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OREGON EDUCATORS BENEFIT BOARD (OEBB) 
PLAN HIGHLIGHTS / SCHEDULE OF BENEFITS 


 
Your Long Term Care (LTC) insurance plan is listed below.        
Elimination Period: Your plan’s elimination period of 90 days is the amount of time you must wait before 
benefits become payable. This time period can be accumulated over a period of 730 days and needs to be 
satisfied only once during the life of your plan. 
Newly Hired Employees: Once eligible for the plan, you will have 31 days to sign up for Guarantee Issue 
coverage. Please check with your employer for your effective date. 
All Active Employees & Newly Hired Employees: Who enroll after the Guarantee Issue enrollment period 
or choose benefits over the Guarantee Issue limits will be required to fill out a medical questionnaire.  
Medical Underwriting Effective Date: The effective date for those applicants requiring medical 
underwriting is the later of the Plan Effective Date or the Medical Underwriting Approval Date.  Medical 
Underwriting means that you must answer all questions on a medical questionnaire. In some cases, an 
interview may also be necessary 
Delayed Effective Date: If you are absent from work because you are injured, sick, temporarily laid off or on 
a leave of absence, your coverage will not begin on your otherwise expected effective date. 
Medical Underwriting for Employees and Family:  (Completion of the Benefit Election Form is required 
for enrollment)  As an employee you are eligible for benefit amounts on a Guarantee Issue basis of up to 
and including $6,000 and a Facility Benefit Duration of 3 or 6 years.  This does not require completion of the 
Long Term Care Insurance Application (medical questionnaire) if you apply during your initial eligibility 
period.  The Long Term Care Insurance Application (medical questionnaire) is required if enrolling after your 
initial eligibility period or if you choose to buy $, $7,000, $8,000, $9,000 or the Lifetime Duration coverage. 
Retirees, Civil Union Partners, Domestic Partners, Spouses and all Family members must complete 
the Benefit Election form, the Long Term Care Insurance Application (medical questionnaire) and must be 
approved for coverage in order to enroll in the Long Term Care plan.  All Medical Questionnaires must 
accompany a signed Authorization to Request Medical Information Form #6720-03 located in the enrollment 
kit. 
 


Benefit Duration 
 


3 Years 6 Years Lifetime 
Duration 


Facility Benefit Amount 
In Increments of $1000  


$2,000 
 to $9,000 


$2,000 
 to $9,000 


$2,000 
 to $9,000 


Assisted Living Facility Percent 
 


100% 100% 100% 


Lifetime Maximum 
Per $1,000 Increments 


$36,000 $72,000 Lifetime 
Duration 


Professional Home & Community Care 
 


50% 50% 50% 


Total Choice Home Care  -  Option 
 


50% 50% 50% 


Inflation Protection  * -  Option 
 


Simple   Simple   Simple 


 


* If you selected an inflation option, and you terminate that inflation option at a future date, you can purchase the 
inflated coverage amount at your original age. 
 


Lifetime Maximum:   The Lifetime Maximum is the maximum benefit dollar amount Unum will pay over the 
life of your coverage.  This dollar amount is based on the Facility Benefit Amount and Benefit Duration.   For 
Example:  If you choose $3,000 Facility Monthly Benefit Amount & 3 Year Duration, your Lifetime Maximum 
is calculated as follows, $3,000 per Month X 12 Months X 3 Years = $108,000 Lifetime Maximum 
Insurance Age:  Insurance Age is used to determine the cost of your coverage.  Insurance Age is your age 
on the plan effective date if you enroll for coverage prior to the plan effective date.  If you enroll for coverage 
on or after the plan effective date, insurance age is your age on the date you sign the enrollment form.  
Questions: Please call 1-800-227-4165 with questions regarding your Long Term Care Insurance. 








 December 2009 - January 2010


The Oregon Educators Benefit Board (OEBB) selected 
Unum as the carrier to offer long-term care insurance. 
The Board went through an extensive evaluation pro-
cess, much the same as was used during the process of 
selecting other OEBB benefits, and named the success-
ful proposer at its December 10, 2009, Board meeting. 


As mandated by the legislation, OEBB must make long-
term care benefits available to its members and their 
families. Employees in educational entities that choose 
to offer long-term care insurance will be able to elect 
this coverage beginning October 1, 2010.


Who is Unum?


Based in Portland, Maine, Unum is one of the leading 
providers of employee benefit products and services 
in the United States. Unum works with thousands of 
employers and insures more than 25 million people in 
the U.S. 


In 2008, Forbes magazine selected Unum among the top 
tier of the most admired life and health insurance com-
panies in America. 


What is Long-term Care Coverage?


Long-term care insurance is a type of insurance devel-
oped specifically to cover the costs of long-term care 
services, most of which are not covered by traditional 


health insurance or Medicare. These include services in 
your home such as assistance with Activities of Daily 
Living as well as care in a variety of facility and commu-
nity settings. 


There is a great deal of choice and flexibility in long-
term care insurance policies. You can select a range of 
care options and benefits that allow you to get the servic-
es you need in the settings that suit you best. The cost of 
your long-term care insurance policy is based on the type 
and amount of services you choose to have covered, how 
old you are when you buy the policy and any optional 
benefits you choose, such as inflation protection.


Long-term care insurance policies have a benefit period 
or lifetime benefit maximum, which is the total amount 
of time or total amount of dollars up to which benefits 
will be paid. 


With long-term care insurance, your monthly premium 
will not change as you age. You will know in advance 
and be able to budget the cost. Premiums are waived dur-
ing the time you are receiving benefits. 


More information will be provided soon about OEBB’s 
long-term care benefits, the reasons to consider purchas-
ing a long-term care plan and about Unum as a company.


Stay tuned as OEBB and Unum continue to provide in-
formation about long-term care benefits.   


OEBB Selects Unum to Offer Long-term Care Benefit







The Oregon Educators Benefit Board -- Proudly Serving Members and Their Families


eDocAmerica offers the tools and information you 
need to take good care of yourself.


This confidential and secure service is included in 
your ODS benefit package and provides access to vital 
health resources around the clock. 


The next time you have a worrisome but non-critical 
medical issue, e-mail a doctor or talk to a nurse at any 
time, day or night. 


If your health issue does not require further attention, 
eDocAmerica will save you an unnecessary and incon-
venient trip to a provider’s office.


You can also receive weekly eDocAmerica health tips 
via e-mail on topics such as seasonal allergies, colds, 
the flu, exercise, nutrition and more.


Ask eFitness
Get tips and help with your exercise program. E-mail 
questions to a doctor with a specialty in sports medi-
cine. Design your physical fitness routine to get the 
maximum health benefits. Find out what you need to 
know about exercise and weight loss, fitness for kids, 
starting an exercise program, preventing sports-related 
injuries and more.


Nurse Advice Line
Call the 24-hour Registered Nurse Advice Line for 
help with medical issues ranging from home-care rem-
edies to recommended emergency care. To access the 
advice line, call 866-321-7580.


Ask eDoc
Contact a board-certified physician via e-mail to get 
advice, treatment alternatives and medical informa-
tion. Get answers to questions about medical concerns 
and a recommended course of action, including home 
care for minor injuries and illnesses.


Ask ePsych
Get online help via e-mail from a licensed psycholo-
gist during times of stress or emotional difficulty. 
eDocAmerica’s online psychologists can provide links 
to further
resources and help you decide when you need to see a 
doctor or mental health professional.


Ask ePharm
Learn more about your prescriptions from an experi-
enced pharmacist. E-mail questions about medications 
or symptoms, and get more information about the 
benefits of specific drugs, side effects and alternative 
treatments.


Ask eDent
E-mail a dentist for professional advice and learn more 
about cosmetic dentistry, oral health issues, common 
dental procedures and preventive dentistry.


Ask eDietitian 
Reach your dietary goals with the support of a nutri-
tion expert. Get e-mail answers to your questions 
about diet and weight loss, vitamins and minerals, 
chronic disease and foods for optimum health.


Accessing eDoc
Log in to your myODS account at www.odscom-
panies.com/members. If you don’t already have a 
myODS account, choose Create an account. Read and 
acknowledge the Privacy Alert. Have your ODS mem-
ber ID card on hand. 


Follow the instructions to enter your personal informa-
tion and create your account.


Click on the eDocAmerica link in the myHealth • 
portion of the page. 
Click on Log In and create a brief medical profile.• 
Click on the appropriate icon and e-mail your • 
questions to a physician, psychologist, dentist, 
pharmacist, fitness expert or dietitian.


A message from ODS:







When dealing with the snow and cold, remember to 
layer clothing. Layers of clothing are much more ef-
fective for protecting the body during the cold and do 
a great deal more than a one-piece suit, for example. 


Keep the body covered, head to toe. Wear gloves and 
hats. If you or a member of your family begins to 
shiver while out in the cold, it’s time to go inside. To 
help tempt children in from the cold, give them an 
incentive such as making them hot chocolate or some 
other goodie. 


Frostbite
In winter, frostbite can always be an issue and it 
should not be ignored. Superficial frostbite shows 
itself when the skins turns light gray, which is easily 
treatable by going in doors and applying something 
warm to the area.


You will want to 
seek immediate 
medical atten-
tion when the 
skin is frostbit-
ten to the point 
that it’s numb 
from the cold. 


Driving Safety
When the roads are slick with ice and snow, driv-
ing can become treacherous. The following are some 
items that will help keep you safe on the roads this 
winter:


A flashlight • 
Jumper cables • 
A bag of sand or salt (to provide traction in case • 
the car gets stuck in the snow) 
A shovel • 
An Ice Scraper• 
Warning devices (such as flares) • 
A fully-charged cell phone• 
A warm blanket• 
Food, such as nuts or Cliff bars• 
Water• 
An extra pair of gloves • 


If your car breaks down, stay 
inside the vehicle until help 
arrives. Don’t try to walk 
even a short distance of a 
mile or two for help; this 
could be a life-threatening 
mistake. Being in the car is 
the safest place to be.


