New Features:

- The new shaded design
throughout the application
allows you and your client to
read and complete the more
easily

- A number of benefit
combinations and
disclosures have been
moved to the instruction
pages making the
application less congested

Optional Benefits have been
segmented into three distinct
sections:

- Partner and Family Benefits

- Additional Homecare Options

- Additional Benefit Protection Options

»
»

2005 Simplified Application

LOnd MUMmEper
T

Application for Individual Long-Term Care Insurance i

Life Insurance Company

Mote: Please initial any changas you make to this application. You may not make changes to dates or signatures.

Part 1 — Please Tell Us About Yourself

12 Mame (First, ML Lasi) . O wMae 2 Femae
& Sinest Agdress
City: Swter Zip Code:
Hl 558 1e.  DOB (mmiddyyyyl i i 1f.  Birtn Place (State, Couniry):
1o Foyor Nome (ifdsersnt fom above)
Billing Addness
ity Sae Zip Code
I Height fi.  Wieight
% Besitmeiocal Telephans MNo.:

P‘arlz Choose Your cuw Egberiak [*) Rams are not avalable for ages 8084

Cusiom Care | Bapefit Amounts: [Chooss ether the Monthly or Daily Benedit Amount)
3 mMonthily Sansfit Amount: 51,500 - 515 000 in 3100 increments (Limit of 57 500 for ages B-84)
Dty Banafit amount 550 - 3500 in §10 increments (Limil of $250 for ages 80-541
Banefit Panods [Years) 02z O3 O« 0O5 O & O ¢ QO Lifsime
(The Beneilt Periog 15 wsad to defeming Me Pobey Lival shown on tie Polty Scheduis )
Efminaon Pariod (Datss of Senvoe) O am O e O 90 OO B0 O 365
Infiztion Protaction Optiors:
O Homs
O 5% Simple Inflation
O 5% Compound Inflation [Seneti: Amounts and Policy LimT increase 3r 5% compouwnded annually.)
O 5%E% Compound Infiation (Benat Amounis nEeass 31 5% compaunded annuatly, Wile Polcy LimT nemasss & 5%
compoungad anualy. Therefore, o benais may (38 for 3 Shivisr penad af fime than the BenetT Penod pou aiscmsd))
&  Rajaction of inflabion Probection: Siasse rmaa You must chack the box heiow 100 oo mot select Compaund o Simole infiaion |
O | nove reviewed the Outiine of Coverage and the graphs that compare benefits and premiums of this poicy with and without
rflation probection. Specfically, | have eviewed The Compound and Simple Irdation opdans and | rejes infadion probection
¥  Oplional Banafits:
Banner & Family Baneffc
O  sharsdCare®  (Soousefarerians|
O  Sursrvarshiphdaiver
O FamidpCare® Desgnais fe ot famsy memben's) i be covered and i Jie ook Vo wis" Em 0 SUCCEsd y0u 35 ooy hosssr in the
ST OF At or nse. Bach iy member ML COMIDASE e FaTieCaT Supmemensal A donalum ang i be sutyert io Lingenwsing
AOTAE SUGH S0 Aerole KT TS AD0ETEON, 1
2 3
Additional Home Care Jpdions
Q0 waiver of the Homa Care Elmination Paniod*
O adddional Cash Baneft
Additional Genedft Profection Options
O  Restoration of Banefits*
O  Enhancsd Retum of Premium Upen Death® (Complers qussion 33 7 vou elecad this bansfl]
O  Henforfeitura
&3 Rejection of Monforfeiburs: [ou must check the o balow i pou Rave nod slecied Nonfreiue )
O | novie revieswssd The Outiineg of Coverage and the Nonforsilure benefit desorited therein. Specificaly, | have reviewed this
codonal benefit ovailabie 1o me and | rEiect he Nonforfeiune benesl.

[
[

B ¥

CL2APPOS5 1 Cusiom Care



Partner Status Updated
from 5 to 3 years

v

Certain conditions have been
removed from the “Knock-Out”
Section to allow John Hancock
Long Term Care Underwriting to
further review and evaluate the
case.

