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Objection Letter

Obijection Letter Status Pending Industry Response
Obijection Letter Date 04/12/2010
Submitted Date 04/12/2010
Respond By Date 05/12/2010

Dear Phylis Ballard,
This will acknowledge receipt of the captioned filing.

Obijection 1
- LMSN10, [LMSN10] (Rate)
Comment: Please submit the rates for Arkansas.

Please feel free to contact me if you have questions.
Sincerely,
Stephanie Fowler

Response Letter

Response Letter Status Submitted to State
Response Letter Date 04/12/2010
Submitted Date 04/12/2010

Dear Stephanie Fowler,

Comments:
This is in response to your request. I'm sorry | uploaded the incorrect rates.

Response 1
Comments: Attached are Arkansas rates for plan N.
Related Objection 1
Applies To:
- LMSN10, [LMSN10] (Rate)
Comment:
Please submit the rates for Arkansas.
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Changed Items:

No Supporting Documents changed.

No Form Schedule items changed.

Rate/Rule Schedule Item Changes

Document Name: Affected Form Numbers: Rate Action: Rate Action Information: Attach Document:
LMSN10 LMSN10 New Previous State Filing Number
0
Previous Version
LMSN10 LMSN10 New Previous State Filing Number
0

Please let me know if you have any questions. Again | apoligize for this inconvenience that | might have caused.

Sincerely,
Phylis Ballard
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Objection Letter

Obijection Letter Status
Obijection Letter Date
Submitted Date
Respond By Date
Dear Phylis Ballard,

Pending Industry Response
03/17/2010
03/17/2010
04/19/2010

This will acknowledge receipt of the captioned filing.

Obijection 1

- Medicare Supplement Policy, LMSN10 (Form)
Comment: Page one, third and fourth paragraphs - Premiums can only be increased on the policy’s anniversary date,
these paragraphs make it sound like the premiums can be raised at any time. Also, AR Code Ann. 23-79-109(a)(4)
states, "all Medicare supplement rates shall be based on a composite age basis only, and shall not be based on any
age banding or other groupings.” Please revise these paragraphs to comply.

Please feel free to contact me if you have questions.

Sincerely,
Stephanie Fowler

Response Letter

Response Letter Status

Response Letter Date
Submitted Date

Dear Stephanie Fowler,

Comments:

Submitted to State
03/22/2010
03/22/2010

This is in response to your objection.

Response 1

Comments: Revised LMSN10 is attached.

Related Objection 1
Applies To:

- Medicare Supplement Policy, LMSN10 (Form)
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Comment:

Page one, third and fourth paragraphs - Premiums can only be increased on the policy’s anniversary date, these
paragraphs make it sound like the premiums can be raised at any time. Also, AR Code Ann. 23-79-109(a)(4)
states, "all Medicare supplement rates shall be based on a composite age basis only, and shall not be based on

any age banding or other groupings.” Please revise these paragraphs to comply.

Changed Items:

No Supporting Documents changed.

Form Schedule Item Changes

Form Name Form Edition  Form Type Action Action

Number Date Specific
Data

Medicare Supplement LMSN10 Policy/Contract/Fraternal Initial

Policy Certificate

Previous Version

Medicare Supplement LMSN10 Policy/Contract/Fraternal Initial

Policy Certificate

No Rate/Rule Schedule items changed.
If you have any questions, please let me know.

Sincerely,
Phylis Ballard
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Readability Attach

Score
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Document
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Form Schedule

Lead Form Number: Medicare Supplemnt Policy Form LMSN10

Schedule Form Form Type Form Name Action Action Specific Readability Attachment
Item Number Data
Status
Approved LMSN10 Policy/Cont Medicare Initial 63.990 LMSN210ar.pd
04/13/2010 ract/Fratern Supplement Policy f

al

Certificate
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NOTICE TO BUYER: This policy may not cover all of Your medical expenses.
MEDICARE SUPPLEMENT POLICY
BENEFIT PLAN N

GUARANTEED RENEWABLE FOR LIFE. COMPANY CANNOT CANCEL POLICY.
COMPANY MAY CHANGE PREMIUM RATES BY CLASS AND AS MEDICARE BENEFITS
CHANGE AS PROVIDED IN THE GUARANTEED RENEWAL PROVISION.

LIBERTY NATIONAL LIFE INSURANCE COMPANY
P.O. BOX 8080 * MCKINNEY, TEXAS 75070 (972) 529-5085
A Legal Reserve Stock Company * Administrative Offices: McKinney, Texas

30 DAY RIGHT TO EXAMINE POLICY
If You are not satisfied with this polic¥ for any reason, return it to Our Administrative
Offices or to the agent within 30 days after You receive it. Any premium You paid will be
refunded. The policy will be void from the beginning. It will be as if no policy had been

issued.

GUARANTEED RENEWAL PROVISION
You can renew and continue this policy in force during Your lifetime, for successive
renewal terms by paying appropriate renewal premiums before the end of the grace period.
The appropriate renewal premiums will be those under Our applicable table of premium
rates that is in effect on the respective due dates of such premiums.

We have the right to change the renewal premiums for this policy when We change, and in
accordance with, Our table oftpremium rates applicable to all policies of this form and
class. Class is based on year of issue and underwriting group at issue for policyholders of
this form in Your state. Your premiums may also be increased due to increasing health
care costs for all policies in Your class.

The benefits provided by this policy which are designed to cover cost sharing amounts
under Medicare will change automatically to coincide with any adpplicable changes in the
deductible and/or Coinsurance amounts which You are required to paal under Medicare.
The renewal premiums for this Bolic may change on the renewal date following the
effective date of any such applicable change. Any such premium change will be based on
the actuarial computations which We then use to determine the renewal premium.

POLICY SCHEDULE
INSURED POLICY EFFECTIVE INITIAL TERM INITIAL
NUMBER DATE EXPIRESON  PREMIUM

[John Doe] [0000000] [06-01-10] [06-01-11] $[0]

If this policy is a replacement of an existing policy the “PRE-EXISTING CONDITIONS
LIMITATIONS PROVISION” does not apply.

LMSN10 Page 1 LMSN10031
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PRE-EXISTING CONDITIONS LIMITATIONS PROVISION
Loss due to a Pre-Existing Condition is not covered unless the loss is incurred more than
60 days after the policy effective date.

If You have a Pre-Existing Condition and qualify for open enrollment or have had a
continuous period of creditable coverage for at least 60 days, We cannot exclude coverage
based on the Pre-Existing Condition. If the period of creditable coverage is less than 60
days, We will give credit for the amount of time of creditable coverage You have had
towards fulfilling the Pre-Existing Condition exclusion period.

If You are an Eligible Person who applied to enroll under this Medicare supplement policy
not later than 63 days after the date of the termination or disenroliment, and who submitted
evidence of the date of termination or disenroliment with the application, the Pre-Existing
Conditions Limitations Provision will not apply.

THE INSURING CLAUSE
The Company insures You against specified losses incurred by You. Benefits stated in this
policy, subject to all its provisions, limitations and exclusions, will be paid for the losses
which are incurred while this policy is in force.

EXTENDED BENEFIT PROVISION
Termination of the policy shall be without ﬁrejudice to any continuous loss which
commenced while the policy was in force, but the extension of benefits beyond the period
during which the policy was in force may be conditioned upon the continuous total
disablility of the Insured, limited to the duration of the policy benefit period, if any, or
payment of the maximum benefits. Receipt of Medicare Part D benefits will not be
considered in determining a continuous loss.

DEFINITIONS
Where used in this policy:

BENEFIT PERIOD means the unit of time used in the Medicare program to measure use of
services and availability of services under Medicare Part A hospital insurance.

CALENDAR YEAR means the period beginning on each January 1 and ending on the
following December 31.

COINSURANCE AMOUNTS means the portion of Medicare approved expense You are
obligated to pay but not including the Medicare Part A inpatient hospital deductible or Part
B Calendar Year deductible.
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CONTINUOUS PERIOD OF CREDITABLE COVERAGE means the period during which an
individual was covered by creditable coverage, if during the period of the coverage the
individual had no breaks in coverage greater than sixty-three (63) days.

CREDITABLE COVERAGE means coverage of an individual provided by any of the
following:
A group health plan;
Health insurance coverage;
Part A or Part B of Title XVIII of the Social Security Act (Medicare);
Title XIX of the Social Security Act (Medicaid), other than coverage consisting solely of
benefits under Section 1928;
Chapter 55 of Title 10 United States Code (CHAMPUS);
A medical care program of the Indian Health Service or of a tribal organization;
A state health benefits risk pool;
A health plan offered under Chapter 89 of Title 5 United States Code (Federal
Employees Health Benefits Program);
A public health plan as defined in federal regulation; and
. A health benefit plan under Section 5(e) of the Peace Corps Act (22 United States Code
2504(e)).

o oONOO kWb

-t

ELIGIBLE PERSON means a person who submits evidence of the date of termination,
disenroliment, or Medicare Part D enrollment as applies under the following plans: (1)
Employee Welfare Benefit Plan; (2) Medicare Advantage plan; (3) Medicare Select Plan,
Medicare Risk or Cost Plan, or Medicare HMO plan; or (4) Medicare supplement policy.

EMERGENCY CARE means care needed immediately because of an Injury or an iliness of
sudden and unexpected onset.

HOSPITAL means a lawfully operated hospital which has been accredited by the Joint
Commission on Accreditation of Hospitals.

HOSPITAL STAY means one day or more of confinement within a hospital, as a resident
patient under the care of a Physician, due to Injury or Sickness.

INJURY means accidental bodily injury which is sustained while this policy is in force and
includes all injuries resulting from one accident.

MEDICARE means the Health Insurance for the Aged Act, Title XVIII of the Social Security
Amendments of 1965, as then constituted or later amended.

MEDICARE ADVANTAGE PLAN means a plan of coverage for health benefits under
Medicare Part C as defined in 42 U.S.C. 1395w-28(b)(1), and includes: (1) Coordinated care
plans which provide health care services, including but not limited to health maintenance
organization plans (with or without a point-of-service option), plans offered by provider-
sponsored organizations, and preferred provider organization plans; (2) Medical savings
account plans coupled with a contribution into a Medicare Advantage plan medical savings
account; and (3) Medicare Advantage private fee-for-service plans.

MEDICARE ELIGIBLE EXPENSES means expenses of the kinds covered by Medicare Parts
A and B, to the extent recognized as reasonable and medically necessary by Medicare.

PHYSICIAN means a person legally licensed to treat Injury or Sickness, other than You or
any member of Your immediate family.

PRE-EXISTING CONDITION means an Inwry sustained or Sickness first manifesting itself
prior to the policy effective date for which medical advice or treatment was recommended
or given by a Physician within 6 months prior to the policy effective date.

SICKNESS means illness or disease of an insured person which first manifests itself after
the effective date of insurance and while this policy is in force.
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gKILILED NURSING FACILITY means a facility certified by Medicare as a Skilled Nursing
acility.

SKILLED NURSING FACILITY STAY means one day or more of confinement within a Skilled

Nursing Facility, as a resident Ipatient under the care of a Physician, following a Hospital

Stay of at least 3 days. The Skilled Nursing Facility Stay must be for further treatment of the

:jn_jurr\‘/ or Sickness requiring the Hospital Stay and begin within 30 days of hospital
ischarge.

WE, US, OUR and COMPANY mean the Liberty National Life Insurance Company.

gOU, YOUR, YOURS and INSURED mean the person whose name is shown in the Policy
chedule.

BASIC CORE BENEFITS
PART 1 BENEFITS FOR HOSPITAL STAYS - MEDICARE PART A

We will pay the following benefits when You have a Hospital Stay for which benefits are
paid by Medicare Part A:

1) Coverage of Part A Medicare Eligible Expenses for hospitalization to the
extent not covered by Medicare from the 61st day through the 90th day in any
Medicare benefit period;

2) Coverage of Part A Medicare Eligible Expenses incurred for hospitalization to
the extent not covered by Medicare for each Medicare lifetime inpatient
reserve day used; and

3) Upon exhaustion of the Medicare hospital inpatient coverage, including the
liftetime reserve days, coverage of 100% of the Medicare Part A eligible
expenses for hospitalization paid at the applicable prospective payment
system (PPS) rate, or other appropriate Medicare standard of payment,
subject to a lifetime maximum benefit of an additional 365 days. The provider
shall accept the issuer’'s payment as payment in full and may not bill the
insured for any balance.

PART 2 MEDICARE BLOOD DEDUCTIBLE BENEFIT

We will pay the expense You incur for coverage under Medicare Parts A and B for the
reasonable cost of the first 3 pints of blood (or equivalent quantities of packed red blood
ceIIsI, as defined under Federal regulations), unless replaced in accordance with Federal
regulations.

PART 3 BENEFITS FOR MEDICAL EXPENSE - MEDICARE PART B

If You incur a medical expense that is eligible under Medicare Part B, We will pay the
following benefit for the Medicare approved charge, subject to the copayment amount:

Coverage for the coinsurance amount, or in the case of hospital outpatient
department services paid under a prospective payment system, the
copayment amount, of Medicare Eligible Expenses under Part B regardless of
hospital confinement, subject to the Medicare Part B deductible.

Under this PART 3 of this policy, Your copayment will be:

(a) the lesser of twenty dollars ($20) or the Medicare Part B coinsurance or
copayment for each covered health care provider office visit (including visits
to medical specialists); and

(b) the lesser of fifty dollars ($50) or the Medicare Part B coinsurance or
copayment for each covered emergency room visit, however, this copayment
shall be waived if You are admitted to any hospital and the emergency visit is
subsequently covered as a Medicare Part A expense.

Under this PART 3 of this policy, We will not pay benefits for (a) the Medicare Part B blood
deductible for which benefits are paid under PART 2 of this policy, or (b) any portion of the
Medicare Part B Calendar Year deductible.
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PART 4 HOSPICE CARE BENEFIT

We will pay the expense You incur for cost sharing for all Part A Medicare eligible hospice
care and respite care expenses.

ADDITIONAL BENEFITS
PART 5 MEDICARE PART A DEDUCTIBLE BENEFIT

We will Fay the expense You incur for all of the Medicare Part A Inpatient hospital
deductible amount per Benefit Period.

PART 6 BENEFITS FOR SKILLED NURSING FACILITY STAYS - MEDICARE PART A

When You have a posthospital Skilled Nursing Facility Stay which is eligible under
Medicare Part A, We will pay the following benefit:

Coverage for the actual billed charges up to the Coinsurance Amount from the 21st
day through the 100th day in a Medicare Benefit Period for post-hospital Skilled
Nursing Facility care eligible under Medicare Part A.

PART7 MEDICALLY NECESSARY EMERGENCY CARE IN A FOREIGN COUNTRY

We will pay benefits for coverage to the extent not covered by Medicare for 80% of the
billed charges for Medicare Eligible Expenses for Medically Necessary Emergency hospital,
physician and medical care received in a foreign country, which care would have been
covered by Medicare if provided in the United States and which began during the first 60
consecutive days of each trip outside of the United States, subject to a calendar year
deductible of $250, and a lifetime maximum benefit of $50,000.

For the purposes of this benefit, "Emergency Care" shall mean care needed immediately
because of an Injury or an iliness of sudden and unexpected onset.

PART 8 LIMITATIONS AND EXCLUSIONS
We will not pay benefits under this policy for:
1) Any expense which You are not legally obligated to pay; or

2) Any services that are not medically necessary as determined by
Medicare or are not furnished at the direction of and under the
supervision of a Physician; or

3) Any portion of any expense for which payment is made by
Medicare; or

4) Custodial or intermediate level care, or rest cures; or

5) Any type of expense not eligible for coverage under Medicare,
except as provided under PART 7.

POLICY PROVISIONS

PREMIUM PAYMENT: This policy is issued based on the application and the payment of
the first premium. A copy of the application is a part of this policy. This policy takes effect
at 12 o'clock noon, Standard Time of the place where You reside, and remains in effect
until the same hour on the date on which the initial term expires.

The effective date of this policy, the first premium and the date the initial term expires are
shown in the POLICY SCHEDULE. All premiums, except the first premium, shall be due
and payable at Our Administrative Offices.

Upon Your death, We will refund any premiums paid in Your behalf, for any period beyond
Lhe er:\ding of the policy month the death occurred, within 30 days after We receive proof of
eath.

If death is due to Injury and this policy provides for the refund of premiums for death due to
Injury, only one benefit will be paid, the largest.

ENTIRE CONTRACT; CHANGES: This polic';\}l, with the application and attached papers, is
the entire contract between You and Us. No change in thiscrolicy will be effective until
approved by Us. This approval must be noted on or attached to this policy.

No agent may change this policy or waive any of its provisions.
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TIME LIMIT ON CERTAIN DEFENSES: After 2 years from the effective date, only fraudulent
misstatements in the application may be used to void this policy or deny any claim for loss
incurred after the 2 year period.

No claim for loss incurred after 60 days from the effective date will be reduced or denied
because a Sickness or physical condition had existed before the effective date of this
policy.

GRACE PERIOD: This policy has a 31 day grace period. This means that if a renewal
premium is not paid on or before the date it is due, it may be paid during the following 31
days. During the grace period this policy will stay in force.

REINSTATEMENT: If the renewal premium is not paid before the grace period ends, this
policy will lapse. Later acceptance of the premium by Us (or by Our agent authorized to
accept payment) without requiring an application for reinstatement will reinstate this
policy.

If We or Our agent requires an application, this policy will be reinstated when We approve
the application, or on the 45th day after We receive it unless We have previously written
You of its disapproval.

The reinstated policy will cover only loss that results from an Injury sustained after the date
of reinstatement or Sickness that starts more than 10 days after such date. In all other
respects Your rights and Our rights will remain the same, subject to any provisions noted
on or attached to the reinstated policy.

SUSPENSION OF COVERAGE WHILE ENTITLED TO MEDICAID: By written notice to Us,
You may request that benefits and premiums for You under this policy be suspended for
the period in which You have been determined to be entitled to Medicaid. Written notice
must be received by Us within 90 days after the date You become entitled to Medicaid.
After We have received such notice, We will return to You any portion of premiums paid for
the period of suspension less any claims paid. The suspension period shall not exceed 24
months.

If Your entitlement to Medicaid ends, You must send Us written notice of the loss of such
entitlement within 90 days and pay the premium attributable to the period, effective as of
the date of termination of entitlement. We will reinstitute Your benefits and premiums
under this policy as of the date Your entitlement ended. The reinstituted coverage shall be
the same as if no suspension has occurred.

SUSPENSION OF COVERAGE WHILE ENTITLED TO BENEFITS UNDER A GROUP HEALTH
PLAN: By written notice to Us, You may request that benefits and premiums for You under
this policy be suspended (for any period that may be provided by federal regulation) if You
are entitled to benefits under Section 226(b) of the Social Security Act and are covered
under a group health plan (as defined in Section 1862 (b)(1)(A)(v) of the Social Security
Act). Written notice must be received by Us within 90 days after the date You become
entitled to coverage under the group health plan. After We have received such notice, We
will return to You any portion of premiums paid for the period of suspension less any
claims paid.

If Your entitlement to coverage under the group health plan ends, You must send Us
written notice of the loss of such entitlement within 90 days and pay the premium
attributable to the period, effective as of the date of termination of enroliment in the group
health plan. We will reinstitute Your benefits and premiums under this policy as of the date
Your entitlement ended. The reinstituted coverage shall be the same as if no suspension
has occurred.

Reinstitution of these coverages: (1) Shall not provide for any waiting period with respect
to treatment of Pre-Existing Conditions; (2) Shall provide for resumption of coverage that is
substantially equivalent to coverage in effect before the date of suspension; and (3) Shall
provide for classification of premiums on terms at least as favorable to the ﬁolicyholder as
the premium classification terms that would have applied to the policyholder had the
coverage not been suspended.
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NOTICE OF CLAIM: Written notice of claim must be given to Us within 20 days after a
covered loss starts or as soon as reasonably possible. The notice can be given to Us at
Our Administrative Offices in McKinney, Texas or to Our agent.

Notice should include Your name and Your Policy Number.

CLAIM FORMS: When We receive the notice of claim, We will send You any required forms
for filing proof of loss, if applicable. If these forms are not given to You within 15 days, You
will meet the proof of loss requirements by giving Us a written statement of the nature and
extent of Your loss.

PROOF OF LOSS: You must give written proof of loss to Us within 6 months after the date
of such loss. If it was not reasonably possible to give written proof in the time required,
We will not reduce or deny the claim for this reason if the proof is filed as soon as
reasonably possible. In any event, the proof required must be given no later than 1 year
from the time specified unless You were legally incapacitated.

TIME OF PAYMENT OF CLAIMS: After receiving written proof of loss, We will pay all
benefits then due for such loss.

PAYMENT OF CLAIMS: Any benefits unpaid at Your death may be paid, at Our option,
either to Your beneficiary or Your estate. All other benefits will be paid to You.

If benefits are payable to Your estate or a beneficiary who cannot execute a valid release,
We can pay benefits up to $1,000.00 to someone related to You or the beneficiary by blood
or marriage whom We consider to be entitled to the benefits. We will be discharged to the
extent of any such payment made in good faith.

PHYSICAL EXAMINATIONS: We, at Our expense, have the right to have You examined as
often as reasonably necessary while a claim is pending.

LEGAL ACTIONS: No legal action may be brought to recover on this policy within 60 days
after written proof of loss has been given as required by this policy. No such action may
be brought after 3 years from the time written proof of loss is required to be given.

CONFORMITY WITH STATE STATUTES: Any provision of this policy which, on its effective
date, is in conflict with the laws of the state in which You reside on that date is amended to
conform to the minimum requirements of such laws.

ASSIGNMENT: No assignment under this policy shall be binding upon Us unless the
original (or a copy of it) is on file at Our Administrative Offices. We do not assume any
responsibility for the validity of any assignment.

This policy is signed for Us by Our President and Secretary.

Secretary President

Countersigned:

Licensed Resident Agent where required by law.
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IMPORTANT NOTICE

This notice is to advise You that, should any problems arise concerning this insurance,
You may contact the following:

Consumer Service Department

Liberty National Life Insurance Company
P. O. Box 8080

McKinney, Texas 75070

Telephone: (972) 529-5085

Agent’s Name:

Telephone:

LMSN10

Page 8

Arkansas Insurance Department

Consumer Sgrvices Division

1200 West 3" Street

Little Rock, Arkansas 72201

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

Agent’s Address:

LMSN10038
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. APPLICATION FOR MEDICARE SUPPLEMENT INSURANCE * LIBERTY NATIONAL LIFE INSURANCE COMPANY
A LEGAL RESERVE STOCK COMPANY

PART i1 APPLICANT INFORMATION
Effective Date Requested (mm-dd-yyyy)

Plan Code

{Refer % Rate Card)

Select Plan é
Applying for!

OB OF owaﬂ

Mode of Premium

O Annual
O Semi-Annual
Q Quarterly

O Monthly

Method of Payment

O Send Premium Notices

O Automatic Payment Plan

Draft Date

Day (01-28) of the Month
to Draft Bank Account

Applicant's
First Name

Last Name

Applicant's Mailing Address:

Street or Route

City

Zip Code

if Applicant's Residence Address is different from Mailing

Street or Route

City

Zip Code

Social Security
Number

Date of Birth
(mm-dd-yyyy)

E-mail Address of
Proposed Insured

County

State

State

Age Last
Birthday

Weight
{ibs.}

O Maie

Sex
O Female

Application
Verification
Information

A recorded interview may be
necessary as part of the

O 8 AM - Noon

underwriting of your application for O Noon - 6 PM

insurance. The most convenient

timg and piace for the interview is: O 6PM-9PM

Home Phone No.

Work Phone No.

. LMA14{03)

Inttials of
Proposed iasured

(Application Confinued)
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. APPLICATION FOR MEDICARE SUPPLEMENT INSURANCE * LIBERTY NATIONAL LIFE INSURANCE COMPANY .
A LEGAL RESERVE STOCK COMPANY

PART II: ELIGIBILITY QUESTIONS

If you lost or are fosing other health insurance coverage and received a nofice from your prior insurer saying you were efigible for guaranteed issue of a
Medicare Supplement insurance policy, or that you hagd certain rights to buy such a policy, you may be guaranteed acceptance in one or more of our
Medicare Supplement plans. Please include a copy of the notige from your prior insurer with your application. PLEASE ANSWER ALL QUESTIONS.

TO THE BEST OF YOUR KNOWLEDGE: Yes No
1. (a) Did you turn age 85 in the last six (6) months? -~ ----rr--rorrrr s e QO
{b) Did you enroll in Medicare Part B in the last six {8) months? -~~~ -~ -~ v v e OO

(c} If"YES®, what is the effective date? (mm-dd-yyyy)

(d) What is your Medicare Claim Number?

{exactly as shown on your Medicare card)

2. Are you covered for medical assistance through the state Medicald program?
NOTE TO APPLICANT: If you are part;cmatmg ina "Spend -Down ?rogram" and have not met % r "Share of Cost," please answer "NO" Yes No

tothis question. ----------em e e OO
if you answered "YES",
(a) Will Medicaid pay your premiums for this Medicare Supplement policy? -~ -- - -4 S LT oXe)
(b) Do you receive any benefits from Medicaid OTHER THAN payment towards yo Medit - 00
3. (a) ¥ you had coverage from any Medicare plan other than original Medicare wit
plan, or a Medicare HMO or PPO), fill in your start and end cfatesb
STARY Date _ N
{mm-dd-yyyy)
es No

(b}  you are still covered under the Medicare plan, do yotai lace
policy? oo e = R e weees OO

(c) Was this your first time in this type of Medicare : e e

{c) If so, do you intend to replace yourcu Medicara Suppiement policy with this policy? - - v OO

5. Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union, or individual plan} O O
(a) # so, with what company and what kind of policy?

(b} What are your dates of coverage under the other poficy?  (If you are still covered under the other policy, leave "END Date” blank.)

START Date _ _ END Date _ -
(rmm-dd-yyyy) {mm-dd-yyyy}
Yes No
6. Are you within & months of your enrofiment in Medicare Part B or otherwise qualified for open enrollment? - - v - O O
{Questions 7-17 not required if the answer o question 6 is "YES")
56846 Pg 2
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APPLICATION FOR MEDICARE SUPPLEMENT INSURANCE * LIBERTY NATIONAL LIFE INSURANCE COMPANY .
A LEGAE RESERVE STOCK COMPANY

PART H: ELIGIBILITY QUESTIONS (continued)
IF THE ANSWER TO ANY OF THE FOLLOWING QUESTIONS IS “YES," THE APPLICANT IS NOT ELIGIBLE FOR COVERAGE:

7. Are you currenfly hospitalized, confined to a nursing facility or receiving Medicare approved home health care, or have you been Yes No
hospitalized or received Medicare approved home health care 2 or more times in the past 12 months? -~ - -~~~ --~veveeeaaacea O O
Do you have emphysema, Chronic Obstructive Pulmonary Disease {COPD), o pulmonary fibrosis? <~ -« + - -vccccaceeee-w... OO
Are you bedridden or do you use a wheelchair for any daily activity, or have you been diagnosed with Gaucher's Disease or any other
type of lysomal storage disorder, or have you had any type of amputation caused by disease? « -~~~ < -~ w o m o m e e e e 0O
10. Have you been advised that surgery may be required within the next twelve months forcataracts? .- L OO
11. Have you been diagnosed or treated for Parkmson s d isease, Mult ple or Latera! Scierosxs Alzhelmers dusease sentle dementla or
organic brain disorder? - ----- -~ - - - 00
12. Have you been treated, diagnosed or tested positive as having Acquired Immune Defi cnency Syndrome (AIDS) or AIDS Related
Complex (ARC) or ever tested positive for antibodies for the AIDS (HIV) virus? - - - - - - TR O 1 0
13. Do you have diabetes requiring more than 50 units of insulin daily? - ------vccv o L T T e OO0

14. Within the past 2 years, have you been diagnosed or treated for intemal cancer, melanoma, leukemia, alcoholism or drug abuse
cirrhosis, mental or nervous disorder requiring psychiairic care, or have you been advised to havékidney diglysis? - ------~---~--- 0N,

15. Within the past 2 years, have you been diagnosed or treated for heart attack, per phera | congesave heart faniure,

heart valve disorder, stroke, or fransient ischemic attacks (TIA}? R == 00
16. Within the past 2 years, have you been diagnosed or treafed for rheumatoid art ritis Oneripplingarhritise? - oo 00
17. W:%hm the past year, have you been fed mtravenously or through a fube, have :ﬁ vpgially advised to have surgery for

i.  INVOLUNTARY TERMINATION OF COVERAGE:
i your previous coverage was terminated mvo[untanly, ase, provide a_ opy of the notice of terminafion of coverage and attach it fo this form,

What type of coverage was terminated?

Date of termination?

(mm-dd-yyyy)
. VOLUNTARY TERMINATION OF COVER; GE

if you voluntarily terminated your pre: ent coverag

-

What type of coverage was terminated?

Date of termination? - h M Reason for terminafion?
(mm-dd-yyyy) , .
if you voluntarily ferminated coverage under a Medicare Advantage plan* or Medicare Select policy, please answer the following questions:  Yes No
1. Was this the first fime you were ever enrolled in a Medicare Advantage plan or purchased a Medicare Select policy? -~ - -« v« o - O O
If s0, did you have the Medicare Advantage plan or Medicare Setect policy for lessthan 12months? - - - e ieii L. O O
2. Did you have a Medicare Supplement policy before applying for the Medicare Advantage plan or Medicare Select policy? ___ ... . ... O

If "YES", with which Company and which Medicare Supplement plan?

is that Company still offering that Medicare Supplementplan? - .- .. ... .. B & N O
* Medicare Advantage plan means a plan of coverage for health benefits under i\/ledlcare Part C a8 céeﬂned in 42 U.S.C. 1395w-28(b}(1), and
includes: (1) Coordinated care plans which provide health care services, including but not limited to heaith maintenance organization plans
{with or without a point-of-service option), plans offered by provider-sponsored organizations, and preferred provider organization plans; (2)
Medical savings account plans coupled with a contribution into a Medicare Advantage plan medical savings account; and (3) Medicare
Advantage private fee-for-service plans.

55846  Pg3
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. APPLICATION FOR MEDICARE SUPPLEMENT INSURANCE * LIBERTY NATIONAL LIFE INSURANCE COMPANY .
A LEGAL RESERVE STOCK COMPANY

PART IV: APPLICANT AUTHORIZATION
{1} You do not need more than one Medicare Supplement policy.

{2} If you purchase this poficy, you may want to evaluate your existing heaith coverage and decide if you need multiple coverages.
{3} You may be eligible for benefifs under Medicaid and may not need a Medicare Supplement policy.

{4} ¥, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare Supplement pofloy can be
suspended, if requested, during your entitiement to benefits under Medicaid for 24 months. You must request this suspension within 80 days of
becoming eligible for Medicaid. ¥ you are no fonger entitled to Medicaid, your suspended Medicare Supplement policy (or, if that is ne longer
available, a substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medicaid eligibifity. if the Medicare Supplement
policy provided coverage for outpatient prescription drugs and you enrofled in Medicare Part D while your policy was suspended, the reinsfituted paolicy
will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage before the date of the suspension,

{5} ¥ you are eligible for, and have enrolled in a Medicare Supplement policy by reason of disability and you later become covered by an employer or
union-based group health plan, the benefits and premiums under your Medicare Supplement policy can be suspended, i requested, while you are
covered under the employer or union-based group health plan. If you suspend your Medicare Supplement policy under these circumstances, and
fater lose your employer or union-based group health plan, your suspended Medicare Supplement policy (or, if that is no lenger available, a
substantially equivalent policy) will be reinstituted if requested within 90 days of losing your employer or union-based group health plan. If the
Medicare Supplement policy provided coverage for outpatient prescrigtion drugs and you enroflad i&gé,g&medicare Part D while your policy was
suspended, the reinstituted policy will not have outpatient prescription drug coverage, but wili otherwiSe be substantially equivalent to your coverage
before the date of suspension. .

{6) Counseling services may be available in your state to provide advice concering v u’fﬁ? Ahas*%@ Medicare Supplement insurance and
conceming medical assistance through the state Medicaid program, including benefit ’s%%i: %iﬂ%{j WMédicare Beneficiary (QMB} and a Specified

Low-Income Medicare Beneficiary (SLMB).
n my written answers fo the above questions. The

I hereby apply to Liberty National Life Insurance Company for a policy to hesissued
answers are, to the best of my knowledge and belief, true. {agree t?;{e%%?ﬁc“‘@s 1
a

received an outline of coverage for the pelicy applied for and igi&

| understand that loss due to injury or sickness for which medigal advice was feegived or treatment was recommended or given by a physician within
8 months prior to the policy effective date is not covered ynlessithe loss is inclirred more than 60 days after the policy effective date, subject to the

Time Limit on Certain Defenses provision and legal pre€eedigg

o
%

treatment and prognosis with respect to any p J ‘
Insurance Company for the purpose of de émgjni
information obtained will not be release y
performing business or legal services in c61 with this application, with a ¢laim or as may be otherwise lawfully required. 1agree that a copy of
this authorization is to be acceptabie. This a rtien wilt remain in effect for a pericd of 24 months from the date signed. | understand that | or an
authorized representative may request a copy 6Fthis authorization. The address of MIB's information office is [5C Brainfree Hill Park, Suite 400,

Braintree, Massachusetis 02184-8734]. Information for consumers about MIB may be obtained on its website at www.mib.com,

No agent may bind, alter, change or waive any underwriting requirements or other provisions of the application or pelicy. Final acceptance is made by
the Underwriting Department of the Company.

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.

Application Signed at City State  Onthis Date (mm-dd-yyyy)

Amount paid with application: § ,

for first months premiums.

Applicant's Signature

Total Premium $ L1

55846 Pg4
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. APPLICATION FOR MEDICARE SUPPLEMENT INSURANCE * LIBERTY NATIONAL LIFE INSURANCE COMPANY .
A LEGAL RESERVE STOCK COMPANY

PART V: AGENT CERTIFICATION

The undersigned Agent cettifies that hefshe has personally met with the Applicant and that the Applicant has read, or had read fo himther, the
completed application and that the Applicant realizes that any false statement or misrepresentation in the application may result in foss of coverage
under the policy.

AGENT COMPLETES (Attach separate sheet, if necessary.)
1. List any other health insurance policy you have sold to the Applicant which is still in force:

2. List any other health insurance policy you have sold to the Applicant in the past five (5) years which is no longer in force;

Icertify: (1) | have accurately recorded the information supplied by the Applicant, (2} | have given an outfine of coverage for the policy applied forand a
Medicare Supplement Buyers Guide fo the Applicant.

Las{ Name Agent No.
Agent's Signature
LMA14(03) e nsured unless otherwise instructed.)

55846 Pg5
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require insureds to pay a portion of the Part B coinsurance or copayments.

LIBERTY NATIONAL LIFE INSURANCE COMPANY
P.O. BOX 8080, MCKINNEY, TEXAS 75070 (972) 529-5085

A Legal Reserve Stock Company « Administrative Offices: McKinney, Texas

Benefit Chart of Medicare Supplement Plans Sold on or After June 1,2010

Benefit Plans A, B, F, HDF, N

This chart shows the benefits included in each of the standard Medicare supplement plans. Every company must make Plan “A” available. Some plans may not
be available in Arizona.
[Plans E, H, I, and J are no longer available for sale.]
BASIC BENEFITS:
Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.
Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses) or copayments for hospital outpatient services. Plans K, L and N

Blood: First three pints of blood each year.
Hospice: Part A coinsurance.

A* B* C D F* F G K L M N*
Basic, Basic, Basic, Basic, Basic, Basic, Hospitalization and | Hospitalizationand | Basic, Basic, including 100% Part B
including including including including including including preventive care paid | preventive care paid | including coinsurance, except up to $20
100% PartB | 100% PartB | 100% PartB | 100% PartB | 100% Part B 100% PartB | | at 100%; other basic | at 100%; other basic | 100% Part B | copayment for office visit, and up
coinsurance | coinsurance | coinsurance | coinsurance | coinsurance coinsurance | | benefits paid at 50% | benefits paid at 75% | coinsurance | to $50 copayment for ER
Skilled Skilled Skilled Nursing | Slled 509 Skilled Nursing | 75% Skilled Nursing | 2Kil€d Skilled Nursing
Nursing Nursing i Nursing o T Nursing »
Facility Facility racilty Faility Facility Facility Facility Faility
(Coinsurance | Coinsurance oInsurance (oinsurance Coinsurance Coinsurance (Coinsurance Coinsurance
Part A Part A Part A Part A Part A 50% Part A 75% Part A 50% PartA | PartA
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Excess Part B Excess
(100%) (100%)
Foreign Travel | Foreign Travel | ForeignTravel | Foreign Travel Foreign Travel | Foreign Travel
Emergency | Emergency Emergency Emergency Emergency | Emergency

* Denotes plans available by Liberty National Life Insurance Company.

** Plan F also has an option called a high deductible Plan F. This high deductible plan pays the same benefits as Plan F after one has paid a calendar
year [$2000] deductible. Benefits from high deductible Plan F will not begin until out-of-pocket expenses exceed [$2000]. Out-of-pocket
expenses for this deductible are expenses that would ordinarily be paid by the policy. These expenses include the Medicare deductibles for Part

A and Part B, but do not include the plan’s separate foreign travel emergency deductible.

DS-LMS2010(02)

Out-of-pocket limit

$[4620]; paid at
100% after limit
reached

Out-of-pocket limit
$[2310]; paid at
100% after limit
reached
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PREMIUM INFORMATION

We, Liberty National Life Insurance Company, can only raise your
premium if we raise the premium for all policies like yours in this State.

DISCLOSURES
Use this outline to compare benefits and premiums amoung policies.

[This outline shows benefits and premiums of policies sold for effective
dates on or after June 1, 2010. Policies sold for effective dates prior to
June 1, 2010 have different benefits and premiums. Plans E, H, |, and J
are no longer available for sale.]

READ YOUR POLICY VERY CAREFULLY

This is only an Outline describing your policy’s most important features.
The policy is your insurance contract. You must read the policy itself to
understand all of the rights and duties of both you and your insurance
company.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return it
to Liberty National Life Insurance Company, P.O. Box 8080, McKinney,
Texas 75070. If you send the policy back to us within 30 days after you
receive it, we will treat the policy as if it had never been issued and
return all of your payments.

POLICY REPLACEMENT

If you are replacing another health insurance policy, do NOT cancel it
until you have actually received your new policy and are sure you want
to keep it.

DS-LMS2010(02)

NOTICE

This policy may not fully cover all your medical cost.

Neither Liberty National Life Insurance Company nor its agents are
connected with Medicare.

This Outline of Coverage does not give all the details of Medicare
coverage. Contact your local Social Security Office or consult Medicare
and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new policy, be sure to answer
truthfully and completely all questions about your medical and health
history. The Company may cancel your policy and refuse to pay claims
if you leave out or falsify important medical information.

Review the application carefully before you sign it. Be certain that all
information has been properly recorded.



Liberty National Life Insurance Company Medicare Supplement Rates for Plan A

MALE FEMALE
Effective Date: [01-01-10] Plan Code:  [YA4] Effective Date: [01-01-10] Plan Code:  [YA5]
Annual SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 [1000] (520] [265] [83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
a 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
o 71 [1200] [624] [318] [100] 71 [1200] [624] [318] [100]
E 72 [1200] [624] [318] [100] 72 [1200] [624] [318] [100]
L 73 [1200] (624] [318] [100] 73 [1200] (624] [318] [100]
o 74 [1200] [624] [318] [100] 74 [1200] (624] (318] [100]
o 75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] [676] (345] [108] 76 [1300] [676] (345] [108]
77 [1300] [676] [345] [108] 77 [1300] [676] [345] [108]
78 [1300] [676] [345] [108] 78 [1300] [676] [345] [108]
79 [1300] [676] [345] [108] 79 [1300] (676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
ISSUE AGE Effective Date: [01-01-10] Plan Code: [YA6] ISSUE AGE Effective Date: [01-01-10] Plan Code: [YA7]
Annual Semi Annual | Quarterly Monthly Annual Semi Annual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 [1000] (520] [265] [83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
2 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
< A [1200] [624] [318] [100] 71 [1200] [624] [318] [100]
a 72 [1200] (624] [318] [100] 72 [1200] [624] [318] [100]
<zf. 73 [1200] [624] [318] [100] 73 [1200] [624] [318] [100]
I;, 74 [1200] [624] [318] [100] 74 [1200] [624] [318] [100]
75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] [676] [345] [108] 76 [1300] [676] [345] [108]
77 [1300] (676] [345] [108] 77 [1300] (676] [345] [108]
78 [1300] [676] [345] [108] 78 [1300] (676] [345] [108]
79 [1300] [676] [345] [108] 79 [1300] [676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
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Liberty National Life Insurance Company Medicare Supplement Rates for Plan B

MALE FEMALE

Effective Date: [01-01-10] Plan Code: [YA4] Effective Date: [01-01-10] Plan Code: [YA5]

Annual SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] (520] [265] (83] 65 [1000] [520] [265] (83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
fa) 69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
[T 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
E A [1200] (624] [318] [100] A [1200] (624] [318] [100]
e 72 [1200] (624] [318] [100] 72 [1200] (624] [318] [100]
I&J 73 [1200] [624] [318] [100] 73 [1200] [624] [318] [100]
o 74 [1200] [624] [318] [100] 74 [1200] [624] [318] [100]
75 [1300] (676] [345] [108] 75 [1300] (676] [345] [108]
76 [1300] (676] [345] [108] 76 [1300] (676] [345] [108]
77 [1300] [676] [345] [108] 77 [1300] (676] [345] [108]
78 [1300] (676] [345] [108] 78 [1300] (676] [345] [108]
79 [1300] (676] [345] [108] 79 [1300] [676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
ISSUE AGE Effective Date: [01-01-10] Plan Code: [YA6] ISSUE AGE Effective Date: [01-01-10] Plan Code: [YA7]

Annual SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] [83] 65 [1000] [520] [265] (83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
fa) 69 [1100] (572] [292] [92] 69 [1100] (572] [292] [92]
(-5 70 [1200] (624] [318] [100] 70 [1200] (624] [318] [100]
g A [1200] [624] [318] [100] A [1200] [624] [318] [100]
2 72 [1200] [624] [318] [100] 72 [1200] [624] [318] [100]
fj 73 [1200] [624] [318] [100] 73 [1200] [624] [318] [100]
v 74 [1200] [624] [318] [100] 74 [1200] [624] [318] [100]
75 [1300] (676] [345] [108] 75 [1300] (676] [345] [108]
76 [1300] [676] [345] [108] 76 [1300] [676] [345] [108]
77 [1300] (676] [345] [108] 77 [1300] (676] [345] [108]
78 [1300] [676] [345] [108] 78 [1300] [676] [345] [108]
79 [1300] (676] [345] [108] 79 [1300] (676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
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Liberty National Life Insurance Company Medicare Supplement Rates for Plan F

MALE FEMALE
Effective Date: [01-01-10] PlanCode:  [YA4] Effective Date: [01-01-10] PlanCode:  [YA5]
Annual SemiAnnual | Quarterly Monthly LUL L SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 [1000] [520] [265] (83]
66 [1100] (572] [292] [92] 66 [1100] (572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
[a] 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
'!'g‘ 71 [1200] [624] [318] [100] 71 [1200] [624] [318] [100]
E 72 [1200] [624] [318] [100] 72 [1200] [624] [318] [100]
L 73 [1200] [624] [318] [100] 73 [1200] (624] [318] [100]
'!':‘ 74 [1200] [624] [318] [100] 74 [1200] [624] (318] [100]
o 75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] [676] (345] (108] 76 [1300] [676] [345] (108]
77 [1300] [676] [345] [108] 77 [1300] [676] [345] [108]
78 [1300] [676] [345] [108] 78 [1300] [676] [345] [108]
79 [1300] [676] [345] [108] 79 [1300] [676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
ISSUE AGE Effective Date: [01-01-10] Plan Code: [YA6] ISSUE AGE Effective Date: [01-01-10] Plan Code: [YA7]
Annual SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 [1000] [520] [265] (83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
(a] 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
E 71 [1200] (624] [318] [100] 71 [1200] (624] [318] [100]
(a) 72 [1200] [624] [318] [100] 72 [1200] [624] [318] [100]
<zf. 73 [1200] [624] [318] [100] 73 [1200] (624] [318] [100]
= 74 [1200] [624] [318] [100] 74 [1200] [624] [318] [100]
v 75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] [676] [345] [108] 76 [1300] [676] [345] [108]
77 [1300] [676] [345] [108] 77 [1300] [676] [345] [108]
78 [1300] [676] [345] [108] 78 [1300] [676] (345] [108]
79 [1300] [676] [345] [108] 79 [1300] [676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
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Liberty National Life Insurance Company Medicare Supplement Rates for Plan HDF

MALE FEMALE

Effective Date: [01-01-10] PlanCode:  [YA4] Effective Date: [01-01-10] PlanCode:  [YA5]

Annual SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 [1000] [520] [265] (83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
Qa 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
'!"‘ 71 [1200] [624] [318] [100] 71 [1200] [624] (318] [100]
E 72 [1200] [624] [318] [100] 72 [1200] [624] [318] [100]
L 73 [1200] [624] [318] [100] 73 [1200] [624] [318] [100]
';"‘ 74 [1200] [624] [318] [100] 74 [1200] [624] [318] [100]
o 75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] [676] [345] [108] 76 [1300] [676] [345] [108]
77 [1300] [676] [345] [108] 77 [1300] [676] [345] [108]
78 [1300] (676] [345] [108] 78 [1300] [676] [345] [108]
79 [1300] [676] [345] [108] 79 [1300] [676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
ISSUE AGE Effective Date: [01-01-10] PlanCode:  [YA6] ISSUE AGE Effective Date: [01-01-10] Plan Code:  [YA7]

Annual SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 [1000] [520] [265] [83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
(a] 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
E 71 [1200] [624] [318] [100] 71 [1200] [624] [318] [100]
(a) 72 [1200] [624] [318] [100] 72 [1200] [624] [318] [100]
= 73 [1200] [624] [318] [100] 73 [1200] [624] [318] [100]
|<—: 74 [1200] [624] [318] [100] 74 [1200] [624] (318] [100]
4 75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] [676] [345] [108] 76 [1300] [676] [345] [108]
77 [1300] [676] [345] [108] 77 [1300] [676] [345] [108]
78 [1300] [676] [345] [108] 78 [1300] [676] [345] [108]
79 [1300] [676] [345] [108] 79 [1300] [676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
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Liberty National Life Insurance Company Medicare Supplement Rates for Plan N

MALE FEMALE
Effective Date: [01-01-10] PlanCode:  [YA4] Effective Date: [01-01-10] PlanCode:  [YA5]
Annual SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 (1000] [520] [265] (83]
66 [1100] (572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
a 70 [1200] [624] [318] [100] 70 [1200] [624] [318] [100]
e 71 [1200] [624] [318] [100] 71 [1200] [624] [318] [100]
E 72 [1200] (624] [318] [100] 72 [1200] (624] [318] [100]
T 73 [1200] (624] [318] [100] 73 [1200] [624] [318] [100]
o 74 [1200] (624] [318] [100] 74 [1200] [624] [318] [100]
Q. 75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] [676] [345] [108] 76 [1300] [676] [345] [108]
77 [1300] [676] [345] [108] 77 [1300] [676] [345] [108]
78 [1300] (676] [345] [108] 78 [1300] (676] [345] [108]
79 [1300] (676] [345] [108] 79 [1300] (676] [345] [108]
80+ [1400] [728] [371] [117] 80+ [1400] [728] [371] [117]
ISSUE AGE Effective Date: [01-01-10] PlanCode:  [YA6] ISSUE AGE Effective Date: [01-01-10] PlanCode:  [YA7]
LULE] SemiAnnual | Quarterly Monthly Annual SemiAnnual | Quarterly Monthly
65 [1000] [520] [265] (83] 65 [1000] [520] [265] (83]
66 [1100] [572] [292] [92] 66 [1100] [572] [292] [92]
67 [1100] [572] [292] [92] 67 [1100] [572] [292] [92]
68 [1100] [572] [292] [92] 68 [1100] [572] [292] [92]
69 [1100] [572] [292] [92] 69 [1100] [572] [292] [92]
E 70 [1200] (624] [318] [100] 70 [1200] [624] [318] [100]
< 71 [1200] [624] [318] [100] 71 [1200] [624] [318] [100]
2 72 [1200] [624] [318] [100] 72 [1200] [624] [318] [100]
< 73 [1200] (624] [318] [100] 73 [1200] [624] [318] [100]
G 74 [1200] [624] [318] [100] 74 [1200] [624] [318] [100]
75 [1300] [676] [345] [108] 75 [1300] [676] [345] [108]
76 [1300] (676] [345] [108] 76 [1300] (676] [345] [108]
77 [1300] (676] [345] [108] 77 [1300] (676] [345] [108]
78 [1300] [676] [345] [108] 78 [1300] [676] [345] [108]
79 [1300] [676] [345] [108] 79 [1300] [676] [345] [108]
80+ [1400] [728] [371] 117] 80+ [1400] [728] [371] [117]
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PLAN A
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION *

Semiprivate room and board, general nursing and
miscellaneous services and supplies

[$1100] (Part A

First 60 days All but [$1100] S0 Deductible)
61st thru 90th day All but [$275] a day [$275] a day S0
91st day and after:

— While using 60 lifetime reserve days All but [$550] a day [$550] a day S0

Once lifetime reserve days are used:

- Additional 365 days S0 100% of Medicare Eligible | $0 **

Expenses
— Beyond the Additional 365 days 50 50 All Costs

SKILLED NURSING FACILITY CARE *

You must meet Medicare’s requirements, including

having been in a hospital for at least 3 days and entered a
Medicare approved facility within 30 days after leaving the

hospital
First 20 days All approved amounts S0 $0
21st thru 100th day All but [$137.50] a day 50 Up to [$137.50] a day
101st day and after 50 S0 All Costs

BLOOD

First 3 pints S0 3 pints S0

Additional Amounts 100% $0 30

HOSPICE CARE

You must meet Medicare’s requirements, including a All but very limited copayment/ Medicare copayment/ S0

doctor’s certification of terminal illness coinsurance for outpatient drugs and | coinsurance

inpatient respite care

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount
Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the hospital is prohibited
from billing you the balance based on any difference between its billed charges and the amount Medicare would have paid.

DS-LMS2010(02) Page 8



PLAN A
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed [$155] of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES - IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physician’s services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic
tests, durable medical equipment
First [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts Generally 80% Generally 20% S0
Part B Excess Charges (Above Medicare Approved Amounts) 50 50 All Costs
BLOOD
First 3 pints 30 All Costs S0
Next [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% 50
CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES 100% S0 S0
PARTS A &B
HOME HEALTH CARE MEDICARE APPROVED SERVICES
- Medically necessary skilled care services and medical supplies |100% S0 S0
— Durable medical equipment
First [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% 50
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PLAN B
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION *

Semiprivate room and board, general nursing and
miscellaneous services and supplies

[$1100] (Part A

First 60 days All but [$1100] Deductible) S0
61st thru 90th day All but [$275] a day [$275] a day S0
91st day and after:
— While using 60 lifetime reserve days All but [$550] a day [$550] a day S0
Once lifetime reserve days are used:
- Additional 365 days S0 100% of Medicare Eligible | $0 **
Expenses
— Beyond the Additional 365 days 50 50 All Costs

SKILLED NURSING FACILITY CARE *

You must meet Medicare’s requirements, including

having been in a hospital for at least 3 days and entered a
Medicare approved facility within 30 days after leaving the

hospital
First 20 days All approved amounts S0 $0
21st thru 100th day All but [$137.50] a day S0 Up to [$137.50] a day
101st day and after 50 S0 All Costs

BLOOD

First 3 pints S0 3 pints S0

Additional Amounts 100% S0 )

HOSPICE CARE

You must meet Medicare’s requirements, including a All but very limited copayment/ Medicare copayment/ S0

doctor’s certification of terminal illness coinsurance for outpatient drugs and | coinsurance

inpatient respite care

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount
Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the hospital is prohibited
from billing you the balance based on any difference between its billed charges and the amount Medicare would have paid.
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PLAN B
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed [$155] of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES - IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physician’s services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic
tests, durable medical equipment
First [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts Generally 80% Generally 20% S0
Part B Excess Charges (Above Medicare Approved Amounts) 50 50 All Costs
BLOOD
First 3 pints 30 All Costs S0
Next [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% 50
CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES 100% S0 S0
PARTS A &B
HOME HEALTH CARE MEDICARE APPROVED SERVICES
- Medically necessary skilled care services and medical supplies |100% S0 S0
— Durable medical equipment
First [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% 50
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PLAN F or HIGH DEDUCTIBLE PLAN F
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

** This high deductible plan pays the same benefits as Plan F after one has paid a calendar year [$2000] deductible. Benefits from the high
deductible plan F will not begin until out-of-pocket expenses are [$2000]. Out-of-pocket expenses for this deductible are expenses that would
ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but does not include the plan’s separate foreign

travel emergency deductible.

AFTER YOU PAY IN ADDITIONTO
SERVICES MEDICARE PAYS [$2000] DEDUCTIBLE, ** | [$2000] DEDUCTIBLE, **
PLAN PAYS YOU PAY
HOSPITALIZATION *
Semiprivate room and board, general nursing and
miscellaneous services and supplies
[$1100] (Part A
First 60 days All but [$1100] Deductible) S0
61st thru 90th day All but [$275] a day [$275] a day S0
91st day and after:
— While using 60 lifetime reserve days All but [$550] a day [$550] a day S0
Once lifetime reserve days are used:
- Additional 365 days S0 100% of Medicare Eligible | $0 ***
Expenses
— Beyond the Additional 365 days 50 50 All Costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare’s requirements, including
having been in a hospital for at least 3 days and entered a
Medicare approved facility within 30 days after leaving the
hospital
First 20 days All approved amounts S0 $0
21st thru 100th day All but [$137.50] a day Up to [$137.50] a day S0
101st day and after 50 S0 All Costs
BLOOD
First 3 pints S0 3 pints S0
Additional Amounts 100% $0 S0
HOSPICE CARE
You must meet Medicare’s requirements, including a All but very limited copayment/ Medicare copayment/ S0

doctor’s certification of terminal illness

coinsurance for outpatient drugs and
inpatient respite care

coinsurance

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount
Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the hospital is prohibited
from billing you the balance based on any difference between its billed charges and the amount Medicare would have paid.

DS-LMS2010(02)
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PLAN F or HIGH DEDUCTIBLE PLAN F
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*  Once you have been billed [$155] of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible

will have been met for the calendar year.

** This high deductible plan pays the same benefits as Plan F after one has paid a calendar year [$2000] deductible. Benefits from the high
deductible plan F will not begin until out-of-pocket expenses are [$2000]. Out-of-pocket expenses for this deductible are expenses that would
ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but does not include the plan’s separate foreign

travel emergency deductible.

AFTER YOU PAY IN ADDITIONTO
SERVICES MEDICARE PAYS [$2000] DEDUCTIBLE, **| [$2000] DEDUCTIBLE, **
PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physician’s services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic
tests, durable medical equipment

First [$155] of Medicare Approved Amounts* S0 [$155] (Part B Deductible) | $0

Remainder of Medicare Approved Amounts Generally 80% Generally 20% S0
Part B Excess Charges (Above Medicare Approved Amounts) 50 100% 50
BLOOD

First 3 pints 0 All Costs S0

Next [$155] of Medicare Approved Amounts* S0 [$155] (Part B Deductible) | $0

Remainder of Medicare Approved Amounts 80% 20% 50
CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES 100% S0 S0

PARTS A &B

HOME HEALTH CARE MEDICARE APPROVED SERVICES

- Medically necessary skilled care services and medical supplies |100% N S0

— Durable medical equipment

First [$155] of Medicare Approved Amounts* S0 [$155] (Part B Deductible) | $0
Remainder of Medicare Approved Amounts 80% 20% 50
OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL — NOT COVERED BY MEDICARE
Medically necessary emergency care services beginning during the
first 60 o?elays of each trip outside the USA

First $250 each calendar year S0 S0 $250

Remainder of Charges 0 80% to a lifetime maximum | 20% and amounts over the

benefit of $50,000 $50,000 lifetime maximum
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PLAN N

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and

have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION *
Semiprivate room and board, general nursing and
miscellaneous services and supplies

First 60 days All but [$1100] [$1100] ( Part A Deductible) |$0
61st thru 90th day All but [$275] a day [$275] a day S0
91st day and after:
- While using 60 lifetime reserve days All but [$550] a day [$550] a day S0
Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare Eligible | $0 **
Expenses
— Beyond the Additional 365 days 50 50 All Costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare’s requirements, including having
been in a hospital for at least 3 days and entered a Medicare
approved facility within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21st thru 100th day All but [$137.50] a day Up to [$68.75] a day S0
101st day and after 50 50 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional Amounts 100% 50 50
HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s All but very limited copayment/ Medicare copayment/ 0

certification of terminal illness

coinsurance for outpatient drugs and
inpatient respite care

coinsurance

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount
Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the hospital is prohibited

from billing you the balance based on any difference between its billed charges and the amount Medicare would have paid.
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PLAN N
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*  Once you have been billed [$155] of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR OUT OF THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as
Physician’s services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic tests,
durable medical equipment
First [$155] of Medicare Approved Amounts* $0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts Generally 80% Balance, other than up to Up to [$20] per office
[$20] per office visitand up | visit and up to [$50] per
to [$50] per emergency room | emergency room visit. The
visit. The copayment of up to | copayment of up to [$50]
[$50] is waived if the insured | is waived if the insured is
is admitted to any hospital admitted to any hospital

and the emergency visit is and the emergency visit is
covered as a Medicare Part A | covered as a Medicare Part A
expense. expense.
Part B Excess Charges (Above Medicare Approved Amounts) 50 50 All costs
BLOOD
First 3 pints $0 All Costs N
Next [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% 30
CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES 100% 50 30
PARTS A &B
HOME HEALTH CARE MEDICARE APPROVED SERVICES
- Medically necessary skilled care services and medical supplies 100% %0 $0
— Durable medical equipment
First [$155] of Medicare Approved Amounts* S0 S0 [$155] (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% 50

OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL — NOT COVERED BY MEDICARE
Medically necessary emergency care services beginning during the first
60 days of each trip outside the USA

First $250 each calendar year S0 S0 $250
Remainder of Charges S0 80% to a lifetime maximum | 20% and amounts over the
benefit of $50,000 $50,000 lifetime maximum
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NOTICE TO BUYER: This policy may not cover all of  Your medical expenses.
MEDICARE SUPPLEMENT POLICY
BENEFIT PLAN N

GUARANTEED RENEWABLE FOR LIFE. COMPANY CANNOT CANC EL POLICY.
COMPANY MAY CHANGE PREMIUM RATES BY CLASS AND AS ME DICARE BENEFITS
CHANGE AS PROVIDED IN THE GUARANTEED RENEWAL PROVIS ION.

LIBERTY NATIONAL LIFE INSURANCE COMPANY
P.O. BOX 8080 * MCKINNEY, TEXAS 75070 (972) 529-508 5
A Legal Reserve Stock Company * Administrative Offi ~ ces: McKinney, Texas

30 DAY RIGHT TO EXAMINE POLICY

If You are not satisfied with this policy for any r eason, return it to Our Administrative
Offices or to the a?ent within 30 days after Youre ceive it. Any premium You paid will be
_refun((jjed. The policy will be void from the beginni ng. It will be as if no policy had been
issued.

GUARANTEED RENEWAL PROVISION
You can renew and continue this policy in force dur ing Your lifetime, for successive
renewal terms by paying appropriate renewal premium s before the end of the grace period.
The appropriate renewal premiums will be those unde  r Our applicable table of premium
rates that is in effect on the respective due dates of such premiums.

We have the right to change the renewal premiums fo  r this policy when We change, and in
accordance with, Our table of premium rates applica  ble to all policies of this form and
class. Classis based on gender, year of issue, ag e atissue, area of the state in which You
resided at issue, and underwriting group at issue f or policyholders of this form in Your
state. Your premiums may be increased due to unant icipated increasing health care costs
for all policies in Your class.

The benefits provided by this policy which are desi gned to cover cost sharing amounts
under Medicare will change automatically to coincid e with any applicable changes in the

deductible and/or Coinsurance amounts which You are required to pay under Medicare.
The renewal premiums for this i;3)0I|c may change on the renewal date following the
effective date of any such applicable change. Any such premium change will be based on

the actuarial computations which We then use to det  ermine the renewal premium.

POLICY SCHEDULE

INSURED POLICY EFFECTIVE INITIAL TERM INITIAL
NUMBER DATE EXPIRESON  PREMIUM
[John Doe] [0000000] [06 -01-10] [06-01-11] $[0]

f this policy is a replacement of an existing polic y the “PRE-EXISTING CONDITIONS
LIMITATIONS PROVISION” does not apply.
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PRE-EXISTING CONDITIONS LIMITATIONS PROVISION
Loss due to a Pre-Existing Condition is not covered unless the loss is incurred more than
60 days after the policy effective date.

If You have a Pre-Existing Condition and qualify fo  r open enrollment and have had a
continuous period of creditable coverage for at lea st 60 days, We cannot exclude coverage
based on the Pre-Existing Condition. If the period of creditable coverage is less than 60
days, We will give credit for the amount of time of creditable coverage You have had
towards fulfilling the Pre-Existing Condition exclu sion period.

If You are an Eligible Person who applied to enroll under this Medicare supplement policy
not later than 63 days after the date of the termin  ation or disenroliment, and who submitted
evidence of the date of termination or disenrollmen t with the application, the Pre-Existing
Conditions Limitations Provision will not apply.

THE INSURING CLAUSE
The Company insures You against specified losses in curred by You. Benefits stated in this
poIicK, subject to all its provisions, limitations and exclusions, will be paid for the losses
which are incurred while this policy is in force.

EXTENDED BENEFIT PROVISION
Termination of the policy shall be without prejudic e to any continuous loss which
commenced while the policy was in force, butthe ex  tension of benefits beyond the period
during which the policy was in force may be conditi oned upon the continuous total
disability of the Insured, limited to the duration of the policy benefit period, if any, or
payment of the maximum benefits. Receipt of Medica re Part D benefits will not be
considered in determining a continuous loss.

DEFINITIONS
Where used in this policy:

BENEFIT PERIOD means the period starting with the f  irst day You enter the hospital and
ends when You have been out of the hospital or othe  r facility primarily providing skilled
nursing or rehabilitation services for 60 days in a row, including the day of discharge.

CALENDAR YEAR means the period beginning on each Ja nuary 1 and ending on the
following December 31.

COINSURANCE AMOUNTS means the portion of Medicare a pproved expense You are
obligated to pay but not including the Medicare Par t A inpatient hospital deductible or Part
B Calendar Year deductible.
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CONTINUOUS PERIOD OF CREDITABLE COVERAGE means the period during which an
individual was covered by creditable coverage, if d uring the period of the coverage the
individual had no breaks in coverage greater thans  ixty-three (63) days.

CREDITABLE COVERAGE means coverage of an individual provided by any of the
following:
A group health plan;
Health insurance coverage;
Part A or Part B of Title XVIII of the Social Se curity Act (Medicare);
Title X1X of the Social Security Act (Medicaid),  other than coverage consisting solely of
benefits under Section 1928;
Chapter 55 of Title 10 United States Code (CHAMP US);
A medical care program of the Indian Health Serv  ice or of a tribal organization;
A state health benefits risk pool;
A health plan offered under Chapter 89 of Title 5 United States Code (Federal
Employees Health Benefits Program);
A public health plan as defined in federal requ lation; and
. A health benefit plan under Section 5(e) ofthe =~ Peace Corps Act (22 United States Code
2504(e)).

0O mNoU AwNPE

ELIGIBLE PERSON means a person who submits evidence of the date of termination,
disenrollment, or Medicare Part D enroliment as app  lies under the following plans: (1)
Employee Welfare Benefit Plan; (2) Medicare Advanta ge plan; (3) Medicare Select Plan,
Medicare Risk or Cost Plan, or Medicare HMO plan; o r (4) Medicare supplement policy.

EMERGENCY CARE means care needed immediately becaus e of an Injury or an iliness of
sudden and unexpected onset.

HOSPITAL means a lawfully operated hospital which h  as been accredited by the Joint
Commission on Accreditation of Hospitals.

HOSPITAL STAY means one day or more of confinement  within a hospital, as a resident
patient under the care of a Physician, due to Injur  y or Sickness.

INJURY means accidental bodily injury which is sust ained while this policy is in force and
includes all injuries resulting from one accident.

MEDICARE means the Health Insurance for the Aged Ac t, Title XVIII of the Social Security
Amendments of 1965, as then constituted or later am  ended.

MEDICARE ADVANTAGE PLAN means a plan of coverage fo r health benefits under
Medicare Part C as defined in 42 U.S.C. 1395w-28(b) (1), and includes: (1) Coordinated care
plans which provide health care services, including but not limited to health maintenance
organization plans (with or without a point-of-serv ice option), plans offered by provider-
sponsored organizations, and preferred provider org anization plans; (2) Medical savings
account plans coupled with a contribution into a Me dicare Advantage plan medical savings
account; and (3) Medicare Advantage private fee-for  -service plans.

MEDICARE ELIGIBLE EXPENSES means expenses of the ki nds covered by Medicare Parts
A and B, to the extent recognized as reasonable and medically necessary by Medicare.

PHYSICIAN means a person legally licensed to treat  Injury or Sickness, other than You or
any member of Your immediate family.

PRE-EXISTING CONDITION means an Injury or Sickness for which medical advice or
treatment was recommended or given by a Physician w ithin 6 months prior to the policy

effective date.

SICKNESS means illness or disease of an insured per  son which first manifests itself after

the effective date of insurance and while this poli cy is in force.
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SKII_lLED NURSING FACILITY means a facility certified by Medicare as a Skilled Nursing
Facility.

SKILLED NURSING FACILITY STAY means one day or more  of confinement within a Skilled

Nursing Facility, as a resident patient under the ¢~ are of a Physician, following a Hospital

Stay of at least 3 days. The Skilled Nursing Facili  ty Stay must be for further treatment of the

ljr]jurr)]/ or Sickness requiring the Hospital Stay and begin within 30 days of hospital
ischarge.

WE, US, OUR and COMPANY mean the Liberty National L ife Insurance Company.

YOU, YOUR, YOURS and INSURED mean the person whose name is shown in the Policy
Schedule.

BASIC CORE BENEFITS
PART 1 BENEFITS FOR HOSPITAL STAYS - MEDICARE PART A

We will pay the following benefits when You have a Hospital Stay for which benefits are
paid by Medicare Part A:

1) Coverage of Part A Medicare Eligible Expenses fo r hospitalization to the
extent not covered by Medicare from the 61stdayth  rough the 90th day in any
Medicare benefit period;

2) Coverage of Part A Medicare Eligible Expensesin  curred for hospitalization to
the extent not covered by Medicare for each Medicar e lifetime reserve day

used; and

3) Upon exhaustion of the Medicare hospital inpatie  nt coverage, including the
lifetime reserve days, coverage of 100% of the Medi care Part A eligible
expenses for hospitalization paid at the applicable prospective payment

system (PPS) rate, or other appropriate Medicare st  andard of payment, subject
to a lifetime maximum benefit of an additional 365 days. The provider shall
accept the issuer’s payment as payment in full and may not bill the insured for
any balance.

PART 2 MEDICARE BLOOD DEDUCTIBLE BENEFIT

We will pay the expense You incur for coverage unde r Medicare Parts A and B for the
reasonable cost of the first 3 pints of blood (or e quivalent quantities of packed red blood
cells, as defined under Federal regulations), unles s replaced in accordance with Federal
regulations.

PART 3 BENEFITS FOR MEDICAL EXPENSE - MEDICARE PART B
If You incur a medical expense that is eligible und  er Medicare Part B, We will pay the
following benefit for the Medicare approved charge, subject to the copayment amount:

Coverage for the coinsurance amount, or in the case of hospital outpatient

department services paid under a prospective paymen t system, the
copayment amount, of Medicare Eligible Expensesund  er Part B regardless of
hospital confinement, subject to the Medicare Part B deductible.

Under this PART 3 of this policy, Your copaymentw ill be:

(@) the lesser of twenty dollars ($20) or the Medic are Part B coinsurance or
copayment for each covered health care provider off ice visit (including visits
to medical specialists); and

(b) the lesser of fifty dollars ($50) or the Medica re Part B coinsurance or
copayment for each covered emergency room visit, ho wever, this copayment
shall be waived if You are admitted to any hospital and the emergency visit is
subsequently covered as a Medicare Part A expense.

Under this PART 3 of this policy, We willnot pay b enefits for (a) the Medicare Part B blood
deductible for which benefits are paid under PART 2 of this policy, or (b) any portion of the
Medicare Part B Calendar Year deductible.
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PART 4 HOSPICE CARE BENEFIT

We will pay the expense You incur for cost sharing for all Part A Medicare eligible hospice
care and respite care expenses.

ADDITIONAL BENEFITS
PART 5 MEDICARE PART A DEDUCTIBLE BENEFIT

We will pay the expense You incur for all of the Me dicare Part A Inpatient hospital
deductible amount per Benefit Period.

PART 6 BENEFITS FOR SKILLED NURSING FACILITY STA YS - MEDICARE PART A

When You have a posthospital Skilled Nursing Facili  ty Stay which is eligible under
Medicare Part A, We will pay the following benefit:

Coverage for the actual billed charges up tothe Co  insurance Amount from the 21st
day through the 100th day in a Medicare Benefit Per iod for post-hospital Skilled
Nursing Facility care eligible under Medicare Part A.

PART 7 MEDICALLY NECESSARY EMERGENCY CARE IN A FOREIGN COUNTRY

We will pay benefits for coverage to the extent not covered by Medicare for 80% of the
billed charges for Medicare Eligible Expenses forM  edically Necessary Emergency hospital,
physician and medical care received in a foreign co  untry, which care would have been
covered by Medicare if provided in the United State s and which began during the first 60

consecutive days of each trip outside of the United States, subject to a calendar year
deductible of $250, and a lifetime maximum benefit  of $50,000.

For the purposes of this benefit, "Emergency Care" shall mean care needed immediately
because of an Injury or an iliness of sudden and un  expected onset.

PART 8 LIMITATIONS AND EXCLUSIONS

We will not pay benefits under this policy for:
1) Any expense which You are not legally obligated to pay; or

2) Any services that are not medically necessary as determined by
Medicare or are not furnished at the direction of a  nd under the
supervision of a Physician; or

3) Any portion of any expense for which payment is made by
Medicare; or

4) Custodial or intermediate level care, orrestcu  res; or

5) Any type of expense not eligible for coverage un  der Medicare,
except as provided under PART 7.

POLICY PROVISIONS

PREMIUM PAYMENT: This policy is issued based onth e application and the payment of
the first premium. A copy of the application is a part of this policy. This policy takes effect
at 12 o'clock noon, Standard Time of the place wher e You reside, and remains in effect until
the same hour on the date on which the initial term expires.

The effective date of this policy, the first premiu m and the date the initial term expires are
shown in the POLICY SCHEDULE. All premiums, except the first premium, shall be due
and payable at Our Administrative Offices.

ENTIRE CONTRACT; CHANGES: This policy, with the ap plication and attached papers, is
the entire contract between You and Us. No change in this policy will be effective until
approved by Us. This approval must be noted on or attached to this policy.

No agent may change this policy or waive any of its provisions.

TIME LIMIT ON CERTAIN DEFENSES: After 2 years from the effective date, only fraudulent
misstatements in the application may be used to voi d this policy or deny any claim for loss
incurred after the 2 year period.
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No claim for loss incurred after 60 days from the e ffective date will be reduced or denied
because a Sickness or physical condition had existe d before the effective date of this

policy.
GRACE PERIOD: This policy has a 31 day grace perio d. This means that if a renewal

premium is not paid on or before the date it is due , it may be paid during the following 31
days. During the grace period this policy will sta  y in force.

REINSTATEMENT: If the renewal premium is not paid  before the grace period ends, this
policy will lapse. Later acceptance of the premium by Us (or by Our agent authorized to
accept payment) without requiring an application fo r reinstatement will reinstate this

policy.
If We or Our agent requires an application, this po  licy will be reinstated when We approve

the application, or on the 45th day after We receiv e it unless We have previously written
You of its disapproval.

The reinstated policy will cover only loss that res ults from an Injury sustained after the date
of reinstatement or Sickness that starts more than 10 days after such date. In all other
respects Your rights and Our rights will remain the same, subject to any provisions noted
on or attached to the reinstated policy.

SUSPENSION OF COVERAGE WHILE ENTITLED TO MEDICAID: By written notice to Us,
You may request that benefits and premiums for You under this policy be suspended for
the period in which You have been determined to be entitled to Medicaid. Written notice
must be received by Us within 90 days after the dat e You become entitled to Medicaid.
After We have received such notice, We willreturn  to You any portion of premiums paid for
the pﬁriod of suspension less any claims paid. The suspension period shall not exceed 24
months.

If Your entitlement to Medicaid ends, You must send Us written notice of the loss of such
entitlement within 90 days and pay the premium attr ~ ibutable to the period, effective as of
the date of termination of entittement. We will re  institute Your benefits and premiums
under this policy as of the date Your entittemente  nded. The reinstituted coverage shall be
the same as if no suspension has occurred.

Reinstitution of these coverages: (1) Shall not Ipr ovide for a waiting period with respect to
treatment of Pre-Existing Conditions; (2) Shall pro  vide for coverage that is substantially
equivalent to coverage in effect before the date of suspension; and (3) Shall provide for
classification of premiums on terms at least as fav orable to the policyholder as the
premium classification terms that would have applie d to the policyholder had the coverage
not been suspended.

SUSPENSION OF COVERAGE WHILE ENTITLED TO BENEFITS U NDER A GROUP HEALTH
PLAN: By written notice to Us, You may request that benefits and premiums for You under
this policy be suspended (for any period that may b e provided by federal regulation) if You
are entitled to benefits under Section 226(b) of th e Social Security Act and are covered
under a group health plan (as defined in Section 18 62 (b)(1)(A (vyof the Social Security

Act). Written notice must be received by Us within 90 days after the date You become
entitled to coverage under the group health plan. After We have received such notice, We
will return to You any portion of premiums paid for the period of suspension less any
claims paid.

If Your entitlement to coverage under the group hea Ith plan ends, You must send Us
written notice of the loss of such entitlement with in 90 days and pay the premium

attributable to the period, effective as of the dat e of termination of enrollment in the group

health plan. We will reinstitute Your benefitsand ~ premiums under this policy as of the date

F](our entltlergent ended. The reinstituted coverage shall be the same as if no suspension
as occurred.

Reinstitution of these coverages: (1) Shallnotpr  ovide for any waiting period with respect

to treatment of Pre-Existing Conditions; (2) Shall provide for resumption of coverage that is

substantially equivalent to coverage in effect befo re the date of suspension; and (3) Shall
provide for classification of premiums on terms at least as favorable to the Eolicyholder as
the premium classification terms that would have ap plied to the policyholder had the

coverage not been suspended.
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NOTICE OF CLAIM: Written notice of claim must be g iven to Us within 20 days after a
covered loss starts or as soon as reasonably possib le. The notice can be given to Us at
Our Administrative Offices in McKinney, Texas or to Our agent.

Notice should include Your name and Your Policy Num ber.

CLAIM FORMS: When We receive the notice of claim,  We will send You any required forms
for filing proof of loss, if applicable. If these forms are not given to You within 15 days, You
will meet the proof of loss requirements by giving Us a written statement of the nature and
extent of Your loss.

PROOF OF LOSS: You must give written proof of loss  to Us within 6 months after the date
of such loss. If it was not reasonably possible to give written proof in the time required, We
will not reduce or deny the claim for this reason i f the proof is filed as soon as reasonably
possible. In any event, the proof required must be given no later than 1 year from the time
specified unless You were legally incapacitated.

TIME OF PAYMENT OF CLAIMS: Indemnities will be paid immediately upon receipt of due
written proof of loss. All accrued indemnities wil | be paid not less than monthly and any
balance remaining unpaid upon the termination of li ability will be paid immediately upon
receipt of due written proof.

PAYMENT OF CLAIMS: Any benefits unpaid at Your dea th may be paid, at Our option,
either to Your beneficiary or Your estate. All oth  er benefits will be paid to You.

If benefits are payable to Your estate or a benefic  iary who cannot execute a valid release,
We can pay benefits up to $1,000.00 to someone rela ted to You or the beneficiary by blood
or marriage whom We consider to be entitled to the benefits. We will be discharged to the
extent of any such payment made in good faith.

PHYSICAL EXAMINATIONS: We, at Our expense, have th e right to have You examined as
often as reasonably necessary while a claim is pend  ing.

LEGAL ACTIONS: No legal action may be broughttor  ecover on this policy within 60 days
after written proof of loss has been given as requi red by this policy. No such action may be
brought after 3 years from the time written proof o floss is required to be given.

CONFORMITY WITH STATE STATUTES: Any provision oft his policy which, on its effective
date, is in conflict with the laws of the state in which You reside on that date is amended to
conform to the minimum requirements of such laws.

ASSIGNMENT: No assignment under this policy shall be binding upon Us unless the
original (or a copy of it) is on file at Our Admini  strative Offices. We do not assume any
responsibility for the validity of any assignment.

This policy is signed for Us by Our Presidentand S ecretary.

Secretary President

Countersigned:

Licensed Resident Agent where required by law.
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LIBERTY NATIONAL LIFE INSURANCE COMPANY
McKinney, Texas

Policy Form LMSN10
2010 New Product Filing
ARIZONA

Proposed Annual Premium Rates
For Policies Issued with Issue Age Rates

Proposed
issue Annual
Age Base Rate
65 $2,374
66-85 $2.472
70-74 $2,829
75-79 ' $2,783
80 & Qver $2,897
Rate Adjustment Factors:
Sex and Underwriting
Male Preferred 1.068
Female Preferred 0.929
Male Standard 1.229
Female Standard 1.068

Modal Premium Formulas:
Annual = Annual Base Rate * Sex and Underwriting Factor (rounded to near dollar)

Semi-Annual = Annual/ 2 {rounded to near doliar)
Quarterly = Annual / 4 {rounded to near dollar)
Monthly = Annual / 12 (rounded to near dollar)

For Company Use: Plan Codes YKO/YK1/YK2/YK3

02/09/2010
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