When driving in snow, slow down and double the nor-
mal distance between you and the car in front of you. 
If the regular speed is posted at 50, it’s a good idea to 
drive no more than 25-miles-per-hour even if you have 
a truck or an SUV. 


Keeping Pets Safe
Remember your pets. Even though your dog or cat has 
a fur coat, they can suffer the effects of harsh weather.


Pets are susceptible to frostbite just as people are, so 
keep an eye on your pet’s paws, ears and nose dur-
ing cold weather.  Pets can suffer from frostbite from 
walking on icy roads or severely cold pavement. Also, 
keep your pets away from chemical and salts used to 
melt snow and ice on your or your neighbors’ drive-
ways and sidewalks as these can cause painful burns.  
If you think your pet has frostbite, warm their feet 
slowly in warm water.  
 
If you keep your pet outdoors, provide it with ad-
equate, warm shelter that is turned away from wind, 
has a floor that is 
off the ground, has 
a flap that keeps out 
drafts and contains 
a blanket or two.  
If the temperature 
drops below 32 
degrees bring your 
pet inside.  


Be sure to check 
their water. Re-
member, all animals need water even during the cold 
weather and water dishes freeze over.


Winter’s Here, Stay Safe
The following are tips to help you keep your family safe and secure throughout 
the winter season.







1225 Ferry St. SE, Suite B
Salem, OR 97301


Phone: (888) 469-6322
Fax: (503) 378-5832


www.oregon.gov/das/oebb


Carrier Contacts
Kaiser Permanente:


866-223-2375


ODS:
866-923-0409


Providence Health Plan:
800-878-4445


Standard Insurance:
866-756-8115


Willamette Dental:
800-460-7644


Information to 
Remember ...


 
These links will take you to 
pages that may be helpful if 
you’d like to learn more about 
the Board and the programs 
being offered. 


Dependent Eligibility Rules: 
http://www.oregon.gov/DAS/
OEBB/administrativerules


Frequently Asked Questions:
https://www.oregon.gov/DAS/
OEBB/FAQ


OEBB Web site: 
http://www.oregon.gov/DAS/OEBB


OEBB Enters the Social Media


OEBB is developing several new ways to communicate with our 
members in an effort to help keep you up to date about your benefit 
plans, program offerings and open enrollment information.


Soon, you’ll be able to follow OEBB on Twitter, Facebook, Deli-
cious, LinkedIn and other online social media and community 
groups. We will let you know once we launch these efforts, which 
will be in early 2010. However, you’ll always be able to follow 
what’s going on at OEBB by looking at our Web page – www.
oregon.gov/das/oebb. 


If you feel more comfortable speaking to someone, you can always 
call OEBB member services at (888) 4My-OEBB (888-469-6322).


OEBB News and Notes


Standard Insurance Introduces Its 
New Disability Resource Consultant 


Standard Insurance Company recently named 
Gerry Goldsmith as its Disability Resource 
Consultant. In this role, Gerry will work with 
OEBB members by providing a diverse array 
of services including assisting employees 
return to a productive working environment 
after having been away from work as a result 
of a disability claim. Additionally, she will be 
available to help employees remain on the job 
if a medically-related physical limitation has 
the potential to limit their ability to perform their daily job duties.


Gerry will work closely with employees during a disability to find 
ways to help make their work activities easier to perform, as well as 
providing training about health and wellness, evaluate work areas 
and offer strategies to make an employee’s work easier to perform 
if he or she is able to return to work and facilitate the return to work 
process.  


To help make the return-to-work process easier for OEBB members 
with a disability claim, Standard created a toll-free telephone num-
ber. People with questions about work-site accommodations, ergo-
nomics or Standard’s return to work program can call (888) OEB-
BRTW (888-632-2789). 


Gerry Goldsmith is a native Oregonian who grew up in Salem and 
has worked in a clinical nursing setting as a registered nurse, has es-
tablished health, wellness and exercise programs in the work setting 
as well as working with short- and long-term disability.  
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Unum Life Insurance Company of America 
2211 Congress Street 
Portland, Maine 04122 


(207) 575-2211 
 


QUALIFIED LONG TERM CARE INSURANCE 
OUTLINE OF COVERAGE 


 
 


FOR THE EMPLOYEES OF 
 


OREGON EDUCATORS BENEFIT BOARD (OEBB) # 148198 
 


Group Master Policy/Certificate Form Number GLTC04/CLTC04 
 
 
 


Caution:  If you must complete an Application for Long Term Care Insurance which includes 
evidence of insurability, the issuance of a long term care insurance certificate will be based on your 
responses to the questions on your application.  You retained a copy of your Application for Long 
Term Care Insurance when you applied.  If your answers are incorrect or untrue, the company may 
have the right to deny benefits or rescind your coverage.  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 Unum at this 
address: Unum Life Insurance Company, 2211 Congress Street, Portland, Maine 04122.  
 
NOTICE TO BUYER: This plan may not cover all of the costs associated with long term care which 
you may incur during the period of coverage.  You are advised to review carefully all coverage 
limitations. 
 
1. The policy is a group policy which is issued in the state of Oregon.  


 
2. PURPOSE OF OUTLINE OF COVERAGE.  This outline of coverage provides a very brief 


description of the important features of the policy.  You should compare this outline of coverage 
to outlines of coverage for other policies available to you.  This is not an insurance contract, 
but only a summary of coverage.  Only the group policy contains governing contractual 
provisions.  This means that the group policy sets forth in detail the rights and 
obligations of both you and the insurance company.  Therefore, if you purchase this 
coverage, or any other coverage, it is important that you READ YOUR CERTIFICATE 
CAREFULLY! 
 


3. TERMS UNDER WHICH THE CERTIFICATE MAY BE RETURNED AND PREMIUM 
REFUNDED.  
 
a. You may cancel your coverage for any reason within 30 days after it is delivered to you or 


your representative.  Simply return your certificate, within 30 days of its receipt, to us.  If this 
is done, your certificate will be canceled from the beginning and all premiums paid for your 
coverage will be refunded.   


 


b. If you die while insured under the policy, we will refund any pro rata portion of any premium 
paid covering the period after your death.  We will make the refund within 30 days after we 
receive written notice of your death.  Payment will be made to your estate. 
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4. THIS IS NOT MEDICARE SUPPLEMENT COVERAGE.  If you are eligible for Medicare, review 


the Guide to Health Insurance for People with Medicare available from the insurance company.  
Neither Unum nor its agents represent Medicare, the federal government or any state 
government.   
 


5. LONG TERM CARE COVERAGE.  Policies of this category are designed to provide coverage 
for one or more necessary or medically necessary diagnostic, preventive, therapeutic, 
rehabilitative, maintenance, or personal care services, provided in a setting other than an acute 
care unit of a hospital, such as in a nursing home, in the community or in the home. 
 
The policy provides coverage in the form of a fixed dollar indemnity benefit if you are 
Chronically Ill and you are receiving care while confined in a Long Term Care Facility.  The 
policy includes coverage for home care.  We will pay you a home care benefit if you choose to 
receive care at home or in the community.  Coverage is subject to the policy limitations, benefit 
maximums and elimination period requirements.  
 


6. BENEFITS PROVIDED BY THE POLICY.  Refer to the attached SUMMARY OF BENEFITS 
for the benefits available under the Policyholder’s plan. 
 
Eligibility for Benefits 
You will be eligible for a benefit if, on or after the effective date of your coverage and while your 
coverage is in effect, you become Chronically Ill. 
 
Conditions for Payment of Benefits 
 
To receive benefits under the policy, the following conditions must be met: 
• you must satisfy the Elimination Period, if applicable; 
• you must be receiving Qualified Long Term Care Services; 
• the treatment for your Chronic Illness must be provided pursuant to a written Plan of Care; 


and 
• we must approve your claim. 
 
You must also provide us with a Licensed Health Care Practitioner’s Certification that you are 
unable to perform (without Substantial Assistance from another individual) two or more 
Activities of Daily Living for a period of at least 90 days, or that you require Substantial 
Supervision by another individual to protect you from threats to your health or safety due to 
Severe Cognitive Impairment. You will be required to submit a Licensed Health Care 
Practitioner’s Certification every 12 months. 
 
Limitations on Payment of Benefits 
We will not pay benefits in excess of any coverage amounts you choose or for coverages that 
you have not elected.  Benefits paid will reduce your Lifetime Maximum Benefit and will no 
longer be available once your Lifetime Maximum has been reached.  We will not pay benefits 
for Qualified Long Term Care Services you receive during the Elimination Period, except as 
described in the Respite Care Benefit and the Additional Care Benefit provisions.  The policy 
only pays benefits if you are receiving Qualified Long Term Care services. 
 
 
 
 







7142-04    Oregon  (04/08)
3 


LTC Facility Benefit Payment 
You must give us proof that you are receiving Qualified Long Term Care Services in a LTC 
Facility before a LTC Facility Monthly Benefit is paid.  If you are eligible for benefits for a period 
of less than one month, we will pay you 1/30th of the monthly benefit for each day that you are 
Chronically Ill and receiving Qualified Long Term Care Services in a LTC Facility.  Refer to the 
Home Care section of this Outline of Coverage for information on benefit payments for home 
care. 
 
