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you will be able to view current information regardi i i ding the premium payment history,
correspondence and more. For your convenience, comm be completed online, such as address and billing
changes.
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ManhattanLife Insurance and Annuity Company
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092 (800) 879-6542
Home Office: Houston, TX

HOME HEALTH CARE INSURANCE POLICY
LIMITED BENEFITS

THIS IS NOT A MEDICARE SUPPLEMENT POLICY. If You are eligible for Medicare, review the Guide to Health
Insurance for People With Medicare available from Us.

Notice to Buyer: This Policy provides limited benefits. Benefits provided are supplemental and are not intended to
cover all expenses. Benefits are paid in the amount stated on the Policy Schedule without regards to the cost of
services rendered. This Policy does not provide expense reimbursement for charges based on provider’s
statement.

THIS POLICY DOES NOT PROVIDE LONG-TERM CARE INSURANCE COVERAGE, A LONG-TERM

CARE INSURANCE POLICY.

THIS IS A LIMITED POLICY — READ IT CAREFULLY! This Policy is a leg
Insurance and Annuity Company. It is issued in return for Your application and fi
this Policy’s benefits to You if You suffer a covered loss under this Policy while
provisions are met.

EFFECTIVE DATE: The date that coverage under this Policy begins fo
coverage begins at 12:00 a.m. local time at Your residence. The Effee
Us at Our Administrative Office. It is not the date the application g
underwriting requirements have been satisfied, and the requir

olicy will be the date recorded by
y will become effective when all

GUARANTEED RENEWABLE: This Policy is renewa i d You continue to pay premiums when
due or within the Grace Period. At no time while Y
Your coverage.

WE RETAIN THE RIGHT TO CHANGE THE PR THIS POLICY: See the “Premium Provisions” section
in this Policy. Premiums are based on YQ ium will change if a new table of rates is applicable to
covered persons in the same class on the date of the change.
tate prior to any premium change.

RIGHT TO RETURN

any reason, return the Policy to ManhattanLife Insurance and Annuity
r it is delivered to You. As soon as You deliver or mail the Policy to Us,
Your premium paid, less any claims paid.

Company’s Ad
it is treated as

IMPORTANT NOTICE
PPLICATION ATTACHED TO THIS POLICY. IF ANY INFORMATION ON THE
MPLETE, WRITE TO US AT OUR ADMINISTRATIVE OFFICE WITHIN 30 DAYS.
THE APPLICATION IS THIS POLICY, WHICH WAS ISSUED ON THE BASIS THAT THE ANSWERS TO
ALL QUESTIONS AN RMATION SHOWN ON THE APPLICATION ARE CORRECT AND COMPLETE.

Executed by ManhattanLife Insurance and Annuity Company on the Effective Date.

Cpi- e i

John McGettigan, Tyler Harris,
Secretary President

PLEASE READ
APPLICATION IS NOT TRUE AN
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DEFINITIONS
The following terms in this Policy are defined as follows:

Activities of Daily Living (ADL): Means bathing, continence, dressing, eating, toileting or transferring:

1. bathing is washing oneself by sponge-bath, or in either a tub or shower, including the task of getting into or out of
the tub or shower;

2. continence is the ability to maintain control of bowel and bladder function, or when unable to maintain control of
bowel or bladder function, the ability to perform associated personal hygiene (including caring for catheter or
colostomy bag);

3. dressing is putting on and taking off all items of clothing, including items such as any necessary braces, fasteners,
or artificial limbs;

4. eating is feeding oneself by getting food into the body from a receptacle (such as a plate, cup, or table) or by a
feeding tube or intravenously;

5. toileting is getting to and from the toilet, getting on and off the toilet, and performing associated personal hygiene;
and

6. transferring is moving into or out of a bed, chair, or wheelchair.

Brand Name Drug(s): A Prescription Drug for which a pharmaceutical com ade name and
is under patent protection.

Chemotherapy: Treatment, prescribed by a Physician, which is a chemical substa emical substance)
that has a cancericidal effect for the purpose of the destruction of malignanise

oneself without the ongoing hands-on or standby assistance of anotf . ve Impairment must be evaluated
irment is demonstrable organic brain

disease, such as Alzheimer’s Disease, Parkinson’s Diseas
origin.

Daily Maximum Aggregate Benefit: The maximu
Health Care Aide Services that are payable for t

Generic Drug(s): A Prescription Drug that has th
not carry any drug manufacturer’'s brand née

who is employ A|de or Certified Nursing Assistant (CNA) for which he or she is trained to practice.

Homemaker Services: Services th e incidental to personal care:
Home cleaning;
laundry;
food shopping a s;

meal preparation and cleanup;

transportation assistance to and from medical appointments;

heavy cleaning that involves thorough cleaning of the Home to remove hazardous debris or dirt; or,

other Home services determined by Us to be appropriate.

Nogohkwh =

Immediate Family: Immediate Family is:
1. Your spouse;
2. the children, brothers, sisters, and parents of either You or Your spouse;
3. the spouses of the children, brothers, and sisters of You and Your spouse; or
4. anyone with whom You have a relationship based on a legal guardianship.

Insured: Means You, as named on the Policy Schedule.
AS7008 3



Investigational Drug: A drug that has successfully completed Phase 1 of a clinical trial but has not yet been approved for
general use by the U.S. Food and Drug Administration (FDA) and remains under investigation in a FDA approved clinical
trial.

Loss of Functional Capacity: Is when You require care to assist in meeting at least two (2) ADLs.
Maximum Benefit Period: Means the maximum number of days We will pay benefits for Home Health Care & Home Health
Care Aide Services during Your lifetime, unless benefits are restored as provided in the Policy’s Restoration of Benefits

provision. Maximum Benefit Periods are shown on the Policy Schedule.

Pharmacy: A licensed establishment where Prescription Drugs are dispensed by a licensed pharmacist in accordance with
all applicable state and federal laws.

Physician: A person who is duly licensed as a Physician, by the state in which he or she practices, to give treatment for
which benefits are provided under the Policy and who is acting within the scope of his or her license.

Plan of Care: A written individualized program of care developed and approved in writing . The Plan of Care
must include, but it is not limited to:
1. the reason for the need for continued care, including diagnosis and
2. schedule of treatment, including level of care and providers of services i et Your/needs; and

3. functional limitations, including deficiencies in ADLs.
Policy: This Home Health Care contract.

Policy Maximum: The maximum amount We will pay benefits for Homemz i ur lifetime, unless benefits
are restored as provided in the Policy’s Restoration of Benefits provis i is shown on the Policy Schedule.

Policy Year: Each successive twelve (12) month period e
successive twelve (12) month period will constitute a singl

Policy Year Maximum: The maximum amount We wi i a benefit. Policy Year Maximums are
shown on the Policy Schedule, by the applicable b

Pre-Existing Condition: Means the existenc
diagnosis, care, or treatment within a six (6) mo
advice or treatment was recommended byge i m a Physician or duly licensed health care practitioner within the

1. has been ful > : g in the United States (any approval granted as an interim step in
the FDA stigational Drug, is not sufficient);
2. can be en Prescription Order in accordance with applicable state and federal

Prescription Order: The request our duly licensed health care practitioner for:
1. each separate j rug and each authorized refill;
2. insulin or insulin es only by prescription; and
3. any one of the following supplies used in the self-management of diabetes and purchased during the same
transaction only by prescription:
a. disposable insulin syringes and needles; or

b. disposable blood/urine/glucose/acetone testing agents or lancets.
Terminally lll: A Physician has certified that:
1. there is no reasonable prospect of cure for You; and
2. Your life expectancy is estimated at less than six (6) months.

