For more information, visit www.long-term-care-insurance-planners.com

PENN TREATY NETWORK AMERICA

INSURANCE COMPANYM
3440 Lehigh Street, P.O. Box 7066
Allentown, PA 18105-7066
(800) 362-0700

TAX-QUALIFIED LONG TERM CARE NURSING FACILITY POLICY

This Policy is intended to be a Tax-Qualified Long Term Care Insurance Policy as defined under section
7702B(b) of the Internal Revenue Code of 1986, as amended. You may be able to deduct the premium You pay
for this Policy as medical care expenses on Your federal income tax return. The maximum amount of premium
You may deduct is limited and based on Your age at the end of the taxable year. Consult your accountant or
income tax preparer to determine if you are eligible to take this deduction and the amount of this deduction.

NOTICE TO BUYER: THIsSPoLICY MAY NOT COVER ALL OF T
CARE INCURRED BY THE BUYER DURING THE PERIOD OF COVERA
CAREFULLY ALL POLICY LIMITATIONS.

This Policy is issued to the person named in the Policy
to the questions contained in the application, copy of

art of this Policy, and the
amed is the primary insured

payment of the Initial Term Premium sent in w
and Policy owner and will be referred to as“Yeou" or *
If You die while insured under the palicy, \Wewill re
death. The refund will be made withi
paid to Your estate.

prémium paid for the period after Your
ritten notice of Your death. It will be

enn Treaty Network America Insurance Company®,

ement is a contract of insurance whereby we agree to pay
ce with the terms, definitions, provisions, limitations and
ect as of 12:01 A.M., standard time, at Your residence on the

This Policy isevidence of &
hereafter referred to as “*We
You the benefits previded

exclusions containéed P

ABLE FOR LIFE -- PREMIUMS SUBJECT TO CHANGE

_ ple“for Your lifetime. It may be kept in force by the timely payment of

premiums.” We cannot refuseto renew this Policy aslong as You pay the premiums. We can change the renewal

premium rates. We cannot‘ehange your rates due to a change in your age or health; we can only change them if

they are changed for all policiesin Your state on this Policy Form. Renewal premiums due after a change is

:j mplemggted will be based on the new rate. Notice of any change in rates will be sent at least thirty-one (31)
aysin advance.

This Policy is guaranteed,rene

~ NOTICE OF THIRTY (30) DAY RIGHT TO EXAMINE POLICY _
Carefully read this Policy as soon as You recelveit. If You are not satisfied for any reason, Y ou may return it to
Us, or Our authorized ag&nt, within thi _rt%/ (302) days after You receive it. We will refund all of the premiums
paid in full directly to You within thlr\k; 3 1 ays after the Policy is returned. The Policy will then be
considered void from the beginning. If We fail to return Your premium within thirty (30) days, an additional
ten- percent (10%) penalty will be included in the premium amount due Y ou.

CAUTION: THE ISSUANCE OF THIS POLICY IS BASED UPON YOUR RESPONSES TO THE QUESTIONS ON YOUR
APPLICATION. A COPY OF YOUR APPLICATION ISATTACHED. |F YOUR ANSWERS ARE INCORRECT OR UNTRUE, WE
HAVE THE RIGHT TO DENY BENEFITS OR RESCIND YOUR POLICY. THE BEST TIME TO CLEAR UP ANY QUESTIONS IS
NOW, BEFORE A CLAIM ARISES! IF, FOR ANY REASON, ANY OF YOUR ANSWERS ARE INCORRECT, CONTACT US AT
OUR HOME OFFICE. OUR ADDRESS IS 3440 LEHIGH STREET, P.O. Box 7066, ALLENTOWN, PA 18105-7066.

THIS POLICY IS NOT A MEDICARE SUPPLEMENT POLICY: If You are dligible for Medicare,
review the Medicar e Supplement Buyer's Guide available from Us.
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SECTION I: POLICY BENEFIT PROVISIONS

This section provides You with information about the benefits available for Assisted Living Facilities and
Nursing Home Facilities under this policy. What follows is an explanation of these benefits, the conditions of
eligibility that explain how Y ou qualify to receive these benefits and definitions of important words and terms,
which will help Y ou understand the benefits. Throughout the Policy, important words and terms appear in bold
print. They appear in italicized bold print where they are defined.

ASSISTED LIVING FACILITY BENEFITS

For each day You are confined to an Assisted Living Facility and meet the Gonditionsef Eligibility, We will

pay the lesser of:
1.) 100% of the Assisted Living Daily Fee; or
2.) the Maximum Daily Benefit listed in the Polj
3.) the Reasonable and Customary Charge

An Assisted Living
Living Facility. Any fagili
considered eligibleif it mee

e Policy definition of an Assisted Living Facility.