These conditions include:

Cerebral Atrophy, Cirrhosis,
Crest, Diabetes with insulin
(regardless of units), Kidney
Failure, Metastatic Cancer,
Organic Brain Syndrome, Post
Polio Paralytic Syndrome and
TIAs (2 or more).

v

Part 3 — Dizcounts & Other Needed Information

Benaficiary Dagignation

32 IFyouare age 64 or yoURGEr of elecisd the opional Enhanced Retum of Premium Upon Death, vou must et 2 bensdciory.  1Fyou keave
this question blank, we will desgnate your estote as your beneficary. You may change your beneficory ot any fme by notiing us in witng
[Mame & Address)

You may be sligible for certain discounts. Plaase chack YES or NO beside each numbarsd question or statament.
Marital'Pariner Discount

30, Are you maried? 2 vYes d Mo

3¢ IFyouare not maried, are you in 2 commitisd relztianship with 2 Parner o an immedine family member of
the same generaion, with whom you have been iving together for af least the past 3 vears? ... 2 Yes O Mo
3. |5 your Spouse, Pariner o immedizie family member of he same genembon 350 applying for this insurance o
does he'she cumently have an exising John Hancock indhidual lzng-teem care insurance palicy?
IF¥ES, prowide info beiow. ... 2 Yes O Mo
Hame: Bithdale: /(- Poilicy # (i availabie]
Family Discount (Not availahle with the Sponsored Group Discount
3&  Are you appiying for a family discount? 1FYES, please st twn oiher family memibers applying ior, o who

currently hawe a John Hancock indhidual lang-Enm care insurance policy and eir relaionshiptoyou.... 3 Yes @ Mo
Name- Feiationsmip: Poiicy & §if svaiatiel

Sponaored Group Discount (Mot availaive with the Family Discoun)
3. Do vou beiong 1o 2 sponsored group? 2 ves O Mo

IF¥ES, Spansoned Group & and Sponsored Groun Name:
{Piaase aiso prowios proal of amplsimantmembershio wilh S00nsored group.)

Part 4 — Should You Proceed with this Application?

Pleass check YES or NO besida sach quastion.

43 Do vyou cumsniy have, of Rave you evar had a dagnoss for

Azemers Disase Huringaris Charea Wuliple Scieoss Schzmphrena

Amyoroohic Leml Sdemsis Memony Loss Wiusouar Dysioohy Sclemadera

Cysle Floress Wemal Reandrion Wyasthena Gravs Spire Coed Inury

Dementa MuFipla Myeioma Faninsors Dsexe SpoeeCVAL. . Yes O Mo
4. Do you requine UM 2s5iSIanNCE or SUDSRSIon in any of the folowing aclivities: eaing, dressing, ioletng,

trarsfaming from bed 1o chair, walking, mantzinng contnence, and BRingT ... s 2 Yes O Mo

4 Do you curendy reside in, have you bean advsad 0 enler, or e you planning b0 emsr 3 narsing home,
as=sted care living faciity or other ousiodal facility, or are vou cumenfy recening home health e senices o
aliending acull day care? ..... 2 ¥es O Mo

4d. Do you cumenty use one of the following medical devices: wheekchair, walker, hospial bed, guad cane,
QXyGEN, S, and dialyssT. 2 vYes Mo

42 Howe you been diagnosad or freated by a member of Te medical profession sor AIDS (Acquired Immune
Deficiency Syndrome) o AIDS Reiabed Complee? ......... 2 Yes O Mo

PLEASE NOTE BEFORE YOU CONTINUE WITH THIZ APPLICATION:
i you answered YES o any of the queafions in Part 4, we suggest that you do not submit an appicaton. If you answarsd NO fo
gweny quastion, please confinus.




As previously
communicated, John
Hancock’s position on
insulin dependent
diabetics using less than
50 units of insulin daily
has been incorporated
into the application.

v

Part 5 — Medical History & Lifestyle

E-]

E 1]
=

oo

4

Hawe you consuled with your primary care phiysician witin the past 18menths? . |

Primary Care Phiysician Mame:

Address:

E.E_r:

Sete Zip Code:

Telaphone Mumber:

Please check YES or MO besida sach question.

Have: you used tobaoo products (cigarelies, pipe, Ggar, of chesing wotecoo) in the last 12 months?
Within T 251 10 years, have you received medical advice, dingnosis or Yeaimant, or consuled with 2
member of the medical profession far any of e foliowing conditions?