We, Us, Our, ManhattanLife, or Company: Means ManhattanLife Insurance and Annuity Company.
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BENEFIT PROVISIONS

Eligibility for Home Health Care & Home Health Care Aide Services Benefits

1. You must not be able to perform, without the assistance of another person, two (2) or more ADLs; and/or, require
continuous supervision and assistance due to a Cognitive Impairment;

2. Your Physician must perform such tests as are in accordance with accepted standards of medical practice and,
based on such tests, certify in writing that You are unable to perform two (2) or more ADLs and/or that You have
Cognitive Impairment that requires continuous supervision and assistance;

3. Your Home Health Care & Home Health Care Aide Services, must be prescribed in Your Plan of Care; and

4. benefits are subject to the Pre-Existing Conditions Limitation.

We may periodically review Your eligibility for these benefits. Our review may include:
1. Your diagnosis, symptoms, complaints, and complications of a condition;
2. the reason for the services being rendered to You;
3. Your Physician’s orders;
4. Your schedule of treatment; and
5. Your physical limitations and impairments.

Home Health Care & Home Health Care Aide Services:
1. cannot be provided by You or Your Immediate Family;
2. the provider of these services shall not reside at Your residence; and
3. the provider must maintain a complete, written, daily record of health care
You in Your Home pursuant to the Plan of Care, and the record of S
to Us upon Our written request.

were provided to
rvices shall be made available

HOME HEALTH CARE & HOME HEALTH CARE AIDE SERVICES

Nursing Care Services: We will pay this per day benefit, as dule, for each day there is a charge
for Nursing Care Services. Nursing Care Services for prof ing € be provided to You in Your Home by
an individual who is qualified to provide Nursing Care Serv IIowmg aregistered professional nurse
(RN); a licensed practical nurse (LPN); a licensed vo ified or licensed hospice and palliative

nurse (CHPN), who is practicing within the geogr i ensed or certified to practice. This
benefit is subject to the Home Health Care & Ho Aide Services Daily Maximum Aggregate Benefit amount,

and the Home Health Care & Home Health C ximum Benefit Period (unless restored as provided in
the Restoration of Benefits provision in this Polic olicy Schedule

Physical Therapy: We will pay this p wn on the Policy Schedule, for each day there is a charge for
Physical Therapy. Physical Therapy, n Your Home by a duly licensed physical therapist, practicing
within the scope of his or her license area for which he or she is licensed to practice. The physical therapist
uses therapeutlc ex i ‘ on improving:

joint mob|I|ty,

flexibility;

ADLs; and
10 alleviating pain.

This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit

amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefit Period (unless restored as

provided in the Restoration of Benefits provision in this Policy), as shown on the Policy Schedule.

©CoNoOOA~WN =

Speech Pathology: We will pay this per day benefit, as shown on the Policy Schedule, for each day there is a charge for
Speech Pathology. Speech Pathology therapy must be provided to You in Your Home by a duly licensed speech pathologist
therapist, practicing within the scope of his or her license in the geographic area for which he or she is licensed to practice.
The speech pathologist therapist uses rehabilitative techniques to improve:

1. voice;

2. speech;

3. language, and

AS7008 5



4. swallowing disorders.
This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit
amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefit Period (unless restored as
provided in the Restoration of Benefits provision in this Policy), as shown on the Policy Schedule.

Occupational Therapy: We will pay this per day benefit, as shown on the Policy Schedule, for each day there is a charge
for Occupational Therapy. Occupational Therapy must be provided to You in Your Home by a duly licensed occupational
therapist, practicing within the scope of his or her license in the geographic area for which he or she is licensed to practice.
The occupational therapist uses purposeful activities or assistive devices that focus on the following:

1. developing daily living skills;

2. strengthening and enhancing function;

3. coordination of fine motor skills; and

4. muscle and sensory stimulation.
This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit
amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefit Period (unless restored as
provided in the Restoration of Benefits provision in this Policy), as shown on the Policy Sched

Chemotherapy Specialist Services: We will pay this per day benefit, as sho
is a charge for Chemotherapy Specialist Services. Chemotherapy must be
Your cancer while in Your Home, by a duly licensed chemotherapy services sp
his or her license in the geographic area for which he or she is licensed to pra ect to the Home
Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit e Health Care &
Home Health Care Aide Services Maximum Benefit Period (unless restore i estoration of Benefits
provision in this Policy), as shown on the Policy Schedule.

each day there
pr treatment of
in the scope of

Enterostomal Therapy: We will pay this per day benefit, as show i jule, for each day there is a charge
for Enterostomal Therapy. Enterostomal Therapy must be provided t i i i
following an ostomy (a surgically made opening that connect
abdominal wall)) where Enterostomal Therapy is neede
considered Enterostomal Therapy. Enterostomal Therap
(CETN), practicing within the scope of his or her lice ich he or she is licensed to practice.
This benefit is subject to the Home Health Care Daily Maximum Aggregate Benefit
amount, and the Home Health Care & Home e ServiceS Maximum Benefit Period (unless restored as
provided in the Restoration of Benefits provisio

Respiratory Therapy: We will pay this pe
for Respiratory Therapy. Respiratory
practicing within the scope of his or
1. teaches You about Your re
2. instructs Yo

s shown®on the Policy Schedule, for each day there is a charge
ed to You in Your Home by a duly licensed respiratory therapist,

machine assist devices
3. teache educe shortness of breath; and
4. partici

monitoring of r
compromise). This efit is subject
Benefit amount, and the Home H
as provided in the Rest

e monitoring and observation of a person who is stable without cardiorespiratory
e Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate
Care & Home Health Care Aide Services Maximum Benefit Period (unless restored
efits provision in this Policy), as shown on the Policy Schedule.

Medical Social Worker Services: We will pay this per day benefit, as shown on the Policy Schedule, for each day there
is a charge for Medical Social Worker Services. Medical Social Worker Services must be provided to You in Your Home
by a duly licensed medical social worker, practicing within the scope of his or her license in the geographic area for which
he or she is licensed to practice. The purpose of the medical social worker's Home visit is to:

1. assist the Physician and other health professionals in understanding the social and emotional factors related to

Your health problems;

2. participate in the development of a treatment plan; and

3. assess and ensure use of appropriate community resources.
This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit
amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefit Period (unless restored as
provided in the Restoration of Benefits provision in this Policy), as shown on the Policy Schedule.
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Home Health Care Aide Services: We will pay this per day benefit, as shown on the Policy Schedule, for each day there
is a charge for Home Health Care Aide Services. Home Health Care Aide Services must be provided to You in Your Home
by a Home Health Care Aide. Only one (1) benefit is payable per a 24-hour period, regardless of the amount of Home Health
Care Aide Services provided on such day. This benefit is subject to the Home Health Care & Home Health Care Aide
Services Daily Maximum Aggregate Benefit amount, and the Home Health Care & Home Health Care Aide Services
Maximum Benefit Period (unless restored as provided in the Restoration of Benefits provision in this Policy), as shown on
the Policy Schedule.

HOMEMAKER SERVICES BENEFITS

We will pay this per day benefit, as shown on the Policy Schedule, for each day there is a charge for Homemaker Services.
To be eligible for this benefit, You must also be eligible for Home Health Care & Home Health Care Aide Services under
this Policy. Homemaker Services may be provided by any individual, including Immediate Family members, and do not
require professional certification. Only one (1) benefit is payable per a 24-hour period, regardless of the amount of
Homemaker Services provided on such day. This benefit is subject to the per day Homemaker Services Benefit and Policy
Maximum as shown on the Policy Schedule (unless restored as provided in the Restorati fits provision in this
Policy). Before the per day benefit can be paid for Homemaker Services, a Physician mus u:

1. have Loss of Functional Capacity;

2. have Cognitive Impairment; or

3. are Terminally lIl.