If afacility or institution (such as a congregate care facility or life care community) has multiple licenses and/or
multiple purposes, only the section, wing, ward or unit (including a separate room or apartment) that specifically
gualifiesas an Assisted Living Facility will be eligible for benefits.

The Assisted Living Facility Daily Fee is the daily rate for room and board and assisted living services
provided by the Assisted Living Facility’s staff. Incidental expenses, such as Physician’s services, medical
supplies, medications, pharmaceuticals, toiletries, transportation charges and beautician’s services, will not
be considered as part of the Assisted Living Facility Daily Fee.

Reasonable and Customary Charge means a charge which does not exceed the regular and customary
chargesfor, or the fair and reasonable value of, the services and supplies Y ou receive. The Reasonable and
Customary Charge will be determined by comparing the expense You incur with the charges made for
similar services and supplies in the same geographic locality.
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NURSING FACILITY BENEFITS

For each day You are confined to a Nursing Facility and meet the Conditions of Eligibility, We will pay the
lesser of the following:

1.) 100% of the Nursing Facility Daily Fee; or

2.) the Maximum Daily Benefit listed in the Policy Schedule Page; or

3.) the Reasonable and Customary Charge.

A Nursing Facility is a facility or distinctly separate part of a hospital or other institution which is
licensed by the appropriate federa or state agency to engage primarily in providing nursing care and
related services to inpatients which:

1.) providestwenty-four (24) hour aday nursing services,

2.) hasanurseon duty or on cal at al times,

3.) maintainsclinical records for all patients; and

4)) has appropriate methods and procedures for hand

biologicals.
A Nursing Facility may sometimes be called a Ski i [ ‘ ate Care Facility,
Custodial Care Facility or Personal Care Facility. A ( ) Sectic v ¢nown by one of these
names, or any other name, will be consideredfeli - , definition of a Nursing

Facility.

If a facility or institution (such as @ cor € ! or fife care community) has multiple
licenses and/or multiple pUrpOSES, on [ ard” or unit (including a separate room or
apartment) that specificaly ifie 3 iNg be eligible for benefits.

The Nursing Facili i ee | ily.rate for room and board and nursi ng facility care provided
by the Nursing Fagcili j ; penses, such as physician’s services, medical supplies,
medications@nd p i toile ansportation charges and beautician’s services will not be
considered

SECTION II: ELJGﬁBI)LWY FOR THE PAYMENT OF BENEFITS

You will become eligible to receive the benefits available under Section | of this Policy if the care/services are
received while this Policy is in force and are provided pursuant to a Plan of Care developed by a Licensed
Health Care Practitioner.

Plan of Care is a written plan of Qualified Long Term Care Services prepared by a Licensed Health Care
Practitioner which: (a) specifies the type of such services that are necessary; and (b) certifies that You are a
Chronically Il Individual. Certification of Your condition may be required periodically, but not more than
once every thirty-one (31) days.

Qualified Long Term Care Services include any necessary diagnostic, preventive, therapeutic, curing,
treating, mitigating or rehabilitative services, and maintenance services, which (a) are required by a
Chronically Il Individual ; and (b) provided pursuant to a Plan of Care prescribed by a Licensed
Health Care Practitioner.

A Chronically Il Individual is an individual who has been certified by a Licensed Health Care
Practitioner, at any time in the preceding twelve (12) month period, as:
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(1) being unable to perform, without Substantial Assistance, at least two (2) Activities of Daily
Living for a period of at least ninety (90) days due to the loss of functional capacity; or,
having a similar level of disability as determined by the Secretary of the Treasury in
consultation with the Secretary of Health and Human Services;

Substantial Assistance may be Hands-on Assistance and/or Standby Assistance.

Hands-on Assistance is the physical assistance of another person without which
You would be unable to perform the Activity of Daily Living.

Standby Assistance is the presence of another person within arm’s reach of you
that is necessary to prevent, by physical intervention, injury to You while You are
performing an Activity of Daily Living.

Activities of Daily Living are the basic human functienah abilities required for You to

remain independent. They are asfollows:
1.)
2)
3)

)

deterigration or loss of intellectual capacity that is not related to, or a result of, mental
illness, but which can result from Alzheimer’s Disease and similar forms of irreversible
dementia. Severe Cognitive Impairment must result in Your requiring supervision to
maintain Your safety and/or the safety of others. The deterioration or loss of intellectual
capacity is established through the use of standardized tests that reliably measure
impairment in the following areas:

1) Short-term or long-term memory;

2)) Orientation as to person, place and time;

3) Deductive or Abstract Reasoning.