Additional Care Benefit: 
Once you are eligible for a benefit payment, you will have access to Additional Care designed 
to assist you in living at home or in other residential housing.  You do not need to complete 
your Elimination Period for an Additional Care Benefit payment to begin.  The Additional Care 
must be: 
• appropriate for your Chronic Illness and conform with generally accepted medical 


standards; 
• provided pursuant to a written Plan of Care; 
• recommended by a Licensed Health Care Practitioner; and 
• approved by us prior to receipt of Additional Care. 
 
Bed Reservation Benefit 
If you are receiving a LTC Facility Monthly Benefit and your stay in the facility is interrupted due 
to a stay in an acute care facility, or due to a temporary absence and a charge is made to 
reserve your LTC Facility accommodations, you will be eligible for a Bed Reservation Benefit.  
We will pay you 1/30th of the LTC Facility Monthly Benefit for each day you are absent from the 
LTC Facility:  
• up to 90 days per calendar year if your absence is due to a stay in an acute care facility; or 
• up to 30 days per calendar year for a temporary absence not related to a stay in an acute 


care facility. 
 
In no event will the maximum number of Bed Reservation days exceed 90 days per calendar 
year.  Bed Reservation Benefit payments will reduce your Lifetime Maximum Benefit and will no 
longer be available once your Lifetime Maximum Benefit has been reached.  If your stay in a 
LTC Facility is interrupted while you are satisfying your Elimination Period, such days will be 
used to help satisfy your Elimination Period. 
 
Respite Care Benefit 
If you are Chronically Ill and receiving Respite Care but you are not receiving a LTC Facility 
Monthly Benefit or a Home Care Monthly Benefit, you will be eligible to receive a Respite Care 
Benefit.  The Respite Care Benefit you will receive is equal to 1/30th of your LTC Facility 
Monthly Benefit for each day you have Respite Care for up to 21 days each calendar year.  You 
do not need to complete your Elimination Period for Respite Care payments to begin and the 
days you are receiving Respite Care will count toward satisfying your Elimination Period. 
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Words That Have A Special Meaning 
 
Activities of Daily Living (ADLs) are bathing, dressing, toileting, transferring, continence and 
eating. 
 
Additional Care means special services; equipment or caregiver training designed to assist you 
in living at home or in other residential housing.  Additional Care may include: 
• assistance in locating long term care providers and caregivers in your area (this service is 


also available even if you are not eligible for benefits); 
• a visit from a Licensed Health Care Practitioner who will develop your Plan of Care; 
• a visit from a home safety expert who will assess your residence and offer suggestions for 


increased personal safety; 
• purchase or rental of a medical alert service; 
• purchase or rental of durable medical equipment; 
• home modifications for your support; or 
• caregiver training. 
 
Chronic Illness and Chronically Ill means you are unable to perform, without Substantial 
Assistance from another individual, two or more Activities of Daily Living; or you require 
Substantial Supervision by another individual to protect you from threats to your health and 
safety due to Severe Cognitive Impairment. 
 
Elimination Period means the number of days during which you are Chronically Ill and you are 
receiving services appropriate for your Chronic Illness, but no benefit is payable. 
 
Lifetime Maximum Benefit means the total dollar amount of benefits that will be paid under the 
policy, excluding any Additional Care Benefit. 
 
Long Term Care (LTC) Facility means a facility (such as a nursing facility, and Adult Foster 
Home, an assisted living facility, a hospice facility, a rehabilitation facility, an Alzheimer’s facility 
or a residential care facility with an Alzheimer’s Care Endorsement) that is licensed by the 
appropriate federal or state agency to engage primarily in providing care and services sufficient 
to support your needs resulting from Chronic Illness. 
 
Plan of Care means a written plan prescribed by a Licensed Health Care Practitioner, based 
upon an assessment that evaluates your level of functional capacity.   
 
Qualified Long Term Care Services means necessary diagnostic, preventive, therapeutic, 
curing, treating, mitigating and rehabilitative services and maintenance or personal care 
services that are required by you.   
 
Respite Care means short-term or periodic Qualified Long Term Care Services which are 
required to maintain your health or safety and to give temporary relief to your primary caregiver 
from his or her caregiving duties. 
 
Severe Cognitive Impairment means a severe deterioration or loss in your short or long term 
memory; your orientation as to person, place, or time; or your deductive or abstract reasoning 
as reliably measured by clinical evidence and standardized tests.  Such loss can result from a 
sickness, injury, advanced age, Alzheimer’s disease or similar form of dementia. 
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Substantial Assistance means stand-by or hands-on assistance without which you would not be 
able to safely and completely perform the ADL.  Stand-by assistance means the presence of 
another person within arm’s reach of you while you are performing the ADL.  Hands-on 
assistance means physical assistance (minimal, moderate or maximal) without which you 
would not be able to perform the ADL. 
 
Substantial Supervision means continual supervision (which may include cueing by verbal 
prompting, gestures or other demonstrations) by another individual for the purpose of protecting 
you from threats to your health or safety. 
 
Home Care 
 
Professional Home and Community Care Benefit: 
If your coverage includes the Professional Home and Community Care Benefit, we will pay 
1/30th of the Home Care Monthly Benefit you elected for each day you receive Professional 
Home and Community Care Services.  Professional Home and Community Care Services may 
be provided anywhere other than a LTC Facility, an acute care facility or other location 
excluded by the policy.  You must provide written proof indicating the number of days you 
received Professional Home and Community Care Services before a benefit is paid.   
 
Professional Home and Community Care Services means Qualified Long Term Care Services 
provided to you for at least one hour or more per day by or through a Licensed Home Health 
Care Agency; Licensed Health Care Professional; in an Adult Foster Home; or in an Adult Day 
Care Facility.  Professional Home and Community Care Services include nursing care; 
physical, respiratory, and occupational or speech therapy; homemaker services; hospice care; 
or other services pursuant to your Plan of Care.  
 
Included in the Professional Home and Community Care Benefit is an International Benefit.  
You may be eligible to receive International Benefits if you become Chronically Ill and are 
receiving Qualified Long Term Care Services while traveling outside of the United States, its 
territories or possessions, or Canada. International Benefits will be paid on an indemnity basis. 
 
Total Choice Home Care Benefit:   
If your coverage includes the Total Choice Home Care Benefit, we will pay 1/30th of the Home 
Care Monthly Benefit you elected for each day you receive Total Choice Home Care Services.  
Total Choice Home Care Services may be provided anywhere other than a LTC Facility, an 
acute care facility or other location excluded by the policy.   
 
Total Choice Home Care Services means Qualified Long Term Care Services provided to you 
by anyone, including a Family Member, by or through a Home Health Care Agency; by a 
Licensed Home Health Care Professional; in an Adult Day Care Facility; in an Adult Foster 
Home; or by an informal caregiver.  Total Choice Home Care Services include nursing care; 
physical, respiratory, and occupational or speech therapy; homemaker services; hospice care; 
or other services pursuant to your Plan of Care. 
 
Included in the Total Choice Home Care Benefit is an International Benefit.  You may be 
eligible to receive International Benefits if you become Chronically Ill and are receiving Qualified 
Long Term Care Services while traveling outside of the United States, its territories or 
possessions, or Canada. International Benefits will be paid on an indemnity basis. 
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OPTIONAL BENEFITS PROVIDED BY THE POLICY -- EACH OF THE FOLLOWING 
OPTIONAL BENEFITS IS AVAILABLE UNDER THE POLICYHOLDER’S PLAN.  OPTIONAL 
BENEFITS MAY BE AVAILABLE AT AN ADDITIONAL COST TO YOU.  YOU MAY ALSO 
REFER TO THE ATTACHED SUMMARY OF BENEFITS TO DETERMINE AVAILABLE 
OPTIONAL BENEFITS. 
 
Inflation Protection and Benefit Increase Options: 
 
5% Simple Benefit Increase: 
If your coverage includes this option, your LTC Facility Monthly Benefit will increase each year 
on the Coverage Effective Date by 5% of your original LTC Facility Monthly Benefit. Increases 
will be automatic and will occur regardless of your health and whether or not you are eligible for 
or are receiving benefit payments.  Your premium will not increase due to automatic increases 
in your LTC Facility Monthly Benefit. 
 


7. LIMITATIONS AND EXCLUSIONS 
 
We will not provide benefits for: 
 
• a Chronic Illness caused by war or any act of war, whether declared or undeclared, that 


occurs while your coverage is in force. 
• a Chronic Illness caused by intentionally self-inflicted injuries or attempted suicide, while 


sane. 
• a Chronic Illness caused by the commission of a crime for which you have been convicted 


under law, or caused by your attempt to commit a crime under law. 
• a Chronic Illness caused by alcoholism, alcohol abuse, drug addiction or drug abuse. 
• any period of time while you are Chronically Ill and you are confined in a hospital, other than 


if you are confined to a LTC Facility that is a distinctly separate part of a hospital.  This 
exclusion does not apply to those periods covered under the Bed Reservation Benefit. 


• any period of time that you are Chronically Ill and you are outside the United States, its 
territories or possessions or Canada for 30 consecutive days or longer if a home care 
benefit is not selected. 


 
 


THE POLICY MAY NOT COVER ALL THE EXPENSES ASSOCIATED WITH YOUR LONG TERM 
CARE NEEDS. 
 
 
8. 


RELATIONSHIP OF COST OF CARE AND BENEFITS.  Because the cost of long term care 
services will likely increase over time, you should consider whether and how the benefits of this 
plan may be adjusted.   


  
• If the plan provides an Inflation Protection or Benefit Increase Option and you have 


chosen the option, your LTC Facility Monthly Benefit will increase each year on the 
Coverage Effective Date.  Increases will be automatic and will occur regardless of your 
health and whether or not you are Chronically Ill.  Your premium will not increase due to 
the automatic increases in your LTC Facility Monthly Benefit. 