RESTORATION OF BENEFITS

If You have received the Home Health Care & Home Health Care Aide Se ker Services Benefits under
this Policy and have exhausted the Maximum Benefit Period and/or both of these benefits, but
have recovered sufficiently to no longer require these services, We imum Benefit Period and/or Policy
Maximum to its full original Maximum Benefit Period and/or Policy Ma i e following conditions are met:
i 1 tive days; and

er require any services and that You

have not been advised by a Physician to obtain s
There is no limit to the number of times Your Maximu Maximum may be restored.

PRESCRIPTION DRUG BENEFITS

Subject to the per-prescription Generic Drug or ipti d Name Drug and Policy Year Maximum amount, as
shown on the Policy Schedule, We will p i cription benefit for each Prescription Order for a Generic Drug or

ibed for the specified indications by the FDA for marketing in
a Prescription Order from Your duly licensed health care

1. Prescription Drugs that are f
the United States and ca
practitioner;

2. dosage regimens, and durations of treatment that are prescribed by
or sickness or injury; and
3. Prescr antity, supply, or other limits that are appropriate for a Prescription Drug.
The Pre-Existin imitati oes not apply to the Prescription Drug Benefit.
Prescription Drug Limitations a clusions: We will not pay benefits for—
1. from sources outside of the United States;

2. vitamins and/or mbinations even if they are prescribed by a duly licensed health care practitioner;

3. any prescription products, drugs, or medicines in the following categories, whether or not prescribed by a duly
licensed health care practitioner:

herbal or homeopathic medicines or products;

minerals;

appetite suppressants;

dietary or nutritional substances or dietary supplements;

nutraceuticals; or

f. medical foods;

4. drugs or medicines dispensed at or by a hospital, an emergency room, a free-standing facility, an urgent care facility,
a health care practitioner’s office, or other inpatient or outpatient setting for take Home by You;

5. drugs or medicines prescribed for treatment of a condition that is specifically excluded under this Policy;

P00 O
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6. drugs, medicines, or supplies that are illegal under federal law, such as marijuana, even if they are prescribed for
medical use in a state;

7. duplicate prescriptions, replacement of lost, stolen, destroyed, spilled, or damaged prescriptions;

8. any administration for drug injections or any other drugs or medicines obtained other than through a Pharmacy with
a Prescription Order;

9. Prescription Drug refills more than the number specified on the Prescription Order;

10. Prescription Drugs refilled more frequently than the prescribed dosage indicates; or

11. Prescription Drug that is filled on or after the date this insurance coverage terminates.

LIMITATIONS AND EXCLUSIONS

This Policy does not cover any loss caused or contributed to by:
1. simple rest care, hotel or retirement home expense, or other expense which is related to Your Home;
2. declared or undeclared war or act thereof;
3. charges that You would not legally be obligated to pay in the absence of this insurance; or
4. alcoholism or drug addiction.

PRE-EXISTING CONDITIONS LIMIT

This Policy and any attached benefit rider(s) do not cover Pre-Existing Condi sed in application or
not, for the first six (6) months beginning on the date You become insured unde is Pre ting Conditions
Limitation provision does not apply to the Prescription Drug Benefits.

Conditions specifically named or described as excluded in any part of thi

when You fail to pay premiums before the end of t
the date You die; or

the date We receive Your request in writing
Your written notice to Us to cancel this Poli

Ladi il

2. ifane > Policy, the change in the table of rates will apply to all covered persons
fthe change (class is defined as attained age);

. ith the laws and regulations of Your state of issue; and,

4. We give You advance writt tice before such change becomes effective, as required by Your state.

GENERAL PROVISIONS

ENTIRE CONTRACT; CHANGES: This Policy and the application with any riders, endorsements or attachments is the
entire contract of insurance. A change in this Policy is not valid until the change is approved by one of Our executive officers
and unless the approval is endorsed hereon or attached to this Policy. An agent does not have authority to change this
Policy or to waive any of its provisions.

TIME LIMIT ON CERTAIN DEFENSES: After two (2) years from the Effective Date of this Policy, no misstatement, except
for fraudulent misstatements, made by the applicant in the application, shall be used to void this Policy or deny a claim for
loss incurred after the expiration of such two (2) year period.

If a Rider is added after the Policy Effective Date, We cannot cancel or deny benefits because of a misstatement made by
You, except for fraudulent misstatements, in the application after the Rider has been in force for two (2) years from the
Rider’s Effective Date.
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After the coverage has been in force beyond the Pre-existing Condition period, We will pay benefits for any Pre-existing
Conditions not specifically excluded by name or description in the Policy, Rider or endorsement, if any.

GRACE PERIOD: A period of thirty-one (31) days will be granted for the payment of each premium due after the first
premium. During the Grace Period, the Policy continues in force.

REINSTATEMENT: If any renewal premium be not paid within the time granted You for payment, a subsequent acceptance
of premium by Us or by any agent duly authorized by Us to accept such premium, without requiring in connection therewith
an application for reinstatement, shall reinstate the Policy; provided, however, that if We or such agent requires an
application for reinstatement and issues a conditional receipt for the premium tendered, the Policy will be reinstated upon
approval of such application by Us or, lacking such approval, upon the forty-fifth day following the date of such conditional
receipt unless We have previously notified the You in writing of Our disapproval of such application. The reinstated Policy
shall cover only loss resulting from such accidental injury as may be sustained after the date of reinstatement and loss due
to such sickness as may begin more than ten (10) days after such date. In all other respects, You and the Company shall
have the same rights thereunder as they had under the Policy immediately before the due d e defaulted premium,
subject to any provisions endorsed hereon or attached hereto in connection with the reinst; premium accepted
in connection with a reinstatement shall be applied to a period for which premium has no pusly paid, but not to
any period more than sixty (60) days prior to the date of reinstatement.

Reinstatement in case of Cognitive Impairment or functional incapacity: With
nonpayment of premium, You or any person authorized to act on Your behalf may t of this Policy on
the basis that the loss of coverage was the result of Your Cognitive Impairme We may require a

Policy cancellation to Our satisfaction, the Policy will be reinstated. i astration shall be at Your expense.
The reinstated Policy will be issued without evidence of insurability a i that occurred from the date of the
cancellation. Payment shall be made within fifteen (15) days

NOTICE OF CLAIM: A written notice of claim musgbe give ministrative Office within twenty (20) days after
the date of the occurrence or beginning of an Policy, or as soon thereafter as reasonably possible.
When providing notice of claim, You must includ s, and policy number.

usually provided by Us for filing pra re not provided within fifteen (15) days after the date of the
notice, the claimant shall be dee e i ith the requirements of this Policy as to proof of loss upon
i ' oof of loss, written proof covering the occurrence, the character,

reasonably pos i the required time. In that case, the proof must be provided as soon as reasonably
fter the time proof is otherwise required, except in the event of a legal incapacity.

1. Your name and Po

2. the name and address of the provider of the services involved with the covered loss; and

3. an itemized statement from the provider of the services involved with the covered loss that includes all of the
following as appropriate:

International Classification of Disease (ICD) procedures;

Current Procedural Terminology (CPT) code(s);

Healthcare Common Procedure Coding System (HCPCS) level Il codes; and

National Drug Codes.

coop

TIME OF PAYMENT OF CLAIMS: We will pay You immediately upon receipt of due written proof of loss for benefits
provided under this Policy.
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PAYMENT OF CLAIMS: Indemnity for loss of life will be payable in accordance with the beneficiary designation and the
provisions respecting such payment which may be prescribed herein and effective at the time of payment. If no such
designation or provision is then effective, such indemnity shall be payable to Your estate. Any other accrued indemnities
unpaid at Your death may, at Our option, be paid either to such beneficiary or to such estate. All other indemnities will be
payable to You.

If any indemnity under this Policy is payable to Your estate or a beneficiary who is a minor or is otherwise not competent to
give a valid release, We may pay the indemnity up to $1,000.00 to Your relative by blood or connection by marriage whom
We consider to be equitably entitled to the benefits. Any payment made by Us in good faith in accordance with this provision
fully discharges Us to the extent of the payment.

PHYSICAL EXAMINATIONS AND AUTOPSY: We, at Our expense, may have You physically examined when and as often
as We may reasonably require while a claim is pending. We, at Our expense, may also have an autopsy conducted unless
forbidden by law.

LEGAL ACTIONS: No legal action at law or in equity may be brought to recover benefits his Policy prior to the
expiration of sixty (60) days after written proof of loss has been furnished in accordance witl ents of this Policy.
No legal action may be brought after three (3) years from the time written proof of loss is S gi

OTHER PROVISIONS

OTHER INSURANCE WITH US: You can be insured under only oned i i at any one time. If You are
insured under more than one such Policy, You can select the one ‘ effect. We will return all premiums

REFUND OF UNEARNED PREMIUM: Upon Our receipt
refund any unearned premium. The unearned premium wi

ation of this Policy, We will promptly

UNPAID PREMIUM: At the time of payment of a cl
from the claim payment.

en due and unpaid may be deducted

ILLEGAL OCCUPATION: We are not liable for an i ontributing cause was Your commission of or attempt
to commit a felony or to which a contrib e to You being engaged in an illegal occupation.

INTOXICANTS AND NARCOTICS mpse i e liable for any loss resulting from the insured person being
drunk, or under the influ B i S en on the advice of their Physician.

CANCELLATIO : is Policy at any time by written notice delivered or mailed to Us at Our
Administrative ch later date as specified in the notice. In the event of cancellation, We
will return pr any premium paid. The earned premium shall be computed pro rata.
Cancellation s 0 any claim originating prior to the effective date of cancellation.

CONFORMITY WITH STATE STA
statutes of the state in which Yo
statutes.

ES: Any provision of the Policy which, on its Effective Date, is in conflict with the
e on such date is hereby amended to conform to the minimum requirements of such

CHANGE OF BENEFICIARY: Unless You made an irrevocable beneficiary, the right to change a beneficiary is reserved
for You, and the consent of the beneficiary or beneficiaries is not required for the surrender or assignment of this Policy, for
any change of beneficiary or beneficiaries, or for any other changes in this Policy.

ManhattanLife Insurance and Annuity Company
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092 Customer Service: (800) 879-6542
HOME HEALTH CARE INSURANCE POLICY
LIMITED BENEFITS
GUARANTEED RENEWABLE. SUBJECT TO OUR RIGHT TO CHANGE PREMIUMS

AS7008 10



ManhattanLife Insurance and Annuity Company
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092 (800) 879-6542
Home Office: Houston, TX

OUTLINE OF COVERAGE
FOR POLICY FORM AS7008

HOME HEALTH CARE INSURANCE POLICY

PARAGRAPH 1: Read Your Policy Carefully. This Outline of Coverage provides a very brief description of the
important features of Your Policy. This is not the insurance contract and only the actual Policy provisions will control. The
Policy itself sets forth, in detail, the rights and obligations of both You and the Company. ltis, therefore, important that You
READ YOUR POLICY CAREFULLY.

THE POLICY HAS LIMITED BENEFITS AND IS SUBJECT TO THE POLICY’S LIMITATIO
DAY, POLICY YEAR, AGGREGATE, LIFETIME, AND OTHER MAXIMUM BENEFIT AM
CAREFULLY TO UNDERSTAND POLICY LIMITATIONS.

XCLUSIONS, PER
D YOUR POLICY

The capitalized terms used in this Outline of Coverage are de

THE POLICY DOES NOT PROVIDE LONG-TERM CARE INSU

NOTICE: This is not a major medical insurance Policy. d benefits. Benefits provided are
supplemental and are not intended to cover all expenses. ount stated on the Policy Schedule
without regards to the cost of services rendered. The Poli ide pense reimbursement for charges based
on provider’s statement.

THIS IS NOT MEDICARE SUPPLEMENT INSUR . gible for Medicare, review the Buyer's

Nursing Care enefit, as shown on the Policy Schedule, for each day there is a charge
for Nursing Ca
an individual
(RN); a licenseg L
nurse (CHPN), puis“practicing wi
benefit is subject to the Home Hes
and the Home Health C
the Restoration of Bene

g Care Services, which includes the following: a registered professional nurse
a licensed vocational nurse (LVN), and a certified or licensed hospice and palliative
the geographic area for which he or she is licensed or certified to practice. This
are & Home Health Care Aide Services Daily Maximum Aggregate Benefit amount,
ealth Care Aide Services Maximum Benefit Period (unless restored as provided in
sion in the Policy), as shown on the Policy Schedule.

Physical Therapy: We will pay this per day benefit, as shown on the Policy Schedule, for each day there is a charge for
Physical Therapy. Physical Therapy must be provided to You in Your Home by a duly licensed physical therapist, practicing
within the scope of his or her license in the geographic area for which he or she is licensed to practice. The physical therapist
uses therapeutic exercise and other services that focus on improving:

posture;

locomotion;

strength;

endurance;

balance;

coordination;

joint mobility;

flexibility;

NGO ALON =
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9. ADLs; and

10. alleviating pain.
This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit
amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefit Period (unless restored as
provided in the Restoration of Benefits provision in the Policy), as shown on the Policy Schedule.

Speech Pathology: We will pay this per day benefit, as shown on the Policy Schedule, for each day there is a charge for
Speech Pathology. Speech Pathology therapy must be provided to You in Your Home by a duly licensed speech pathologist
therapist, practicing within the scope of his or her license in the geographic area for which he or she is licensed to practice.
The speech pathologist therapist uses rehabilitative techniques to improve:

1. voice;

2. speech;

3. language, and

4. swallowing disorders.
This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit
amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefi (unless restored as
provided in the Restoration of Benefits provision in the Policy), as shown on the Policy Sc

Occupational Therapy: We will pay this per day benefit, as shown on the
for Occupational Therapy. Occupational Therapy must be provided to You in
therapist, practicing within the scope of his or her license in the geographic area
The occupational therapist uses purposeful activities or assistive devices that focus
1. developing daily living skills;
2. strengthening and enhancing function;
3. coordination of fine motor skills; and
4 muscle and sensory stimulation.

ere is a charge
d occupational
sed to practice.

Your cancer while in Your Home, by a duly licen y services specialist nurse, practicing within the scope of
his or her license in the geographic area for icensed to practice. This benefit is subject to the Home
Health Care & Home Health Care Aide Services
Home Health Care Aide Services Maxipuim iod (unless restored as provided in the Restoration of Benefits

Enterostomal Therapy: We will p is pefdaybenefit, as shown on the Policy Schedule, for each day there is a charge
for Enterostomal Th i
following an osto i connects a portion of the intestine to the exterior (usually through the
abdominal wall eeded. Wound care that requires an enterostomal therapist is also
considered E al Therapy must be provided by a duly licensed enterostomal therapist
(CETN), practi is or her license in the geographic area for which he or she is licensed to practice.
This benefit is Ith Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit
amount, and the Home Health Care Aide Services Maximum Benefit Period (unless restored as
provided in the Restoration of Be provision in the Policy), as shown on the Policy Schedule.

Respiratory Therapy: ay this per day benefit, as shown on the Policy Schedule, for each day there is a charge
for Respiratory Therapy. Respiratory therapy must be provided to You in Your Home by a duly licensed respiratory therapist,
practicing within the scope of his or her license in the geographic area for which he or she is licensed to practice, who:

1. teaches You about Your respiratory condition and how to manage it;

2. instructs You on how to use equipment, such as oxygen concentrators and related equipment, CPAP/BiPAP

machines, nebulizers, and other respiratory assist devices;

3. teaches You breathing techniques to help reduce shortness of breath; and

4. participates in the development of a treatment plan.
Respiratory Therapy does NOT include watching or protecting a patient (examples include pulse oximetry monitoring,
monitoring of respiratory status, seizure monitoring and observation of a person who is stable without cardiorespiratory
compromise). This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate
Benefit amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefit Period (unless restored
as provided in the Restoration of Benefits provision in the Policy), as shown on the Policy Schedule.
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Medical Social Worker Services: We will pay this per day benefit, as shown on the Policy Schedule, for each day there
is a charge for Medical Social Worker Services. Medical Social Worker Services must be provided to You in Your Home
by a duly licensed medical social worker, practicing within the scope of his or her license in the geographic area for which
he or she is licensed to practice. The purpose of the medical social worker's Home visit is to:

1. assist the Physician and other health professionals in understanding the social and emotional factors related to

Your health problems;

2. participate in the development of a treatment plan; and

3. assess and ensure use of appropriate community resources.
This benefit is subject to the Home Health Care & Home Health Care Aide Services Daily Maximum Aggregate Benefit
amount, and the Home Health Care & Home Health Care Aide Services Maximum Benefit Period (unless restored as
provided in the Restoration of Benefits provision in the Policy), as shown on the Policy Schedule.

Home Health Care Aide Services: We will pay this per day benefit, as shown on the Policy Schedule, for each day there
is a charge for Home Health Care Aide Services. Home Health Care Aide Services must be provided to You in Your Home
by a Home Health Care Aide. Only one (1) benefit is payable per a 24-hour period, regardless of the amount of Home Health
Care Aide Services provided on such day. This benefit is subject to the Home Health Cae me Health Care Aide
Services Daily Maximum Aggregate Benefit amount, and the Home Health Care & Hag are Aide Services
), as shown on

the Policy Schedule.

HOMEMAKER SERVICES BENEFITS

We will pay this per day benefit, as shown on the Policy Schedule, for each.de i arge for Homemaker Services.
> Care Aide Services under
the Policy. Homemaker Services may be provided by any individual, i 2di ily members, and do not
iod, regardless of the amount of
aker Services Benefit and Policy
oration of Benefits provision in the
ust certify that You:

Homemaker Services provided on such day. This benefit is subject to
Maximum as shown on the Policy Schedule (unless restore
Policy). Before the per day benefit can be paid for Homem
1. have Loss of Functional Capacity;
2. have Cognitive Impairment; or
3. are Terminally IIl.

RESTORATION OF BENEFITS

alth Care Aide and/or Homemaker Services Benefits under the
Policy and have exhausted the Maxi /or Policy Maximum of one or both of these benefits, but have
recovered sufficiently to no longer £€q e will restore Your Maximum Benefit Period and/or Policy
Maximum to its full original Maxim i d/or Policy Maximum each time the following conditions are met:

1. You have n ived thes i

If You have received the Home Health

a sufficiently recovered and no longer require any services and that
0 obtain such services.

Drug or per-prescription Brand Name Drug and Policy Year Maximum amount, as
ill pay this per-prescription benefit for each Prescription Order for a Generic Drug or
Brand Name Drug that i ou through a retail or mail-order Pharmacy for:
1. Prescription Drugs that are fully approved and prescribed for the specified indications by the FDA for marketing
in the United States and can be obtained only with a Prescription Order from Your duly licensed health care
practitioner;
2. Prescription Drugs in dosages, dosage forms, dosage regimens, and durations of treatment that are prescribed
by Your duly licensed health care practitioner for sickness or injury; and
3. Prescription Drugs that are within the quantity, supply, or other limits that are appropriate for a Prescription
Drug.

The Pre-Existing Conditions Limitation does not apply to the Prescription Drug Benefit.

Prescription Drug Limitations and Exclusions: We will not pay benefits for—
1. drugs or medicines obtained from sources outside of the United States;
2. vitamins and/or vitamin combinations even if they are prescribed by a duly licensed health care practitioner;
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3. any prescription products, drugs, or medicines in the following categories, whether or not prescribed by a duly
licensed health care practitioner:

herbal or homeopathic medicines or products;

minerals;

appetite suppressants;

dietary or nutritional substances or dietary supplements;

nutraceuticals; or

medical foods;

4. drugs or medicines dispensed at or by a hospital, an emergency room, a free-standing facility, an urgent care
facility, a health care practitioner’s office, or other inpatient or outpatient setting for take Home by You;

5. drugs or medicines prescribed for treatment of a condition that is specifically excluded under the Policy;

6. drugs, medicines, or supplies that are illegal under federal law, such as marijuana, even if they are prescribed
for medical use in a state;

7. duplicate prescriptions, replacement of lost, stolen, destroyed, spilled, or damaged prescriptions;

8. any administration for drug injections or any other drugs or medicines obtained other than through a Pharmacy
with a Prescription Order;

9. Prescription Drug refills more than the number specified on the Prescription Order;

10. Prescription Drugs refilled more frequently than the prescribed dosage indicates;

11. Prescription Drug that is filled on or after the date this insurance cov termin

"o Q0T

PARAGRAPH 4: LIMITATIONS AND EXCLUSIONS

Pre-Existing Conditions Limitation: This Policy and any attached bep S over Pre-Existing Conditions
: become insured under the
Policy. This Pre-Existing Conditions Limitation provision does not ap i Benefits.

1. simple rest care, hotel or retirement home expensgj or othe is related to Your Home
2. declared or undeclared war or act thereof;
3. charges that You would not legally be obli
4. alcoholism or drug addiction.
PARAGRAPH 5: OPTIONAL BE able for an additional premium):

AMBULANCE BENEFIT RID

facility when h i g the duration of such transportation. This benefit is limited to the per-
trip, Policy Ye

Ambulance tra
EXCLUSIONS

1. due to not having ge or legal obligation to pay;

2. if the benefit would not routinely be paid in the absence of insurance;

3. due to You being under the influence of an excitant, depressant, hallucinogen, narcotic, or any other drug or
intoxicant, including those prescribed by a Physician that are misused;

due to You engaging in an illegal activity or occupation;

due to You intentionally self-inflicting a bodily injury;

due to You committing or attempting suicide, while sane or insane;

due to You being exposed to war or any act of war, declared or undeclared;

due to You actively serving in any of the armed forces, or units auxiliary thereto, including the National Guard or
Army Reserve; or

due to participating in a felony, riot or insurrections.

ONO O A
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ACCIDENT EXPENSE BENEFIT RIDER:

Benefits for Covered Accidents are payable if diagnosed and treated by a duly licensed health care practitioner in a Hospital
Emergency Room, Urgent Care Facility, or Physician’s office. Benefits are subject to the conditions, limitations and
exclusions in this Rider, and the Maximum Amount Per Each Covered Accident and Accident Expense Lifetime Maximum
amounts as shown on the Policy Schedule.

HIP DISLOCATION
We will pay the Hip Dislocation benefit amount shown on the Policy Schedule if You are diagnosed and treated within forty-
eight (48) hours of the Covered Accident with a hip Dislocation.

KNEE DISLOCATION
We will pay the Knee Dislocation benefit amount shown on the Policy Schedule if You are diagnosed and treated within
forty-eight (48) hours of the Covered Accident with a knee Dislocation.

HIP FRACTURE
We will pay the Hip Fracture benefit amount shown on the Policy Schedule if You are di
eight (48) hours of the Covered Accident with a hip Fracture.

SKULL FRACTURE
We will pay the Skull Fracture benefit amount shown on the Policy Schedule if You
eight (48) hours of the Covered Accident with a skull Fracture.

reated within forty-

eated within forty-

ALL OTHER FRACTURES
We will pay the All-Other Fracture benefit amount shown on the Pqlie

are diagnosed and treated within
ded herein.

Limitation: No benefits are payable for any Fractured fing i ipped, Fractured or broken tooth.

KNEE LIGAMENT TEAR
We will pay the Knee Ligament Tear benefit amoun
forty-eight (48) hours of the Covered Accident with

ou are diagnosed and treated within

EXCLUSIONS

This Rider does not provide benefits due

1. operating, learning to operate ember of any aircraft;

2 any semi-professional or professional competitive athletic
3

4 or units auxiliary thereto, including the National Guard or Army

5.

6.

7. ry intentionally;

8. committing or attempting mit suicide, while sane or insane;

9. being injured w t of or in the course of employment and which is payable or covered under any

Workers’ Comp r Occupational Disease Act or Law; or
10. receiving injuries incurred outside the territorial limits of the United States or Canada unless such loss is incurred
while You are on a trip of not more than sixty (60) days.

ACCIDENTAL DEATH & DISMEMBERMENT BENEFIT RIDER

ACCIDENTAL DEATH BENEFIT

If You are in a Covered Accident, which results in Your death within ninety (90) days after the date the Covered Accident,
We will pay the Accidental Death benefit amount shown on the Policy Schedule. Your death must occur while this Rider is
in force. Benefits will be paid to Your designated beneficiary. If You do not have a beneficiary, benefits will be paid to Your
estate.
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ACCIDENTAL DISMEMBERMENT BENEFIT

If You are in a Covered Accident, and within ninety (90) days of the Covered Accident and suffer a Complete Loss of:
Your hand, arm, foot, or leg (multiple);

Your hand, arm, foot, or leg (single);

Your finger or toe (multiple);

Your finger or toe (single);

Your sight, both eyes; or

Your sight, one eye.

ook wN =~

We will pay the Accidental Dismemberment benefit amount shown on the Policy Schedule. Only the highest single benefit
will be payable per Covered Accident. Benefits will be paid only once per Covered Accident. If death and loss of finger, toe,
hand, foot, or eyesight result from the same Covered Accident, only the Accidental Death Benefit will be paid. This benefit
is subject to the Accidental Dismemberment Lifetime Maximum amount as shown on the Policy Schedule.

EXCLUSIONS

This Rider does not provide benefits due to You:
1. operating, learning to operate, or serving as a crew member of any aircraft;
officiating, coaching, practicing for, or participating in any semi-professional or pr¢ v itive athletic
contest for which any type of compensation or remuneration is recei
3. being exposed to war or any act of war, declared or undeclared;
actively serving in any of the armed forces, or units auxiliary thereto, in
Reserve;
participating in a felony, riot or insurrections;
being engaged in an illegal occupation;
intentionally self-inflicting an injury intentionally;
committing or attempting to commit suicide, while sane or insa
being injured which arose out of or in the course of
Workers’ Compensation or Occupational Disease
10. receiving injuries incurred outside the territorial limi € Canada unless such loss is incurred
while You are on a trip of not more than sixty

B

ard or Army

©ooNO

payable or covered under any

If Your Physician or Your duly licensed health c es or orders Home Medical Equipment while You are
receiving Home Health Care Services and/or Ho iIde benefits under the Home Health Care Insurance
Policy for which this Rider is attached, a enter into a rental agreement for such Home Medical Equipment,
We will pay the Home Medical Equi efit is subject to the Home Medical Equipment per item and

Limitations:
1.
er benches; transfer boards; transfer mats.
s; elevated toilet seats; commode chairs.
al beds; patient lifts; trapezes.
races (arm, leg, back and neck).
2. Home Medical st be the most appropriate model that adequately meets Your medical need, as

measured by
3. Replacement of e Medical Equipment will only be covered for a material change in clinical status or
customary wear and tear; duplicates are never a covered benefit.
4. Total benefits for rented Home Medical Equipment shall not exceed the benefit for purchase of that same
equipment.
Unused benefits in one Policy Year are not carried forward to any future Policy Year.

ROUTINE ANNUAL PHYSICAL EXAMINATION BENEFIT RIDER
Subject to a 12-Month Waiting Period

If You undergo a Routine Annual Physical Examination, We will pay a Routine Annual Physical Examination Benefit amount
shown on the Policy Schedule. This benefit is limited to one (1) Routine Annual Physical Examination per Policy Year, and
payable only after the 12-month Waiting Period is satisfied.
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PARAGRAPH 6: RENEWABILITY

Guaranteed Renewable. You have the right to renew the Policy as long as You live if You pay the correct premium when
due or within the Grace Period. At no time while You continue Your Policy in force, may We place any restrictive riders on
Your coverage.

PARAGRAPH 7: PREMIUM

We retain the right to change the premium on the Policy. Premiums are based on Your attained age. The premium will
change if a new table of rates is applicable to the Policy. The change in the table of rates will apply to all covered persons in
the same class on the date of the change. We will give You advance written notice as required by Your state prior to any
premium change.

The total annual premium for this insurance coverage that You applied for is:

Home Health Care Insurance Policy

Routine Annual Physical Examination
Benefit Rider
Accidental Death & Dismemberment

Home Medical Equipment Benefit
Rider

Accident Expense Benefit Rider

Ambulance Benefit Rider
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ManhattanLife Insurance and Annuity Company
Home Office: Houston, TX
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092
(800) 879-6542

Rider Effective Date:
(If other than the Policy’s Effective Date)

AMBULANCE BENEFIT RIDER

READ YOUR RIDER CAREFULLY. This Rider is made a part of the Policy to which it is attached is subject to all the
provisions, conditions, limitations, and exclusions of such Policy which are not in conflict with this Rider. Where there is
conflict between this Rider and the Policy, the provisions of this Rider will control. It is issued in consideration of the
application, and the payment of the required premium. If no date is shown above, it begins on the Policy’s Effective Date.

DEFINITIONS

Emergency Care: Bonafide emergency services provided after the sudden
by acute symptoms of sufficient severity, including severe pain, such that the
reasonably be expected to result in:

1. placing the Insured’s health in serious jeopardy;

2. serious impairment to bodily functions of the Insured; or

3. serious dysfunction of any bodily organ or part of the Insured.

Ambulance: A ground or air vehicle which is duly licensed as requireg
sick or injured persons.

lance and is equipped to transport

Lifetime Maximum: The total amount of ambulance ben
Insured’s lifetime.

the terms of this Rider during the

We will pay the Ambulance benefit per each one-
Emergency Care. Ambulance services also inc nsportation from one medical facility to another medical
facility when health care services are provided such transportation. This benefit is limited to the per-
trip, Policy Year, and Lifetime Maximum a olicy Schedule.

mbulancCe service provides transportation for

N -~
=
—
>
()

fluence of an excitant, depressant, hallucinogen, narcotic, or any other drug or
ribed by a Physician that are misused;

due to You inte flicting a bodily injury;

due to You co ttempting suicide, while sane or insane;

due to You being exposed to war or any act of war, declared or undeclared;

due to You actively serving in any of the armed forces, or units auxiliary thereto, including the National Guard or
Army Reserve; or

9. due to participating in a felony, riot or insurrections.

©ONO O A

AM7008AB 1



PREMIUM

This Rider requires the payment of premium in addition to the premium due for the Policy. The premium for this Rider is
shown on the Policy Schedule. While this Rider is in force, premiums are due based on the terms of the Policy to which this
Rider is attached.

We reserve the right to change the premiums for this Rider. We may change the premiums if:
1. We change the premiums for all riders of this same form and class in Your state of issue;
2. such change complies with the laws and regulations of Your state of issue; and
3. We give You advance written notice as required by Your state prior to any premium change.

TERMINATION

This Rider will terminate at 11:59 p.m. local time at Your place of residence on the earlier of:
1. the date the Policy to which this Rider is attached is terminated;
2. the date You ask Us in writing, or on a later date that is requested by You in writing,
3. the date We paid the Ground Ambulance Benefits equal to the Lifetime Maximum

this Rider; or

Executed by ManhattanLife Insurance and Annuity Comp on the

(b T

John McGettigan,
Secretary
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ManhattanLife Insurance and Annuity Company
Home Office: Houston, TX
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092
(800) 879-6542

Rider Effective Date:
(If other than the Policy’s Effective Date)

ACCIDENT EXPENSE BENEFIT RIDER

Limited Benefits payable for Hip Dislocation, Fractures and Knee Ligament Tears

READ YOUR RIDER CAREFULLY. This Rider is made a part of the Policy to which it is attached is subject to all the
provisions, conditions, limitations, and exclusions of such Policy. Where there is conflict between this Rider and the Policy,
the provisions of this Rider will control. It is issued in consideration of the application, and the payment of the required
premium. If no date is shown above, it begins on the Policy’s Effective Date.

DEFINITIONS

Emergency Care: Bonafide emergency services provided after the s edical condition manifesting itself
i )f immediate medical attention could
reasonably be expected to result in:
1. placing the Insured’s health in serious jeopardy;
2. serious impairment to bodily functions of th
3. serious dysfunction of any bodily organ or

Emergency Room: A place affiliated with an i ted to a Hospital and used primarily for short-term
emergency care.

Fracture: A sudden break in bone ] i racture caused by any congenital or pathological disease or

-hour nursing service der registered nurses (R.N.);
3. and contj providing or operating, either on its premises or in facilities available to the
under the supervision of a staff of licensed physicians, medical, diagnostic
he medical care and treatment of sick or injured persons on an in-patient basis for
whichac
Hospital does not inclu ent homes or convalescent rest or nursing facilities, or facilities providing primarily

bilitory care, or facilities for the aged, drug addicts or alcoholics.

Knee Ligament Tear: Injury to the knee resulting in a tear to any of the associated knee ligaments: anterior cruciate (ACL),
posterior cruciate (PCL), lateral collateral (LCL), or the meniscus (medical or lateral).

Lifetime Maximum: The total amount of accident expense benefits that are payable under the terms of this Rider during
the Insured’s lifetime.

Maximum Amount Per Each Covered Accident: The maximum amount We will pay for each Covered Accident.

Urgent Care Facility: A facility that provides urgent care on an outpatient basis. This type of facility must meet all of the
following requirements:

1. be licensed by the state in accordance with the laws for the specific services being provided in that facility;

2. be staffed by an on-duty physician during operating hours;
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3. provides services to stabilize patients who need Emergency Care and can arrange immediate transportation to an
Emergency Room; and
4. provides immediate access to appropriate in-house laboratory and imaging services.

BENEFITS

Benefits for Covered Accidents are payable if diagnosed and treated by a duly licensed health care practitioner in a Hospital
Emergency Room, Urgent Care Facility, or Physician’s office. Benefits are subject to the conditions, limitations and
exclusions in this Rider, and the Maximum Amount Per Each Covered Accident and Accident Expense Lifetime Maximum
amounts, as shown on the Policy Schedule.

HIP DISLOCATION
We will pay the Hip Dislocation benefit amount shown on the Policy Schedule if You are diagnosed and treated within forty-
eight (48) hours of the Covered Accident with a hip Dislocation.

KNEE DISLOCATION
We will pay the Knee Dislocation benefit amount shown on the Policy Schedule if You a and treated within
forty-eight (48) hours of the Covered Accident with a knee Dislocation.

HIP FRACTURE
We will pay the Hip Fracture benefit amount shown on the Policy Schedule if i ed within forty-
eight (48) hours of the Covered Accident with a hip Fracture.

SKULL FRACTURE
We will pay the Skull Fracture benefit amount shown on the Policy Sch
eight (48) hours of the Covered Accident with a skull Fracture.

ALL OTHER FRACTURES
We will pay the All-Other Fracture benefit amount shown o i are diagnosed and treated within
forty-eight (48) hours of the Covered Accident with a Frac

This Rider does not provide benefi

1. operating, leanmi ew member of any aircraft;

2 pating in any semi-professional or professional competitive athletic
or remuneration is received,;

3 declared or undeclared;

4 ed forces, or units auxiliary thereto, including the National Guard or Army

5.

6.

7. intentionally se n injury intentionally;

8. committing or attempting to commit suicide, while sane or insane;

9. being injured which arose out of or in the course of employment and which is payable or covered under any

Workers’ Compensation or Occupational Disease Act or Law; or
10. receiving injuries incurred outside the territorial limits of the United States or Canada unless such loss is incurred
while You are on a trip of not more than 60 days.

PREMIUM

This Rider requires the payment of premium in addition to the premium due for the Policy. The premium for this Rider is
shown on the Policy Schedule. While this Rider is in force, premiums are due based on the terms of the Policy to which
this Rider is attached.

We reserve the right to change the premiums for this Rider. We may change the premiums if:
AM7008AC 2



1. We change the premiums for all riders of this same form and class in Your state of issue;
2. such change complies with the laws and regulations of Your state of issue; and
3. We give You advance written notice as required by Your state prior to any premium change.

TERMINATION
This Rider will terminate at 11:59 p.m. local time at Your place of residence on the earlier of:

1. the date the Policy to which this Rider is attached is terminated; or
2. the date You ask Us, in writing, or on a later date that is requested by You in writing, to cancel this Rider.

Executed by ManhattanLife Insurance and Annuity Company on the Effective Date.

G 1

John McGettigan, Harris
Secretary ent
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ManhattanLife Insurance and Annuity Company
Home Office: Houston, TX
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092
(800) 879-6542

Rider Effective Date:
(If other than the Policy’s Effective Date)

ACCIDENTAL DEATH & DISMEMBERMENT BENEFIT RIDER

READ YOUR RIDER CAREFULLY. This Rider is made a part of the Policy to which it is attached is subject to all the
provisions, conditions, limitations, and exclusions of such Policy which are not in conflict with this Rider. Where there is
conflict between this Rider and the Policy, the provisions of this Rider will control. It is |ssued in consideration of the
application, and payment of the required premium. If no date is shown above, it begins on th 's Effective Date.

DEFINITIONS

Complete Loss:
1. Complete Loss of a hand means that the hand is cut off through or abo
medically determined to be permanently lost.
2. Complete Loss of leg means the leg is cut off above the knee joint, or the use ically determined to
be permanently lost.
3. Complete Loss of a foot means that the foot is cut off throug
medically determined to be permanently lost.
4. Complete Loss of a finger means that the finger is cut off 3 e to the first interphalangeal joint
where it is attached to the hand, or the use of the finger is medie i to be permanently lost.
5. Complete Loss of a toe means that the toe is cut o i
is attached to the foot, or the use of the foot is me
6. Complete Loss of sight of an eye means that at le

of the hand is

t, or the use of the foot is

ider is in force. For the purposes of
ed, which was the direct cause of the condition for which
ny other cause and that occurs while this Rider is in

this definition, “injury” means bodily damage su
benefits are provided, independent of disease
force.

Lifetime Maximum: The total amou i rment benefits that are payable under the terms of this Rider
during the Insured’s lifetime.

ACCIDENTAL
If Youareina
We will pay th
in force. Bene
estate.

our death within ninety (90) days after the date of the Covered Accident,
it amount shown on the Policy Schedule. Your death must occur while this Rider is
signated beneficiary. If You do not have a beneficiary, benefits will be paid to Your

ACCIDENTAL DISME
If You are in a Covered and within ninety (90) days of the Covered Accident and suffer a Complete Loss of:
Your hand, arm, foot, or leg (multiple);

Your hand, arm, foot, or leg (single);

Your finger or toe (multiple);

Your finger or toe (single);

Your sight, both eyes; or

Your sight, one eye.

ook wN =~

We will pay the Accidental Dismemberment Benefit amount shown on the Policy Schedule. Only the highest single benefit
will be payable per Covered Accident. Benefits will be paid only once per Covered Accident. If death and loss of finger, toe,
hand, foot, or eyesight result from the same Covered Accident, only the Accidental Death Benefit will be paid. This benefit
is subject to the Accidental Dismemberment Lifetime Maximum amount as shown on the Policy Schedule.
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EXCLUSIONS

This Rider does not provide benefits due to You:

1. operating, learning to operate, or serving as a crew member of any aircraft;
officiating, coaching, practicing for, or participating in any semi-professional or professional competitive athletic
contest for which any type of compensation or remuneration is received,;

3. being exposed to war or any act of war, declared or undeclared;

4. actively serving in any of the armed forces, or units auxiliary thereto, including the National Guard or Army
Reserve;

5. participating in a felony, riot or insurrections;

6. being engaged in an illegal occupation;

7. intentionally self-inflicting an injury intentionally;

8. committing or attempting to commit suicide, while sane or insane;

9. being injured which arose out of or in the course of employment and which is payable or covered under any
Workers’ Compensation or Occupational Disease Act or Law; or

10. receiving injuries incurred outside the territorial limits of the United States or Canad ch loss is incurred
while You are on a trip of not more than 60 days.

PREMIUM
This Rider requires the payment of premium in addition to the premium due for icy: idny for this Rider is

shown on the Policy Schedule. While this Rider is in force, premiums are due bas
this Rider is attached.

1.
2.
3.

This Rider will terminate at 11:59 p.m. local time a

1.
2.

We change the premiums for all riders of this same form an€
such change complies with the laws and regulations of Your s
We give You advance written notice as required by femium change.

the date the Policy to which this Rider i
the date You ask Us, in writing, or on a i ested by You in writing, to cancel this Rider.

Executed by Man d Annuity Company on the Effective Date.

hurui ,/ Mﬂ//

Tyler Harris,
President
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ManhattanLife Insurance and Annuity Company
Home Office: Houston, TX
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092
(800) 879-6542

Rider Effective Date:
(If other than the Policy’s Effective Date)

HOME MEDICAL EQUIPMENT BENEFIT RIDER
Limited Benefits
READ YOUR RIDER CAREFULLY. This Rider is made a part of the Policy to which it is attached is subject to all the
provisions, conditions, limitations, and exclusions of such Policy. Where there is conflict between this Rider and the

Policy, the provisions of this Rider will control. It is issued in consideration of the application, and the payment of the
required premium. If no date is shown above, it begins on the Policy’s Effective Date.

BENEFITS

If Your Physician or Your duly licensed health care provider prescribes or ord while You are
receiving Home Health Care Services and/or Home Health Care Aide Service e Health Care
Insurance Policy for which this Rider is attached, and You purchase or enter into a r ch Home Medical
Equment We will pay the Home Medical Equipment beneflt This benefit Home Medical Equipment per

Limitations:
1. Home Medical Equipment is limited to the following Durable N
Mobility Assistance: wheelchairs; walkers, rollators,
Transfer Aids: gait/transfer belts transfer bencheS'

2. Home Medical Equipment must be the m adequately meets Your medical need, as
measured by Medicare guidelines.
3. Replacement of Home Medical Equipm
customary wear and tear; duplic
4. Total benefits for rented Ho
equipment.
Unused benefits in one Po rried forward to any future Policy Year.

ered for a material change in clinical status or
nefit.

Durable Medi

not useful to a illness or injury and is appropriate for use in the Home.

PREMIUM
This Rider requires the

shown on the Policy Sc
this Rider is attached.

remium in addition to the premium due for the Policy. The premium for this Rider is
hile this Rider is in force, premiums are due based on the terms of the Policy to which

We reserve the right to change the premiums for this Rider. We may change the premiums if:
1. We change the premiums for all riders of this same form and class in Your state of issue;
2. such change complies with the laws and regulations of Your state of issue; and
3. We give You advance written notice as required by Your state prior to any premium change.

AM7008DE 1



TERMINATION

This Rider will terminate at 11:59 p.m. local time at Your place of residence on the earlier of:
1. the date the Policy to which this Rider is attached is terminated; or
2. the date You ask Us, in writing, or on a later date that is requested by You in writing, to cancel this Rider.

Executed by ManhattanLife Insurance and Annuity Company on the Effective Date.

e e

John McGettigan, Tyler Harris,
Secretary President
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ManhattanLife Insurance and Annuity Company
Home Office: Houston, TX
Administrative Office: 10777 Northwest Freeway, Houston, TX 77092
(800) 879-6542

Rider Effective Date:
(If other than the Policy’s Effective Date)

ROUTINE ANNUAL PHYSICAL EXAMINATION BENEFIT RIDER
Subject to a 12-Month Waiting Period

READ YOUR RIDER CAREFULLY. This Rider is made a part of the Policy to which it is attached is subject to all the
provisions, conditions, limitations, and exclusions of such Policy which are not in conflict with thls Rider. Where there is
conflict between this Rider and the Policy, the provisions of this Rider will control. It is is consideration of the

application, and payment of the required premium. If no date is shown above, it begins on ffective Date.

DEFINITION
Routine Annual Physical Examination: A preventive healthcare visit with a du itioner who will
specifically focus on promoting health and wellness. The purpose of the Routine i i xamination is to

identify potential health problems in the early stages so that the problems ma

Waiting Period: The amount of time the Insured must wait before their/€overage™e i ct under this Rider.

BENEFIT

on the Policy Schedule. This benefit is limited to one (1) R xamination per Policy Year, and payable
only after the 12-month Waiting Period is satisfied.

ium due for the Policy. The premium for this Rider is
s are due based on the terms of the Policy to which

This Rider requires the payment of premium i
shown on the Policy Schedule. While this Rider
this Rider is attached.

We reserve the right to change the
1. We change the i f iders ame form and class in Your state of issue;
2. suchchan i ; ions of Your state of issue; and

3. We give i ired by Your state prior to any premium change.
TERMINATION
This Rider will te : . cal time at Your place of residence on the earlier of:
1. the date the Policy to wh|c Rider is attached is terminated; or

2. the date You as g, or on a later date that is requested by You in writing, to cancel this Rider.

Executed by ManhattanLife Insurance and Annuity Company on the Effective Date.

o T

John McGettigan, Tyler Harris,
Secretary President

AM7008RE