Licensed Health Care Practitioner is any Physician or any registered professional nurse,
licensed social worker, or other individua who meets the requirements prescribed by the
Secretary of Health and Human Services. A Licensed Health Care Practitioner may be
any licensed practitioner of the healing arts operating within the scope of his or her
license who is other than You or aFamily Member.

A Family Member is anyone related to You in any degree by blood, marriage or operation of law.

This includes the following relatives of You and Your spouse: parents, grandparents, brothers,
sisters, children, grandchildren, aunts, uncles, cousins, nephews, nieces and in-laws.
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SECTION II1: BENEFIT LIMITATIONS

MAXIMUM DAILY BENEFIT
The Maximum Daily Benefit is the maximum amount We will pay for any one-day of confinement to a
Nursing Facility and/or Assisted Living Facility. The Maximum Daily Benefit is listed on the Policy
Schedule Page.

MAXIMUM BENEFIT PERIOD
The Maximum Benefit Period, shown in the Policy Schedule, is the maximum number of days of benefits are available
for a confinement in an Asssted Living Facility and/or Nursing Facility or any combination of Assisted Living
Facility and Nursing Facility confinements, during Your lifetime. Each day benefits are paid, whether it be for a
confinement in an Assisted L iving Facility or confinement in an Nursing Facility, will count as one (1) full day of the
Maximum Benefit Period.

ELIMINATION PERIOD

The Elimination Period of one-hundred and twenty (120) days must first_bg i efore benefits will be
paid. For aday of confinement to a Nursing Facility and/or Assisted L iy acili applied towards the
satisfaction of the Elimination Period, the confinement must be govered b Icy 'and You must be
otherwise eligible to receive benefits. When benefits do begin, they Wi etroactive torthe beginning of

pe of this policy.

Pre-Existing Condition is a condition for which med mended by or received
from a Physician within six (6) months precedi as shown on the Policy Schedule
Page.

Pre-Existing Conditions are not cov \ thi i en | ce six (6) months. Any confinement
beginning within six (6) months of the Effecti 3 om a Pre-Existing Condition will not be
covered.

P\

SECTION 1V 2ARDITIONAL EEATURES

TMARTY NOTICES
one (1) person who isto receive notice of cancellation of Y our Policy for
) ion of this person does not constitute acceptance of any liability by this
person for services provi@eao You. Your written designation shall include the person's full name and home
address and shall becom of Our records. We shall notify You of the right to change this written
designation at least once every two (2) years.

If You elect to designate such a person, Y our Policy cannot be canceled for nonpayment of premium unless We
have notified the designated person at least thirty (30) days in advance of the cancellation date. Notice shall be
given by first class United States mail, postage prepaid, and notice may not be given until thirty (30) days after a
premium is due and unpaid. Notice shall be deemed to have been given as of five (5) days after the date of
mailing to athird party.

If You do not elect to designate a third party to receive notice of cancellation for nonpayment of premium, a
written waiver dated and signed by Y ou will become part of Our records.

CONTINUATION FOR ALZHEIMER'S DISEASE
AND OTHER FORMSOF COGNITIVE IMPAIRMENT
If Your Policy lapses, We will provide a retroactive continuation of coverage if We receive the following within
five (5) months of the lapse:
1) Satisfactory proof that You had Severe Cognitive Impairment on the renewa date (including but
not limited to Alzheimer's Disease); and
2.) Payment of all past-due premiums for this Policy and any riders attached to this Policy that were in
force on the date of lapse.
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This continuation will provide uninterrupted coverage to the same extent that the policy would have provided
had it not |apsed.
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EXTENSION OF BENEFITS
Termination of Your Policy shall be without prejudice to any benefits payable for ingtitutionalization if such
ingtitutionalization began while the Policy was in force and continues without interruption after termination.
The extension of benefits beyond the period the Policy isin force is limited to the duration of the benefit period.

SECTIONYV: EXCLUSIONS: WHAT'SNOT COVERED

This section sets forth the conditions under which payment will not be made, even if You otherwise qualify
for benefits.

Exclusions: The Policy will not pay benefitsfor:

1) Chargesfor care or servicesthat are provided while this coverage.is n
2.) Chargesfor care or services provided by a Family Member, un

3.) Charges for rest care, hotel or retirement home expen ich are related to
Your residence and not Your health.

4.) Charges for care/services that You would not b [ absence of this
insurance.

5.) Chargesfor care or services provided

6.) Charges for care or services th
Disease Law.

7.) Chargesfor care or servi
Medicare will be co

ompensation or Occupational

y portion of such charges not paid by

If you have other palici
Should benefits for
other policy and/or
under this policy
actual charge incur
geographic region, whicl
maintained with, or
I nsurance Company™".

licy on a charge-incurred basis also be payable under any
ork America Insurance Company™", the benefits to be paid
the benefits payable under said other policies/riders, exceed the
le and customary fee for similar care/services rendered in the same
efitswill be paid under this policy without regard to any coverage
aid by, any private insurer other than Penn Treaty Network America

SECTION VI: GENERAL CONTRACT PROVISIONS

This section provides You with information about the General Provisionsincluded in Your Palicy.

Entire Contract; Changes. This Policy, including any attached papers, constitutes the entire contract. No
changeisvalid until:

1.) approved by one of Our executive officers; and

2.) endorsed hereon or attached hereto.
No agent has authority to change this Policy or to waive any of its provisions.
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TimeLimit on Certain Defenses:

1) No claim for loss incurred starting after six (6) months from the Effective Date of coverage will
be reduced or denied because a physical condition had existed before the Effective Date of
coverage, unless the coverage is voided due to a material misstatement made in the application;

2) After two (2) years from the Effective Date of coverage, no misstatements, except fraudulent
ones, made in the application may be used to void this Policy.

Grace Period: A grace period of thirty-one (31) daysis granted for the payment of each premium due after the
first premium, during which time Y our Policy continuesin force.

Reinstatement: If the renewal premium is not paid before the Grace Period ends, Y.eu
acceptance of the premium by Us, or by Our agent authorized to accept pay

Policy will lapse. Later
\ent, without requiring an

application for reinstatement will reinstate Y our Policy. If We require areins 3 apl|cat|on You will be
issued a conditional receipt for the premium. If We approve Your reipstatel ation, Your Policy will
be reinstated as of the date of Our approval. If We disapprove Y our applicatio do so in writing

days after the date of the conditional receipt. The reinstated I' \
accidental injury or loss due to sickness as may occur after the date all other respects, both
Y our and Our rights under the policy will be the sasme@s befare the,poli e . premiums We accept for
a reinstatement will be applied to the period 4&6r Which premiunis havenot been paid. No premium will be
applied to any period more than sixty (60) days he'date of reinstateme

CLAIMSUNDER THISPoLIcY ( / \\ \/\ X

cla within twenty (20) days of loss. If not, as soon as
thorized agent is acceptable. Notice should include Y our

leen(15) days, Y ou will be considered to have complied if, within the time for
proof specifically describing the loss.

Proof of Loss: You must give Us written proof of loss within ninety (90) days from the occurrence of loss. If
Y ou have a good reason for not doing so, We will not contest the claim. However, Y ou must give Us proof no
later than one (1) year from the time normally required unless legally incapable.

Time of Payment of Claims: Benefits payable under the policy for any loss incurred will be paid within thirty
(30) days after receipt of written proof of loss. Any balance remaining unpaid at the end of Our liability will be
paid immediately upon receipt of written proof.

Payment of Claims. All benefits will be payable to You. Any accrued benefits unpaid at Your death will be
paid to Y our estate.

Physical Examination: At Our expense, We shall have the right and opportunity to have You examined when
and as often as We may reasonably require while aclaimisin claim paying status.
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Appealing a Denial of Benefits: We will notify Y ou in writing of any denial of benefits for which a claim has
been made. You, or someone acting on Your behalf, will have the right to appeal this denial. Such appeal: (a)
must be in writing and may include any supporting material Y ou consider supports Y our position; and, (b) must
be received by Us within three (3) years of the date on which Y ou receive Our written denial of benefits. Upon
receipt of Your appeal: (a) We will immediately review such appeal; and, (b) advise You, or Your chosen
representative, in writing, within thirty (30) days of Our receipt of Y our appeal, of the result of Our review.

Legal Actions: No legal or equitable action shall be brought to recover on the policy sooner than sixty (60)
days after written proof of loss has been furnished. No action shall be brought after the expiration of three (3)
years after the time written proof of lossis required to be furnished.

Misstatement of Age: If Your age has been misstated, all amounts payable shall
would have purchased at the correct age.

hessuch as the premium paid

elimination period, a lower daily benefit amount, G
reduction in coverage may not reduce benefits

Nonduplication with State or Nati
enacted which substantially duphi

Conformity with State€Statdtess Any provision of the policy, which on its Effective Date conflicts with the
statutes of Y our state on suchidate, is amended to conform to its minimum requirements.

Please keep this Policy in a safe place with Your other important documents.

IN WITNESS WHEREOF, We have caused this Policy to be signed by Our President and Secretary.

N R Ly icis

Sevrelary President
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