• After your coverage is in force, you will be allowed to increase your coverage based on 
the benefits available under the Policyholder’s plan.  To do so, you must complete a new 
benefit election form and a Long Term Care Insurance Application.  No increased or 
additional coverage will become effective unless we approve your Long Term Care 
Insurance Application for such change.  Premiums for your coverage may be adjusted 
due to changes or increase in your coverage based on your age on the date you apply to 
change or increase your coverage.   
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  9 TERMS UNDER WHICH THE CERTIFICATE MAY BE CONTINUED IN FORCE OR 
DISCONTINUED  
 


a. RENEWABILITY - THE CERTIFICATE IS GUARANTEED RENEWABLE FOR LIFE.  This 
means you have the right, subject to the terms of the policy to continue your coverage as 
long as premium for your coverage is paid on time.  Unum cannot change any of the terms 
of the policy on its own, except that, in the future, IT MAY INCREASE THE PREMIUM YOU 
PAY. 


 
b. CONTINUATION OF COVERAGE. If your group long term care coverage ends for reasons 


other than non-payment of premium or your choice to have premium payments stopped for 
your coverage, you may elect continuation of coverage.  This means that the same 
coverage you had under this plan can continue on a direct billed basis.  If you are already 
direct billed, your coverage will automatically transfer to continued coverage.  Election for 
continued coverage must be made within 60 days of the date your group coverage would 
otherwise end.  Any premium that applies must be paid directly to Unum by you for any 
coverage to be continued. 


 
c. WAIVER OF PREMIUM.  We will waive payment of premium for your coverage during any 


period of time that you are receiving benefits under the policy.  However, premium 
payments will not be waived if you are only receiving Respite Care or Additional Care 
Benefits. 


 
d. TERMS UNDER WHICH THE COMPANY MAY CHANGE PREMIUMS.  WE HAVE A 


LIMITED RIGHT TO CHANGE PREMIUMS.  We reserve the right to change any and all 
premiums.  Any change in premium must apply to all similar policies issued on this policy 
form and in the state in which the policy is sitused.  Premiums cannot be increased because 
of any change in the age or health of the persons covered under the policy.  We cannot 
discontinue the policy except where required by law or as a result of non-payment of 
premium. 


 
10. ALZHEIMER’S DISEASE AND OTHER ORGANIC BRAIN DISORDERS. 


 
The policy provides for coverage of Severe Cognitive Impairment.  Severe Cognitive 
Impairment is not related to the inability to perform ADLs.  Rather, Severe Cognitive Impairment 
means that you have lost the ability to reason and suffer a decrease in awareness, intuition and 
memory.  Examples of Severe Cognitive Impairment are: Alzheimer’s disease, multi-infarct 
dementia, brain injury, brain tumors or other such structural alterations of the brain. 
 


11. PREMIUM 
 
The initial premium charges will be figured at the premium rates as shown on the attached pages.  
Unum may change the premium rates when the terms of the policy are changed. 
 


12. ADDITIONAL FEATURES 
 
• Medical underwriting may be required.   
• Eligibility and Participation 


You are eligible for the plan if you are: an Active or Retired Employee of the Policyholder 
and your Family Members. 
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13. TERMS UNDER WHICH THE COMPANY MAY CHANGE PREMIUMS.  WE HAVE A LIMITED 


RIGHT TO CHANGE PREMIUMS.  We reserve the right to change any and all premiums.  Any 
change in premium must apply to all similar policies issued on this policy form and in the state 
in which the policy is sitused.  Premiums cannot be increased because of any change in the 
age or health of the persons covered under the policy.  We cannot discontinue the policy 
except where required by law or as a result of non-payment of premium 
 


14. FEDERAL TAX CONSEQUENCES.  The policy is intended to be a federally tax-qualified long 
term care insurance contract under Section 7702B(b) of the Internal Revenue Code of 1986, as 
amended. 
 


15 SENIOR INSURANCE COUNSELING, ASSISTANCE AND OTHER INFORMATION IS 
AVAILABLE THROUGH: 
 


SENIOR HEALTH INSURANCE BENEFITS ASSISTANCE PROGRAM 
250 Church Street S.E. 
Suite 200 
Salem, OR  97301 
Telephone:  1-800-722-4134 
 


CONTACT THE INSURANCE COMPANY IF YOU HAVE SPECIFIC QUESTIONS 
REGARDING YOUR LONG-TERM CARE INSURANCE POLICY. 
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 Monthly Premium Based On the Following: 
• Issue Age 65 
• LTC Facility with Professional Home and Community Care (50%) 
• 90 Day Elimination Period 
• Lifetime Maximum Benefit Period 
 
Monthly Premium Without Inflation Protection:  $253.12 
 
Monthly Premium With 5% Simple Benefit Increase:  $379.67 
 
Monthly Premium With 5% Compound Inflation Protection:  $440.42 
 
Premium will remain level; it will not increase due to automatic increases in benefit amounts. 


 
 
 
 


Long Term Care


Comparison of Benefits for Simple and Compound 
Inflation Protection
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CERTIFICATE OF COVERAGE 
 
This certificate of coverage is part of the entire policy.  This certificate is subject to the terms and 
conditions stated on the attached pages, all of which terms and conditions are part of the policy.  The 
policy determines governing contractual provisions and is available for viewing online at MyOEBB, at 
http://w3.unum.com/enroll/OEBB or at the Educational Entity’s office.  This certificate is evidence of 
your coverage under the policy.  It describes the benefits, coverage, exclusions and limitations of the 
policy that principally affect you.  This certificate is of value to you.  Please keep it in a safe place. 
 
IMPORTANT INFORMATION ABOUT YOUR APPLICATION 
 
Caution:  If you must complete an Application for Long Term Care Insurance which includes 
evidence of insurability, the issuance of a long term care insurance certificate will be based on your 
responses to the questions on your application. You retained a copy of your Application for Long 
Term Care Insurance when you applied.  If your answers are incorrect or untrue, the company may 
have the right to deny benefits or rescind your coverage.  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 Unum at this 
address: Unum Life Insurance Company of America, 2211 Congress Street, Portland, Maine 04122. 
 
NOTICE TO BUYER 
 
The policy is intended to be a qualified long term care insurance policy under Section 7702B(b) of the 
Internal Revenue Code of 1986, as amended. 
 
This Certificate may not cover all the costs associated with long term care incurred by you during the 
period of coverage.  You are advised to review carefully all coverage limitations. 
 
This Certificate is not a Medicare Supplement Certificate.  If you are eligible for Medicare, review the 
Guide to Health Insurance For People with Medicare available from us. 
 
We are not representing Medicare, the federal government or any state government. 
 
GUARANTEED RENEWABLE 
 
Your coverage is Guaranteed Renewable. This means that you have the right to continue your long 
term care insurance coverage in force as long as premium for your coverage is paid when it is due. 
However, we reserve the right to change any or all premiums after September 30, 2013.  Any change 
in premium must apply to all similar policies issued, on this policy form, in the state in which the policy 
is sitused.  Premiums cannot be increased because of any change in the age or health of the persons 
covered under the policy.  We cannot discontinue the policy except where required by law or as a 
result of nonpayment of premium or other causes as described in the Policy Termination section of 
the policy.  Any change in premium rates shall be made by written notice to the Policyholder (and 
insured persons who are direct billed by Unum) at least 45 days in advance of the change.  Changes 
may take effect on an earlier date when both Unum and the Policyholder agree. 
 
30 DAY RIGHT TO EXAMINE MEMBER'S CERTIFICATE 
 
You may cancel this Certificate for any reason within 30 days after it is delivered to you or your 
representative.  Simply return this Certificate, within 30 days of its receipt, to the Policyholder's plan 
administrator or Unum.  If this is done, this Certificate will be canceled from the beginning, and all of 
the premium paid will be refunded. Premium will be returned to the insured within 10 days of receiving 
the returned policy. 
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EFFECTIVE DATE 
 
For purposes of effective dates and ending dates under the group policy, all days begin at 12:01 a.m. 
and end at 12:00 midnight at the Policyholder's address. 
 


Underwritten by 
Unum Life Insurance Company of America 


 
Mailing Address 


2211 Congress Street, Portland, Maine, 04122 
 
 
 
 
 
 
 
    Secretary                 President 
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BENEFITS AT A GLANCE 
Long Term Care Insurance 


 
This long term care plan pays benefits if you suffer a Chronic Illness. 
 
POLICYHOLDER:    Oregon Educators Benefit Board (OEBB) Note: Throughout the 
policy, when Policyholder is used it will be understood to be OEBB 


 
POLICYHOLDER'S ORIGINAL 
PLAN EFFECTIVE DATE:  October 1, 2010 
 
POLICY NUMBER:   148198  012 
 
ELIGIBLE GROUP(S):   
 


An Employee of an Educational Entity who is employed on a half-time or greater basis or is in a 
job-sharing position or meets the definition of an Eligible Employee under an OEBB rule or under 
a collective bargaining agreement or Documented District Policy in effect on January 1, 2008 and 
Their Family Members  
 
Employees must be in Active Employment with the Educational Entity. 


 
WAITING PERIOD: 
 


For Employees in an Eligible Group on or  before October 1, 2010:  None 
 
For Employees entering an Eligible Group after October 1, 2010:   
a.  the first of the month following a completed enrollment with the OEBB benefit management 


system or submission of a paper enrollment or change form; or 
b.  the first of the month following the date of hire or the date of eligibility. 


 
LTC FACILITY MONTHLY BENEFIT: 
 
For Eligible Employees, Family Members (including Spouses and Domestic Partners) and 
Retirees 
 


$2,000 - $9,000 per month in $1,000 increments 
 
BENEFIT DURATION: 
 
Option A 


3 years 
 
Option B 


6 years 
 
Option C 


Lifetime 
 
HOME CARE BENEFIT: 
 
You may choose either Professional Home and Community Care or Total Choice Home Care, but not 
both. 
 
Professional Home and Community Care 
 


50% of the LTC Facility Monthly Benefit 
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Total Choice Home Care 
 


50% of the LTC Facility Monthly Benefit 
 
ADDITIONAL BENEFITS: 
 
Each of the following benefit(s) is optional: 
 


Benefit Increase - 5% Simple 
 
ELIMINATION PERIOD:  
 


90 accumulated days. The Elimination Period must be satisfied within a period of 730 consecutive 
days. Benefits begin the day after the Elimination Period is completed. 


 
WHO PAYS FOR THE COVERAGE: 
 
For eligible Employees: 
 


You pay the cost of your coverage. 
 
For eligible Retirees: 
 


You pay the cost of your coverage. 
 
For all other eligible persons: 
 


You pay the cost of your coverage. 
 
EVIDENCE OF INSURABILITY LIMITS: 
 
For eligible Employees: 
 


Evidence of Insurability will be required if you apply: 
-  for a monthly benefit greater than $6,000; or 
-  for a Lifetime Benefit Duration; or 
-  more than 31 days after you were eligible for coverage. 


 
After the initial enrollment period, you can apply for coverage with evidence of insurability by filling 
out the benefit election form and the Long Term Care Insurance Application. These forms can be 
obtained from the Policyholder. 


 
For All Family Members (including Spouses and Domestic Partners) and Retirees and Their 
Spouses or Domestic Partners 
 


You must always submit a Long Term Care Application and provide, at your own expense, 
Evidence of Insurability satisfactory to us. 


 
WAIVER OF PREMIUM: 
 


No premium payments are required for your coverage while you are receiving monthly benefit 
payments under this policy. 
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ADDITIONAL CARE BENEFIT: 
 


Once you are eligible for a benefit payment, you will have access to Additional Care Benefits 
designed to assist you in living at home or in other residential housing, other than a LTC Facility. 
You do not need to complete the Elimination Period for an Additional Care Benefit payment to 
begin. 
 
THE ADDITIONAL CARE LIFETIME MAXIMUM BENEFIT AMOUNT: $5,000.  This is in addition 
to your Lifetime Maximum Benefit. 


 
OTHER FEATURES:  
 


Bed Reservation 
Respite Care 
Contingent Non-Forfeiture 
Continuation of Coverage 


 
This is not intended to be a complete description of the Long Term Care policy. This policy has 
exclusions and limitations that may affect any benefits payable. For complete details of coverage, 
refer to your Certificate of Coverage. 
 
 







 


CLTC04 CERTIFICATE-1   (10/1/2010) REV  


THE CERTIFICATE OF COVERAGE 
 
This Certificate is a written statement prepared by Unum and may include attachments.  It tells you: 
-  the coverage to which you may be entitled; 
-  to whom Unum will make a payment; 
-  the limitations, exclusions and requirements that apply within a plan. 
 
ELIGIBILITY FOR COVERAGE 
 
Eligible Employee 
If you are working for, or retired from work for, an Educational Entity, the date you are eligible for 
coverage is either: 


a.  the first of the month following a completed enrollment in the OEBB benefit management 
system or submission of a paper enrollment or change form; or 


b.  the first of the month following the date of hire or the date of eligibility 
 
Spouse or Domestic Partner 
 
If you are a Spouse or a Domestic Partner of an Eligible Employee, you will be eligible to apply for 
coverage on the date the Employee is eligible to apply for coverage 
 
Eligible Family Member 
 
If you are another Eligible Family Member, you will be eligible to apply for coverage on the date the 
Employee is eligible to apply for coverage. 
 
Although you may be eligible for coverage, your coverage will not begin until the date shown on your 
Schedule of Benefits, subject to the timely payment of premium for your coverage. 
 
APPLICATION AND ENROLLMENT FOR COVERAGE 
 
Eligible Employee 
 
During the initial enrollment period, you can enroll for coverage without completing a Long Term Care 
Insurance Application for amounts that do not exceed the Evidence of Insurability limits as shown in 
the Benefits at a Glance.  Simply complete the benefit election form found online at MyOEBB.   
 
If the Educational Entity pays the premium for your coverage, you do not need to enroll for coverage 
unless you want additional coverage beyond what the Educational Entity is providing.  If you want to 
apply for additional coverage, you may need to complete an Evidence of Insurability Application and 
submit it to Unum for approval. 
 
If you enroll for coverage after the initial enrollment period, you may be required to complete a Long 
Term Care Insurance Application in addition to the benefit election form in MyOEBB. 
 
Spouse and Domestic Partner 
 
You can apply for coverage within 31 days after the date you become eligible for coverage by either 
completing the benefit election form found online at MyOEBB or completing the Long Term Care 
Insurance Application and submitting it to The Educational Entity.  These forms can be obtained from 
the Educational Entity or Unum. 
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Eligible Family Members and Retirees 
 
You can apply for coverage within 31 days after the date you become eligible for coverage by 
completing the Long Term Care Insurance Application and submitting it to Unum.  These forms can 
be obtained from the Educational Entity or Unum. 
 
Open Enrollment  
 
Active Eligible Employees  
 
Active Eligible Employees may make benefit plan changes or elections and add or remove Eligible 
Family Members during annual open enrollment periods. Elections within the policy’s guarantee issue 
limits made by newly eligible employees during their initial guarantee issue open enrollment period 
are effective on the first day of the new Plan Year. 
 
All Retirees, Spouses, Domestic Partners and Other Family Members  
 
All Retirees, Spouses, Domestic Partners and Other Family Members require completion of the Long 
Term Care Insurance Application and submission to Unum for approval.  Their coverage will become 
effective on the first of the month following the date the application is approved. 
 
COVERAGE EFFECTIVE DATE 
 
Eligible Employee 
Coverage for every newly eligible and enrolled Eligible Employee is effective: 
 


(A) on the first day of the month following either: (i) date of hire; or (ii) Group’s eligibility waiting 
period, if any, or ; 


 
(B) enrollments that require medical evidence are effective up to the policy’s guaranteed issue (GI) 


on the first day of the month following plan selection in MyOEBB. Those benefit amounts applied 
for that exceed the GI will become effective the first day of the month following the date the 
application is approved by Unum and the additional premium amount will be billed as of the 
effective date of the additional coverage. 


 
Spouses & Domestic Partners 


Every newly eligible dependent whose enrollment coincides with the Eligible 
Employee’s has coverage effective on the first of the month following the date the 
application is approved by Unum.   


 
All Other Family Members & Retirees 


Except as described above, coverage for every eligible and enrolled person who 
thereafter newly attains eligibility to become a Family Member or Retiree is effective 
on the first day of the month following event that made the dependent newly eligible. 
 


Your Coverage Effective Date will be the date shown in your Schedule of Benefits subject to the 
timely payment of premium for your coverage. 
 
TEMPORARY ABSENCE FROM WORK ONCE COVERAGE HAS BEGUN FOR EMPLOYEES 
 
If you are on a Temporary Layoff, and if premium is paid, you will be covered through the end of the 
month that immediately follows the month in which your Temporary Layoff begins. 
 
If you are on a Leave of Absence, and if premium is paid, you will be covered through the end of the 
month that immediately follows the month in which your Leave of Absence begins. 
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INCREASES IN COVERAGE 
 
After your coverage is in force, you can apply to increase coverage, based on the benefits available 
as shown in the Benefits at a Glance, by sending us a new benefit election form and a Long Term 
Care Insurance Application. 
 
No increased or additional coverage will become effective unless we approve your Long Term Care 
Insurance Application for such change.  If we approve your changes in coverage, you must pay the 
new premium due.  You will be notified of the new premium due amount and the date it is due. 
 
You may apply for increases in coverage during a Qualified Status Change event.  Premiums 
currently charged may be adjusted due to changes or increases in coverage.  Upon approval, the 
change(s) you requested will replace existing benefit option(s) or your benefit duration. 
 
DECREASES IN COVERAGE 
 
You have the right to lower premium by reducing coverage based on the benefits available as shown 
in the Benefits at a Glance.  You can decrease coverage at any time by sending us a new benefit 
election form.  Premiums currently charged may be adjusted due to changes or decreases in 
coverage.  Your Schedule of Benefits will reflect the new premium due amount and the date it is 
due. 
 
TERMINATION OF BENEFITS 
 
Your benefit payments under the policy will end on the earliest of: 
-  the day after you are no longer Chronically Ill; 
-  the day after the expiration of your Licensed Health Care Practitioner's Certification; 
-  the day after you are no longer receiving Qualified Long Term Care Services; 
-  the day after your Lifetime Maximum Benefit has been reached; 
-  the day after you die. 
 
TERMINATION OF COVERAGE 
 
Your coverage will terminate on the earliest of: 
-  the day after your Lifetime Maximum Benefit has been reached; 
-  the day after the end of your Grace Period, if premiums for your coverage are not paid within the 


Grace Period; 
-  the day after we receive your written notification that you wish to cancel your coverage; or 
-  the day after you die. 
 
Your coverage will also terminate on the earliest of the following events:  
-  the date the group policy terminates; or 
-  the date you are no longer in an Eligible Group with the Policyholder, which will be determined as 


the date of termination provided to us by the Policyholder, provided that required premiums have 
been paid through that date; or 


-  the day after the pay period ends for which premiums were last paid to us by the Policyholder for 
your coverage; 


unless you elect to continue your coverage under the Continuation of Coverage provision. 
 
CONTINUATION OF COVERAGE 
 
You are eligible to continue coverage, upon approval of your Continuation of Coverage form and 
completion of the Third Party Designation form, if any portion of your premium: 
 
-  is paid for by the Educational Entity; or 
-  is payroll deducted by the Educational Entity. 
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If you meet the eligibility criteria listed below, you may elect to continue coverage on a direct bill 
basis.  You must contact OEBB or Unum to obtain the Continuation of Coverage form and the Third 
Party Designation form.  You must fully complete both forms and return them to Unum, at the address 
listed on the form within [60] days of: 
 
-  the date the group policy terminates; or 
-  the date you are no longer in an eligible group with the Policyholder, which will be determined as 


the date of termination provided to us by the Policyholder, provided that required premiums have 
been paid through that date; or 


-  the day after the pay period ends for which premiums were last paid to us by OEBB for your 
coverage. 


 
If your coverage terminates because you are no longer eligible for coverage, your continued coverage 
will remain in force under the existing group policy. If the existing group policy terminates, your 
coverage will be continued under a group continuation policy.  Your continued coverage will remain in 
force as long as you continue timely payment of premium when due.  You must pay premium directly 
to Unum for your continued coverage. 
 
If you did not apply for coverage during the time you were otherwise eligible to apply for coverage, or 
if you were not approved for coverage during the time you were otherwise eligible for coverage, you 
are not eligible to apply for Continuation of Coverage. 
 
You may not elect to continue coverage if you are not insured under the group policy on the date the 
group policy terminates. 
 
The premium rate schedule for continued coverage may change in the future, depending on: 
 
-  the overall use of the benefits by all insured persons; or 
-  changes in the benefit levels or other risk factors. 
 
Any such change will be made for all insureds in the same class. 
 
You may make changes at any time to your continued coverage.  Changes must be based on the 
current Benefit Options available under the group policy.  To change your coverage, you must contact 
Unum’s home office for assistance.  You will need to complete the necessary forms which may 
include a Long Term Care Insurance Application. 
 
STATEMENTS 
 
We consider any statements you make for insurance in any signed application for coverage to be 
complete and true to the best of your knowledge and belief.  In the absence of fraud, all statements 
made in any application are considered representations and not warranties (absolute guarantees). 
 
If any of these statements are not complete and/or not true at the time they were made, we can: 
-  reduce or deny any claim; or 
-  terminate your coverage from the original effective date. 
 
No such statements made by you will be used to deny a claim unless a copy of your statements has 
been given to you. 
 
INCONTESTABILITY 
 
If your coverage has been in force for six (6) months or less, we may: 
 
-  rescind your coverage upon a showing of misrepresentation that is material to the acceptance of 


coverage, or  
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-  deny an otherwise valid claim relating to a Chronic Illness commencing prior to the expiration of 
such six (6) month period upon a showing of misrepresentation that is material to the acceptance of 
coverage. 


 
If your coverage has been in force for at least six (6) months, we may: 
-  rescind your coverage upon a showing of misrepresentation that is both material to the acceptance 


of coverage and which pertains to the conditions of your Chronic Illness, or 
 
-  deny an otherwise valid claim relating to a Chronic Illness commencing during such six (6) months 


to two (2) year period, upon a showing of misrepresentation that is both material to the acceptance 
of coverage and which pertains to the conditions of your Chronic Illness. 


 
If your coverage has been in force for two (2) years or more, your coverage may be rescinded only 
upon a showing that you knowingly and intentionally misrepresented relevant facts relating to your 
health.  Your coverage can be rescinded at any time for fraudulent misstatements.  There is no time 
limit to contest your coverage for such fraudulent misstatements. 
 
If your coverage is reinstated, the time periods applicable to this provision will be measured from the 
reinstatement date. 
 
If we have paid benefits under the policy, the benefit payments may not be recovered by us in the 
event that the coverage is rescinded unless the rescission is due to your fraudulent misstatements. 
 
WORKERS' COMPENSATION OR STATE DISABILITY INSURANCE 
 
The policy does not replace or affect the requirements for coverage by any workers' compensation or 
state disability insurance. 
 
AGENT 
 
For all purposes of the policy, the Policyholder acts on its own behalf.  Under no circumstances will 
the Policyholder be deemed our agent. 
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BENEFIT PROVISIONS 
 
ELIGIBILITY FOR BENEFITS 
 
You will be eligible for a benefit if, on or after the effective date of your coverage and while your 
coverage is in effect, you become Chronically Ill. 
 
CONDITIONS FOR PAYMENT OF BENEFITS  
 
To receive benefits under the policy, the following conditions must be met: 
-  you must satisfy the Elimination Period, if applicable; 
-  you must be receiving Qualified Long Term Care Services; 
-  the treatment for your Chronic Illness must be provided pursuant to a written Plan of Care; and 
-  we must approve your claim. 
 
The policy is intended to be a qualified long term care insurance policy under Section 7702B(b) of the 
Internal Revenue Code of 1986, as amended.  You must also provide us a Licensed Health Care 
Practitioner's Certification that you are unable to perform (without Substantial Assistance from 
another individual) two (2) or more Activities of Daily Living for a period of at least 90 days, or that you 
require Substantial Supervision by another individual to protect you from threats to your health or 
safety due to Severe Cognitive Impairment. 
 
You will be required to submit a Licensed Health Care Practitioner's Certification every 12 months. 
 
A benefit will become payable once all these requirements are met. 
 
LIMITATIONS ON PAYMENT OF BENEFITS 
 
We will not pay benefits in excess of the coverage you chose as shown in your Schedule of 
Benefits.  Benefits paid will reduce your Lifetime Maximum Benefit, and will no longer be available 
once your Lifetime Maximum Benefit has been reached. We will not pay benefits for Qualified Long 
Term Care Services you receive during the Elimination Period, except as described in the Respite 
Care Benefit and the Additional Care Benefit provisions.  The policy only pays benefits if you are 
receiving Qualified Long Term Care Services. 
 
BENEFIT PAYMENT 
 
If you are eligible for a LTC Facility Monthly Benefit: 
 
You must give us proof that you are receiving Qualified Long Term Care Services in a LTC Facility 
before a LTC Facility Monthly Benefit will be paid.  If you are eligible for benefits for a period of less 
than one (1) month, we will pay you 1/30th of the LTC Facility Monthly Benefit for each day that you 
are Chronically Ill and receiving Qualified Long Term Care Services in a LTC Facility. 
 
The amount of your LTC Facility Monthly Benefit is shown in your Schedule of Benefits. 
 
If you selected, and you are eligible for, a Professional Home and Community Care Monthly 
Benefit: 
 
We will pay 1/30th of the Professional Home and Community Care Monthly Benefit shown in your 
Schedule of Benefits for each day you are receiving Professional Home and Community Care 
Services.  Professional Home and Community Care Services you receive may be provided anywhere 
other than a LTC Facility, acute care facility or other location excluded by the policy. 
 
You must give us written proof indicating days of Professional Home and Community Care Services 
provided to you before a benefit will be paid.  We will also require a copy of the Licensed Home 
Health Care Agency's state license, if applicable or the Licensed Home Health Care Professional's 
state license to practice in his/her respective field prior to payment of benefits. 
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If you selected, and you are eligible for, a Total Choice Home Care Monthly Benefit: 
 
We will pay 1/30th of the Total Choice Home Care Monthly Benefit shown in your Schedule of 
Benefits for each day you are receiving Total Choice Home Care Services.  Total Choice Home Care 
Services you receive may be provided anywhere other than a LTC Facility, acute care facility or other 
location excluded by the policy. 
 
BED RESERVATION BENEFIT 
 
If you are receiving a LTC Facility Monthly Benefit and your stay in the LTC Facility is interrupted due 
to a stay in an acute care facility, or due to a temporary absence, and a charge is made to reserve 
your LTC Facility accommodations, you will be eligible for a Bed Reservation Benefit.  We will pay 
you 1/30th of the LTC Facility Monthly Benefit for each day you are absent from the LTC Facility: 
-  up to 90 days per calendar year if your absence is due to a stay in an acute care facility; or 
-  up to 30 days per calendar year for a temporary absence not related to a stay in an acute care 


facility.   
 
In no event will the total number of Bed Reservation days exceed 90 days per calendar year.  Bed 
Reservation payments will reduce your Lifetime Maximum Benefit, and will no longer be available 
once your Lifetime Maximum Benefit has been reached.   
 
If your stay in a LTC Facility is interrupted while you are satisfying your Elimination Period, such days 
will be used to help satisfy your Elimination Period. 
 
RESPITE CARE BENEFIT 
 
If you are Chronically Ill and receiving Respite Care, but you are not receiving a LTC Facility Monthly 
Benefit or a Home Care Monthly Benefit, if your coverage includes home care, you will be eligible to 
receive Respite Care.  The Respite Care Benefit you will receive is equal to 1/30th of your LTC 
Facility Monthly Benefit for each day you have Respite Care for up to 21 days each calendar year.  
You do not need to complete your Elimination Period for Respite Care payments to begin, and the 
days you are receiving Respite Care will count toward satisfying your Elimination Period. 
 
Respite Care can be provided in your home, an LTC Facility, an Adult Day Care Facility or a similar 
facility approved by us.  Such payments will reduce your Lifetime Maximum Benefit, and will no longer 
be available once your Lifetime Maximum Benefit has been reached. 
 
INTERNATIONAL BENEFITS 
 
We will pay International Benefits on an indemnity basis, if you qualify under the conditions defined in 
this provision. 
 
ELIGIBILITY FOR INTERNATIONAL BENEFITS 
 
You will be eligible for International Benefits if, after the effective date of your coverage and while 
your coverage is in effect, you become Chronically Ill. 
 
CONDITIONS FOR PAYMENT OF INTERNATIONAL BENEFITS 
 
To receive International Benefits under this Certificate, the following conditions must be met: 
-  you must satisfy the Elimination Period; 
-  you must be receiving Qualified Long Term Care Services while traveling or residing outside of the 


United States, its territories or possessions or Canada; 
-  the treatment for your Chronic Illness must be provided pursuant to a written Plan of Care; and 
-  we must approve your claim. 
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The policy is intended to be a qualified long term care insurance policy under Section 7702B(b) of the 
Internal Revenue Code of 1986, as amended.  You must also provide us a Licensed Health Care 
Practitioner's Certification that you are unable to perform (without Substantial Assistance from 
another individual) two (2) or more Activities of Daily Living for a period of at least 90 days, or that you 
require Substantial Supervision by another individual to protect you from threats to your health or 
safety due to Severe Cognitive Impairment. 
 
You must obtain and provide us with any required supporting documentation.  All required 
documentation must be provided to us in English.  We reserve the right to require that you provide us 
with updated documentation and information at reasonable intervals.  However, we will not require 
updates more frequently than monthly. 
 
We reserve the right to obtain an interpreter, if necessary, and to determine who the interpreter will 
be. 
 
If you are receiving International Benefits under this Certificate, you cannot be receiving any other 
benefits under this Certificate for the same time period.  Coverage for the Additional Care, Respite 
Care or Bed Reservation provisions are not available outside the United States, its territories or 
possessions or Canada. 
 
LIMITATIONS ON PAYMENT OF INTERNATIONAL BENEFITS 
 
We will not pay benefits in excess of the amounts shown in your Schedule of Benefits.  Benefits 
paid will reduce your Lifetime Maximum Benefit and will no longer be available once your Lifetime 
Maximum Benefit has been reached. 
 
INDEMNITY BENEFIT FOR PAYMENT OF INTERNATIONAL BENEFITS 
 
The Indemnity Amount we will pay for International Benefits is equal to 75% of the Home Care 
Monthly Benefit shown in your Schedule of Benefits.  Any International Monthly Benefit will be paid 
in United States currency.  You may not assign the Indemnity Benefit. 
 
TOTAL LIFETIME INTERNATIONAL BENEFITS AVAILABLE 
 
The Total Lifetime International Benefit payment will be the lesser of: 
-  your Lifetime Maximum Benefit; or 
-  72 months. 
 
WORDS THAT HAVE A SPECIAL MEANING FOR THIS PROVISION 
 
"Indemnity Amount" means the total monthly benefit available to you regardless of the actual charges 
you incur.  This benefit will be paid to you if you are eligible under this Certificate for International 
Benefits.  You must be receiving Qualified Long Term Care Services in order to receive the Indemnity 
Benefit. 
 
"International" means any location outside the United States, its territories or possessions or Canada. 
 
"International Benefit" means 75% of the Home Care Monthly Benefit shown in your Schedule of 
Benefits.  This benefit will be paid to you regardless of who provides the care or where the care is 
provided, except for locations excluded by this Certificate. 
 
DISCRETIONARY AUTHORITY 
 
When making any benefits determination under the policy, we have the discretionary authority to 
determine your eligibility for benefits and to interpret the terms and provisions of the policy. 
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EXTENSION OF BENEFITS 
 
Termination of coverage will be without prejudice to any benefits payable under the policy and any 
attachments (if applicable), if eligibility for such benefits or Chronic Illness began while your coverage 
was in force.  Benefits will continue without interruption.  Such extension of benefits will be limited to 
the duration of the payment of your Lifetime Maximum Benefit. 
 
LEGAL ACTION 
 
No one may start legal action to recover on the policy until 90 days after written Proof of Claim has 
been given to us.  Legal action must be started within three (3) years after the written Proof of Claim 
is furnished. 
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LIMITATIONS AND EXCLUSIONS 
 
PLAN EXCLUSIONS 
 
We will not provide benefits for: 
-  a Chronic Illness caused by war or any act of war, whether declared or undeclared, that occurs 


while your coverage is in force. 
-  a Chronic Illness caused by intentionally self-inflicted injuries or attempted suicide, while sane. 
-  a Chronic Illness caused by the commission of a crime for which you have been convicted under 


law, or caused by your attempt to commit a crime under law. 
-  a Chronic Illness caused by alcoholism, alcohol abuse, drug addiction or drug abuse. 
-  any period of time while you are Chronically Ill and you are confined in a hospital, other than if you 


are confined to a LTC Facility that is a distinctly separate part of a hospital.  This exclusion does not 
apply to those periods covered under the Bed Reservation Benefit. 
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WORDS THAT HAVE A SPECIAL MEANING 
 
"Active Eligible Employee" means an Employee of an Educational Entity who is employed or is in a 
job-sharing position, on a half-time or greater basis, or meets the definition of an Eligible Employee 
under an OEBB rule or under a collective bargaining agreement or Documented District Policy in 
effect on January 31, 2008. 
 
"Activities of Daily Living" (ADLs) are: 
-  Bathing:  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. 
-  Dressing:  putting on and taking off all items of clothing and any necessary braces, fasteners, or 


artificial limbs. 
-  Toileting:  getting to and from the toilet, getting on and off the toilet, and performing associated 


personal hygiene. 
-  Transferring:  moving into or out of a bed, chair, or wheelchair. 
-  Continence:  the ability to maintain control of bowel or 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). 


-  Eating:  feeding oneself by getting food into the body from a receptacle (such as a plate or cup) or 
by a feeding tube. 


 
You will be considered able to perform the above Activities of Daily Living if the ADLs can be 
performed by you using equipment or adaptive devices, and you do not require the Substantial 
Assistance of another person to perform the ADLs. 
 
"Adult Day Care" means care provided in an Adult Day Care Facility. 
 
We will not recognize a Family Member as an Adult Day Care provider for claims that you make to us 
under the policy, unless the Family Member is a regular employee of the Adult Day Care Facility or 
Total Choice Home Care is shown in your Schedule of Benefits. 
 
"Adult Day Care Facility" means a facility that provides a community-based group program offering 
health, social and related support services to impaired adults; that operates under state licensing laws 
and any other laws that apply; and that meets the following tests: 
-  operates a minimum of five (5) days a week; 
-  remains open for at least six (6) hours a day; 
-  maintains a written record of care on each patient; 
-  includes a Plan of Care and record of services provided; 
-  has established procedures for obtaining appropriate aid in the event of a medical emergency; 
-  provides a range of physical and social support services to adults; and 
-  does not include overnight stays. 
 
"Adult Foster Home" means: 
-  a family home or facility that is licensed by the appropriate licensing agency and is primarily 


engaged in providing (1) room and board to five (5) or fewer adults who are not related to the 
provider by blood or marriage; and (2) services that assist the resident in daily activities, such as 
bathing, dressing, eating, medication management or money management; or 


-  any other resident home that meets all of the following tests: 
-  provides 24 hour a day care, custodial services and personal care assistance to support needs 


resulting from a disability; 
-  has an employee on duty at all times who is trained and ready to provide care; 
-  provides three (3) meals a day, including special dietary requirements; 
-  operates under applicable state licensing laws and any other laws that apply; 
-  has formal arrangements for the services of a doctor or nurse to furnish medical care in the event 


of an emergency; 
-  is authorized to administer medication to patients on the order of a doctor; and 
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-  is not, other than incidentally, a home for the mentally retarded, the mentally ill, the blind or the 
deaf, a hotel or a home for alcoholics or drug abusers; or 


-  a similar institution approved by us. 
 
”Affidavit of Dependency” means a document that attests that a child meets the criteria in IRS Code 
Section 152.  


“Affidavit of Domestic Partnership” means a document that attests the Eligible Employee and one 
other eligible individual meet the criteria in paragraph (b) of the definition of Domestic Partner. 
 
"Certificate" means this Certificate and any riders attached to this Certificate. 
 
"Child" unless otherwise defined by a collective bargaining agreement or Documented District Policy 
in effect on January 31, 2008, means the following:  


(a) A biological child of, an adopted child of, or a child placed for adoption with the Eligible Employee, 
Spouse, or Domestic Partner; or  


 
(b) A legal ward by court decree, a dependent by Affidavit of Dependency, or is under legal 


guardianship of the Eligible Employee, Spouse or Domestic Partner, and is living in the home of the 
Eligible Employee. 


 
"Certificate" means this Certificate and any riders attached to this Certificate. 
 
"Chronic Illness" and "Chronically Ill" mean: 
-  you are unable to perform, without Substantial Assistance from another individual, two (2) or more 


Activities of Daily Living; or 
-  you require Substantial Supervision by another individual to protect you from threats to your health 


and safety due to Severe Cognitive Impairment. 
 
We will not cover any ADL loss or Severe Cognitive Impairment that existed prior to the Effective 
Date of Coverage. 
 
"Coverage Effective Date" means the date your coverage begins. Your Coverage Effective Date is 
shown on your Schedule of Benefits. 
 
"Eligible Employee” means an Active Eligible Employee or Retired Eligible Employee. 
 
"Eligible Family Member" means a Family Member ages 18 through 80 who is residing in the United 


States, its territories or possessions. 
 
Eligible Family Members who are eligible for coverage as an Employee are only eligible for coverage 
as an Employee. 
 
"Elimination Period" 
If LTC Facility with Professional Home and Community Care is shown in your Schedule of Benefits: 
"Elimination Period" means the number of days during which you are Chronically Ill and you are 
receiving services appropriate for your Chronic Illness, but no benefit is payable. The care or services 
must be provided in a LTC Facility; or by/through a Licensed Home Health Care Agency; in an Adult 
Day Care Facility; or by a Licensed Home Health Care Professional. 
 
Each calendar week during which you receive at least one (1) day of Professional Home and 
Community Care Services will be counted as seven (7) days towards the completion of your 
Elimination Period. 
 
If LTC Facility with Total Choice Home Care is shown in your Schedule of Benefits: 
"Elimination Period" means the number of days during which you are Chronically Ill and you are 
receiving services appropriate for your Chronic Illness, but no benefit is payable. The care or services 
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may be provided to you by anyone including a Family Member; or in a LTC Facility; or by/through a 
Licensed Home Health Care Agency; by a Licensed Home Health Care Professional; in an Adult Day 
Care Facility or by an informal caregiver. 
 
Once you are Chronically Ill, your Elimination Period must be completed within a period of 730 days. 
You must satisfy your Elimination Period only once during the lifetime of the policy. The number of 
days in your Elimination Period is shown in your Schedule of Benefits. 
 
"Employee" means a person who is an Active Eligible Employee or Retired Eligible Employee and is 
residing in the United States, its territories or possessions. 
 
"Employee Group” means one or more Employees in an Educational Entity of similar employment 
type, for example:  administrative, represented classified, nonrepresented classified, confidential, 
represented licensed, or nonrepresented licensed. If one or more collective bargaining unit exists 
within an Employee Group, each unit will be considered a separate Employee Group. 
 
"Family Member" means the: 
 


(a) Spouse or Domestic Partner of an Eligible Employee 


(b) Natural, adoptive or step parent or grandparent of an Eligible Employee or of the Eligible 
Employee’s Spouse or Domestic Partner;  


(c) Natural, adoptive or step sibling of an Eligible Employee or of the Eligible Employee’s 
Spouse or Domestic Partner; 


(d) Spouse or Domestic Partner of the natural, adoptive or step sibling of an Eligible Employee, 
Eligible Employee’s Spouse or Domestic Partner; or 


(e) Natural, adoptive or step Child of an Eligible Employee or the Child’s Spouse or Domestic 
Partner. 


 
"Grace Period" means the 90 days immediately following any Premium Due Date during which 
premium payment must be made. 
 
"Home Care Monthly Benefit" means the selected Professional Home and Community Care or Total 
Choice Home Care Monthly Benefit as shown in your Schedule of Benefits. 
 
"Homemaker Services" means assistance with activities necessary to or consistent with your ability to 
remain living in your residence. Homemaker Services may be provided by skilled or unskilled persons 
but must be provided through a Licensed Home Health Care Agency or by a Licensed Home Health 
Care Professional. A Family Member cannot provide Homemaker Services, unless the Family 
Member is a regular employee of the Licensed Home Health Care Agency or Total Choice Home 
Care is shown in your Schedule of Benefits. 
 
"Licensed Health Care Practitioner" means any Physician, a registered professional nurse, a licensed 
social worker, or any other individual who meets such requirements as may be prescribed by the 
Secretary of Treasury. 
 
We will consider a person to be a Licensed Health Care Practitioner only when the person is 
performing tasks that are within the limits of the person's license, and such tasks are appropriate to 
the care of your Chronic Illness.  We will not recognize a Family Member as a Licensed Health Care 
Practitioner for claims that you make to us under the policy. 
 
"Licensed Health Care Practitioner's Certification" means a written certification provided by a 
Licensed Health Care Practitioner that you are unable to perform (without Substantial Assistance 
from another individual) two (2) or more Activities of Daily Living for a period of at least 90 days, or 
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that you require Substantial Supervision by another individual to protect you from threats to your 
health or safety due to Severe Cognitive Impairment. 
 
"Licensed Home Health Care Agency" means: 
-  an organization that is licensed or certified by the appropriate licensing agency of the state where 


Professional Home and Community Care Services will be provided; or certified as a home health 
care organization as defined under Medicare; or 


-  any other organization that meets all of the following tests: 
-  primarily provides nursing care and other therapeutic services; 
-  has standards, policies and rules established by a professional group which is associated with 


the organization; 
-  includes at least one (1) Physician or one (1) registered nurse; and 
-  includes a Plan of Care and a written record of care or services provided to be maintained for 


each person served by the organization; or 
-  a similar organization approved by us. 
 
We will not recognize a Family Member as a Licensed Home Health Care Agency provider for claims 
that you make to us under the policy, unless the Family Member is a regular employee of the 
Licensed Home Health Care Agency or Adult Day Care Facility or Total Choice Home Care is shown 
in your Schedule of Benefits. 
 
"Licensed Home Health Care Professional" means a licensed therapist, a registered nurse, a licensed 
practical nurse, a licensed vocational nurse or a certified hospice caregiver operating within the scope 
of his or her license and/or certification. A Licensed Home Health Care Professional must provide 
services pursuant to a written Plan of Care and maintain patient records. 
 
We will not recognize a Family Member as a Licensed Home Care Professional for claims that you 
make to us under the policy, unless Total Choice Home Care is shown in your Schedule of Benefits. 
 
"Lifetime Maximum Benefit" means the total dollar amount of benefits that will be paid under the 
policy, as shown in your Schedule of Benefits, excluding any Additional Care Benefit. Your Lifetime 
Maximum Benefit will be adjusted to include any Benefit Increase or Inflation Protection increases, if 
applicable. 
 
"Long Term Care Facility" (LTC Facility) means a facility (such as a nursing facility, an Adult Foster 
Home, an assisted living facility, a hospice facility, a rehabilitation facility, an Alzheimer's facility or a 
residential care facility with an Alzheimer's Care Endorsement) that is licensed by the appropriate 
federal or state agency to engage primarily in providing care and services sufficient to support your 
needs resulting from a Chronic Illness. 
 
A LTC Facility must also: 
-  provide care 24 hours a day; 
-  provide three (3) meals a day, including special dietary requirements; 
-  have an employee on duty at all times who is awake, trained and ready to provide care; 
-  have formal arrangements for services of a Physician or nurse in the event of a medical 


emergency; 
-  be authorized to administer medication to patients on the order of a Physician; and 
-  have accommodations for at least three (3) inpatients in one (1) location; or 
-  be a facility that provides a formal program of care for terminally ill patients whose life expectancy is 


less than six (6) months, provided on an inpatient basis and directed by a Physician, such as a 
hospice facility; or 


-  be Medicare certified; or 
-  be a similar facility approved by us. 
 
NOTE:  If a facility has multiple licenses or purposes, a portion, ward, wing or unit thereof will qualify 
as a LTC Facility only if it: 
-  meets all of the above criteria; 
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-  is authorized by its license, to the extent that licensing is required by law, to provide such care to 
inpatients; and 


-  is primarily engaged in providing not only room and board, but also care and services, which meet 
all of the above criteria. 


 
A LTC Facility is NOT: 
-  a hospital or clinic; 
-  a sub-acute hospital or unit; 
-  a place which operates primarily for the treatment of alcoholism or drug addiction; 
-  the insured person's primary place of residence in an area used principally for independent 


residential living (including, but not limited to, boarding homes and adult foster care facilities); or 
-  a substantially similar establishment. 
 
"LTC Facility Monthly Benefit" means the LTC Facility Monthly Benefit amount shown in your 
Schedule of Benefits. 
 
"Physician" means a doctor of medicine or osteopathy licensed to practice medicine and surgery by 
the state in which he or she performs such function or action. 
 
We will consider a person to be a Physician only when the person is performing tasks that are within 
the limits of the person's medical license, and such tasks are appropriate to the care of your Chronic 
Illness. We will not recognize a Family Member as a Physician for claims that you make to us under 
the policy. 
 
"Plan of Care" means a written plan prescribed by a Licensed Heath Care Practitioner, based upon 
an assessment that evaluates your level of functional capacity.  The Plan of Care must describe the 
necessary services to be performed, the frequency, the type of care, and the most appropriate 
providers for such care.  The care described must be in accordance with acceptable medical and 
nursing standards of practice and must be appropriate for your Chronic Illness. 
 
"Policyholder" means Oregon Educators Benefit Board (OEBB). 
 
"Policy Effective Date" means the date the policy begins. The Policy Effective Date is shown on the 
face page of the policy. 
 
"Professional Home and Community Care Monthly Benefit" means the Professional Home and 
Community Care Monthly Benefit amount shown in your Schedule of Benefits. 
 
"Professional Home and Community Care Services" means Qualified Long Term Care Services 
provided to you for at least one (1) hour or more per day by/through a Licensed Home Health Care 
Agency, by a Licensed Home Health Care Professional or in an Adult Day Care Facility. 
 
Professional Home and Community Care Services include: 
-  nursing care; 
-  physical, respiratory, occupational or speech therapy; 
-  Homemaker Services; 
-  hospice care; or 
-  other services pursuant to your Plan of Care. 
 
Professional Home and Community Care Services does not include: 
-  care or services provided by a Family Member directly or through a Licensed Home Health Care 


Agency, an Adult Day Care Facility or by a Licensed Home Health Care Professional unless the 
Family Member is a regular employee of the Licensed Home Health Care Agency or Adult Day 
Care Facility; or 


-  care or services provided by a Family Member who is a Licensed Home Health Care Professional; 
or 


-  care in LTC Facility or in an acute care hospital or other location excluded by the policy. 
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"Qualified Long Term Care Services" means necessary diagnostic, preventive, therapeutic, curing, 
treating, mitigating and rehabilitative services, and maintenance or personal care services that are 
required by you.  The services must be for your Chronic Illness and provided pursuant to a written 
Plan of Care; and you must obtain a Licensed Health Care Practitioner's Certification.  You must be 
receiving Qualified Long Term Care Services in a Long Term Care (LTC) Facility or receiving a Home 
Care Monthly Benefit. 
 
"Qualified Status Change” (QSC) means a change in status described in OAR 111-040-0040 in which 
enrollment may occur outside of Open Enrollment. Examples of Qualified Status Changes include, 
but are not limited to, the following: 
 


1. