) age 61 or over but under 62: 4 years
3) age 62 or over but under 63: 3 years
4) age 63 or over but under 70: 2 years

The Monthly Benefit will be paid for the lesser of the period:

1) shown in the above table; or

2) to Your Normal Retirement Age under the most recent amendments to the United States Social Security Act.
However, the Maximum Payment Period may be reduced due to Mental Iliness or Substance Abuse as specified in the Disability
Benefit.

Elimination Period:
Option 1: XX days
Option 2: XX days
Option 3: XX days

Disabled and Working Benefit
Maximum Payment Period: See Benefit

Minimum Indemnities for Specified Injuries
See Benefit

Rehabilitative Employment Benefit
See Benefit]
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Schedule of Insurance

[Survivor Income Benefit
Benefit: An amount equal to 3 times the last Monthly Benefit for Total Disability paid or payable to You.

Monthly Benefit: An amount equal to 75% of the last Monthly Benefit for Total Disability paid to You.
Maximum Payment Period: 12 months

Hospital Income Benefit

Daily Benefit: $50-$150 in $50 increments
Maximum Payment Period: 365 days

Cost of Living Adjustment Benefit
See Benefit

Reduction in Monthly Benefit Based on Age:
On the premium due date on or next following the date You:
a) attain age 60, if Your Monthly Benefit is greater than $3,000.00, it will reduce to $3,000.00; and
b) attain age 65, if Your Monthly Benefit is greater than $1,000.00, it will reduce to $1,000.00;
with an appropriate adjustment in premium.

Any reduction in coverage will not apply to any period of continuous Total Disability that began prior to the effective date of the
reduction.

Guaranteed Issue Plan

Monthly Benefit: $500.00

Maximum Payment Period:
For Total Disability, as a result of an accident, beginning:

1) before age 61: 5 years
2) age 61 or over but under 62: 4 years
3) age 62 or over but under 63: 3 years
4) age 63 or over but under 70: 2 years

For Total Disability, as a result of a Sickness: 1 year

However, the Maximum Payment Period may be reduced due to Mental IlIness or Substance Abuse as specified in the Disability
Benefit.

Elimination Period: 90 days]

CJ137-AR 5 LTD (non-Employer Market)



Schedule of Insurance

[The Policy of long term Disability insurance provides You with long term income protection if You become Disabled from a
covered injury, Sickness or pregnancy. Please refer to Your group enroliment form to see the Option that applies to You.

The benefits described herein are those in effect as of DATE.

Cost of coverage:
Option 1 - You do not contribute toward the cost of coverage under Option 1.
Option 2 - You must contribute toward the cost of coverage under Option 2.

Eligible Class(es) for Coverage: All Full-time and Part-time Active Employees who are citizens or legal residents of the United
States, its territories and protectorates; excluding temporary, leased or seasonal employees.

Full-time Employment:  at least # hours weekly
Part-time Employment:  at least # hours weekly, but less than # hours weekly

Annual Enrollment Period: MONTH & DAY through MONTH & DAY.
Maximum Monthly Benefit: FXXXXXXX
Guaranteed Issue Amount: FXXXXXXX
Minimum Monthly Benefit: the greater of:

1) $#;or

2)  # % of the benefit based on Monthly Income Loss before the deduction of Other Income Benefits.
In accordance with Arkansas state law, in no event will the Minimum Monthly Benefit be less than $50.00.
Initial Benefit Period Percentage:

Option 1; #%
Option 2: #%

The following section is used only in incremental plans:
Maximum Monthly Benefit: The lesser of:
° $XXX;
o X% of your Pre-disability Earnings; or
e your Scheduled Monthly Benefit.
Minimum Monthly Benefit: $100
Scheduled Monthly Benefit (Monthly Benefit): An amount you elect in increments of $100.

Corresponding Scheduled Monthly Benefit Percentage: Your Scheduled Monthly Benefit divided by your Pre-disability Earnings.

Continuing Benefit Period Percentage:

Option 1: #% of Pre-disability Earnings

Option 2: #% of Pre-disability Earnings

Eligibility Waiting Period for Coverage:

Option 1: X days/weeks/months of continuous service
Option 2; X days/weeks/months of continuous service

You will be eligible for coverage on the first day of the month on or next following the date on which You complete the Eligibility
Waiting Period for Coverage.

The Eligibility Waiting Period for Coverage will be reduced by the period of time You were a Full-time or Part-time Active Employee
with the Employer in an eligible class under the Prior Policy.

CJ137-AR 6 LTD (Employer Market)



Schedule of Insurance

Elimination Period:

Option 1; X day(s)
Option 2; X day(s)
Maximum Duration of Benefits Table
Age When Disabled Benefits Payable
Prior to Age 62 To Age 65, or for 48 months, if greater
Age 62 48 months
Age 63 42 months
Age 64 36 months
Age 65 30 months
Age 66 27 months
Age 67 24 months
Age 68 21 months
Age 69 and over 18 months]

CJ137-AR 7 LTD (Employer Market)



Definitions

[Actively at means at work with [the Employer] on a day that is one of [the Employer's] scheduled workdays. On
Work that day, You must be performing for wage or profit all of the regular duties of Your Occupation:
1) in the usual way; and
2) for [Your usual number of hours.]
[We will consider You Actively at Work on a day that is not a scheduled work day only if You were
Actively at Work on the preceding scheduled work day.]

[Actively at means You are performing all the Essential Duties of Your Occupation for wage or profit [on a full-
Work time basis (at least 30 hours per week).]]

Active means [an employee who works for the Employer on a regular basis in the usual course of the
[Employee] Employer's business. This must be at least the number of hours shown in the Schedule of Insurance.]
Age means [Your attained age as of January 1 of each year.]

Any Occupation ~ means any occupation for which You are qualified by education, training or experience, [and that has
an earnings potential greater than the lesser of:
1) [the product of Your Indexed Pre-disability Earnings and the Initial Benefit Period
Percentage]; or
2) [the Maximum Monthly Benefit.]]

Bonuses means the [monthly average of monetary] bonuses You received from [the Employer] [over:
1) the [X month] period ending [immediately prior to the date] You became Disabled; or
2) the period of time You worked for [the Employer,] if shorter than [the above period/X
months.]]

Commissions means the [monthly average of monetary] commissions You received from [the Employer] [over:
1) the [X month] period ending [immediately prior to the date] You became Disabled; or
2) the period of time You worked for [the Employer], if shorter than [the above period/X
months.]]

Complications of  [means a condition requiring hospital confinement whose diagnosis is distinct from pregnancy but
Pregnancy adversely affected or caused by preghancy, such as:

1) acute nephritis or nephrosis;

2) cardiac decompensation;

3) missed abortion; and

4) similar medical and surgical conditions of comparable severity.

Complications of Pregnancy will also include:

1) pre-eclampsia;

2) placenta previa;

3) physician prescribed bed rest for intra-uterine growth retardation, funneling, incompetent
cervix;

4) termination of ectopic pregnancy;

5) spontaneous termination of pregnancy, occurring during a period of gestation in which a
viable birth is not possible; and

6) similar medical and surgical conditions of comparable severity.

However, the term Complications of Pregnancy will not include:
1) elective Cesarean section;
2) false labor, occasional spotting, or morning sickness;
3) hyperemesis gravidarum; or
4) similar conditions associated with the management of a difficult pregnancy not consisting of
a nosologically distinct Complication of Pregnancy.] ]

CJ137-AR 8



[Current
[Monthly/Weekly
] Earnings

Disabled and
Working

Disability or
Disabled

Disability or
Disabled

CJ137-AR

Definitions

means [Monthly/Weekly] earnings You receive from:
1) [the Employer; and
2) other employment;]
while You are Disabled [and eligible for the Disabled and Working Benefit.]

[However, if the other employment is a job You held in addition to Your job with the Employer, then
during any period that You are entitled to benefits for being Disabled from Your Occupation, only the
portion of Your earnings that exceed Your average earnings from the other employer over the [6
month] period just before You became Disabled will count as Current [Monthly/Weekly] Earnings.]

[Current [Monthly/Weekly] Earnings also includes the pay You could have received for another job
or a modified job if:
1) such job was offered to You by the Employer, or another employer, and You refused the
offer; and
2) the requirements of the position were consistent with:
a) Your education, training and experience; and
b) Your capabilities as medically substantiated by Your Physician.]

means that You [or Your Spouse] are prevented by:

1) Injury;

2) Sickness;

3) Mental lliness;

4) Substance Abuse; or

5) [pregnancy]
from performing some, but not all of the Essential Duties of Your [or his or her] Occupation, are
working on a part-time or limited duty basis [before age 70] [and, as a result, Your [or Your
Spouse’s] Current [Monthly/Weekly] Earnings are more than [20]%, but are less than or equal to
[80]% of Your [or Your Spouse’s] Pre-disability Earnings.]

means Total Disability [or Disabled and Working Disability].

means You are prevented from performing one or more of the Essential Duties of Any Occupation as
a result of:

1) accidental bodily injury;

2) Sickness;

3) Mental IlIness;

4) Substance Abuse; or

5) pregnancy. ]



Disability or
Disabled

Disability or
Disabled

CJ137-AR

Definitions

means You are prevented from performing one or more of the Essential Duties of:
1) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer,] during
the Elimination Period; and
2) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer,]
following the Elimination Period, and as a result Your Current Monthly Earnings are [less
than 60%] of Your [Indexed] Pre-disability Earnings.

If at the end of the Elimination Period, You are prevented from performing one or more of the
Essential Duties of Your Occupation, [or a Reasonable Alternative Job offered to You by the
Employer,] but Your Current Monthly Earnings are [equal to or greater than 60%] of Your Pre-
disability Earnings, Your Elimination Period will be extended for a total period of [12 months] from
the original date of Disability, or until such time as Your Current Monthly Earnings are [less than
60%] of Your Pre-disability Earnings, whichever occurs first. [For the purposes of extending Your
Elimination Period, Your Current Monthly Earnings will not include the pay You could have received
for another job or a modified job if such job was offered to You by the Employer, or another
employer, and You refused the offer.]

Your Disability must result from:
1) accidental bodily injury;
2) Sickness;
3) Mental IlIness;
4) Substance Abuse; or
5) pregnancy.

[Your failure to pass a physical examination required to maintain a license to perform the duties of
Your occupation, [or a Reasonable Alternative Job offered to You by the Employer,] alone, does not
mean that You are Disabled.]

[Reasonable Alternative Job means a job with the Employer, within the same general location, the
Essential Duties of which You are able to perform, and which considers Your prior education,
training or experience, and with a rate of pay [equal to or greater than 60%] of Your [Indexed] Pre-
disability Earnings.]

means You are prevented from performing one or more of the Essential Duties of:
1) Your Occupation during the Elimination Period;
2) Your Occupation, for the [24 months] following the Elimination Period, and as a result Your
Current Monthly Earnings are [less than 60%] of Your [Indexed] Pre-disability Earnings;
3) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer] after
that, [for the next 12 months]; and
4) after that, Any Occupation .

If at the end of the Elimination Period, You are prevented from performing one or more of the
Essential Duties of Your Occupation, [or a Reasonable Alternative Job offered to You by the
Employer,] but Your Current Monthly Earnings are [equal to or greater than 60%] of Your Pre-
disability Earnings, Your Elimination Period will be extended for a total period of [12 months] from
the original date of Disability, or until such time as Your Current Monthly Earnings are [less than
60%] of Your Pre-disability Earnings, whichever occurs first. [For the purposes of extending Your
Elimination Period, Your Current Monthly Earnings will not include the pay You could have received
for another job or a modified job if such job was offered to You by the Employer, or another
employer, and You refused the offer.]

Your Disability must be the result of:

1) accidental bodily injury;

2) Sickness;

3) Mental IlIness;

4) Substance Abuse; or

5) pregnancy.
[Your failure to pass a physical examination required to maintain a license to perform the duties of
Your Occupation, [or a Reasonable Alternative Job offered to You by the Employer,] alone, does not
mean that You are Disabled.]
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[Disability or
Disabled

Elimination
Period

Employer

Essential Duty
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Definitions

[Reasonable Alternative Job means a job with the Employer, within the same general location, the
Essential Duties of which You are able to perform, and which considers Your prior education,
training or experience, and with a rate of pay [equal to or greater than 60%] of Your [Indexed] Pre-
disability Earnings.]]

means You are prevented from performing one or more of the Essential Duties of:
1) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer] during
the Elimination Period;
2) Your Occupation [or a Reasonable Alternative Job offered to You by the Employer] [for the
24 months] following the Elimination Period, and as a result Your Current Monthly Earnings
are [less than 60%] of Your [Indexed] Pre-disability Earnings; and
3) after that, Any Occupation.

If at the end of the Elimination Period, You are prevented from performing one or more of the
Essential Duties of Your Occupation [or a Reasonable Alternative Job offered to You by the
Employer,] but Your Current Monthly Earnings are [equal to or greater than 60%] of Your Pre-
disability Earnings, Your Elimination Period will be extended for a total period of [12 months] from
the original date of Disability, or until such time as Your Current Monthly Earnings are [less than
60%] of Your Pre-disability Earnings, whichever occurs first. [For the purposes of extending Your
Elimination Period, Your Current Monthly Earnings will not include the pay You could have received
for another job or a modified job if such job was offered to You by the Employer, or another
employer, and You refused the offer.]

Your Disability must result from:
1) accidental bodily injury;
2) Sickness;
3) Mental IlIness;
4) Substance Abuse; or
5) pregnancy.

[Your failure to pass a physical examination required to maintain a license to perform the duties of
Your Occupation [or a Reasonable Alternative Job offered to You by the Employer,] alone, does not
mean that You are Disabled.]

[Reasonable Alternative Job means a job with the Employer, within the same general location, the
Essential Duties of which You are able to perform, and which considers Your prior education,
training or experience, and with a rate of pay [equal to or greater than 60%] of Your [Indexed] Pre-
disability Earnings.]

means the [longer of the] number of consecutive days at the beginning of any one period of [Total]
Disability which must elapse before benefits are payable [or the expiration of any Employer
sponsored short term Disability benefits or salary continuation program, excluding benefits required
by state law].

means the [Policyholder].

means a duty that:

1) is substantial, not incidental;

2) is fundamental or inherent to the occupation; and

3) cannot be reasonably omitted or changed.
Your ability to work the number of hours in Your regularly scheduled workweek is an Essential Duty.
[However, working more than [X] hours per week is not an Essential Duty.]
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CJ137-AR

Definitions

means the Amount of Life Insurance for which We do not require Evidence of Insurability. [The
Guaranteed Issue Amount is shown in the Schedule of Insurance.]

means Your Pre-disability Earnings adjusted annually by adding the lesser of:
1) [10%;] or
2) the percentage change in the Consumer Price Index (CPI-W).

The percentage change in the CPI-W means the difference between the current year's CPI-W as of
July 31, and the prior year's CPI-W as of July 31, divided by the prior year's CPI-W. The adjustment
is made January 1st each year after You have been Disabled for [12 consecutive months,] provided
You are receiving benefits at the time the adjustment is made. [A maximum of [5] adjustments may
be made.]

The term Consumer Price Index (CPI-W) means the index for Urban Wage Earners and Clerical
Workers published by the United States Department of Labor. It measures on a periodic (usually
monthly) basis the change in the cost of typical urban wage earners' and clerical workers' purchase of
certain goods and services. If the index is discontinued or changed, We may use another nationally
published index that is [comparable to the CPI-W].

means bodily injury resulting:

1) directly from accident; and

2) independently of all other causes;
[which occurs while You are covered under The Policy.] [However, an Injury will be considered a
Sickness if Your Disability begins more than 30 days after the date of the accident.]

means a mental disorder as listed in the current version of the Diagnostic and Statistical Manual of
Mental Disorders, published by the American Psychiatric Association. A Mental Iliness may be
caused by biological factors or result in physical symptoms or manifestations.

For the purpose of The Policy, Mental Iliness does not include the following mental disorders
outlined in the Diagnostic and Statistical Manual of Mental Disorders:
Mental Retardation;

1) Pervasive Developmental Disorders;

2) Motor Skills Disorder;

3) Substance-Related Disorders;

4) Delirium, Dementia, and Amnesic and Other Cognitive Disorders; or

5) Narcolepsy and Sleep Disorders related to a General Medical Condition.

means a [monthly] sum payable to You while You are Disabled, subject to the terms of The Policy.
[Your Benefit will be paid according to the [9] month pay schedule established by Your employment
contract in effect immediately prior to the date of Your Disability.]

means Your Pre-disability Earnings minus Your Current Monthly Earnings.
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CJ137-AR

Definitions

means the amount of any benefit for loss of income, provided to You [or to Your family ], as a result
of the period of Disability for which You are claiming benefits under The Policy. This includes any
such benefits for which You [or Your family] are eligible or that are paid to You, [to Your family] or
to a third party on Your behalf, pursuant to any:

1)

2)

3)

4)

5)

6)

8)

[temporary, permanent disability, or impairment benefits under a Workers' Compensation

Law, the Jones Act, occupational disease law, similar law or substitutes or exchanges for

such benefits;]

governmental law or program that provides disability or unemployment benefits as a result

of Your job with the Employer;

plan or arrangement of coverage, [other than income from any accumulated sick time, salary

continuation or paid time off during the first [10 days] of a period of Disability,] whether

insured or not, which is received from the Employer as a result of employment by or

association with the Employer or which is the result of membership in or association with

any group, association, union or other organization;

[any income You received from the Employer as a result of any accumulated sick time salary

continuation or paid time off, which causes the Weekly Benefit, plus Other Income Benefits

to exceed [X%] of Your Weekly Earnings. The amount in excess of [X%] of Your Weekly

Earnings will be used to reduce the Weekly Benefit.]

[individual insurance policy where the premium is wholly or partially paid by the

Employer;]

[mandatory "no-fault" automobile insurance plan;]

disability benefits under:

a) the United States Social Security Act or alternative plan offered by a state or municipal
government;

b) the Railroad Retirement Act;

c) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or
any provincial pension or disability plan; or

d) similar plan or act;

that You, [Your spouse and/or children,] are eligible to receive because of Your Disability;

or

disability benefit from the Department of Veterans Affairs, or any other foreign or domestic

governmental agency:

a) that begins after You become Disabled; or
b) that You were receiving before becoming Disabled, but only as to the amount of any

increase in the benefit attributed to Your Disability.

Other Income Benefits also means any payments that are made to You or to Your family, or to a third
party on Your behalf, pursuant to any:

1)
2)

3)

4)

5)

disability benefit under the Employer's Retirement plan;

[temporary, permanent disability or impairment benefits under a Workers” Compensation

Law, the Jones Act, occupational disease law, similar law or substitutes or exchanges for

such benefits;]

portion of a settlement or judgment, minus associated costs, of a lawsuit that represents or

compensates for Your loss of earnings; or

retirement benefit from a Retirement Plan that is wholly or partially funded by employer

contributions, unless:

a) You were receiving it prior to becoming Disabled; or

b) You immediately transfer the payment to another plan qualified by the United States
Internal Revenue Service for the funding of a future retirement;

(Other Income Benefits will not include the portion, if any, of such retirement benefit that

was funded by Your [after-tax] contributions.); or

retirement benefits under:

a) the United States Social Security Act or alternative plan offered by a state or municipal
government;

b) the Railroad Retirement Act;

¢) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or
any provincial pension or disability plan;

d) similar plan or act;

that You, [Your spouse and children] receive because of Your retirement, unless You were

receiving them prior to becoming Disabled.]
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Definitions

[If You are paid Other Income Benefits in a lump sum or settlement, You must provide proof
satisfactory to Us of:

1) the amount attributed to loss of income; and
2) the period of time covered by the lump sum or settlement.

We will pro-rate the lump sum or settlement over this period of time. If You cannot or do not provide
this information, We will assume the entire sum to be for loss of income, [and the time period to be
24 months.] We may make a retroactive allocation of any retroactive Other Income Benefit. A
retroactive allocation may result in an overpayment of Your claim.

The amount of any increase in Other Income Benefits will not be included as Other Income Benefits
if such increase:

1) takes effect after the date benefits become payable under The Policy; and
2) isageneral increase which applies to all persons who are entitled to such benefits.]
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CJ137-AR

Definitions

means a medically necessary surgical procedure performed by a Physician in the outpatient
department of a hospital or ambulatory surgical center.

means [an Employer who agrees to participate in the Trust, pays the required contribution for the
Active Employees and is a participant in accordance with the provisions of The Policy.]

means a person who is:
1) adoctor of medicine, osteopathy, psychology or other legally qualified practitioner of a
healing art that We recognize or are required by law to recognize;
2) licensed to practice in the jurisdiction where care is being given;
3) practicing within the scope of that license; and
4) not You or Related to You by blood or marriage.

means, [for sole proprietor, partners, members of a limited liability company taxable as a partnership
under the federal income tax laws, or share holders in a S-Corporation]:
1) the [monthly] average of earnings reported as "net earnings from self-employment" for
federal income tax purposes for:
a) the [X tax] year(s) just prior to the date of Disability; or
b) the number of months You were employed in this capacity, if less than above period;
and
2) [not] contributions You make through a salary reduction agreement with the Employer to:
a) an Internal Revenue Code (IRC) Section 401(k), 403(b) or 457 deferred compensation
arrangement;
b) an executive non-qualified deferred compensation arrangement; or
c) asalary reduction arrangement under an IRC Section125 plan,
for the same period as above.

Pre-disability Earnings [does not include] [bonuses, commissions, tips and tokens,] dividends, capital
gains and returns of capital.

means, [for specific class description if applicable] Your average [monthly] rate of pay, [including
Bonuses, Commissions and Tips and Tokens], from the Employer for the [X] calendar year(s) ending
immediately before the date You become Disabled, or over the number of calendar months of
employment, if less than this period:

1) [not] including contributions you make through a salary reduction agreement with the

Employer to:
a) an Internal Revenue Code (IRC) Section 401(k), 403(b) or 457 deferred compensation
arrangement;

b) an executive non qualified deferred compensation arrangement; or
c) asalary reduction arrangement under an IRC Section 125 plan; and

2) [not] including [bonuses, commissions, tips and tokens] overtime pay or expense
reimbursements for the same period as above.

means, [for specific class description if applicable], Your regular [monthly] rate of pay, including
[Bonuses, Commissions and Tips and Tokens],
1) [not] including contributions you make through a salary reduction agreement with the

Employer to:
a) an Internal Revenue Code (IRC) Section 401(k), 403(b) or 457 deferred compensation
arrangement;

b) an executive non qualified deferred compensation arrangement; or
c) asalary reduction arrangement under an IRC Section 125 plan; and

2) [not] including [bonuses, commissions and tips and tokens] overtime pay or expense
reimbursements for the same period as above.]
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CJ137-AR

Definitions

means the [long term disability insurance] carried by [the Employer] on the day before the [Policy]
Effective Date.

means that You are being treated by a Physician:
1) whose medical training and clinical experience are suitable to treat Your disabling condition;
and
2) whose treatment is:
a) consistent with the diagnosis of the disabling condition;
b) according to guidelines established by medical, research, and rehabilitative
organizations; and
c) administered as often as needed;
to achieve the maximum medical improvement.

means a process of Our working together with You in order for Us to plan, adapt, and put into use
options and services to meet Your return to work needs. A Rehabilitation program may include,
when We consider it to be appropriate, [any necessary and feasible:
1) vocational testing;
2) vocational training;
3) alternative treatment plans such as:
a) support groups;
b) physical therapy;
c) occupational therapy; or
d) speech therapy;
4) work-place modification to the extent not otherwise provided;
5) job placement;
6) transitional work; and
similar services.]

means employment or service which:
1) prepares a Disabled person to resume gainful work; and
2) isapproved, in writing, by Us.

means Your spouse or other adult living with You, sibling, parent, step-parent, grandparent, aunt,
uncle, niece, nephew, son, daughter, or grandchild [or similar relationship in law].]

means a defined benefit or defined contribution plan that provides benefits for Your retirement and
which is not funded wholly by Your contributions. It does not include:
1) [a profit sharing plan;
2) thrift, savings or stock ownership plans;
3) anon-qualified deferred compensation plan; or
4) anindividual retirement account (IRA), a tax sheltered annuity (TSA), Keogh Plan, 401(Kk)
plan, 403(b) plan or 457 deferred compensation arrangement.]

means a Disability [or loss] which is:
1) caused or contributed to by:
a) any condition, illness, disease or disorder of the body;
b) any infection, except a pus-forming infection of an accidental cut or wound [or bacterial
infection resulting from an accidental ingestion of a contaminated substance];
c) hernia of any type unless it is the immediate result of an accidental Injury covered by
The Policy; or
d) [pregnancy;]
caused or contributed to by any medical [or surgical] treatment for a condition shown in item 1)
above.
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CJ137-AR

Definitions

means Your spouse who:

1) [is under age 60; and

2) acitizen or legal resident of the United States [its territories and protectorates]; and

3) isnot legally separated or divorced from You.]
[Spouse will include Your domestic partner, provided You have executed a Domestic Partner
Affidavit acceptable to us, establishing that You and Your partner are domestic partners for purposes
of this Policy. You will continue to be considered domestic partners provided You continue to meet
the requirements described in the Domestic Partner Affidavit.]

means the pattern of pathological use of alcohol or other psychoactive drugs and substances
characterized by:

1) impairments in social and/or occupational functioning;

2) debilitating physical condition;

3) inability to abstain from or reduce consumption of the substance; or

4) the need for daily substance use to maintain adequate functioning.

[Substance includes alcohol and drugs but excludes tobacco and caffeine.]

means the policy which We issued to [The Policyholder under the policy number] shown on the face
page.

means the [monthly average of monetary] tips and tokens You received from [the Employer] [over:
1) the [X month] period ending [immediately prior to the date] You became Disabled; or
2) the period of time You worked for [the Employer], if shorter than [the above period/X
months.]]

means that You are prevented by:

1) Injury;

2) Sickness;

3) Mental llIness;

4) Substance Abuse; or

5) [pregnancy;]
from performing the Essential Duties of Your Occupation,[and as a result, You are earning 20% or
less of Your Pre-Disability Earnings.]

means disability which:
1) [during the Elimination Period and the first [24 months] during which Total Disability
Benefits are payable, wholly and continuously prevents You from performing the Essential
Duties of Your Occupation; and]
2) [after that, wholly and continuously prevents You from engaging in Any Occupation.]

[If You are in an occupation that requires You to maintain a license, Your failure to pass a physical
examination required to maintain that license does not alone mean that You are disabled from Your
Occupation.]

means [the trust fund established by XXX.]

means [the insurance company named on the face page of The Policy.]
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Definitions

means Your Occupation as it is recognized in the general workplace. Your Occupation does not mean
the specific job You are performing for a specific employer or at a specific location.

[If You are a Physician or dentist, Your Occupation means the general or sub-specialty in which You
are practicing for which there is a specialty or sub-specialty recognized by the American Board of
Medical Specialties. If the sub-specialty in which You are practicing is not recognized by the
American Board of Medical Specialties, You will be considered practicing in the general specialty
category.]

[If You are an attorney, Your Occupation means the legal specialty or specialties in which You have
practiced in the five year period preceding Your becoming Disabled. If You have been in legal
practice for less than five years, Your Occupation means the legal specialty or specialties in which
You have practiced in the period preceding Your Disability.]

means the person to whom this certificate is issued.]
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CJ137-AR

Eligibility and Enrollment

All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible
Persons.

You will become eligible for coverage on the later of:
1) the [Policy] Effective Date ; [or
2) the date on which You complete the Eligibility Waiting Period for Coverage.

See the Schedule of Insurance for the Eligibility Waiting Period for Coverage.]

[For coverage under Option 1, all eligible Active Employees will be enrolled automatically by the
Employer.

For coverage under Option 2, You must enroll.] To enroll [for coverage] You must:
1) complete and sign a group insurance enrollment form which is satisfactory to Us; and
2) deliver it to the Employer.
[You have the option to enroll by voice recording or electronically. Your Employer will provide
instructions.]

[If You do not enroll within [31 days] after becoming eligible under The Policy, or if You were
eligible to enroll under the Prior Policy and did not do so, and later choose to enroll, You may only
enroll

1) during an [Annual Enrollment Period] designated by the Policyholder; or

2) within [31 days] of the date You have a Change in Family Status.]

[The dates of the [Annual Enrollment Period] are shown in the Schedule of Insurance.]
Any Enrollment may be subject to the Evidence of Insurability Requirements provision.]

[We require Evidence of Insurability, satisfactory to Us, for initial coverage, if You:
1) enroll more than 31 days after the date You are first eligible to enroll, including electing
initial coverage after a Change in Family Status;
2) enroll for a Monthly/Weekly Benefit greater than the Guaranteed Issue Amount, regardless
of when You enroll for coverage; or
3) were eligible for any coverage under the Prior Policy, but did not enroll and later choose to
enroll for that coverage under The Policy.

If Your Evidence of Insurability is not satisfactory to Us:

1) Your Monthly/Weekly Benefit will equal the amount for which You were eligible without
providing Evidence of Insurability, provided You enrolled within 31 days of the date You
were first eligible to enroll; and

2) You will not be covered under The Policy if You enrolled more than 31 days after the date
You were first eligible to enroll.]

Evidence of Insurability may include, but will not be limited to:
1) [acompleted and signed application approved by Us;
2) amedical examination; and
3) any additional information and attending Physicians' statements.]

All Evidence of Insurability will be furnished at [Your] expense. We will then determine if You are
insurable under The Policy.
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CJ137-AR

Eligibility and Enrollment

A Change in Family Status means:

1)
2)
3)
4)
5)
6)

[You get married or You execute a domestic partner affidavit;

Your child is born or You adopt or become the legal guardian of a child;

Your spouse dies or You and Your spouse divorce;

Your child is emancipated or dies;

Your spouse is no longer employed, which results in a loss of group insurance; or

You have a change in classification from part-time to full-time or from full-time to part-
time.]
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CJ137-AR

Period of Coverage

[If You are not required to contribute toward The Policy’s cost,] Your coverage will start:
1) [for benefit amounts not requiring Evidence of Insurability,] on the date You become
eligible; or
2) [for benefit amounts requiring Evidence of Insurability, on the date We approve such
evidence.]

[If You must contribute toward The Policy’s cost,] Your coverage will start on the earliest of:

1) [the date] You become eligible, [for benefit amounts not requiring Evidence of Insurability,]
if You enroll or have enrolled by then;

2) [the date] on which You enroll, [for benefit amounts not requiring Evidence of Insurability,]
if You do so within [31 days] after the date You are eligible;

3) [[the date] We approve Your Evidence of Insurability, for benefit amounts requiring
Evidence of Insurability; or]

4) [the first day of the month following the Annual Enrollment Period if You enroll, [for
benefit amounts not requiring Evidence of Insurability,] during an Annual Enrollment
Period.]

You [or Your Spouse] will become covered under the Policy on the Certificate Effective Date shown
on Your Schedule subject to:

1) payment of the required premium; [and

2) the Deferred Effective Date provision. ]

When You [or Your Spouse] [give Us a satisfactory application] pay the required premium for
coverage, then You [or Your Spouse] will become covered under the Policy on the later of:
1) the [Policy] Effective Date;
2) the [first day of the month on or next following the] date We receive the request; or
3) if evidence of insurability is required, the [first day of the month on or next following the]
date:
a) we determine that You [or Your Spouse] are insurable; or
b) [with respect to the Guaranteed Issue Plan, the date We determine that You [or Your
Spouse] are insurable only under such plan;]
[subject to the Deferred Effective Date provision.] [However, Your Spouse’s, coverage will not
become effective prior to the date Your coverage becomes effective. ]

If on the date You [or Your Spouse] are to become:

1) covered under The Policy; or

2) covered for increased benefits under The Policy;
and You [or Your Spouse] are not Actively at Work on that date, coverage will not begin until the
[first day of the month on or next following the] date You [or he or she] are Actively at Work for [3
months.]

If You are absent from work due to:

1) accidental bodily injury;

2) Sickness;

3) Mental IlIness;

4) Substance Abuse; or

5) [pregnancy;]
on the date Your insurance [or increase in coverage] would otherwise have become effective, Your
insurance, [or increase in coverage] will not become effective until You are Actively at Work one full
day.
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CJ137-AR

Period of Coverage

If You give Us a written request for a change in coverage for which You [or Your Spouse] are
eligible [including a request to increase coverage because Your earnings increased] and pay the
required premium, the change will become effective on the first day of the month on or next
following [the later of:]

1) the date We receive the request; [or

2) if an application is required, the date We determine that You [or Your Spouse] are

insurable.]

[If the request increases coverage, the amount of the increase will be subject to the Deferred Effective
Date provision.]

[If Your Pre-disability Earnings decrease by $2,000 or more, Your Monthly Benefit will reduce by
$500 effective on the first Premium Due Date following the decrease. You must notify Us of such
decrease within [90 days]of its occurrence. Any overpayment of premium resulting from a decrease
in the Monthly Benefit will be refunded on a pro-rata basis, but not beyond two years from the date of
the decrease.]

[You may change Your benefit option only:

1) during an Annual Enrollment Period; or

2) within [31 days] of a Change in Family Status.
At such time] You may decrease coverage, or increase coverage to a higher option. [An increase in
coverage [that is greater than the next higher option from Your current coverage] will be subject to
Your submission of an application that meets Our approval.]]

[If You enroll for a change in benefit option during an Annual Enrollment Period, the change will
take effect on the later of:
1) [the first day of the month following the Annual Enrollment Period;] or
2) [the date We approve Your Evidence of Insurability if You are required to submit Evidence
of Insurability.]]

[If You enroll for a change in benefit option within [31 days] following a Change in Family Status,
the change will take effect on the later of:
1) the date You enroll for the change; or
2) [the date We approve Your Evidence of Insurability if You are required to submit Evidence
of Insurability.]]

[Any such increase in coverage is subject to the following provisions:
1) Deferred Effective Date; and
2) Pre-existing Conditions Limitations.]]

Your coverage may increase or decrease on the date there is a change in [Your class or] Pre-disability
Earnings. However, no increase in coverage will be effective unless on that date You:
1) are an Active Employee; and
2) are not absent from work due to being Disabled. If You were so absent from work, the
effective date of such increase will be deferred until You are Actively at Work for one full
day.

No change in Your Pre-disability Earnings will become effective until the date We receive notice of
the change.

Any increase or decrease in coverage because of a change in The Policy will become effective on the
date of the change, [subject to the following provisions:

1) the Deferred Effective Date provision; and
Pre-existing Conditions Limitations.]
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CJ137-AR

Period of Coverage

[If You were:
1) insured under the Prior Policy; and
2) not eligible to receive benefits under the Prior Policy;
on the day before the [Policy] Effective Date, the Deferred Effective Date provision will not apply.]

[If You become insured under The Policy on the [Policy] Effective Date and were covered under the
Prior Policy on the day before the [Policy] Effective Date, the Pre-existing Conditions Limitation will
end on the earliest of :
1) the [Policy] Effective Date, if Your coverage for the Disability was not limited by a pre-
existing condition restriction under the Prior Policy; or
2) the date the restriction would have ceased to apply had the Prior Policy remained in force, if
Your coverage was limited by a pre-existing condition limitation under the Prior Policy.

[The amount of the [Monthly] Benefit payable for a Pre-existing Condition in accordance with the
above paragraph will be the lesser of:

1) the [Monthly] Benefit which was paid by the Prior Policy; or

2) the [Monthly] Benefit provided by The Policy.]

The Pre-existing Conditions Limitation will apply after the [Policy] Effective Date to the amount of a
benefit increase which results from a change from the Prior Policy to The Policy, a change in benefit
options, a change of class or a change in The Policy.]

If You received [monthly] benefits for disability under the Prior Policy, and You returned to work as
a [Full-time] Active Employee [before The [Policy] Effective Date], then, if within [6 months] of
Your return to work:

1) You have a recurrence of the same disability while covered under The Policy; and

2) there are no benefits available for the recurrence under the Prior Policy;
the Elimination Period, which would otherwise apply, will be waived if the recurrence would have
been covered without any further elimination period under the Prior Policy.
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Period of Coverage

We will automatically cover You [and Your Spouse] under The Policy, subject to:
1) payment of the required premium; and
2) all the provisions and conditions of The Policy.

Your [and Your Spouse’s] coverage will become effective on [the Policy Effective Date].

The Monthly Benefit, Maximum Payment Period and Elimination Period for You [and Your Spouse]
in The Policy will most closely approximate those afforded under the Prior Policy on [the Policy
Effective Date].

A period of Total Disability [or Disabled and Working], including any applicable Elimination Period
under the Prior Policy, which began prior to [the Policy Effective Date] will be eligible for coverage
only under the Prior Policy. Benefits under The Policy will not be payable for a period of Total
Disability [or Disabled and Working] which began before [the Policy Effective Date]. A period of
Total Disability [or Disabled and Working], including any applicable Elimination Period under The
Policy, which begins on or after [the Policy Effective Date] will be eligible for coverage under The
Policy.

Successive periods of Total Disability [or Disabled and Working] which are:

1) due to the same or related causes; and

2) not separated by a period of [6 months] or longer;
will be considered one period of Totally Disability [or Disabled and Working] and will be payable
under the Prior Policy.

[If any disability was excluded or limited by a pre-existing condition provision of the Prior Policy, or
by a health impairment waiver or rider, of the Prior Policy, the exclusion or limitation for that
disability will continue to apply under The Policy to the extent it was excluded or limited under the
Prior Policy.]

We will not cover You [and Your Spouse] for any loss or Disability under The Policy resulting from
Your [or his or her] Disability which the Prior Policy excluded by name or specific description.

Any Evidence of Insurability required will not apply to You [and Your Spouse] if You [or he or she]
are covered under the Prior Policy on the day prior to Effective Date of The Policy.

[The Policy means Policy Number [XXXX] issued by Us.
Prior Policy means[ ] issued by . ]

Your coverage will end on the earliest of the following:

1) [the date] The Policy terminates;

2) [[the date] The Policy no longer insures Your class;]

3) [the date] premium payment is due but not paid by the Employer;

4) [the last day of the period for which You make any required premium contribution;]

5) [the last day of the month on or next following the month in which Your Employer
terminates Your employment;]

6) [the date] You cease to be a [Full-time] Active Employee in an eligible class for any reason,
unless coverage is extended under the Continuation Provisions; or

7) [the date Your Employer ceases to be a Participating Employer].
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Period of Coverage

Your coverage [and Your Spouse’s coverage] will end on the earliest of:
1) [the date the Policy is cancelled;]
2) [the date the Policyholder withdraws its sponsorship of, or cancels, the Policy; or]
3) [the Premium Due Date on or next following] the date:
a) You cease to be an active member of the [Policyholder];
b) [You [or Your Spouse] attain the Policy Age Limit shown in the Schedule of
Insurance;] or
4) the date You [or Your Spouse] cease to be Actively at Work, [except due to disability
covered by the Policy or temporary lay-off, leave of absence, Family or Medical Leave or
Strike or Labor Dispute, as described herein;]
5) [the date the Participating Organization ceases to participate;]
6) the Premium Due Date any required premium contribution is not made, subject to the Grace
Period; or
7) [with respect to Your Spouse’s coverage, the Premium Due Date he or she is legally
separated or divorced from You.
However, if Your Spouse's coverage would terminate because of Your death, coverage will continue
until the Premium Due Date on or next following Your death unless continued in accordance with the
Surviving Spouse Continuation provision.]

You will be allowed a Grace Period of 31 days from the Premium Due Date for payment of each
premium due after the initial premium. Your insurance will be continued during the Grace Period.

The Grace Period will not continue coverage beyond a date shown in the Termination provision.]

If:
1) Your coverage ends [because You are no longer employed by the Employer or no longer in an
eligible class; and]
2) [You are rehired or return to an eligible class] within [12 months] of the date Your coverage
ended;
then coverage for You [and Your previously covered Dependents] may be reinstated, provided You
request such reinstatement within [31 days] of the date [You return to work or to an eligible class.]

The reinstated coverage will:
1) [be the same coverage amounts in force on the date coverage ended;
2) not be subject to any Eligibility Waiting Period for Coverage or Evidence of Insurability; and
3) be subject to all the terms and provisions of The Policy.]

[We will not reinstate any amount of coverage which You [or Your Dependent:]
1) converted in accordance with the Conversion Right; or
2) continued under the Portability Provision;

unless You cancel such coverage.]

Your coverage can be continued by Your Employer beyond a date shown in the Termination
provision, if Your Employer provides a plan of continuation which applies to all employees the same
way. Continued coverage:

1) is subject to any reductions in the Policy;

2) is subject to payment of premium [by the Employer;] and

3) terminates when the Policy terminates, [coverage for Your class terminates or Your

Employer ceases to be a Participating Employer.]

In any event, Your benefit level, or the amount of earnings upon which Your benefits may be based,
will be that in effect on the day before Your coverage was continued. Coverage may be continued in
accordance with the above restrictions and as described below:

[Leave of Absence: If You are on a documented [medical] leave of absence, other than Family or
Medical Leave, Your coverage may be continued [until the last day of the month in which] the leave
of absence commenced. If the leave terminates prior to the agreed upon date, this continuation will
cease immediately.]
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Period of Coverage

[Lay-off: If You are temporarily laid off by the Employer due to lack of work, Your coverage may be
continued [until the last day of the month in which] the lay-off commenced. If the lay-off becomes
permanent, this continuation will cease immediately.]

[Family Medical Leave: If You are granted a leave of absence, in writing, according to the Family
and Medical Leave Act of 1993, or other applicable state or local law, Your coverage may be
continued for up to [12 weeks, or longer if required by other applicable law,] following the date Your
leave commenced. If the leave terminates prior to the agreed upon date, this continuation will cease
immediately.]

[General Work Stoppage (including a strike or lockout): If Your employment terminates due to a
cessation of active work as the result of a general work stoppage (including a strike or lockout), Your
coverage shall be continued during the work stoppage [until the last day of the month in which] the
coverage terminated. If the work stoppage ends, this continuation will cease immediately.]

[Sabbatical: If You are on a documented [paid ] sabbatical, Your coverage may be continued [until
the last day of the month in which] the sabbatical commenced. If the sabbatical terminates prior to
the agreed upon date, this continuation will cease immediately.]

[Military Leave of Absence: If You enter active military service and are granted a military leave of
absence in writing, Your coverage may be continued for up to [8 weeks]. [If the leave ends prior to
the agreed upon date, this continuation will cease immediately.]]

If You are Disabled and You cease to be an Active Employee, Your insurance will be continued:
[during the Elimination Period while You remain Disabled by the same Disability; and
after the Elimination Period for as long as You are entitled to benefits under The Policy.]

[If You are Disabled and You cease to be an Active Employee, Your insurance will be continued:
1) while You remain Disabled; and
2) until the end of the period for which You are entitled to receive [short term] Disability
Benefits provided premiums for Your coverage continue to be paid.

After [short term] Disability benefit payments have ceased, Your insurance will be reinstated,
provided:
1) You return to work for one full day as a [Full-time] Active Employee in an eligible class;
2) The Policy remains in force; and
3) the premiums for You were paid during Your Disability, and continue to be paid.]

You may continue Your [and Your Spouse’s] coverage under The Policy if You cease to be Actively
at Work due [to a temporary lay-off, leave of absence or a leave of absence in accordance with the
Family and Medical Leave Act of 1993.] Coverage will continue for [4 weeks], provided:

1) the leave authorization is in writing; and

2) the required premium is paid.

The Monthly Benefit, Maximum Payment Period and Elimination Period will be the same as were in
effect on the day before You were [laid off or the leave began.]

Continuation of coverage will not continue beyond the date:
1) [Your coverage would normally end under the Termination provision;
2) the lay-off becomes permanent; or]
3) the leave of absence terminates, if prior to the agreed upon date.
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Period of Coverage

If You die while Your Spouse is covered under the Policy, Your Spouse may continue his or her
coverage. We must receive Your Spouse's request and the required premium to continue the coverage
within [31 days] of the premium due date next following Your death.

However, Your Spouse's coverage will not continue beyond:
1) adate the coverage would normally end under the Termination provision of The Policy; or
2) the premium due date next following the date he or she remarries.]

We will waive the premium which is due for Your coverage while You are Totally Disabled during
the period that:

1) [begins after You have been Totally Disabled for a period of [6 months]; and

2) ends when the Total Disability Benefit is no longer payable.

When the Waiver of Premium ceases, You may continue Your coverage under the Policy provided
that:

1) You resume paying Your premium; and

2) Your coverage has not ended in accordance with the Termination provision.]

No premium will be due for You:
1) [after the [Elimination Period/Benefits Commence period]; and
2) for as long as benefits are payable.]

In the event You:

1) participate in a lawful strike authorized by Your union; or

2) are locked out as the result of a labor dispute between Your union and Your Employer;
We will waive premiums for Your coverage. You must be Actively at Work and covered under The
Policy before the strike or lock-out begins. The Waiver of Premium begins on the premium due date
next following a [30] consecutive day waiting period, starting after the date the strike or lock-out
begins. This provision does not apply to Dependent Spouse coverage.

You, or Your labor union, must give Us written notice and proof satisfactory to Us of the strike or
lock out.. This provision will not waive premiums for a strike or lock-out which began prior to the
[Policy] Effective Date. Satisfactory proof of the status of the strike or lock-out must be given to Us
when and as often as we may reasonably require, but in no event less than every [30] days. You must
notify us:

1) assoon as the strike or lock-out is resolved;

2) when You return to work;

3) are offered the opportunity to return to work for Your employer; or

4) when Your employment is terminated.

Premiums will no longer be waived and premium payments must be made on the earliest to occur of:
1) [one year from the date the waiver began;]
2) the premium due date next following the date the strike or lock-out is resolved;
3) the premium due date next following the date You return to work or are offered the
opportunity to return to work for Your employer; or at the conclusion of the strike or
lockout;
4) the date You or Your labor union fail to provide satisfactory proof of the status of the strike
or lock-out; or
5) the date Your employment is terminated.
In no event will premiums be waived beyond the earlier of:

1) [12 months] from the date the Waiver of Premium began; or

2) the date coverage would normally end under the Termination provision of The Policy.
If premiums are not paid when due, Your coverage will terminate.

Actively at Work as used in this provision, means You are performing all the Essential Duties of

Your Occupation for Your Employer on the date immediately preceding the date the strike or lock-
out begins.]
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Period of Coverage

If Your insurance terminates because:
1) Your employment ends [for a reason other than Your retirement]; or
2) You are no longer in an eligible class;
and if:
1) [You have been continuously insured for at least [12 consecutive months] under The Policy
or under both this Policy and the Prior Policy;]
2) [You are under the Policy Age Limit, if any is shown in the Schedule of Insurance;]
3) a Disability is not preventing You from performing duties of Your Occupation;
4) [the insurance for Your class, or] The Policy has not terminated;
5) [You are not eligible for coverage under The Policy under another class; and]
6) You are not eligible or covered for similar benefits under another group policy or an
individual policy;
then You are eligible to enroll for personal insurance under another group policy called the group
long term disability conversion policy.

To obtain coverage under the group long term disability conversion policy, You must:
1) send Us a written enrollment request; and
2) pay the required premium and enrollment fee for the conversion policy;
within [31 days] of the termination of Your insurance.

If You meet the preceding conditions, We will issue You a certificate of insurance under the group
long term disability conversion policy. Such coverage will:

1) be issued without Evidence of Insurability;

2) be on one of the forms then being issued by Us for conversion purposes; and

3) be effective on the day following the date Your insurance under The Policy terminates.

The coverage available under the conversion policy may differ from The Policy. We will determine
the terms of the group long term disability conversion policy, including:

1) the type and amount of coverage provided; and

2) the premium payable;
based on the kinds of insurance provided by the group long term disability conversion policy at the
time such enrollment request is made.
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Period of Coverage

If You cease to be insured under The Policy because:

1) You are no longer a member of the Policyholder; or

2) the Policyholder terminates its sponsorship of The Policy;
You will have the right to request conversion coverage without giving medical Evidence of
Insurability. Such coverage will be issued under another group policy.

To convert Your coverage You must:
1) give Us a request for the conversion coverage; and
2) pay the initial premium;
within [31 days] after You cease to be covered under The Policy.

Coverage under the conversion Policy will be effective on the day following the date coverage under
The Policy terminates, provided You:
1) had been continuously covered for at least [12 consecutive months] under The Policy, or
under The Policy and the Prior Policy;
2) [are under the Policy Age Limit; and]
3) are not Totally Disabled.

The conversion coverage:
1) will have the provisions, limitations and exclusions on the form We are issuing for this
purpose at the time of conversion;
2) will not provide any benefit other than the Total Disability Benefit;
3) will not exceed Your Monthly Benefit under The Policy; and
4) will base premiums on the rates in effect for new applicants of [Your class] and age at the
time of conversion.

If You cease to be an Active Employee for any reason other than Your retirement or a leave of
absence, and if:

1) You have been covered under The Policy for at least [12 consecutive months] before Your

employment ends;

2) You are not Disabled;

3) You are not absent due to a labor strike; and

4) You are not covered under any other group insurance plan,
Then You may be able to continue Your coverage for up to [12 months] from the date You ceased to
be an Active Employee.

You must apply in writing and pay the first premium to Us within [31 days] after the date Your
employment ends.

The insurance continued is the insurance in effect on the date your employment ends, including the
Weekly Benefit, Benefits Commence, Maximum Duration of Benefits and Pre-disability Earnings.

Insurance continued under this provision will cease on the earliest of:

1) the date The Policy terminates;

2) the last day of the period for which You make any required premium contribution;

3) the date You become a full-time member of the armed forces of any country;

4) the end of the 12 month period during which Your coverage is continued under this
Portability provision;

5) the date you become covered under any other group insurance plan;

6) the end of a 6 month period during which Your coverage is continued under this Portability
provision and you are not employed with any employer.]
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Benefits

We will pay You a Monthly Benefit if You:
1) become Disabled while insured under The Policy;
2) are Disabled throughout the Elimination Period,;
3) remain Disabled beyond the Elimination Period; and
4) submit Proof of Loss to Us.
Benefits accrue as of the first day after the Elimination Period and are paid monthly. However,
benefits will not exceed the Maximum Duration of Benefits.

If You [or Your Spouse] become Totally Disabled as the result of [an Injury or Sickness] while
covered under The Policy, We will pay the [Monthly] Benefit due for the period of Total Disability.
[The period of Total Disability must require the Regular Care of a Physician.]

We will not pay benefits for any part of a period of Total Disability that:
1) [is applied to the Elimination Period; or
2) exceeds the Maximum Payment Period.]

[However, if You are Totally Disabled due to Mental IlIness, alcoholism or Substance Abuse, the
Maximum Payment Period will be reduced to 2 years during Your lifetime unless You are confined in
a hospital or other institution licensed to provide care and treatment for that disability.]

[The Elimination Period and Maximum Payment Period apply separately to each period of Total
Disability.]

If You [or Your Spouse] become Totally Disabled as the result of [an Injury or Sickness] while
covered under the Policy:
1) We will pay the [Monthly Benefit for each month of Total Disability;] and
2) atthe end of the Maximum Payment Period, provided You [or Your Spouse] continue to
meet the definition of Total Disability, We will pay a one-time additional Lump Sum
Benefit.
[The period of Total Disability must require the Regular Care of a Physician.]

We will not pay benefits for any part of a period of Total Disability that:
1) [is applied to the Elimination Period; or
2) with respect to the Monthly Benefit, exceeds the Maximum Payment Period.]

[However, if You are Totally Disabled due to Mental IlIness, alcoholism or Substance Abuse, the
Maximum Payment Period for the Monthly Benefit will be reduced to 2 years during Your lifetime
unless You are confined in a hospital or other institution licensed to provide care and treatment for
that disability.]

[The Elimination Period, Maximum Payment Period, Monthly Benefit and Lump Sum Amount apply
separately to each period of Total Disability.]

If, while covered under this Benefit, You:
1) become Totally Disabled;
2) remain Totally Disabled; and
3) submit Proof of Loss to Us;

We will pay the Weekly Benefit.

[The amount of any Weekly Benefit payable will be reduced by:
1) the total amount of all Other Income Benefits, including any amount for which You could
collect but did not apply; and
2) any income received from [the Employer] for the period You are Totally Disabled.]
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Benefits

Your Weekly Benefit will not be less than the Minimum Weekly Benefit shown in the Schedule of
Insurance.]

If a Weekly Benefit is payable for less than a week, We will pay [1/7] of the Weekly Benefit for each
day You were Disabled.

If You are Disabled because of:
1) Mental llIness that results from any cause;
2) any condition that may result from Mental Iliness;
3) alcoholism [which is under treatment]; or
4) [the non-medical use of narcotics, sedatives, stimulants, hallucinogens, or any other such
substance];
then, subject to all other provisions of The Policy, We will limit the Maximum Duration of Benefits.

[Benefits will be payable:
1) for as long as you are confined in a hospital or other place licensed to provide medical care
for the disabling condition; or,
2) if not confined, or after you are discharged and still disabled, for a total of [24 months] for
all such disabilities during your lifetime.]

[If You return to work as an Active Employee and then become Disabled and such Disability:

1) is due to the same Mental IlIness or Substance Abuse cause; and

2) begins more than [24] months from the return to work; and

3) You have been continuously insured under The Policy since the return to work,
then You may be eligible for an additional [24] month period may be payable, subject to all other
provisions of The Policy.]

If You are Disabled because of:
1) alcoholism [under treatment]; or
2) the non-medical use of narcotics, [sedatives, stimulants, hallucinogens, or any other such
substance];
then, subject to all other Policy provisions, benefits will be payable for [as long as] You are:
1) confined in a hospital or other place licensed to provide medical care for the disabling
condition; or
2) actively participating in a rehabilitative program approved by Us.
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Benefits

Periods of Recovery during the Elimination Period will not interrupt the Elimination Period, if the
number of days You return to work as an Active Employee are [less than one-half (1/2) the number of
days of Your Elimination Period.]

Any day within such period of Recovery, will not count toward the Elimination Period.

After the Elimination Period, if You return to work as an Active Employee and then become Disabled
and such Disability is:

1) due to the same cause; or

2) due to a related cause; and

3) within [3] months of the return to work,
the Period of Disability prior to Your return to work and the recurrent Disability will be considered
one Period of Disability, provided The Policy remains in force.

If You return to work as an Active Employee for [3] months or more, any recurrence of a Disability
will be treated as a new Disability. The new Disability is subject to a new Elimination Period and a
New Maximum Duration of Benefits.

Period of Disability_means a continuous length of time during which You are Disabled under The
Policy.

Recover or Recovery means that You are no longer Disabled and have returned to work with the
Employer and premiums are being paid for You.

[If You cease to be Totally Disabled and return to work for a total of [14 days] or less during the
Elimination Period, the Elimination Period will not be interrupted. Except for the [14 days] or less
that You work, You must be Totally Disabled by the same condition for the total Elimination Period.]

Periods of Disability:

1) due to the same or related medical causes; and

2) separated by less than [6 months] during which You are Actively at Work;
will be considered one Period of Disability.

Periods of Disability separated by at least [6 months] during which You are Actively at Work will be
considered separate Periods of Disability.

[Benefits during any Period of Disability as the result of:
1) more than one Sickness; or
2) more than one Injury; or
3) both Sickness and Injury;
will be considered the same as if the disability resulted from only one cause.]

Period of Disability means a continuous length of time during which You are disabled under The
Policy.

When Your return to work as an Active Employee is followed by a Disability, and such Disability is:
1) due to the same cause; or
2) due to a related cause; and
3) within [14] consecutive [calendar] days of the return to work;
the Period of Disability prior to Your return to work and the recurrent Disability will be considered
one Period of Disability, provided The Policy remains in force.

If You return to work as an Active Employee for [14] consecutive days or more, any recurrence of a
Disability will be treated as a new Disability.

Period of Disability means a continuous length of time during which You are Disabled under The
Policy.
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Benefits

If a period of Disability is extended by a new cause while Weekly Benefits are payable, Weekly
Benefits will continue while You remain Disabled, subject to the following:
1) Weekly Benefits will not continue beyond the end of the original Maximum Duration of
Benefits; and
2) any Exclusions [and Pre-existing Conditions Limitations] will apply to the new cause of
Disability.

If You remain Disabled after the Elimination Period, We will calculate Your Monthly Benefit [during
the Initial Benefit Period] as follows:

1) multiply Your Monthly Income Loss by the [Initial] Benefit [Period] Percentage ;

2) compare the result with the Maximum Benefit ; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.

If You remain Disabled after the Elimination Period, We will calculate Your Monthly Benefits as
follows:
1) multiply Your Monthly Income Loss by the Benefit Percentage;
2) multiply Your Monthly Income Loss by the Secondary Benefit Percentage; and from this
product subtract all Other Income Benefits; and
3) identify the Maximum Benefit.
The calculation giving the least amount is Your Monthly Benefit.

If You remain Disabled after the Elimination Period, but work while You are Disabled, We will
determine Your Monthly Benefit for a period of up to [12 consecutive months] as follows:

1) multiply Your Pre-Disability Earnings by the [Initial] Benefit [Period] Percentage;

2) compare the result with the Maximum Benefit; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit. Current Monthly Earnings will not be used to reduce Your
Monthly Benefit. However, if the sum of Your Monthly Benefit and Your Current Monthly Earnings
exceeds [80%] of Your Pre-disability Earnings, We will reduce Your Monthly Benefit by the amount
of excess.

The [12 consecutive month] period will start on the last to occur of:
1) the day You first start work; or
2) the end of the Elimination Period.

If You are Disabled and not receiving benefits under the Return to Work Incentive, [during the Initial
Benefit Period,] We will calculate Your Monthly Benefit as follows:

1) multiply Your Monthly Income Loss by the [Initial] Benefit [Period] Percentage;

2) compare the result with the Maximum Benefit; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.
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Benefits

If You remain Disabled after the Elimination Period, but work while You are Disabled, We will
determine Your Monthly Benefit for a period of up to [12 consecutive months] as follows:
1) multiply Your Pre-disability Earnings by the Benefit Percentage;
2) multiply Your Pre-disability Earnings by the Secondary Benefit Percentage, and from this
product subtract all Other Income Benefits; and
3) compare the results with the Maximum Benefit.

The calculation giving the least amount is Your Monthly Benefit. Current Monthly Earnings will not
be used to reduce Your Monthly Benefit during this period. However, if the sum of Your Monthly
Benefit and Your Current Monthly Earnings exceeds [80%] of Your Pre-disability Earnings, We will
reduce Your Monthly Benefit by the amount of excess.

If You are Disabled, but You are not receiving benefits under the Return to Work Incentive, We will
calculate Your Monthly Benefit as follows:
1) multiply Your Monthly Income Loss by the Benefit Percentage;
2) multiply Your Monthly Income Loss by the Secondary Benefit Percentage, and from this
product subtract all Other Income Benefits; and
3) compare the results with the Maximum Benefit.
The calculation giving the least amount is Your Monthly Benefit.

During the Continuing Benefit Period, if [You are not receiving benefits under the Return to Work
Incentive, but] You are receiving benefits under Social Security Disability or Social Security
Retirement plans, or an alternative plan for federal, state or municipal employees, We will determine
Your Monthly Benefit as follows:

1) multiply Your Monthly Income Loss by the Initial Benefit Period Percentage;

2) compare the result with the Maximum Benefit; and

3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.

During the Continuing Benefit Period, if You are not receiving benefits [under the Return to Work
Incentive, or] under Social Security Disability or Social Security Retirement plans or an alternative
plan for federal, state or municipal employees, We will determine Your Monthly Benefit as follows:
1) multiply Your Pre-disability Earnings by the Continuing Benefit Period Percentage;
2) multiply Your Monthly Income Loss by the Initial Benefit Period Percentage, and deduct all
Other Income Benefits; and
3) deduct all Other Income Benefits from the Maximum Benefit.
The result of the calculation giving the least amount is Your Monthly Benefit.

If You remain Disabled after the Elimination Period, but work while You are Disabled, We will
determine Your Monthly Benefit for a period of up to [12 consecutive months] as follows:

1) compare the Scheduled Monthly Benefit with the Maximum Benefit; and

2) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit. Current Monthly Earnings will not be used to reduce Your
Monthly Benefit. However, if the sum of Your Monthly Benefit and Your Current Monthly
Earnings exceeds [100%] of Your Pre-disability Earnings, We will reduce Your Monthly Benefit by
the amount of excess.

The [12 consecutive month] period will start on the last to occur of:
1) the day You first start work; or
2) the end of the Elimination Period.

If You are Disabled and not receiving benefits under the Return to Work Incentive, We will calculate
Your Monthly Benefit as follows:
1) multiply Your Monthly Income Loss by the Corresponding Scheduled Monthly Benefit
Percentage;
2) compare the result with the Maximum Benefit; and
3) from the lesser amount, deduct Other Income Benefits.
The result is Your Monthly Benefit.
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If the sum of Your [Monthly/Weekly Benefit, Current Monthly/Weekly Earnings and Other Income
Benefits] exceeds 100% of Your Pre-disability Earnings, We will reduce Your Monthly Benefit by
the amount of the excess.

[However, Your Monthly/Weekly Benefit will not be less than the Minimum Monthly/Weekly
Benefit.]

[If an overpayment occurs, We may recover all or any portion of the overpayment, in accordance with
the Overpayment Recovery provision.]

Your Monthly Benefit will not be less than the Minimum Monthly Benefit shown in the Schedule of
Insurance.

If a Monthly Benefit is payable for a period of less than a month, we will pay 1/30 of the Monthly
Benefit for each day You were Disabled.

If Your Disability prevents You from performing the Essential Duties of Any Occupation, but Your
claim for disability benefits under The United States Social Security System, or an alternative plan for
federal, state or municipal employees:

1) was denied because You have not worked under these systems long enough to be eligible for
disability benefits, Your Monthly Benefit during the Continuing Benefit Period will be
calculated using the Initial Benefit Period Percentage; or

2) is still pending at the time the Initial Benefit Period expires, benefits may be paid at the
Initial Benefit Period Percentage until the earlier to occur of:

a) the 12" month following the expiration of the Initial Benefit Period; or
b) the final adjudication of Your claim for Social Security disability benefits.

Benefit payments will stop on the earliest of:

1) the date You are no longer Disabled;

2) the date You fail to furnish Proof of Loss;

3) [the date You are no longer under the Regular Care of a Physician, [unless qualified medical
professionals have determined that further medical care and treatment would be of no benefit
to You;] ]

4) [the date You refuse Our request that You submit to an examination by a Physician or other
qualified medical professional;]

5) the date of Your death;

6) [the date You refuse to receive recommended treatment that is generally acknowledged by
Physicians to cure, correct or limit the disabling condition.]

7) [the last day benefits are payable according to the Maximum Duration of Benefits Table; or]

8) [the date Your Current Monthly Earnings:

a) are equal to or greater than [80 %] of Your [Indexed] Pre-disability Earnings if You

are receiving benefits for being Disabled from Your Occupation [or a Reasonable

Alternative]; or

b) [are greater than the lesser of: the product of Your [Indexed] Pre-disability Earnings
and the [Initial] Benefit [Period] percentage; or the Maximum Monthly Benefit if You
are receiving benefits for being Disabled from Any Occupation;]]

9) the date no further benefits are payable under any provision in The Policy that limits benefit
duration;

10) the date You refuse to participate in a Rehabilitation program, or refuse to cooperate with or
try:
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a) [modifications made to the work site or job process to accommodate Your
identified medical limitations to enable You to perform the Essential Duties of Your
Occupation or a Reasonable Alternative;

b) adaptive equipment or devices designed to accommodate Your identified medical
limitations to enable You to perform the Essential Duties of Your Occupation or a
Reasonable Alternative;

c) modifications made to the work site or job process to accommodate Your identified
medical limitations to enable You to perform the Essential Duties of Any Occupation, if
You were receiving benefits for being disabled from Any Occupation; or

d) adaptive equipment or devices designed to accommodate Your identified medical
limitations to enable You to perform the Essential Duties of Any Occupation, if You
were receiving benefits for being disabled from Any Occupation; provided a qualified
Physician or other qualified medical professional agrees that such modifications,
Rehabilitation program or adaptive equipment accommodate Your medical limitation;]
or

11) [the date You receive retirement benefits from any employer’s Retirement plan, unless:

a) You were receiving them prior to becoming Disabled; or

b) You immediately transfer the payment to another plan qualified by the United States
Internal Revenue Service for the funding of a future retirement.]

Termination of Benefit payments will stop on the earliest of:

Benefit Payment: 1) the date You are no longer Disabled;

When will my 2) the date You fail to furnish Proof of Loss;

benefit payments 3) [the date You are no longer under the Regular Care of a Physician, [unless qualified medical

end? professionals have determined that further medical care and treatment would be of no benefit
to You;] ]

4) [the date You refuse Our request that You submit to an examination by a Physician or other
qualified medical professional;]

5) the date of Your death;

6) [the date You refuse to receive recommended treatment that is generally acknowledged by
Physicians to cure, correct or limit the disabling condition; ]

7) [the last day benefits are payable according to the Maximum Duration of Benefits;

8) [the date Your Current Monthly/Weekly Earnings are equal to or greater than [80 %] of
Your [Indexed] Pre-disability Earnings if You are receiving benefits for being Disabled from
Your Occupation;] or

9) the date no further benefits are payable under any provision in The Policy that limits benefit
duration;] or

10) [the date You refuse to participate in a Rehabilitation program, [or refuse to cooperate with
or try:

a) modifications made to the work site ro job process to accommodate Your identified
medical limitations to enable You to perform the Essential Duties of Your Occupation
[or a Reasonable Alternative;]

b) adaptive equipment or devices designed to accommodate Your identified medical
limitations to enable You to perform the Essential Duties of Your Occupation [or a
Reasonable Alternative;]] or

a) [the date You receive retirement benefits from any employer’s Retirement plan, unless:

a) You were receiving them prior to becoming Disabled; or

b) You immediately transfer the payment to another plan qualified by the United States
Internal Revenue Service for the funding of a future retirement.]
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If, while covered under this benefit, You are Disabled and Working, as defined, [We will use the
following calculation to determine Your [or Your Spouse’s] [Weekly/Monthly] Benefit:

[Weekly/Monthly] Benefit=(A-B)x C
A
Where
A = Your Pre-disability [Weekly/Monthly] Earnings.
B = Your Current [Weekly/Monthly] Earnings.
C = The [Weekly/Monthly Benefit] payable if You were Totally Disabled.]

If You are participating in a program of Rehabilitative Employment approved by Us, We will
determine Your [Weekly/Monthly Benefit] by the Rehabilitative Employment Benefit.

[Days which You are Disabled and Working may be used to satisfy the Benefits Commence Period.]

If, while covered under this benefit, You are Disabled and Working, as defined, [the Weekly/Monthly
Benefit] otherwise payable for Total Disability will be reduced by [%] of Your Current
[Weekly/Monthly] Earnings. Your [Weekly/Monthly Benefit], however, will not be less [than the
Minimum Weekly/Monthly Benefit.]

If You are participating in a program of Rehabilitative Employment approved by Us, We will
determine Your [Weekly/Monthly Benefit] by the Rehabilitative Employment Benefit.

[Days which You are Disabled and Working may be used to satisfy the Benefits Commence Period.]

If, while covered under this benefit, You are Disabled and Working, as defined, [and payments under
the Total Disability benefit under The Policy have begun, the following calculation will be used to
determine Your [Weekly/Monthly Benefit]:

1) multiply Your Pre-Disability Earnings by the Benefit Percentage; and

2) compare the result with the Maximum Benefit; and

3) from the lesser amount deduct Other Income Benefits.

Current Weekly/Monthly Earnings will not be used to reduce Your [Weekly/Monthly] Benefit.
However, if the sum of Your Weekly/Monthly Benefit and Your Current [Weekly/Monthly] Earnings
exceeds [80% of] Your Pre-Disability Earnings, We will reduce Your [Weekly/Monthly] Benefit by
the amount of the excess.]

If You are participating in a program of Rehabilitative Employment approved by us, We will
determine Your [Weekly/Monthly Benefit] by the Rehabilitative Employment Benefit.

[Days which You are Disabled and Working may be used to satisfy the Benefits
Commence/Elimination Period.]

If You are Disabled and Working, we will pay a [Weekly/Monthly] Benefit for each month You are
Disabled.

The Disability must begin:
1) before You attain [age 60]; and
2) while You are covered under this benefit.

[Payment will begin on the first day following the last day for which the Disability Benefit has been
payable.

Payment will begin on the first day following the day You have been Disabled and Working for as
long as You would have been required to be Totally Disabled in order to have satisfied the Disability
Elimination Period, whether or not You are Totally Disabled.]

[We will not pay for any part of a period that You are Disabled and Working that exceeds the
Maximum Payment Period for this Benefit for any one Injury or any one Sickness.]
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Benefits
[To determine the Disabled and Working Monthly Benefit, use the following calculation:

(A divided by B) x C = D

A = Your [Indexed] Pre-disability Earnings less Your Current Monthly Earnings.

B = Your [Indexed] Pre-disability Earnings.

C = The Monthly Benefit payable if You were otherwise Totally Disabled. (Disregard all other
income from any employer or for any work when determining this figure).

D = The Disabled and Working Monthly Benefit payable.]

[Indexed Pre-disability Earnings means Pre-disability Earnings, as defined, adjusted annually by
[X%)]. The first adjustment will occur on the July 1% after You have been Disabled for a full calendar
year. After the first adjustment, Your Pre-Disability Earnings will be increased by an additional
[X%] on each following July 1% up to a maximum of [5] adjustments.]

If a Disabled and Working Benefit is payable for less than a month, we will pay 1/30 of the Monthly
Benefit for each day You are Disabled and Working. This minimum Monthly Benefit will never be
less than [$50.00.]

The Maximum Payment Period [is shown in the Schedule of Insurance and is applied separately to
each Disability.]

Disabled and Working Benefit payments will cease on the first to occur of:
1) [the date Your monthly earnings while You are Disabled and Working exceed [80%] of
Your Indexed Pre-Disability Earnings; or
2) the date You are eligible for benefits under the Disability Benefit due to the same or related
causes; or
3) the date You return to work in an occupation other than Your own.]

Disabled and Working means a Disability that:
1) [is caused by the same Injury or Sickness that caused the Total Disability that immediately
preceded the period You are Disabled and Working;]
2) continues while You are performing at least one of the material duties of Your own
occupation on either a full-time or part-time basis;
3) [causes a loss of earnings of at least 20% (and less than 80%); and]
4) requires the Regular Care of a Physician.

A disability that causes a loss of earnings of [80%] or more is considered to be a Total Disability and
will be payable under the Total Disability Benefit.

If, while You are Totally Disabled [or Disabled and Working], You accept Rehabilitative
Employment, We will continue to pay a [Weekly/Monthly] Benefit.

The [Weekly/Monthly] Benefit We will pay will be equal to Your Total Disability [Weekly/Monthly]
Benefit, less 50% of any income received from the Rehabilitative Employment.

The sum of the [Weekly/Monthly] Benefit and total income received from Rehabilitative
Employment may not exceed [100%] of Your Pre-disability Earnings. If this sum exceeds the Pre-
disability Earnings, the [Weekly/Monthly] Benefit paid by Us will be reduced by the excess amount.

We reserve the right to review any Rehabilitative Employment You participate in while benefits are
being paid under The Policy.

If You remain Totally Disabled [or Disabled and Working] after a period of Rehabilitative

Employment, You may continue to receive benefits under the Total Disability Benefit [or Disabled
and Working], subject to the Maximum Payment Period for such benefit.
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If You are working as part of a program of Rehabilitation, We will, for the purpose of calculating
Your benefit, deduct the cost of Family Care from earnings received from work as a part of a
program of Rehabilitation, subject to the following limitations:
1) Family Care means the care or supervision of;
a) Your children under age [13]; or
b) a member of Your household who is mentally or physically handicapped and dependent
upon You for support and maintenance;
2) the maximum monthly deduction allowed for each qualifying child or family member is:
a) [$200] during the first [6] months of Rehabilitation ; and
b) [$X] thereafter;
but in no event may the deduction exceed the amount of Your monthly earnings;
3) Family Care Credits may not exceed a total of [$2,500] during a calendar year;
4) the deduction will be reduced proportionally for periods of less than a month;
5) the charges for Family Care must be documented by a receipt from the caregiver;
6) the credit will cease on the first to occur of the following:
a) You are no longer in a Rehabilitation program; or
b) Family Care Credits for [12] months have been deducted during Your Disability; and
7) no Family Care provided by a someone Related to the family member receiving the care
will be eligible as a deduction under this provision.

Your Current Monthly Earnings after the deduction of Your Family Care Credit will be used to
determine Your Monthly Income Loss. In no event will You be eligible to receive a Monthly Benefit
under The Policy if Your Current Monthly Earnings before the deduction of the Family Care Credit
exceed [80%] of Your [Indexed] Pre-disability Earnings.

We [will] adjust Your Monthly Benefit for increases in the cost-of-living if:
1) You have been Disabled for [12 consecutive months]; and
2) [You are receiving benefits;] [and
3) Your Current Monthly Earnings are less than or equal to 20% of Your Pre-disability
Earnings;]
when the Cost-of-Living Adjustment is made. We make the Cost-of-Living Adjustment [each year
on January 1*]

We apply the Cost-of-Living Adjustment formula by:
1) determining the lesser of:
a) [%];or
b) [1/2] the percentage change in the Consumer Price Index;
2) multiplying the resulting percentage (%) times the Monthly Benefit for Disability being
received; and
3) adding the resulting amount to Your Monthly Benefit.

You will not receive a Cost-of-Living Adjustment after:
1) You cease to be Disabled; [or
2) You have received [5] adjustments;] or
3) The Policy terminates.

Consumer Price Index (CPI-W) means the index for Urban Wage Earners and Clerical Workers
published by the United States Department of Labor. It measures on a periodic (usually monthly)
basis the change in the cost of typical urban wage earners’ and clerical workers’ purchase of certain
goods and services. If the index is discontinued or changed, We may use another nationally
published index that is [comparable to the CPI-W / approved by the Insurance Commissioner of the
state in which the Policy is delivered ].

For the purposes of this benefit, the percentage change in the CPI-W means the difference between

the current year’s CPI-W as of July 31, and the prior year’s CPI-W as of July 31, divided by the
prior year’s CPI-W.
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If You were receiving a Monthly/Weekly [Disability] Benefit at the time of Your death [and You had
been receiving such benefits [for at least 12 months]], We will pay a [Survivor Income Benefit],
when We receive proof satisfactory to Us:

1) of Your death; and

2) that the person claiming the benefit is entitled to it.
[We must receive the satisfactory proof for Survivor Income Benefits within 1 year of the date of
Your death.]

[[We will pay the Survivor Income Benefit:
1) to the beneficiary You designated; or
2) if no beneficiary has been designated:]
a) to Your Surviving Spouse; or
b) if no Surviving Spouse, in equal shares to Your Surviving Children;
c) [if no Surviving Spouse or Surviving Children, to Your estate.]

However, We will first apply the Survivor Income Benefit to any overpayment which may exist on
Your claim.

If a minor child is entitled to benefits, We may, at Our option, make benefit payments to the person
caring for and supporting the child until a legal guardian is appointed.

[The Survivor Income Benefit [will be equal to [3] times your Monthly/Weekly Benefit/is calculated
as [3] times the lesser of]:
1) Your Monthly/Weekly Income Loss multiplied by the Benefit Percentage in effect on the
date of Your death; or
2) The Maximum Monthly/Weekly Benefit.]

[To designate or change Your designation of beneficiary, You must file a written notice with Us on
any form satisfactory to us. Whether You are living or not, any change will relate back and take
effect as of the date You signed the written notice. We are not liable for payment of benefits made
before receiving written notice.]

Surviving Spouse means Your wife or husband who was not legally separated or divorced from You
when You died. [“Spouse” will include Your domestic partner, provided You have executed a
Domestic Partner Affidavit acceptable to us, establishing that You and Your partner are domestic
partners for purposes of this Policy. You will continue to be considered domestic partners provided
You continue to meet the requirements described in the Domestic Partner Affidavit.]

Surviving Children means Your unmarried children, step children, legally adopted children who, on
the date You die, are primarily dependent on You for support and maintenance who are under age
[19].The term Surviving Children will also include any other children related to You by blood or
marriage [or domestic partnership] and who:
1) lived with You in a regular parent-child relationship; and
2) were eligible to be claimed as dependents on Your federal income tax return for the last tax
year prior to Your death.

[In the event that You are diagnosed with a Terminal 1liness while You are:
1) eligible for a Monthly/Weekly Benefit under the Policy; and
2) at least [6] Monthly/Weekly Benefit Payments remain payable to You;
We will pay the Survivor Income Benefit to You on an accelerated basis in one lump sum if:
1) [You submit a request that the Survivor Income Benefit be paid on an accelerated basis; and
2) We receive proof that You have been diagnosed with a Terminal IlIness.

If the Survivor Income Benefit is paid on an accelerated basis, no additional benefit will be payable
under this benefit upon Your death.]

1) [Terminal Iliness or Terminally Il means a life expectancy of [6] months or less.]
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This benefit protects Your earnings level after You have returned to work following a period of
Disability. To qualify for this Extended Earnings Protection Benefit, You must:

1) have been Disabled under The Policy and received a Monthly Benefit from Us;

2) now be working [Full-time] for the Employer [or another employer;]

3) be performing all the Essential Duties of Your Occupation [or another occupation;]

4) as aresult of having been so Disabled, be currently earning less than [60%] of Your

Pre-disability Earnings; and
5) provide to Us each month, satisfactory proof of Your Current Monthly Earnings.

The Extended Earnings Protection Benefit will be the lesser of:
1) the Maximum Monthly Benefit ; or
2) Your Monthly Income Loss multiplied by the [Initial] Benefit [Period] Percentage.

The Extended Earnings Protection Benefit will end on the earliest of:
1) the date benefits have been payable for a maximum duration of [24] months;
2) the date You are earning at least [60%] of Your Pre-disability Earnings; or
the date You fail to submit to Us satisfactory proof of Your Current Monthly Earnings.

We will reimburse Your Employer for the expense of reasonable Workplace Modifications to
accommodate Your Disability and enable You to return to work as an Active Employee. You
qualify for this benefit if:

1) Your Disability is covered by this Policy;

2) the Employer agrees to make modifications to the workplace in order to reasonably
accommodate Your return to work and the performance of the Essential Duties of Your job;
and

3) We approve, in writing, any proposed Workplace Modifications.

Benefits paid for such workplace modification shall not exceed the amount equal to the amount of
the Maximum Monthly Benefit.

We have the right, at Our expense, to have You examined or evaluated by:
1) aPhysician or other health care professional; or
2) avocational expert or rehabilitation specialist;
of Our choice so that We may evaluate the appropriateness of any proposed modification.

We will reimburse the Employer’s costs for approved Workplace Modifications after:
1) the proposed modifications made on Your behalf are complete;
2) We have been provided written proof of the expenses incurred to provide such modification;
and
3) You have returned to work as an Active Employee.

Workplace Modification means change in Your work environment, or in the way a job is performed,

to allow You to perform, while Disabled, the Essential Duties of Your job. Payment of this benefit
will not reduce or deny any benefit You are eligible to receive under the terms of this Policy.
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[If You:

1) become Disabled while You are covered under this Pension Contribution Benefit;

2) remain Disabled for 365 days of one continuous period of Disability; and

3) are receiving a Monthly Benefit under The Policy;]
We will pay a monthly Pension Contribution Benefit to the trustee or administrator of Your Pension
Plan for deposit to Your pension account. The Pension Contribution Benefit will be [the least of:

1) [15%] of Your monthly Pre-disability Earnings;

2) [$2,500];

3) the amount of the average monthly tax deferred contributions the Employer made to Your

Pension Plan during the [12 calendar months] prior to becoming Disabled.]

We will make payments under this benefit according to the rules and regulations of the Internal
Revenue Service and the provisions of Your Pension Plan. We will make any such payment that
cannot be paid to the trustee or administrator of Your Pension Plan to a deferred annuity account
designated by You.

No Pension Contribution Benefit will be payable after Your Monthly Benefit terminates.
Pension Plan means, for the purpose of this Pension Contribution Benefit, a qualified defined

contribution pension Plan, profit sharing Plan, or other Plan approved by Us, in which You are
participating as a result of Your employment with the Employer.

43



Infectious And
Contagious
Disease Benefit:
If it is disclosed
that | carry an
Infectious and
Contagious
Disease, will The
Policy cover the
income lost as the
result of
limitations placed
on my license or
reduced
patronage?

What qualifies as
an Infectious and
Contagious
Disease?

What will my
monthly benefit
be?

How long may an
Infectious and
Contagious
Disease Benefit
be paid?

CJ137-AR

Benefits

You will be eligible to receive an Infectious and Contagious Disease Benefit when You have been
covered by this benefit for a period of [# months], and You provide verification that:

1)
2)

3)

4)

5)

You carry an Infectious and Contagious Disease; and

You first tested positive for the Infectious and Contagious Disease after the effective date of

this benefit; and

You are not Disabled but one or more of the following has happened:

a) Your license to practice Your Occupation has been revoked; or

b) You or Your license have limitations or restrictions imposed, and as a result You are
unable to perform all of the Essential Duties of Your Occupation; or

c) it has been disclosed that You are infected with an Infectious and Contagious Disease;
and

throughout a period of time equal in length to the [Elimination Period,] You have suffered a

loss of earnings in excess of [60]% of Your Pre-disability Earnings immediately prior to

disclosure; and

You have never refused to be immunized against the Infectious and Contagious Disease for

which You are claiming this benefit.

To qualify as an Infectious and Contagious Disease, a disease must be:

2)
3)

categorized by the Center for Disease Control as Infectious and Contagious; and
life threatening to You or persons with whom You may come in contact.

[We calculate the benefit as the lesser of;

1)
2)

the Maximum [Monthly] Benefit; or
Your earnings loss multiplied by the [Initial] Benefit [Period] Percentage.

Your earnings loss is determined by deducting Your Pre-disability Earnings after disclosure from
Your Pre-disability Earnings prior to disclosure.]

We will stop paying this benefit on the earliest of:

1)
2)
3)
4)
5)

6)
7)

the date Your Pre-disability Earnings are equal to or greater than [40]% of Your Pre-
disability Earnings prior to disclosure;

the date You die;

the date You become eligible for Disability benefits under the terms of this Policy;

the date We determine You have not made every effort to continue to work in Your
Occupation [on a full-time basis];

the date You no longer participate with Us in seeking and applying for suitable alternate
work based on Your training, education, experience, and comparable income;

the end of the Maximum Duration of Benefits [Table/Payable] of The Policy; or

[the end of [2 years] from the date this benefit begins.]
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Minimum If You sustain a Specified Injury, the total amount payable under the Total Disability Benefits [and
Indemnities Disabled and Working Benefits combined] as a result of that Injury will be at least an amount equal to
for Specified the amount that would be payable under the Total Disability Benefit for the number of weeks shown
Injuries Benefit:  opposite the Injury in the following table.

What are the

Benefits for If more than one Specified Injury is sustained due to the same accident, only the benefit for the Injury

Specified Injuries? that is provided the most number of weeks will apply.
Specified Injury means an Injury shown in the table below which:
1) s due to an accident; and
2) occurs while You are covered by this Benefit.

[Table of Specified Injuries

Specified Injury Minimum Number of
Weeks that Benefits are
Payable
For Complete Fracture of Bones
Skull (except bones of face or nose), both tables..........ccocevevereviiiicice, 13 Weeks
THIGN (SNAFL) .. 12 Weeks
Arm, between elbow and shoulder (Shaft) ... 12 Weeks
PEIVIS (EXCEPL COCCYX) ..vvuvirriririiiiiitiieiisteieiesi ettt bbb 10 Weeks
Vertebra or Vertebrae (except coccyx and vertebral processes).......cccocevvevrevreenne. 10 Weeks
Y g o U] (o [T g = o L P RSRSSSRN 8 Weeks
LG (SNATL) . s 8 Weeks
KINBECAD .ttt 8 Weeks
(O00] | F- Tl = o] o TSRS 6 Weeks
Forearm, between wrist and elbow (Shaft)...........cccoeveniniiiine e 6 Weeks
FOOt (EXCEPL LOBS) ..vvevevieieietert ettt 5 Weeks
Hand (EXCEPL FINGETS) ...vvviriieiriiierte e 5 Weeks
Lower Jaw (eXcept alVEOIar PrOCESS).......coerveirieriiiriiisiinieisie e 3 Weeks
One or More ribs, fINGErS OF T0BS .....c.veiiieie e e 2 Weeks
BONES OF TACE OF NOSE......cuiiiiieie st e 2 Weeks
CoccyX OF Vertehral PrOCESSES ......ccciviiiiiiirieiie et 1 Week
For Complete Dislocation
HIP JOINT 1. 12 Weeks
Knee Joint (eXCept Patella) ..ot 6 Weeks
Bone or Bones of FOOt (EXCEPL LOES) .....ccveiiiriiiiirieierieee et 6 Weeks
ANKIE JOINT. ...ttt sttt nre e 6 Weeks
LAY 5 A0 o 1 PSSP 5 Weeks
TV o [ SRS 4 Weeks
RSy a0 TU ] o =T [0 | ) USSR SSRRN 3 Weeks
Bone or Bones of Hand (eXCept fINGErS) .....covvvreriiriiiiee e 2 Weeks
(O00] | - Tl = o] o TSRS 2 Weeks
ONe OF MOFE FINGENS OF TOBS ....vvviieiieterieeste et 1 Week
For Loss By Removal
OF ONE OF MOKE BNLIFE T0BS ....veivieeieeeie ettt st nne s 8 Weeks
Of one or more fingers (at least one entire phalanx).........c.ccccoovernieneineneicieen 6 Weeks]
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Benefits

If You are Confined in a Hospital:

1) while covered under the Policy; and

2) due to [Sickness or Injury];
then we will pay [the Daily Benefit] for [each Day of Confinement,] [up to the Maximum Payment
Period.]

[The Daily Benefit and the Maximum Payment Period are shown in the Schedule of Insurance.] [If
Hospital Confinement is due to a Mental IlIness or Substance Abuse, the Maximum Payment Period
will be 10 days per Period of Confinement, with a maximum lifetime aggregate of 60 days.]

[Successive periods of Hospital Confinement:

1) due to the same or related causes; and

2) separated by less than [90 days;]
are considered one period of Hospital Confinement. A new period of Hospital Confinement begins
when You are readmitted to a Hospital,

1) for a new Sickness or Injury unrelated to the cause of a prior Confinement; or

2) after You have been free of Hospital Confinement for [90 days] or more. ]

Exclusion: This benefit does not cover Confinement in a Department of Veterans Affairs or any
other National Government owned or operated Hospital.

Confined or Confinement means being an inpatient in a Hospital due to [Sickness or Injury.]

[Day of Confinement means a day of inpatient Confinement in a Hospital for which a daily room
and board charge is made for a full day of Confinement.]

Hospital means an institution which:
1) operates pursuant to law;
2) primarily and continuously provides medical care and treatment to sick and injured persons
on an inpatient basis;
3) operates facilities for medical and surgical diagnosis and treatment by or under the
supervision of a staff of legally qualified physicians; and
4) provides 24 hour a day nursing service by or under the supervision of registered graduate
nurses (R.N.)
Hospital does not mean any institution or part thereof which is used primarily as:
1) anursing home, convalescent home, or skilled nursing facility;
2) aplace for rest, custodial care, or for the aged;
3) aclinic;
4) aplace for the treatment of Mental IlIness, alcoholism or Substance Abuse.
However, a place for the treatment of Mental Iliness, alcoholism or Substance Abuse will be regarded
as a Hospital if:
1) itis part of an institution that meets the above requirements; and
2) itis listed in the American Hospital Association Guide as a general hospital.

Period of Confinement means an interval of time during which You [or Your Spouse] are Confined

as an inpatient in a Hospital. A Period of Confinement begins on the date You [or Your Spouse] are
admitted to the Hospital.
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Benefits

We will pay You the Activities of Daily Living Benefit if:

1) a[Monthly/Weekly] Benefit is payable;

2) You become Cogpnitively Impaired or unable to perform [two or more] Activities of Daily
Living (ADLSs) for which You cannot be reasonably accommaodated by adaptive equipment:
a) [during or after the [Elimination Period/Benefits Commence period], and]
b) for at least [30 consecutive days;] and

3) the Disability and such impairment or inability begins while You are covered under this
benefit.

The Activities of Daily Living Benefit will be [10% of Your [Monthly Income Loss/Weekly Benefit],
but not greater than the lesser of:

1) [$5000]; or

2) the Maximum [Monthly/Weekly] Benefit.]
[The maximum payment period for this benefit will be [X years/weeks].]

[We will pay the benefit to You monthly. For periods of less than one month, We will pay 1/30" of
the Activities of Daily Living Benefit for each day of covered l0ss.]

The Activities of Daily Living Benefit will not:
1) be reduced by Other Income Benefits;
2) increase or reduce other benefits under The Policy; [or
3) be subject to the Cost of Living Adjustment.]
You are not restricted in any way as to Your use of this Activities of Daily Living Benefit.

We will stop paying You the Activities of Daily Living Benefit on the date:
1) Your [Monthly/Weekly] Benefit terminates;
2) You are not Cognitively Impaired and You are able to perform [five or more] ADLs;[or
3) You reach the maximum payment period shown in this benefit.]

Cognitively Impaired means You suffer severe deterioration, or loss of:

1) memory;

2) orientation; or

3) the ability to understand or reason;
so that You are unable to perform common tasks such as, but not limited to, medication management,
money management and using the telephone. The impairment in intellectual capacity must be
measurable by standardized tests.

Activities of Daily Living (ADLSs) means the following functions performed with or without
equipment or adaptive devices:
1) bathing Yourself by being able to either:
a) wash Yourself in a tub or shower devices; or
b) give Yourself a sponge bath;
2) dressing Yourself by putting on and taking off needed garments and any braces or artificial
limbs necessary for You to wear;
3) using the toilet by being able to get to and from, and on and off the toilet, and performing the
associated hygienic tasks; or
4) transferring from bed to chair or wheelchair; or
5) bladder and bowel control by being able to either:
a) voluntarily control bowel and bladder function; or
b) maintain a reasonable level of person hygiene, if You are not so able; and
6) feeding Yourself, once the food has been prepared and made available to You.
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Benefits

If, while covered under The Policy, You sustain an accidental bodily injury, which results in any of
the following Losses within [90 days] after the date of accident, We will pay the Monthly Benefit,
after the Elimination Period, for at least the number of months shown opposite the Loss.

For Loss of Minimum Number of Monthly Benefit Payments
[BOth EYES......oiviiciiiieieiesie et 46
Both Hands or Both Feet........cccooovvviviviiieecece e, 46
One Hand and ONne FOOL........cccoeveniieninineeee e 46
One Hand and ONne EYe........cccooiiiiiiiiiiicece e 46
One Foot and ONe EYe ..o 46
One Hand or ONe FOOL .........cccciiiiniiiiineeee e 23
ONE BV ittt 15
Thumb and Index Finger of Either Hand ............c..ccooeveni. 12]

[Loss means, with regard to:
1) hands and feet, actual severance through or above wrist or ankle joints;
2) eyes, entire and irrecoverable Loss thereof;
3) thumb and index finger, actual severance through or above the metacarpophalangeal joints.]

If You incur more than one of the listed Losses as the result of the same accident, the number of
monthly benefit payments that You will receive will be limited to the Loss for which the greatest
number of monthly benefit payments are shown in the above Schedule.

Benefits may continue to be payable to You after the Minimum Number of Monthly Benefit
Payments have been made, if You remain Disabled. If You die after the Elimination Period, but
before the minimum number of monthly benefit payments have been made, the remaining monthly
benefit payments will be made to Your estate.
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Benefits

We will pay a [Monthly] Business Protection Benefit to the Employer if You:
1) are actively engaged on a full-time basis in the business of the Employer, and fall within a
class of persons that is covered by The Policy, and You are:
a) the sole proprietor of the Employer if the Employer is a sole proprietorship; or
b) ageneral partner of the Employer if the Employer is a partnership; or
c) aMember of a Limited Liability Company if the Employer is a Limited Liability
Company; and
2) become Disabled while You are covered under this Business Protection Benefit; and
3) remain Disabled for the longer of:
a) the Elimination Period; or
b) [90] consecutive days; and
4) are receiving a [Monthly] Benefit for the Disability under the group insurance policy.
We calculate the [Monthly] Business Protection Benefit as the [lesser of:
1) [15]% of Your [Pre-disability Earnings]; or
2) [$2,500].]

[If You are Disabled and Working, We will proportionately reduce the Business Protection Benefit
according to the following formula:

Business Protection Benefit Payable = (A-B) x C
A

where
A = Your Pre-Disability Earnings
B = Your current [Monthly] earnings
C = The Business Protection Benefit payable if You were Totally Disabled.]

We will stop paying the Business Protection Benefits on the earliest of:

1) [the date You cease to be Disabled;

2) the date [12 monthly] benefits have been paid under this Benefit;

3) the date You cease to be the proprietor, a partner, or a [Member,]if applicable, of the

Employer; or

4) the date You die.
In no event will this benefit continue to be payable beyond a date shown in the Termination of
Benefit Payment provision.]

The Policy is a part of a Cafeteria Plan sponsored by Your employer and governed by the
requirements of Section 125 of the Internal Revenue Code. The rules of the Cafeteria Plan will
supersede any provisions of the Policy which are in conflict with them.

Cafeteria Plans are subject to the following restriction:

The benefits You elect during the enrollment period will remain in effect until the next enroliment
period.

Section 125 allows exception to this rule only in specified situations, including Change in Family
Status and commencement or termination of employment.

If You successfully complete an approved program of Rehabilitation, You will be eligible for an

additional benefit equal to [1] times Your Monthly Benefit.

The benefit will be subject to all applicable terms and conditions of the Policy. We will pay the
benefit in one lump sum.]
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Exclusions and Limitations

[The Policy does not cover, and We will not pay a benefit for any Disability:

1)
2)
3)
4)
5)
6)
7)

8)
9)

10)
11)

unless You are under the Regular Care of a Physician;

that is caused [or contributed to by] war or act of war (declared or not);

caused by Your commission of or attempt to commit a felony;

caused or contributed to by Your being engaged in an illegal occupation;

caused [or contributed to by] an intentionally self-inflicted [Injury];

caused or contributed to by Your active participation in a riot;

caused by Your commission of a crime for which You have been convicted under federal or
state law;

caused by Your voluntary election of a surgical procedure, except when required due to
Injury or Sickness;

unless it is the result of a work-related [Injury or Sickness] sustained in the course of
performing tasks for the Employer;

for which Workers' Compensation benefits are paid, or may be paid, if duly claimed; or
sustained as a result of doing any work for pay or profit for [any/another] employer,
including self-employment.

If You are receiving or are eligible for benefits for a Disability under a prior disability plan that:

1)
2)

was sponsored by the Employer; and
was terminated before the Effective Date of The Policy,

no benefits will be payable for the Disability under The Policy.]

[This Policy does not cover any Disability or loss caused by:

1)
2)
3)
4)
5)
6)
7)

8)

9
10)

We will

intentionally self-inflicted Injury, suicide or attempted suicide, while sane or insane; or

pregnancy or childbirth, except Complications of Pregnancy; or

war or act of war, whether declared or not; or

caused or contributed to by Your active participation in a riot;

caused by Your commission of a crime for which You have been convicted under federal or

state law;

caused by Your voluntary election of a surgical procedure, except when required due to

Injury or Sickness;

any [Sickness or Injury] for which workers' compensation benefits are paid, or may be paid

if duly claimed; or

any Injury sustained while riding on, boarding or alighting from, any aircraft:

a) asa pilot, crew member or student pilot;

b) operated by any military authority (land, sea or air), unless it is a Military Transport
Aircraft used for transport and operated by the United States Military Air Mobility
Command (AMC) or an AMC type service of a national government recognized by the
United States; or

c) being used for tests, experimental purposes, stunt flying, racing or endurance tests; or

Your commission or attempted commission of a felony; or

Sickness contracted or Injury sustained while on full-time active duty as a member of the

Armed Forces (land, water, air) of any country or international authority.

refund the pro rata portion of any premium paid for You while You are in the Armed Forces

on full-time active duty for a period of two months or more. [Written] notice must be given to Us
within 12 months of the date You enter the Armed Forces.]
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Exclusions and Limitations

Pre-existing Conditions Prior to Effective Date: We will not pay a Benefit for any loss or period of Total
Condition Disability which:

Limitation: Are 1) begins during the first [two years] of Your insurance; and

benefits limited for 2) s a result of a Pre-existing Condition;

Pre—e?q_stmg [unless such Total Disability begins after You have been free of Medical Care for the condition for a
Conditions? one year period ending any time on or after Your effective date.]

Conditions Prior to Effective Date of Increase in Coverage: We will not pay an increased Benefit
for any loss or period of Total Disability which:
1) begins during the first [two years] following the date You make a change in coverage that
increases Your benefits; and
2) isaresult of a Pre-Existing Condition;
[unless such Total Disability begins after You have been free of Medical Care for the condition for a
one year period ending any time on or after Your effective date of increase.]

Pre-existing Conditions means any Disability, diagnosed or undiagnosed, for which Medical Care is
received by You:
1) within the [12 month] period prior to the date Your insurance starts; or
2) with respect to the limitation for any increase in coverage, within the [12 month] period prior
to the effective date of Your increase in coverage.

Medical Care is received when:
1) aPhysician is consulted or medical advice is given; or
2) Treatment is recommended or prescribed by, or received from a Physician.

Treatment includes, but is not limited to:
1) medical examination, test, attendance, or observation;
2) medical services, supplies, or equipment, including their prescription or use; or
3) prescribed drugs or medicines, including their prescription or use.

All manifestations, symptoms, or findings which result:
1) from the same or related Disability; or
2) from any aggravations of that Disability;
are considered to be the same Disability for the purpose of determining a Pre-Existing Condition.

[Health Waiver and Application Modification Form

If Your Pre-existing Condition was excluded or limited by name or specific description on a Health
Waiver and Application Modification form attached to Your certificate, then such Pre-existing
Condition will not be covered under the Policy at any time, unless You complete an Application
Requesting Removal of Waiver, and We agree in writing to remove the limitation on that condition.]

Pre-Existing [We will not pay any benefit, or any increase in benefits, under The Policy for any Disability that
Condition results from, or is caused or contributed to by, a Pre-existing Condition,] [unless, at the time You
Limitation: Are become Disabled:

benefits limited for 1) You have not received Medical Care for the condition for [365] consecutive day(s)] while
Pre-existing insured under The Policy; or

Conditions? 2) [You have been continuously insured under The Policy for [365] consecutive day(s)].

Pre-existing Condition means:
1) any [accidental bodily injury, sickness,] Mental Iliness, pregnancy, or episode of Substance
Abuse; or
2) any manifestations, symptoms, findings, or aggravations related to or resulting from such
[accidental bodily injury, sickness,] Mental IlIness, pregnancy, or Substance Abuse;
for which You received Medical Care during the [180] day period that ends the day before:
1) Your effective date of coverage; or
2) the effective date of a Change in Coverage.

Medical Care is received when a physician or other health care provider:
1) is consulted or gives medical advice; or
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Exclusions and Limitations
2) recommends, prescribes, or provides Treatment.
Treatment includes but is not limited to:

1) medical examinations, tests, attendance or observation; and
2) use of drugs, medicines, medical services, supplies or equipment.

52



[Special
Conditions
Limitation: Are
benefits limited for
Special
Conditions?

CJ137-AR

Exclusions and Limitations

If You are Disabled due to a Special Condition, then, subject to all other provisions of The Policy,
We will limit the Maximum Duration of Benefits.

Benefits will be payable:

1)

2)

for as long as you are confined in a hospital or other place licensed to provide medical care for
the disabling condition; or,

if not confined, or after you are discharged and still disabled, for a total of [24 months] for all
such disabilities during your lifetime.

After a period of Disability due to a Special Condition, if you again become Actively at Work and
remain continuously insured under The Policy for a period of at least [24 months], then this Special
Conditions Limitation may be reinstated.

Special Condition means musculoskeletal and connective tissue disorders of the neck and back
including any disease or disorder of the cervical, thoracic and lumbosacral back and its surrounding
soft tissue including sprains and strains of the joints and adjacent muscles. [Special Condition does
not include:

Anrthritis;

Herniated intervertebral discs;

Scoliosis;

Spinal fractures;

Osteopathies;

Spinal tumors, malignancy, or vascular malformations;
Radiculopathies, grade Il or higher;

Spondylolisthesis, documented by electromyogram;
Myelopathies and myelitis;

Demyelinating disease;

Traumatic spinal cord neurosis;

Myofacial pain syndrome;

Shoulder sprains and strains;

Chronic fatigue syndrome;

Fibromyalgia;

Carpal tunnel syndrome;

Environmental allergic illness, including but not limited to sick building syndrome and multiple
chemical sensitivity.]]
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General Provisions

You must give Us, [or Our representative,] [written] notice of a claim within [30 days] after Disability
[or loss] occurs. If You cannot give notice within that time, You must give it to Us as soon as
reasonably possible. Such notice must include Your name, Your address and the Policy Number.

[If You are Disabled and become eligible for the Activities of Daily Living Benefit, You must file a
separate Notice of Claim within [30 days] of becoming eligible.]

We [or Our representative] will send forms to You to provide Proof of Loss, within [15 days] of
receiving a Notice of Claim. If We do not send the forms within [15 days], You may submit any
other [written] proof which fully describes the nature and extent of Your claim.

[Proof of loss is typically provided by telephone; however, if forms are required, they will be sent to
You for providing Proof of Loss within 15 days after We receive a notice of claim.]

[Proof of Loss may include but is not limited to the following:
1) documentation of:

a) the date Your Disability began;

b) the cause of Your Disability;

c) the prognosis of Your Disability;

d) Your Pre-disability Earnings, Current [Monthly/Weekly] Earnings or any income,
including but not limited to copies of Your filed and signed federal and state tax returns;
and

e) evidence that You are under the Regular Care of a Physician;

2) any and all medical information, including x-ray films and photocopies of medical records,
including histories, physical, mental or diagnostic examinations and treatment notes;
3) the names and addresses of all:

a) Physicians or other qualified medical professionals You have consulted;

b) hospitals or other medical facilities in which You have been treated; and

c) pharmacies which have filled Your prescriptions within the past three years;

4) Your signed authorization for Us to obtain and release:
a) medical, employment and financial information; and
b) any other information We may reasonably require;
5) Your signed statement identifying all Other Income Benefits; and
6) proof that You and Your dependents have applied for all Other Income Benefits which are
available.
You will not be required to claim any retirement benefits which You may only get on a reduced
basis.] All proof submitted must be satisfactory to Us.

To assist Us in determining if You are Disabled, or to determine if You meet any other term or
condition of The Policy, We have the right to require You to:

1) meet and interview with our representative; and

2) be examined by a Physician, vocational expert, functional expert, or other medical or

vocational professional of Our choice.

Any such interview, meeting or examination will be:

1) at Our expense; and

2) as reasonably required by us.
Your Additional Proof of Loss must be satisfactory to Us. Unless We determine You have a valid
reason for refusal, We may deny, suspend or terminate Your benefits if You refuse to be examined or
meet to be interviewed by Our representative.

Written Proof of Loss must be sent to Us within [90 days] after the start of the period for which We
are liable for payment. If proof is not given by the time it is due, it will not affect the claim if:

1) itwas not possible to give proof within the required time; and

2) proof is given as soon as possible; but

3) not later than [1 year] after it is due, unless You are not legally competent.
We may request Proof of Loss throughout Your Disability. In such cases, We must receive the proof
within [30 days] of the request.
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General Provisions

When We determine that You;

1) are Disabled; and

2) eligible to receive benefits;
We will pay accrued benefits at the end of each month that You are Disabled. We may, at Our
option, make an advance benefit payment based on Our estimated duration of Your Disability. If any
payment is due after a claim is terminated, it will be paid [as soon as] Proof of Loss satisfactory to Us
is received.

Benefits are not payable for any period during which You are confined to a penal or correctional
institution if the period of confinement exceeds 30 days.

Periodic benefit payments will be made on a [monthly] basis after We receive the Proof of Loss
satisfactory to Us and will continue while the loss and Our liability continue. We will pay any other
benefit due immediately after We receive the Proof of Loss satisfactory to Us. [We will pay any
benefit for loss of life under the Accidental Death and Dismemberment Benefit and/or the Survivor
Income Benefit as shown in the benefit.]

All payments are payable to You. Any payments owed at Your death may be paid to Your estate. If
any payment is owed to:

1) Your estate;

2) aperson who is a minor; or

3) aperson who is not legally competent;
then We may pay up to [$1,000] to a person who is Related to You and who, at Our sole discretion,
is entitled to it. Any such payment shall fulfill Our responsibility for the amount paid.

If a claim for benefits is wholly or partly denied, You will be furnished with written notification of
the decision. This written notification will:
1) give the specific reason(s) for the denial;
2) make specific reference to the Policy provisions on which the denial is based;
3) provide a description of any additional information necessary to perfect a claim and an
explanation of why it is necessary; and
4) provide an explanation of the review procedure.

On any claim, You or Your representative may appeal to Us for a full and fair review. To do so:
1) You must request a review upon written application within:
a) [180 days] of receipt of claim denial if the claim requires Us to make a determination of
disability; or
b) [60 days] of receipt of claim denial if the claim does not require Us to make a
determination of disability; and
2) You may request copies of all documents, records, and other information relevant to Your
claim; and
3) You may submit written comments, documents, records and other information relating to
Your claim.

We will respond to You in writing with Our final decision on the claim.

You must apply for Social Security disability benefits when the length of Your Disability meets the
minimum duration required to apply for such benefits. You must apply within [45 days] from the
date of Our request. If the Social Security Administration denies Your eligibility for benefits, You
will be required:

1) to follow the process established by the Social Security Administration to reconsider the

denial; and

if denied again, to request a hearing before an Administrative Law Judge of the Office of Hearing
and Appeals.]
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General Provisions

We reserve the right to reduce Your [Monthly/Weekly] Benefit by estimating the Social Security
disability benefits You [or Your spouse and children] may be eligible to receive.

When We determine that You [or Your Dependent] may be eligible for benefits, We may estimate the
amount of these benefits. We may reduce Your [Monthly/Weekly] Benefit by the estimated amount.
Your [Monthly/Weekly] Benefit will not be reduced by estimated Social Security disability benefits
if:
1) You apply for Social Security disability benefits and pursue all required appeals in
accordance with the Social Security provision; and
2) You have signed a form authorizing the Social Security Administration to release
information about awards directly to Us; and
3) You have signed and returned Our reimbursement agreement, which confirms that You
agree to repay all overpayments.

If We have reduced Your [Monthly/Weekly] Benefit by an estimated amount and:

1) You [or Your Dependent] are later awarded Social Security disability benefits, We will
adjust Your [Monthly/Weekly] Benefit when We receive proof of the amount awarded, and
determine if it was higher or lower than Our estimate; or

2) Your application for Social Security disability benefits has been denied, We will adjust Your
[Monthly/Weekly] Benefit when You provide Us proof of final denial from which You
cannot appeal from an Administrative Law Judge of the Office of Hearing and Appeals.

If Your Social Security benefits were lower than we estimated, and We owe You a refund, We will
make such refund in a lump sum. If Your Social Security Benefits were higher than we estimated,
and If Your [Monthly/Weekly] Benefit has been overpaid, You must make a lump sum refund to Us
equal to all overpayments, in accordance with the Overpayment Recovery provision .

An overpayment occurs:
1) when We determine that the total amount We have paid in benefits is more than the amount
that was due to You under the Policy; or
2) when payment is made by Us that should have been made under another group policy.

This includes, but is not limited to, overpayments resulting from:
1) [retroactive awards received from sources listed in the Other Income Benefits definition;
2) failure to report, or late notification to Us of any Other Income Benefit(s) or earned income;
3) misstatement;
4) fraud; or
5) any error We may make.]

We have the right to recover from You any amount that We determine to be an overpayment. You
have the obligation to refund to Us any such amount. Our rights and Your obligations in this regard
may also be set forth in the reimbursement agreement You will be required to sign when You become
eligible for benefits under this Policy.

If benefits are overpaid on any claim, You must reimburse Us within [30 days.]

If reimbursement is not made in a timely manner, We have the right to:

1) recover such overpayments from;

a) [You;

b) any other organization;

c) any other insurance company;

d) any other person to or for whom payment was made; and
e) Your estate.]

2) reduce or offset against any future benefits payable to You or Your survivors, [including the
Minimum [Monthly/Weekly] Benefit,] until full reimbursement is made. Payments may
continue when the overpayment has been recovered;

3) refer Your unpaid balance to a collection agency; and

pursue and enforce all legal and equitable rights in court.
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General Provisions

If You:
1) suffer a Disability because of the act or omission of a Third Party;
2) become entitled to and are paid benefits under The Policy in compensation for lost wages;
and
3) do not initiate legal action for the recovery of such benefits from the Third Party in a
reasonable period of time;
then We will be subrogated to any rights You may have against the Third Party and may, at Our
option, bring legal action against the Third Party to recover any payments made by Us in connection
with the Disability.

Third Party as used in this provision, means any person or legal entity whose act or omission, in full
or in part, causes You to suffer a Disability for which benefits are paid or payable under the Policy.

We have the right to request to be reimbursed for any benefit payments made or required to be made
under the Policy for a Disability for which You recover payment from a Third Party.

If You recover payment from a Third Party as:
a) alegal judgment;
b) an arbitration award; or
c) asettlement or otherwise;
You must reimburse Us for the lesser of:
a) the amount of payment made or required to be made by Us; or
the amount recovered from the Third Party less any reasonable legal fees associated with the
recovery.

Legal action cannot be taken against Us:
1) sooner than [60 days] after the date proof of loss is given; or
2) [3] years after the date [Written] Proof of Loss is required to be given according to the terms
of The Policy.

Insurance Fraud occurs when You [and/or Your Employer] provide Us with false information or files
a claim for benefits that contains any false, incomplete or misleading information with the intent to
injure, defraud or deceive Us. It is a crime if You [and/or Your Employer] commit Insurance Fraud.
We will use all means available to Us to detect, investigate, deter and prosecute those who commit
Insurance Fraud. We will pursue all available legal remedies if You [and/or Your Employer]
perpetrate Insurance Fraud.

If material facts about You were not stated accurately:
1) Your premium may be adjusted; and
2) the true facts will be used to determine if, and for what amount, coverage should have been
in force.
[No statement made by You relating to Your insurability will be used to contest the insurance for
which the statement was made after the insurance has been in force for two years during Your
lifetime. In order to be used, the statement must be in writing and signed by You.]

We have full discretion and authority to determine eligibility for benefits and to construe and
interpret all terms and provisions of The Policy. This provision applies where the interpretation of
The Policy is governed by the Employee Retirement Income Security Act of 1974, as amended
(ERISA).
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Physical
Examinations
and Autopsy:
Will I be
examined during
the course of my
claim?

Assignment: Can
| assign benefits
to someone under
the Policy?

CJ137-AR

General Provisions

While a claim is pending [We have the right at Our expense:
1) to have the person who has a loss examined by a Physician when and as often as We feel is
necessary; and
2) to make an autopsy in case of death where it is not forbidden by law.]

[You have the right to absolutely assign Your rights and interest under The Policy. We will recognize
any absolute assignment made by You under The Policy, provided:

1) itisduly executed; and

2) acopy is acknowledged and on file with Us.
We and the Policyholder assume no responsibility for the validity or effect of an assignment.

You do not have the right to collaterally assign Your rights and interest under The Policy.]
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[Rider Language This rider forms a part of [The Policy to which it is attached] and [all] certificates given in connection with
The Policy.

This rider becomes effective [on the later to occur of:
a) the effective date of the Policy or certificate to which this rider is attached; or
b) the first day of the month on or next following the date e accept Your application and required premium.]
[In consideration of the required additional premium and submission of satisfactory evidence of insurability, the following
benefit is added to The Policy and certificates:]
In all other respects, The Policy and certificates remain the same.

Signed for Kansas City Life Insurance Compan

T, D /L/%%//

Secretary President, CEO and Chairman

11
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o o @ ™
ABACUS SERIES @ Employee Enroliment Form
2 @ 2 2 = 2 Underwritten by KANSAS CITY LIFE INSURANCE COMPANY UNew (U Replacement U Change
= = > Certificate #
Last First Middle Birth
Name Name Initial Date
e Male Q | Height Weight Social Security # Cell/Home
Age Female Q Phone
e Street City State ZIP Code
o Employer Location Occupation
e O Hourly Q Bi-Weekly Weekly Hours Work Hire
Salary § Q Weekly O Monthly Q Annually | Worked Phone/Ext. Date
e Payroll Deduction Frequency: QWeekly Q Bi-Weekly QO Semi-Monthly Q Monthly
Select coverage with specific amounts for Life, Short Term Disability (STD) and Long Term Disability (LTD).
Write Benefit Amount in the appropriate column and indicate if coverage is: (N) New () Increase (D) Decrease
e Life Amount STD Amount LTD Amount
N/1/D Benefit Amount : Premium N/1/D Benefit Amount : Premium N/I/D Benefit Amount : Premium
1 1 ]
1 ] ]
Employee $ H $ $ ' $ $ : $
! Weekly ! Monthly !
$ '$ . .
Spouse ! Benefit Period: Benefit Period:
1
$ E $ Elimination Period: Elimination Period:
Child(ren) 1 » - - . -
! STD and LTD benefit amounts must be in multjples of $25 units (not to exceed maximum benefit).
Life Only.
Questions 8, 9 and 10 pertain to Spouse and Children. Questions 9, 10 and 11 pertain to Employee.
0 Name Age Birth Date Sex Place of Birth Height Weight Last 4 digits SSN
Spouse
Child
Child

Q Have you or your spouse used tobacco products in the last year?  Employee: 0 Yes O No Spouse: O Yes A No

D a.) Are all proposed insured employee/spouse/child(ren) actively at work in a job, as a homemaker, or full time student? Q Yes Q No

b.) Have any proposed insured been hospitalized or disabled in the past 30 days? QO Yes Q No
@ Beneficiary Name % Relationship
Beneficiary Name % Relationship

In absence of fraud, my answers in this enroliment form shall be deemed representations and not warranties. If any data has been misstated, the correct data will be used to
determine if insurance is in force. If insurance is in force, the premium and/or benefits will be adjusted according to the facts.

| understand that “pre-existing conditions” are generally not covered under the coverage(s) applied for and | should read my Certificate for a more detailed explanation of the
pre-existing exclusion.

| understand that other income that | am entitled to receive may affect my coverage and | should read my Certificate for more detailed information regarding the effect other
income may have on my benefit.

| certify under penalties of perjury that the portion of the Social Security Number shown on this enroliment form is correct to the best of my knowledge and | am not subject to
backup withholding.

The insurance applied for shall be in force as of the date of the payroll deduction authorization signed by me, provided that the company approves the enrollment form without
any modification as to the plan, amount or premium, and, further provided that the company receives the first premium payment from my employer within 90 days from the date
hereof. If the first premium is not received within 90 days, no insurance will become effective.]

®

Signature of Employee Date

GA168

Signed at (City, State)




o 2 ™ - .

ABACUS SERIES @ Application for Insurance
2 @ 2 2 = 2 Underwritten by KANSAS CITY LIFE INSURANCE COMPANY UNew U Replacement U Change
= = > Certificate #

Last First Middle Birth
Name Name Initial Date
e Male Q3 | Height Weight Social Cell/Home
Age Female Q Security # Phone
[ 3 City State ZIP Code
o Employer Location Occupation
e O Hourly Q Bi-Weekly Weekly Hours Work Hire
Salary $§ O Weekly Q Monthly Q Annually | Worked Phone/Ext. Date
e Payroll Deduction Frequency: QWeekly Q Bi-Weekly O Semi-Monthly Q Monthly

Select coverage with specific amounts for Life, Short Term Disability (STD) and Long Term Disability (LTD).

Write Benefit Amount in the appropriate column and indicate if coverage is: (N) New () Increase (D) Decrease
e Life Amount STD Amount LTD Amount

N/I/D | Benefit Amount | Premium N/1/D Benefit Amount | Premium N/1/D Benefit Amount | Premium

1 1 1
1 ] ]

Employee $ ! $ $ ' $ $ : $
! per: AWk O Mo ! per: AWk O Mo !
1

Spouse $ : $ Benefit Period: Benefit Period:
1

$ E $ Elimination Period: Elimination Period:

Child(ren) ! 5 - - ; -
! STD and LTD benefit amounts must be in multiples of $25 units (not to exceed maximum beneriy.

Life Only.

Questions 8, 9 and 10 pertain to Spouse and Children. Questions 9, 10 and 11 pertain to Employee Only Coverage.
e Name Age Birth Date Sex Place of Birth Height Weight Last 4 digits SSN
Spouse
Child
Child

© Have you or your spouse used tobacco products in the lastyear?  Employee: 1 Yes O No Spouse: dYes O No

@ a.) Are all proposed insured employee/spouse/child(ren) actively at work in a job, as a homemaker, or full time student? Q Yes Q No
b.) Have any proposed insured been hospitalized or disabled in the past 30 days? 1 Yes Q No

@ Beneficiary Name %

%

Relationship

Beneficiary Name Relationship

@ In the past five (5) years, have you or any family member listed on this application sought medical advice or treatment in any form or
been diagnosed as having, or had an indication, signs or symptoms that would lead you to consult a medical practitioner for any form
of (Check “Yes” or “No”, provide details on “Yes” answers in the space provided below):

(010 o= o OO PP QYes QNo
Circulatory Problems, Heart Condition or Heart Attack, Stroke, Cerebral Vascular Accident?.........ccccocuveennee. QVYes QNo
Kidney Disorder/Kidney Failure, Liver Disease/Disorder; drug or alcohol USe?.........ccceeeeeeeerveeeceeerreeeerenn, QYes dNo
Organ Transplant (including bone MArTOW)? ... bbb nees QYes QNo
Have you or any family member listed on this application been diagnosed by a member of the medical profession as having
Acquired Immune Deficiency Syndrome (AIDS) or any other disorder of the immune system?.........cccceeuvnee QYes dNo

In the past six (6) months, have you been confined in a hospital, nursing home, sanitarium, or

similar institution (eXClUdiNg MATEINITY)? ..ottt ettt ettt ettt bbb QYes QNo

Details of “Yes” answers:

GA169




In absence of fraud, my answers in this enrollment form shall be deemed representations and not
warranties. If any data has been misstated, the correct data will be used to determine if insurance is in
force. If insurance is in force, the premium and/or benefits will be adjusted according to the facts.

| understand that “pre-existing conditions” are generally not covered under the coverage(s) applied for
and | should read my Certificate for a more detailed explanation of the pre-existing exclusion.

| understand that other income that | am entitled to receive may affect my coverage and | should read my
Certificate for more detailed information regarding the effect other income may have on my benefit.

| certify under penalties of perjury that the portion of the Social Security Number shown on page 1 of this
enrollment form is correct to the best of my knowledge and | am not subject to backup withholding.

The insurance applied for shall be in force as of the date of the payroll deduction authorization signed by
me, provided that the company approves the enrollment form without any modification as to the plan, amount
or premium, and, further provided that the company receives the first premium payment from my employer
within 90 days from the date hereof. If the first premium is not received within 90 days, no insurance will
become effective. If the enrollment form is approved with any such modification, the insurance shall not
take effect until the certificate has been delivered to and accepted by me and furthermore shall not take
effect if there has been a change in the health of any person to be insured as stated since the date of
enrollment form. ]

®

Signature of Employee Date Signed at (City, State)

GA169
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