0

1.

Circulatory Disordesra: Tronsent schemic Aok, Amaumsis Fuste Heart Smyhmioes Vil Dsms
Camiomyopaiy, Congestve Heart Folure, Aneunysm, Cononany Snery Disease. Hgh Binod Pressune Peripnernl

Varsouior Disease. Carnoid Artery Dease EMEETE e SN |
Emdocring and Pﬂul[ﬂ'}' Disorders: D a=tes, BAddisor's ElS&]:-E— Fﬂm I:I:- l:l..S'1 rg';. D|5E'.‘EE =

Caneers: Leukemia, Lymphoma, Tumars, Malanoma, Souamous el Samomas_ e =

Ganitourinany Discrdera Renal Insufficiency, Kaney Failure, Irconirence, Prostate Disorders

Eladder Disordesrs......... =

Gastrointesting! Disordars: Hepatils, Ueemtive Colds, Crons Disease. Uver Disorders,
Cirhasis
Neurological Disarders: Ceretnal Aropty, Memal Iness, Demression, EEE.I'E:-,T"E'TIZF Ne'.r-:pm,-
Syrcope, Ammety, Chronic Faligue Syndrome... .
Bdond Disorders: Ansma, P..,r,tnemawra Tﬂ-"mt:ncﬂ..ne-m Hemochromaiasis
Musculceksistl Disorderm: Osteoponoss, ATnts Rheumaloid Arhrils, Osheoariims, Fracures
Fbromyigia, Degeneratve Jonl Disease, Scofoss, 5pn'.l‘=la"n:\5|=. Uq:{.s Pot-.m-.zr,'n Rheumalica,
OSE0pEN, Paralysis, Crest.. e S—
Reapirztory Disordera: JTIH‘-.'SEmﬂ B|"‘I1I:|"llE A:lrn'z Et'-:|1|:|'1ivect:rs|=~ P-st-e-=|"5|5 SEI'C..H:EI:.
Crronic Obsincive Pumanary Disease
Eye & Ear Disonders: Maculor Degeneriin Gouooma Feinits Bgrenioss, Laonmivis Meneesherdgn
Substancs abume: Alcoholism, Drug dependency, Ik drug use

Within T2 [352 10 years have you been hospitaiizad or have you consuled of heen Teatad by 3 membar of

In2 medical prodession for any reason not previously staled?

Within T 1251 5 years has any sungery or esi(s) been necommended Tk have not been percrmed?......
Hawe you ever had an applcation for life, accdent, medical or health, disability or long-Erm care insurance

dedined, posiponed, modified or mied?

YES, listmedical reason:
Are you receRing any disabiity benefits?

Uu
§ &

U Uy oo o

&

&

i

&

&

&

¥ KB

§ &

= Yes

Ul U U uuduo
5§85 &§ & &8

U g oo o
5 £§8& 88 &

u
&

¥E5, istmedical reasan:

Disatity 5%

PLEASE MOTE: Yau may be comtached by a nurss on John Hancook's behalf to review your medical history and infrmation. This intanaew
= ot an evamination. The nuras will simply ask you questions fo help us undensTils your appicafion.

Sh MEDICAL HISTORY DETAILS - IF you answered YES to any of quastons 5¢ throwgh 59, provide full detal hara.

Cresit

Diagnosis, Dicorger
andfor Reason

Diagnosis
Date

Treatmeant
Dvare

Mcitdfe Name Jodvess, Tekphone Number of Physican
Provider andr msurer F appicaive) and Explavston of
Comments




Part5 - Continued

5L

MEDICATIOMNS - List all prescripion medications taken at amy tims over the past 12 months.

Medication Dosage Frequency Feason Prescribed Piyysician Mame

LIFESTYLE — Plaasa comyplats the foliowing questions if you ars age 64 or youngsr.

5i. Apeyou cumendy employed? I 50, what IS your cooupation: 2 ves O Mo
SK. Inthe past 10 wears, have you done or 40 you inend bo do any of e following adtivilies: Skinfscuba dving.
Paracheding, Moorized racing, Rockmouniain cimbing, Boxing? IF *Yes” freguency. 2 ves O Mo
5. Inthe past 10 years, have you been conyicled of Te or mane felony molor wehicke moving violations of hag
adwing license suspended or revaea?  HEYES, lcemse number and sote 2 ves O Mo
Part 6 — Insurance History
Plaasa check YES or MO beaite sach numbersd question or sfatement
62 Are you covered by Medicaid? 2 Yes O Mo
B Hawe vou had angiher lng-i=m care insurance policy oF cerfficats in farce dwing the ast 12 months?
IF¥ES. please provide details below Q ves O Mo
62 Do wiu hove anofer OngHENT G'e insuronce ooy or cEtcaE M fee (noudng O hedih G senice, Heoh
mainienance organzmon or Medicare Suppiement conrac? IFYES, piease provise delails below . e 1 Wes O Mo
6l Doyou inkend io repiage amy of your longem oo, rﬂnuﬂrlmmmaage«hrepdq i:m'tn:,ln.l
e appiving T IF YES, plense provioe delais e &2 Yes O Mo
Annual Benafit Typs & Cuently IfLapeecl Deleof | kioeng
Company | PolicyiCert® | Pramium Ampunts Force? Lapss Teqiaed?

Fraud Notice. Any peracn who knowingly and with intent to defrawd amy inaurance company or other peraon filea an
application for irsurance or a stabsmant of claim containing any materiasy false mformation, or concsala for the purpoese of
miisssading. information concarning any fact material thersto, commits a frawdulant insurancs act, which is 2 crime and subjacis
auch peracn {o criming! and civil penatiss.




Credit Card Payment Options
MasterCard and Visa
Incorporated. CC
Authorization form no
longer needed if this section
has been completed.

v

Part 7 — Payment & Administration

72 Paymenk Typac You must choose ome of the foliowing aplions:

1. 3 Darect Bil Salect a pzyment frequency: 3 Annualy O Semi-Annualy ' Cuaney
Oirect Bill Advance Payment:
2 | have enciosed my advance payment in the amount o § {minimum of one month's premiumy

(Fiaase make 3 checks payaiie I John Hancock Lk insuance Company. Do NG make oheck payalke 10 M 308 O B9ve 18 payes
DA The ackance paenT MUS e Squal I 3 MINTL of 0N Mot DR Yo s0kance Jayment check wil be helo i 3 non-imerss
Deang cT0un! whils INe Lndareiie oL nnitaion)

2 o Bank Draft

nsured's Kame: Bank Account &
Accounl Type: [ Checking O Sowngs HBank Mame
Bank Rouing Kumber Select Dra? Day] 1#-28#]

Name(s) o DepoEhos)
Piease inciude a voided check. The first draft will oceur an ihe premium oue oste after the palicy has been issued,
Subsequent drafs wil acour on ihe seiecfed draf day requeshed shove.

3 CreditiDabit Card:

Payment Frequency: O Queredy O Moahly
CadType O Masersad O Vi
Card Humber, Expiraficn Dale:
Cardnaigers
e
4 vistgin List Bal Group &: List BaS Group Nams:

T Limibed Pay OpSona:
2 d-year Payment Oplion  or 2 PaicdUp at 55 Paymant Option {not availatie ¥ aoodicant i older than 55)
¥ yow chonse any Limteo-Pay Cpoon, then the Suaranieed Purchase Opaon wil A be saiabie io you

T Epecial Requests

Part 8 — Protection Against Unintended Lapse

| undesstand that | Fave Te right 1o desgnans anolner person 1o necefve Molice of LapseTenmination of my insurance podcy for non-payment of
premium. | ungdersiand thak nofice will not e given undl 30 days after a premium is due and unpaid. (Yo must check off one box below.)

B | eled MOT o desgnate any person b recene such nolice.
o

B O | eed o desgnate the persan beiow to recehe such notice.

Mame (First, ML, Last):

Siresd Andress.

Ciby: Shate: Zip Code:




Part 9 — Agreement & Acknowledgment

1 agree as follows: My s@lements and arswers on this anpication are Tue, compiete and comediy recanded. They are representabons
and not waranties, and will Be pan of and fom The basis of my policy

urterstand that in order fior e undenwriing of this applicafion to proceed, this appication and all undenweriing requirements must be
compiete. In addiion, John Hamcook Life Insurance Company (“Jann Hancook™) may regquire an afending physican's statement, medical
reconds, an undensnting assessment, 2 medical examiration, motor vehice report or other quastionraine or lsst | understand thal no agent
or medical examiner has the aulhorily from John Hancock 1o accept any risk, determine insarability, or waive or change any requirements or
questions an Tis application.

For e purpose of undenwing miy apolication, by making an advanca payment Wit this apolication, my heath status wil be fozen as of
e later of: the dale | sign this application or e date | complele all physical SXams of 125ts reguired by John Hanoock, ¥ applicabie. This
mESNS that any change in my healih that ooours afer the date my health stalus i Somen wil not afect the undensriting of my appicaion.
And, if my application i approved, my eligibiity for benedls may begn an the dabe my health siatus was frozen. | undersiand that
compieting fhis application or making an advance payment does not guaraniee that my aoolication will be approved. IF my application i
approved, he efiedive dale of my policy will be staled in the policy Ssued fo me. | undersiand that in order to keep my policy in force, |
must pay all e required premiums when due. | understang that if my application is dedined, e long-term care nsurance covemge
applied for will not became efeclive and any aovance payment submitted with the application will be refunded o me, #ilhout inlerest.

Acinowladgmenta: | have received e policy Cutline of Coverage, the Nolice of Insurance Infrmation Practices, Suitatdlity forms, the
Polential Fiate Increase Disclosure Fomm, the Shopper's Guide 1o Long-Term Care Insurance and a Replacement Motice (if replacement is
imvoived). K eligible for Medicare, | have repeived e *Guide 1o Health Insarance for People with Medicans”,

CAUTION: IF YOUR ANSWERS ON THIS APPLICATION ARE INCORRECT OR UNTRUE, THE COMPANY MAY HAVE
THE RIGHT T DENY BENEFITS OR RESGIND YOUR COVERAGE.

aulhorize John Hancook %o deduct from my benk or charge my creditidetil card the advance payment and all recumng required
premiums, based upon my seleciad metod of poymen &= Sown in Part 7. | undersiand Tt the premiums deduciad or changed will be as
shown on the poiicy or he most recent premium change rotice issusd o the policyhoider by John Hancock  This auiharization is vaid
indefnilzly urdl such time as | provide wiitten nofice of canceliation %o Jonn Hancook at e senvidng address sated i ihe policy, afer
aliowing a reasonable time to act upon my notification. | agree to coniact John Hancock ¥ there are any chonges to my account
infarmation. John Hancock reserves the right to terminale this payment plan at any time.

nave reviewed this application inclading all elections and answers conizined wilin. By my sgnature, | affiem all e ectons and
ansaers in this applicaiion

Signanare of Apglicant e

Signed at

City Sz



Part 10 — ProducerfAgent’s Statement

Feplacamant:

Tio e best of my knowlestge, replacement of clher insrance [0 5! O & notirwohed in Tis ransacion. Listed below are al
cther haalth insurance policies | hawe (i) soid 1o the Applicont which are stil in force; and (if) soid ' Te Apdlicant in the last fve vears which
are no longer in faoe

Company [Type of Palicy Effacties Date In Faree?
QYES QMO
QYES QMND
L QYES QMO
Underwriting: Fisk ciassification guoted: o Prefered  d Seect = Class | {25%) = Class || (50%)

Mate: UndensTiting will dederming the Dest nak class, ragardiess of clzas quotsd bo e appicant. Wewil communicats any changs to yol
Signature of Licansed agent:
Agent Name {Please prinf): a3
Please attach the illustration presented to the Applicant.
Credit for Application

Producenfgent Name (Piease wing):

AgengcyBanFirm Mame
Somal Securty £ Tel &
Annual Premium:  § Fax¥

JH Agency Code [if knomni Email

JHFM Creer Qniy Paryroil Mumibes:
Contract Code:

If mare than one agent was imvolved in the sals. provids ostais Attach producerfagent’s
hars:

Agent Name: Pergentage: business card here
Agent 55

AgenoyFim:

Agent Hame: Percentage:

Agent 55
AgENGFirm Hame Office Cnly:

Agent Mame: Percentage:
Agent 55&
AgencyFirm:




