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Tracking Number was 48458. The application was filed for use by our Agency distribution.

Application M-NB-MSAQ01-AR-T, a combination Medicare Supplement Application, Dental Enroliment and Life
Application, was also submitted for Physicians Mutual Insurance Company for use with approved Medicare Supplement
plans and the C250C Dental certificate, or any similar products approved in the future. The Life Application section was
approved for use to guarantee issue Modified Whole Life Policy L728AR policy approved by your Department on
November 10, 1999, or any approved life insurance plan.

During the course of the review of the Medicare Supplement portion of the application (in SERFF Tracking Number
PHYS-127059634 and State Tracking Number 48457), we were required to make a change to the Medicare Supplement
portion of the application. We received notification that that application has been approved today in SERFF Tracking
Number PHYS-127059634 and State Tracking Number 48457. The change that was made to the previously approved
form is underlined on a copy of application M-NB-MSAQ001-AR-T attached to the Supporting Documentation tab. No
other changes were made to the form or to the previously approved Statement of Variability.

Since the original version of this form has not been issued in Arkansas, or otherwise used in Arkansas, and will not be
used in Arkansas at anytime, we request that you accept the attached revised copy of the M-NB-MSAQ01-AR-T as a
substitute for the copy of the previously approved application.

We reserve the right to alter the format of the form without re-filing due to future technology changes, e.g. paper size,
font, font type, line ending or page ending changes. Be assured that any minimum font-sized requirements will be met.
Any changes to wording or content would be filed for approval.

Thank you for accepting the resubmitted copy of the form as a substitute for the previously approved copy. Please
contact me via SERFF, or at the e-mail address or phone number listed below.

Sincerely,

Sonja Morton

Product Approval & Compliance Coordinator
Government and Industry

Voice: 402-633-1662

Fax: (402) 633-1096

E-mail: sonja.morton@physiciansmutual.com
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‘e Underwriting Services
Phy&gans 2600 Dodge Street
Mutual Insurance for all of us.’ Omaha, NE 68131-2671

1.800.228.9100

Application for Medicare Supplement
[Optional Dental Enrollment] @

[Optional Life Insurance Application]
Plan Selection
Please initial the following coverage(s) for which you are applying:

Physicians Mutual Insurance Company
Physicians Life Insurance Company

Medicare Supplement Insurance Underwritten by Physicians Mutual Insurance Company
Complete the Medicare Supplement Plan Information and Questions Sections

Dental Insurance Underwritten by Physicians Mutual Insurance Company
Complete the Optional Dental Plan Information Section

[

Life Insurance Underwritten by Physicians Life Insurance Company
Complete the Optional Life Insurance Application Section

[

L J

©

(Personal Information (please print)

~
Applicant’'s Name Date of Birth [ Age
First Middle Initial Last Month Day Year
Address [ ] Female [ ] Male
Street Apartment Number @
City State Zip Code
Phone Number  ( ) Social Security Number — —
Date of Application / / Email Address
Month Day  Year
\ Y
Medicare Supplement Plan Information
Requested Effective Date / /
Month  Day  Year
Applicant’s Medicare Health Insurance Claim Number (HICN) \ \ \ \ \ \ \ \ | | \
(exactly as shown on your Medicare card)
Plan Selection (check one) Rate Structure (check one) A
[ ] Plan A/Po20
[ ] Plan F/po2s ] Communit
: , y
[ ] High Deductible Plan F/po27 > Rati 0)
ating (10)
[ ] Plan G/po2s
[ ] Plan N/po29
[ ] Plan F/po25 With Innovative Discount Rider/s345 > [_] Community
N Rating (20) )

[Modal Premium Selected $

Monthly Premium $

Payment Options: [[_] ABW (monthly) Type[] [_] Monthly [_] Quarterly [ ] Semiannual [_]Annual] (g)

1®
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Medicare Supplement Questions

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were
eligible for Guaranteed Issue of a Medicare Supplement insurance policy, or that you had 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 notice
from your prior insurer with your application.

PLEASE ANSWER ALL QUESTIONS.

To the best of your knowledge: YES NO
1. Are you covered Under MEAICAre PArt A?.............ovvovveeeeeieeeeeeesseeee s ssssessesssesssss s esse s sseessss e (] []
If yes, what is your Part A effective date? / /
Month Day Year
If no, what is your eligibility date? / /
Month Day Year
2. Are you covered under MdiCare Part BY ... eeeeeeeeeeeeee e seeeeesee s ssse s sssee s ssse e esee (] []
If yes, what is your Part B effective date? / /
Month Day Year
If no, what date do you plan to enroll? / /
Month Day Year
3. Did you turn age 65 in the ast SIX MOMNS? ..............veereeeeeeeeeees e (] []
3a. Will you turn age 65 in the Next SIX MONNS? ............cc.rveerviereeeiseeees s ees s sensesnees (] []
3b. Did you enroll in Medicare Part B in the [ast SiX MONtNS?............c.covverveeeeeeeeseeeee s (] []
If yes, what is your effective date? / /

Month Day Year
If you answered “YES” to any portion of question 3, you do not need to answer questions 8 — 24.

4. Are you covered for medical assistance through the state Medicaid program?............ccec.coeveeereenereererrennee. 1 [
NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met your
“Share of Cost,” please answer NO to this question.
If yes:
a. Will Medicaid pay your premiums for this Medicare Supplement policy? ..........ccooevrvnnnirenene. 1 0O
b. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B PremiUm?.........ov.uireeoreesssesssssssssssssssssssssssssssssssssssssssssssssssssansssssssnssassssaes (1 []
YES NO
5. If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for
example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates
below. If you are still covered under this plan, leave “END” blank.
Start Date [ / End Date [ /
Month Day Year Month Day Year
a. If you are still covered under the Medicare plan, do you intend to replace your current coverage
with this new Medicare SUPPIEMENt POCY?............vverveereereeieeeceseseeeee e 1
If yes, please show requested date of termination/disenroliment / /
Month Day Year
b. Was this your first time in this type of Medicare Plan?..............ccoeovvereeeeeeeeeeresseeeee s (] []
c. Did you drop a Medicare Supplement policy to enroll in the Medicare plan?...............ccccccocvcvvvccccncnnnes [1 [
YES NO
6. Do you have another Medicare Supplement poliCy in fOrCe? ..........occeeeeeeiieieieieeee e (] []
a. If so, with what company and what plan do you have?
b. If so, do you intend to replace your current Medicare Supplement policy with this policy? ........................ 1 0O

If yes, enter requested date of termination/disenroliment [ [
Month Day Year
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7. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union or iNdIVIAUAL PIN)...............orveeeeeeeereereeeee e HEN

a. If so, with what company and what kind of policy?

b. What are your dates off coverage under the other policy? (If you are still covered under this plan,

leave “END” blank) Start Date / / End Date / /
Month Day Year Month Day Year
c. If you are still covered by the policy described above, do you intend to replace your current
coverage with this new Medicare SUpPIEMENt POIICY?.........c.vveeveereeeeeereeseeeei e L] ]
If yes, please show requested date of termination/disenroliment. [ [

Month Day Year

Under Open Enroliment, health questions 8 — 24 are not required to be answered.

8. Please provide your height (ft.fin.) and weight (Ibs.)
YES NO
9. Have you used tobacco products in the past 12 months? (1 [
“Answer questions 10 and 11 only if you will be 68 years of age or younger on the effective date of the \
coverage for which you are applying. Otherwise, go to question 12. YES NO
10. Do any of these apply to you:
o Have end stage renal (KIANEY) GISEASE..............vveeeeeeeeeeeeeeeeeeeeee e ee e 1 0O
o CUITENIY FECEIVING GIIYSIS .......veeeeeeeeeeeeeeeeeee e eee e es s ee s seees e 1 0O
« Diagnosed with kidney disease that may require dialySis ...............covveererevereresreeesreereessessessseenee 1 0O
o Diagnosed with or treated for internal cancer or melanoma within the past two years ..............cco........ (] []
« Admitted to the hospital as an inpatient within the past three MONthS .............cc.oveveeeerevseecseecereseeene. (] []
o Have insulin dependent GIADELES............cc.oveeiveeeeeeeeeeeeeee e ee e s (] []
 Use oxygen as a treatment for a diagnosed medical CONQItIoN..............oc.ovveereererenrereneeeriseeeessseneeenn. (] []
11. Within the past two years, has a medical professional recommended or discussed as a treatment option,
any of the following that has NOT been completed:
o Hospital adMittance as @N INPALENT ...........c...ovueeveeeeeeeeeeee e es s (] []
o Any surgery (inCluding CALArACE SUFGEIY) .........vevveeveeeeeeeeeereesesess e sese s sesssssessss s 1 0O
0 USB OF OXYBMN ..ot (] []

Note: If you answered “YES” to any item in question 10 or 11, you will not qualify for coverage.
-

Answer questions 12 — 24 only if you will be over 68 years of age on the effective date of the

U_coverage for which you are applying. Otherwise, skip questions 12 — 24. YES NO

12. Have you been hospitalized or confined to a nursin? home within the past 90 days, or have

you been hospitalized two or more times in the past 12 months?..........ccovvviiiccc e 1 O
13. D0 yOU reqUIre the USE OF @ WAIKEI? ............cveiveeeeeeeeeeeeeieeessee e sess s sns e (] []
14. Are you bedridden, or do you require the use of @ Wheelchair?..............cccceieiiiiiccc e (] []
15. Do you have or have you been told by a medical professional that you have Alzheimer’s

Disease, Dementia, or any other cognitive diSOMAEr?............ccovvvverciceeccee e i
16. Have you been diagnosed as having, or received treatment by a medical professional for Acquired

Immune Deficiency Syndrome (AIDS), and/or Positive HIV and/or AIDS Related Complex (ARC)? ............. 1 [
17. Are you taking prescription drugs for both diabetes and a heart condition (including high blood pressure)?............. 1 0O
18. Are you taking anti-coagulant (0100d thinNer) ArugS?..........c..eveeeeveereeeereeeeseseseeessssessesessses s 1 [

M-NB-MSA001-AR-T 3



19. Have you been advised by a medical professional that you may need surgery or a

non-routine medical procedure within the next 12 months? (includes cataract surgery)........cococveveeeenennes 1 0O
20. Within the past two years have you been diagnosed with, told by a medical professional that you have,
or have you been treated for any of the following:
* alcoholism; drug addiction (OF ArUG @DUSE)............ov.erverreeereeeeees s ssss s esssesss s sesnssas 1 0O
« internal cancer; leukemia; malignant Melanoma;...........coovrrrrieeeeeeeee s L] ]
« congestive heart failure; valvular heart disease; coronary artery disease; heart rhythm disorder,
heart attack; heart surgery (includes bypass, balloon surgery, or placement of an arterial stent); ............... 1 O
¢ INSUNIN AEPENAENT GIADEIES: ...ttt (] []
* Systemic IUPUS ErYtNEMALOSUS (SLE): ......veeeeeeeeeeeeee e eeeess s see e ese s 1 0O
« multiple sclerosis; Amyotrophic Lateral Sclerosis (ALS); Parkinson’s DiSEase;.............ccc.vveeererrenerennennne. 1 0O
« fractures or amputation caused by disease; degenerative bone disease; severe arthritis
involving major joints (hip, knee or shoulder) or the SPINE;.........ccoviierriicee e 1 [
« liver disease; chronic kidney disorder; kidney failure; Kidney dialySis; .............ccoveerrerreeereerreersressseesseeneeane. (] []
+ chronic obstructive pulmonary disease (COPD) or emphySEMa; .........cccoeeiiririririiiriieiecissss s 1 0O
* an iliness or condition for WhICh YOU USE OXYGEIN; ..........cveerveereeerieseeiessesesesesesssssssssesssnsssssssnsssssssensssnnssas (] []
» stroke; transient ISCNEMIC AHACK (TIA): ... ....iveereeeeeeeeeeeeeee e (] []
Note: If you answered “YES” to any of questions 12-20, you will not qualify for coverage.
21. Do you have a Chronic Lung Disease, Chronic Bronchitis, or Breathing Disorder?............ccccoevveveivivnininnnns ] [
22. In the past 12 months have you received medical treatment in an assisted living facility? ...........cccccovevennns 1 0O
If yes, please explain.
23. Do you have a mental disease or disorder requiring medication (including depression)?.............c.cocoverenenes HEN
24. In the past 12 months, have you taken or been advised to take any prescription drugs, over the
counter drugs, or medicines including narcotics, barbiturates or amphetamines?...........ccccoovvenennnnene. 1 [
If “YES,” indicate the specifics below:
Quantity Prescribing lliness for Which Date Last
Medication Name Taken Dosage Physician Medication Prescribed | Prescribed

M-NB-MSA001-AR-T 4




Important Statements to be Read by Medicare Supplement Applicant
(1) You do not need more than one Medicare Supplement policy.

(2) If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple
coverages.

(3) You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

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

(5) If 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, if 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 later lose your employer or union-based
group health plan, your suspended Medicare Supplement policy (or, if that is no longer 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 prescription drugs and you enrolled in
Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug
coverage, but will otherwise be substantially equivalent to your coverage before the date of suspension.

(6) Counseling services may be available in your state to provide advice concerning your purchase of Medicare Supplement
insurance and concerning medical assistance through the state Medicaid program, including benefits as a Qualified
Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

6ptional Dental Plan Enrollment (Not required for issue of Medicare Supplement)

Dental Certificate C250 issued to the Delaware Group Insurance Trust

Plan Selection (check one) [[_] Applicant Only [ Applicant/Spouse ] ()
Spouse Information (only if Applicant/Spouse dental coverage is selected):
Spouse’s Name @

Date of Birth / / Age [ ]Male [ ]Female
Month  Day Year

First Middle Initial Last J

Choose your level of benefits: Schedule:[ [ JA [1D [JE]@

Requested Effective Date / /
Month Day Year

Payment Options: [[_] ABW (montniy) [] Monthly [] Quarterly [] Semiannual [] Annual ](©)

\

[ Modal Premium Selected $ Monthly Premium § 1@

M-NB-MSA001-AR-T 5



[Optional Life Insurance Application (Not required for issue of Medicare Supplement) \
Life Policy [ L728, Modified Whole Life Insurance ](r) Underwritten by Physicians Life Insurance Compan

N — — ~

This statement applies only to the Medicare Supplement application: The Undersigned applicant and insurance
producer certify that the applicant has read, or had read to him or her, the completed application and that the applicant
realizes that any false statement or misrepresentation in the application may result in loss of coverage under the Medicare
Supplement policy.

| represent and agree that all information stated in this application is complete and correct to the best of my knowledge.

(This statement applies only to applicants enrolling for optional Dental Certificate C250: | am enrolling for Certificate
C250 and the plan selected issued to the Delaware Group Insurance Trust. | understand no coverage is in force until the @
Company issues a certificate showing a Certificate Effective Date and the first full premium has been paid. This Product is
being purchased separately from the Medicare Supplement product. Benefits are not inclusive to the Medicare Supplement
(product. This product may be purchased without purchasing the Medicare Supplement product.

Fraud Warning: 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.

X
Applicant's Signature

Date Application Completed [ / Dated at
Month Day Year City State

M-NB-MSA001-AR-T 6



| represent and agree that | have truly and accurately recorded in this application all information supplied by the applicant
and personally witnessed (his-her) signature. | also certify that only Company approved sales material was used in
connection with this sale [, and copies of all Life sales materials used were left with the applicant, if the existing Life policy is

being replaced].

This Medicare Supplement policy [ ] does replace [ | does not replace any insurance presently in force.
[ This Life Insurance policy (if applied for) [_] does replace [ ] does not replace any insurance presently in force. (D)

X X

Licensed Resident Insurance Producer’s Signature Licensed Resident Insurance Producer’s Signature
Licensed Resident Insurance Producer’s Printed Name Licensed Resident Insurance Producer’s Printed Name
Licensed Resident Insurance Producer's NPN Licensed Resident Insurance Producer’'s NPN

To Be Filled Out By Insurance Producer
1. List any other health insurance policies you have sold the applicant which are still in force:

2. List any other health insurance policies you have sold the applicant in the past five (5) years which are no longer in force:

M-NB-MSA001-AR-T 7
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PHYSICIANS LIFE INSURANCE COMPANY

OMAHA, NEBRASKA
Certification of Flesch
These form(s) have the following Flesch Readability Score:

Form Flesch Score
M-NM-MSAO001-AA 40*
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w7l d

Vice President
Physicians Life Insurance Company

March 18, 2011
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‘e Underwriting Services
Phy&gans 2600 Dodge Street
Mutual Insurance for all of us.’ Omaha, NE 68131-2671

1.800.228.9100

Application for Medicare Supplement
[Optional Dental Enrollment] @

[Optional Life Insurance Application]
Plan Selection
Please initial the following coverage(s) for which you are applying:

Physicians Mutual Insurance Company
Physicians Life Insurance Company

Medicare Supplement Insurance Underwritten by Physicians Mutual Insurance Company
Complete the Medicare Supplement Plan Information and Questions Sections

Dental Insurance Underwritten by Physicians Mutual Insurance Company
Complete the Optional Dental Plan Information Section

[

Life Insurance Underwritten by Physicians Life Insurance Company
Complete the Optional Life Insurance Application Section

[

L J

©

(Personal Information (please print)

~
Applicant’'s Name Date of Birth [ Age
First Middle Initial Last Month Day Year
Address [ ] Female [ ] Male
Street Apartment Number @
City State Zip Code
Phone Number  ( ) Social Security Number — —
Date of Application / / Email Address
Month Day  Year
\ Y
Medicare Supplement Plan Information
Requested Effective Date / /
Month  Day  Year
Applicant’s Medicare Health Insurance Claim Number (HICN) \ \ \ \ \ \ \ \ | | \
(exactly as shown on your Medicare card)
Plan Selection (check one) Rate Structure (check one) A
[ ] Plan A/Po20
[ ] Plan F/po2s ] Communit
: , y
[ ] High Deductible Plan F/po27 > Rati 0)
ating (10)
[ ] Plan G/po2s
[ ] Plan N/po29
[ ] Plan F/po25 With Innovative Discount Rider/s345 > [_] Community
N Rating (20) )

[Modal Premium Selected $

Monthly Premium $

Payment Options: [[_] ABW (monthly) Type[] [_] Monthly [_] Quarterly [ ] Semiannual [_]Annual] (g)

1®
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Medicare Supplement Questions

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were
eligible for Guaranteed Issue of a Medicare Supplement insurance policy, or that you had 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 notice
from your prior insurer with your application.

PLEASE ANSWER ALL QUESTIONS.

To the best of your knowledge: YES NO
1. Are you covered Under MEAICAre PArt A?.............ovvovveeeeeieeeeeeesseeee s ssssessesssesssss s esse s sseessss e (] []
If yes, what is your Part A effective date? / /
Month Day Year
If no, what is your eligibility date? / /
Month Day Year
2. Are you covered under MdiCare Part BY ... eeeeeeeeeeeeee e seeeeesee s ssse s sssee s ssse e esee (] []
If yes, what is your Part B effective date? / /
Month Day Year
If no, what date do you plan to enroll? / /
Month Day Year
3. Did you turn age 65 in the ast SIX MOMNS? ..............veereeeeeeeeeees e (] []
3a. Will you turn age 65 in the Next SIX MONNS? ............cc.rveerviereeeiseeees s ees s sensesnees (] []
3b. Did you enroll in Medicare Part B in the [ast SiX MONtNS?............c.covverveeeeeeeeseeeee s (] []
If yes, what is your effective date? / /

Month Day Year
If you answered “YES” to any portion of question 3, you do not need to answer questions 8 — 24.

4. Are you covered for medical assistance through the state Medicaid program?............ccec.coeveeereenereererrennee. 1 [
NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met your
“Share of Cost,” please answer NO to this question.
If yes:
a. Will Medicaid pay your premiums for this Medicare Supplement policy? ..........ccooevrvnnnirenene. 1 0O
b. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B PremiUm?.........ov.uireeoreesssesssssssssssssssssssssssssssssssssssssssssssssssssansssssssnssassssaes (1 []
YES NO
5. If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for
example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates
below. If you are still covered under this plan, leave “END” blank.
Start Date [ / End Date [ /
Month Day Year Month Day Year
a. If you are still covered under the Medicare plan, do you intend to replace your current coverage
with this new Medicare SUPPIEMENt POCY?............vverveereereeieeeceseseeeee e 1
If yes, please show requested date of termination/disenroliment / /
Month Day Year
b. Was this your first time in this type of Medicare Plan?..............ccoeovvereeeeeeeeeeresseeeee s (] []
c. Did you drop a Medicare Supplement policy to enroll in the Medicare plan?...............ccccccocvcvvvccccncnnnes [1 [
YES NO
6. Do you have another Medicare Supplement poliCy in fOrCe? ..........occeeeeeeiieieieieeee e (] []
a. If so, with what company and what plan do you have?
b. If so, do you intend to replace your current Medicare Supplement policy with this policy? ........................ 1 0O

If yes, enter requested date of termination/disenroliment [ [
Month Day Year
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7. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union or iNdIVIAUAL PIN)...............orveeeeeeeereereeeee e HEN

a. If so, with what company and what kind of policy?

b. What are your dates off coverage under the other policy? (If you are still covered under this plan,

leave “END” blank) Start Date / / End Date / /
Month Day Year Month Day Year
c. If you are still covered by the policy described above, do you intend to replace your current
coverage with this new Medicare SUpPIEMENt POIICY?.........c.vveeveereeeeeereeseeeei e L] ]
If yes, please show requested date of termination/disenroliment. [ [

Month Day Year

Under Open Enroliment, health questions 8 — 24 are not required to be answered.

8. Please provide your height (ft.fin.) and weight (Ibs.)
YES NO
9. Have you used tobacco products in the past 12 months? (1 [
“Answer questions 10 and 11 only if you will be 68 years of age or younger on the effective date of the \
coverage for which you are applying. Otherwise, go to question 12. YES NO
10. Do any of these apply to you:
o Have end stage renal (KIANEY) GISEASE..............vveeeeeeeeeeeeeeeeeeeeee e ee e 1 0O
o CUITENIY FECEIVING GIIYSIS .......veeeeeeeeeeeeeeeeeee e eee e es s ee s seees e 1 0O
« Diagnosed with kidney disease that may require dialySis ...............covveererevereresreeesreereessessessseenee 1 0O
o Diagnosed with or treated for internal cancer or melanoma within the past two years ..............cco........ (] []
« Admitted to the hospital as an inpatient within the past three MONthS .............cc.oveveeeerevseecseecereseeene. (] []
o Have insulin dependent GIADELES............cc.oveeiveeeeeeeeeeeeeee e ee e s (] []
 Use oxygen as a treatment for a diagnosed medical CONQItIoN..............oc.ovveereererenrereneeeriseeeessseneeenn. (] []
11. Within the past two years, has a medical professional recommended or discussed as a treatment option,
any of the following that has NOT been completed:
o Hospital adMittance as @N INPALENT ...........c...ovueeveeeeeeeeeeee e es s (] []
o Any surgery (inCluding CALArACE SUFGEIY) .........vevveeveeeeeeeeeereesesess e sese s sesssssessss s 1 0O
0 USB OF OXYBMN ..ot (] []

Note: If you answered “YES” to any item in question 10 or 11, you will not qualify for coverage.
-

Answer questions 12 — 24 only if you will be over 68 years of age on the effective date of the

U_coverage for which you are applying. Otherwise, skip questions 12 — 24. YES NO

12. Have you been hospitalized or confined to a nursin? home within the past 90 days, or have

you been hospitalized two or more times in the past 12 months?..........ccovvviiiccc e 1 O
13. D0 yOU reqUIre the USE OF @ WAIKEI? ............cveiveeeeeeeeeeeeeieeessee e sess s sns e (] []
14. Are you bedridden, or do you require the use of @ Wheelchair?..............cccceieiiiiiccc e (] []
15. Do you have or have you been told by a medical professional that you have Alzheimer’s

Disease, Dementia, or any other cognitive diSOMAEr?............ccovvvverciceeccee e i
16. Have you been diagnosed as having, or received treatment by a medical professional for Acquired

Immune Deficiency Syndrome (AIDS), and/or Positive HIV and/or AIDS Related Complex (ARC)? ............. 1 [
17. Are you taking prescription drugs for both diabetes and a heart condition (including high blood pressure)?............. 1 0O
18. Are you taking anti-coagulant (0100d thinNer) ArugS?..........c..eveeeeveereeeereeeeseseseeessssessesessses s 1 [
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19. Have you been advised by a medical professional that you may need surgery or a

non-routine medical procedure within the next 12 months? (includes cataract surgery)........cococveveeeenennes 1 0O
20. Within the past two years have you been diagnosed with, told by a medical professional that you have,
or have you been treated for any of the following:
* alcoholism; drug addiction (OF ArUG @DUSE)............ov.erverreeereeeeees s ssss s esssesss s sesnssas 1 0O
« internal cancer; leukemia; malignant Melanoma;...........coovrrrrieeeeeeeee s L] ]
« congestive heart failure; valvular heart disease; coronary artery disease; heart rhythm disorder,
heart attack; heart surgery (includes bypass, balloon surgery, or placement of an arterial stent); ............... 1 O
¢ INSUNIN AEPENAENT GIADEIES: ...ttt (] []
* Systemic IUPUS ErYtNEMALOSUS (SLE): ......veeeeeeeeeeeeee e eeeess s see e ese s 1 0O
« multiple sclerosis; Amyotrophic Lateral Sclerosis (ALS); Parkinson’s DiSEase;.............ccc.vveeererrenerennennne. 1 0O
« fractures or amputation caused by disease; degenerative bone disease; severe arthritis
involving major joints (hip, knee or shoulder) or the SPINE;.........ccoviierriicee e 1 [
« liver disease; chronic kidney disorder; kidney failure; Kidney dialySis; .............ccoveerrerreeereerreersressseesseeneeane. (] []
+ chronic obstructive pulmonary disease (COPD) or emphySEMa; .........cccoeeiiririririiiriieiecissss s 1 0O
* an iliness or condition for WhICh YOU USE OXYGEIN; ..........cveerveereeerieseeiessesesesesesssssssssesssnsssssssnsssssssensssnnssas (] []
» stroke; transient ISCNEMIC AHACK (TIA): ... ....iveereeeeeeeeeeeeeee e (] []
Note: If you answered “YES” to any of questions 12-20, you will not qualify for coverage.
21. Do you have a Chronic Lung Disease, Chronic Bronchitis, or Breathing Disorder?............ccccoevveveivivnininnnns ] [
22. In the past 12 months have you received medical treatment in an assisted living facility? ...........cccccovevennns 1 0O
If yes, please explain.
23. Do you have a mental disease or disorder requiring medication (including depression)?.............c.cocoverenenes HEN
24. In the past 12 months, have you taken or been advised to take any prescription drugs, over the
counter drugs, or medicines including narcotics, barbiturates or amphetamines?...........ccccoovvenennnnene. 1 [
If “YES,” indicate the specifics below:
Quantity Prescribing lliness for Which Date Last
Medication Name Taken Dosage Physician Medication Prescribed | Prescribed
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Important Statements to be Read by Medicare Supplement Applicant
(1) You do not need more than one Medicare Supplement policy.

(2) If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple
coverages.

(3) You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

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

(5) If 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, if 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 later lose your employer or union-based
group health plan, your suspended Medicare Supplement policy (or, if that is no longer 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 prescription drugs and you enrolled in
Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug
coverage, but will otherwise be substantially equivalent to your coverage before the date of suspension.

(6) Counseling services may be available in your state to provide advice concerning your purchase of Medicare Supplement
insurance and concerning medical assistance through the state Medicaid program, including benefits as a Qualified
Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

6ptional Dental Plan Enrollment (Not required for issue of Medicare Supplement)

Dental Certificate C250 issued to the Delaware Group Insurance Trust

Plan Selection (check one) [[_] Applicant Only [ Applicant/Spouse ] ()
Spouse Information (only if Applicant/Spouse dental coverage is selected):
Spouse’s Name @

Date of Birth / / Age [ ]Male [ ]Female
Month  Day Year

First Middle Initial Last J

Choose your level of benefits: Schedule:[ [ JA [1D [JE]@

Requested Effective Date / /
Month Day Year

Payment Options: [[_] ABW (montniy) [] Monthly [] Quarterly [] Semiannual [] Annual ](©)

\

[ Modal Premium Selected $ Monthly Premium § 1@
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[Optional Life Insurance Application (Not required for issue of Medicare Supplement) \
Life Policy [ L728, Modified Whole Life Insurance ](r) Underwritten by Physicians Life Insurance Compan

N — — ~

This statement applies only to the Medicare Supplement application: The Undersigned applicant and insurance
producer certify that the applicant has read, or had read to him or her, the completed application and that the applicant
realizes that any false statement or misrepresentation in the application may result in loss of coverage under the Medicare
Supplement policy.

| represent and agree that all information stated in this application is complete and correct to the best of my knowledge.

(This statement applies only to applicants enrolling for optional Dental Certificate C250: | am enrolling for Certificate
C250 and the plan selected issued to the Delaware Group Insurance Trust. | understand no coverage is in force until the @
Company issues a certificate showing a Certificate Effective Date and the first full premium has been paid. This Product is
being purchased separately from the Medicare Supplement product. Benefits are not inclusive to the Medicare Supplement
(product. This product may be purchased without purchasing the Medicare Supplement product.

Fraud Warning: 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.

X
Applicant's Signature

Date Application Completed [ / Dated at
Month Day Year City State
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| represent and agree that | have truly and accurately recorded in this application all information supplied by the applicant
and personally witnessed (his-her) signature. | also certify that only Company approved sales material was used in
connection with this sale [, and copies of all Life sales materials used were left with the applicant, if the existing Life policy is

being replaced].

This Medicare Supplement policy [ ] does replace [ | does not replace any insurance presently in force.
[ This Life Insurance policy (if applied for) [_] does replace [ ] does not replace any insurance presently in force. (D)

X X

Licensed Resident Insurance Producer’s Signature Licensed Resident Insurance Producer’s Signature
Licensed Resident Insurance Producer’s Printed Name Licensed Resident Insurance Producer’s Printed Name
Licensed Resident Insurance Producer's NPN Licensed Resident Insurance Producer’'s NPN

To Be Filled Out By Insurance Producer
1. List any other health insurance policies you have sold the applicant which are still in force:

2. List any other health insurance policies you have sold the applicant in the past five (5) years which are no longer in force:
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‘e Underwriting Services
Phy&gans 2600 Dodge Street
Mutual Insurance for all of us.’ Omaha, NE 68131-2671

1.800.228.9100

Application for Medicare Supplement
[Optional Dental Enrollment] @

[Optional Life Insurance Application]
Plan Selection
Please initial the following coverage(s) for which you are applying:

Physicians Mutual Insurance Company
Physicians Life Insurance Company

Medicare Supplement Insurance Underwritten by Physicians Mutual Insurance Company
Complete the Medicare Supplement Plan Information and Questions Sections

Dental Insurance Underwritten by Physicians Mutual Insurance Company
Complete the Optional Dental Plan Information Section

[

Life Insurance Underwritten by Physicians Life Insurance Company
Complete the Optional Life Insurance Application Section

[

L J

©

(Personal Information (please print)

~
Applicant’'s Name Date of Birth [ Age
First Middle Initial Last Month Day Year
Address [ ] Female [ ] Male
Street Apartment Number @
City State Zip Code
Phone Number  ( ) Social Security Number — —
Date of Application / / Email Address
Month Day  Year
\ Y
Medicare Supplement Plan Information
Requested Effective Date / /
Month  Day  Year
Applicant’s Medicare Health Insurance Claim Number (HICN) \ \ \ \ \ \ \ \ | | \
(exactly as shown on your Medicare card)
Plan Selection (check one) Rate Structure (check one) A
[ ] Plan A/Po20
[ ] Plan F/po2s ] Communit
: , y
[ ] High Deductible Plan F/po27 > Rati 0)
ating (10)
[ ] Plan G/po2s
[ ] Plan N/po29
[ ] Plan F/po25 With Innovative Discount Rider/s345 > [_] Community
N Rating (20) )

[Modal Premium Selected $

Monthly Premium $

Payment Options: [[_] ABW (monthly) Type[] [_] Monthly [_] Quarterly [ ] Semiannual [_]Annual] (g)

1®
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Medicare Supplement Questions

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were
eligible for Guaranteed Issue of a Medicare Supplement insurance policy, or that you had 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 notice
from your prior insurer with your application.

PLEASE ANSWER ALL QUESTIONS.

To the best of your knowledge: YES NO
1. Are you covered Under MEAICAre PArt A?.............ovvovveeeeeieeeeeeesseeee s ssssessesssesssss s esse s sseessss e (] []
If yes, what is your Part A effective date? / /
Month Day Year
If no, what is your eligibility date? / /
Month Day Year
2. Are you covered under MdiCare Part BY ... eeeeeeeeeeeeee e seeeeesee s ssse s sssee s ssse e esee (] []
If yes, what is your Part B effective date? / /
Month Day Year
If no, what date do you plan to enroll? / /
Month Day Year
3. Did you turn age 65 in the ast SIX MOMNS? ..............veereeeeeeeeeees e (] []
3a. Will you turn age 65 in the Next SIX MONNS? ............cc.rveerviereeeiseeees s ees s sensesnees (] []
3b. Did you enroll in Medicare Part B in the [ast SiX MONtNS?............c.covverveeeeeeeeseeeee s (] []
If yes, what is your effective date? / /

Month Day Year
If you answered “YES” to any portion of question 3, you do not need to answer questions 8 — 24.

4. Are you covered for medical assistance through the state Medicaid program?............ccec.coeveeereenereererrennee. 1 [
NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met your
“Share of Cost,” please answer NO to this question.
If yes:
a. Will Medicaid pay your premiums for this Medicare Supplement policy? ..........ccooevrvnnnirenene. 1 0O
b. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B PremiUm?.........ov.uireeoreesssesssssssssssssssssssssssssssssssssssssssssssssssssansssssssnssassssaes (1 []
YES NO
5. If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for
example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates
below. If you are still covered under this plan, leave “END” blank.
Start Date [ / End Date [ /
Month Day Year Month Day Year
a. If you are still covered under the Medicare plan, do you intend to replace your current coverage
with this new Medicare SUPPIEMENt POCY?............vverveereereeieeeceseseeeee e 1
If yes, please show requested date of termination/disenroliment / /
Month Day Year
b. Was this your first time in this type of Medicare Plan?..............ccoeovvereeeeeeeeeeresseeeee s (] []
c. Did you drop a Medicare Supplement policy to enroll in the Medicare plan?...............ccccccocvcvvvccccncnnnes [1 [
YES NO
6. Do you have another Medicare Supplement poliCy in fOrCe? ..........occeeeeeeiieieieieeee e (] []
a. If so, with what company and what plan do you have?
b. If so, do you intend to replace your current Medicare Supplement policy with this policy? ........................ 1 0O

If yes, enter requested date of termination/disenroliment [ [
Month Day Year
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7. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union or iNdIVIAUAL PIN)...............orveeeeeeeereereeeee e HEN

a. If so, with what company and what kind of policy?

b. What are your dates off coverage under the other policy? (If you are still covered under this plan,

leave “END” blank) Start Date / / End Date / /
Month Day Year Month Day Year
c. If you are still covered by the policy described above, do you intend to replace your current
coverage with this new Medicare SUpPIEMENt POIICY?.........c.vveeveereeeeeereeseeeei e L] ]
If yes, please show requested date of termination/disenroliment. [ [

Month Day Year

Under Open Enroliment, health questions 8 — 24 are not required to be answered.

8. Please provide your height (ft.fin.) and weight (Ibs.)
YES NO
9. Have you used tobacco products in the past 12 months? (1 [
“Answer questions 10 and 11 only if you will be 68 years of age or younger on the effective date of the \
coverage for which you are applying. Otherwise, go to question 12. YES NO
10. Do any of these apply to you:
o Have end stage renal (KIANEY) GISEASE..............vveeeeeeeeeeeeeeeeeeeeee e ee e 1 0O
o CUITENIY FECEIVING GIIYSIS .......veeeeeeeeeeeeeeeeeee e eee e es s ee s seees e 1 0O
« Diagnosed with kidney disease that may require dialySis ...............covveererevereresreeesreereessessessseenee 1 0O
o Diagnosed with or treated for internal cancer or melanoma within the past two years ..............cco........ (] []
« Admitted to the hospital as an inpatient within the past three MONthS .............cc.oveveeeerevseecseecereseeene. (] []
o Have insulin dependent GIADELES............cc.oveeiveeeeeeeeeeeeeee e ee e s (] []
 Use oxygen as a treatment for a diagnosed medical CONQItIoN..............oc.ovveereererenrereneeeriseeeessseneeenn. (] []
11. Within the past two years, has a medical professional recommended or discussed as a treatment option,
any of the following that has NOT been completed:
o Hospital adMittance as @N INPALENT ...........c...ovueeveeeeeeeeeeee e es s (] []
o Any surgery (inCluding CALArACE SUFGEIY) .........vevveeveeeeeeeeeereesesess e sese s sesssssessss s 1 0O
0 USB OF OXYBMN ..ot (] []

Note: If you answered “YES” to any item in question 10 or 11, you will not qualify for coverage.
-

Answer questions 12 — 24 only if you will be over 68 years of age on the effective date of the

U_coverage for which you are applying. Otherwise, skip questions 12 — 24. YES NO

12. Have you been hospitalized or confined to a nursin? home within the past 90 days, or have

you been hospitalized two or more times in the past 12 months?..........ccovvviiiccc e 1 O
13. D0 yOU reqUIre the USE OF @ WAIKEI? ............cveiveeeeeeeeeeeeeieeessee e sess s sns e (] []
14. Are you bedridden, or do you require the use of @ Wheelchair?..............cccceieiiiiiccc e (] []
15. Do you have or have you been told by a medical professional that you have Alzheimer’s

Disease, Dementia, or any other cognitive diSOMAEr?............ccovvvverciceeccee e i
16. Have you been diagnosed as having, or received treatment by a medical professional for Acquired

Immune Deficiency Syndrome (AIDS), and/or Positive HIV and/or AIDS Related Complex (ARC)? ............. 1 [
17. Are you taking prescription drugs for both diabetes and a heart condition (including high blood pressure)?............. 1 0O
18. Are you taking anti-coagulant (0100d thinNer) ArugS?..........c..eveeeeveereeeereeeeseseseeessssessesessses s 1 [
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19. Have you been advised by a medical professional that you may need surgery or a

non-routine medical procedure within the next 12 months? (includes cataract surgery)........cococveveeeenennes 1 0O
20. Within the past two years have you been diagnosed with, told by a medical professional that you have,
or have you been treated for any of the following:
* alcoholism; drug addiction (OF ArUG @DUSE)............ov.erverreeereeeeees s ssss s esssesss s sesnssas 1 0O
« internal cancer; leukemia; malignant Melanoma;...........coovrrrrieeeeeeeee s L] ]
« congestive heart failure; valvular heart disease; coronary artery disease; heart rhythm disorder,
heart attack; heart surgery (includes bypass, balloon surgery, or placement of an arterial stent); ............... 1 O
¢ INSUNIN AEPENAENT GIADEIES: ...ttt (] []
* Systemic IUPUS ErYtNEMALOSUS (SLE): ......veeeeeeeeeeeeee e eeeess s see e ese s 1 0O
« multiple sclerosis; Amyotrophic Lateral Sclerosis (ALS); Parkinson’s DiSEase;.............ccc.vveeererrenerennennne. 1 0O
« fractures or amputation caused by disease; degenerative bone disease; severe arthritis
involving major joints (hip, knee or shoulder) or the SPINE;.........ccoviierriicee e 1 [
« liver disease; chronic kidney disorder; kidney failure; Kidney dialySis; .............ccoveerrerreeereerreersressseesseeneeane. (] []
+ chronic obstructive pulmonary disease (COPD) or emphySEMa; .........cccoeeiiririririiiriieiecissss s 1 0O
* an iliness or condition for WhICh YOU USE OXYGEIN; ..........cveerveereeerieseeiessesesesesesssssssssesssnsssssssnsssssssensssnnssas (] []
» stroke; transient ISCNEMIC AHACK (TIA): ... ....iveereeeeeeeeeeeeeee e (] []
Note: If you answered “YES” to any of questions 12-20, you will not qualify for coverage.
21. Do you have a Chronic Lung Disease, Chronic Bronchitis, or Breathing Disorder?............ccccoevveveivivnininnnns ] [
22. In the past 12 months have you received medical treatment in an assisted living facility? ...........cccccovevennns 1 0O
If yes, please explain.
23. Do you have a mental disease or disorder requiring medication (including depression)?.............c.cocoverenenes HEN
24. In the past 12 months, have you taken or been advised to take any prescription drugs, over the
counter drugs, or medicines including narcotics, barbiturates or amphetamines?...........ccccoovvenennnnene. 1 [
If “YES,” indicate the specifics below:
Quantity Prescribing lliness for Which Date Last
Medication Name Taken Dosage Physician Medication Prescribed | Prescribed
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Important Statements to be Read by Medicare Supplement Applicant
(1) You do not need more than one Medicare Supplement policy.

(2) If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple
coverages.

(3) You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

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

(5) If 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, if 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 later lose your employer or union-based
group health plan, your suspended Medicare Supplement policy (or, if that is no longer 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 prescription drugs and you enrolled in
Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug
coverage, but will otherwise be substantially equivalent to your coverage before the date of suspension.

(6) Counseling services may be available in your state to provide advice concerning your purchase of Medicare Supplement
insurance and concerning medical assistance through the state Medicaid program, including benefits as a Qualified
Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

6ptional Dental Plan Enrollment (Not required for issue of Medicare Supplement)

Dental Certificate C250 issued to the Delaware Group Insurance Trust

Plan Selection (check one) [[_] Applicant Only [ Applicant/Spouse ] ()
Spouse Information (only if Applicant/Spouse dental coverage is selected):
Spouse’s Name @

Date of Birth / / Age [ ]Male [ ]Female
Month  Day Year

First Middle Initial Last J

Choose your level of benefits: Schedule:[ [ JA [1D [JE]@

Requested Effective Date / /
Month Day Year

Payment Options: [[_] ABW (montniy) [] Monthly [] Quarterly [] Semiannual [] Annual ](©)

\

[ Modal Premium Selected $ Monthly Premium § 1@
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[Optional Life Insurance Application (Not required for issue of Medicare Supplement) \
Life Policy [ L728, Modified Whole Life Insurance ](r) Underwritten by Physicians Life Insurance Compan

N — — ~

This statement applies only to the Medicare Supplement application: The Undersigned applicant and insurance
producer certify that the applicant has read, or had read to him or her, the completed application and that the applicant
realizes that any false statement or misrepresentation in the application may result in loss of coverage under the Medicare
Supplement policy.

| represent and agree that all information stated in this application is complete and correct to the best of my knowledge.

(This statement applies only to applicants enrolling for optional Dental Certificate C250: | am enrolling for Certificate
C250 and the plan selected issued to the Delaware Group Insurance Trust. | understand no coverage is in force until the @
Company issues a certificate showing a Certificate Effective Date and the first full premium has been paid. This Product is
being purchased separately from the Medicare Supplement product. Benefits are not inclusive to the Medicare Supplement
(product. This product may be purchased without purchasing the Medicare Supplement product.

Fraud Warning: 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.

X
Applicant's Signature

Date Application Completed [ / Dated at
Month Day Year City State
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| represent and agree that | have truly and accurately recorded in this application all information supplied by the applicant
and personally witnessed (his-her) signature. | also certify that only Company approved sales material was used in
connection with this sale [, and copies of all Life sales materials used were left with the applicant, if the existing Life policy is

being replaced].

This Medicare Supplement policy [ ] does replace [ | does not replace any insurance presently in force.
[ This Life Insurance policy (if applied for) [_] does replace [ ] does not replace any insurance presently in force. (D)

X X

Licensed Resident Insurance Producer’s Signature Licensed Resident Insurance Producer’s Signature
Licensed Resident Insurance Producer’s Printed Name Licensed Resident Insurance Producer’s Printed Name
Licensed Resident Insurance Producer's NPN Licensed Resident Insurance Producer’'s NPN

To Be Filled Out By Insurance Producer
1. List any other health insurance policies you have sold the applicant which are still in force:

2. List any other health insurance policies you have sold the applicant in the past five (5) years which are no longer in force:
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Statement of Variability
Application M-NB-MSA001-AR-T
Revised 04/05/11

May delete from the title if option to enroll in dental coverage is removed
from the application.

May delete from the title if option to apply for life coverage is removed from
the application.

May delete this item, or add/delete/change instructional copy.
May delete this item, or add/delete/change instructional copy.

May rearrange the layout or change format of this section. May change
location of this section in the application. May delete/change items or
add/change instructional copy.

May rearrange the layout or change format of this section. May change
location of this section in the application. May add/delete/change Plans
offered, or modify plan names or add instructional copy.

. May add/move/delete/change the payment method options, as well as
instructional copy.

. May add/move/delete/change premium information, as well as
instructional copy.

Will not change wording to health questions 10 and 11, but may delete
questions 10 and 11 and instructional copy preceding and following those
questions if we change the application to have all ages of applicants answer
all the same health questions. Other question numbers would be renumbered
accordingly.

May delete instructional copy preceding question 12 if we change the
application to have all ages of applicants answer all the same health questions.
Other question numbers would be renumbered accordingly.

May rearrange the layout or change format of this section. May change
location of this section in the application. May delete this section.

May add/delete/change Plans offered.
. May delete/change spouse information requested, or add instructional copy.

May add/delete/change Schedules offered.



©

May add/move/delete/change the payment method options, as well as
instructional copy.

p. May add/move/delete/change premium information, as well as
instructional copy.

. May rearrange the layout or change format of this section. May change
location of this section in the application. May delete this section.

o]

r. May add/delete/change Policies offered.
s. May add/delete/change Face Amounts offered.

t. May add/delete/change Riders offered. May add/delete/change Face Amounts
of Riders offered.

u. May add/delete/change the number of beneficiaries and/or contingent
beneficiaries listed. May add/delete/change instructional copy.

v. May delete this item, or add/change instructional copy.
w. May delete if plans offered do not have a cash value.
X. May delete this item, or add/change instructional copy.

y. May add/move/delete/change the payment method options, as well as
instructional copy.

z. May add/move/delete/change premium information, as well as
instructional copy.

aa. May delete this item if dental insurance is not offered. May
add/change/delete plan(s) offered.

bb. May delete this item if life insurance is not offered. May
add/change/delete plan(s) offered.

cc. May delete this item if life insurance is not offered.

dd. May delete this item if life insurance is not offered.
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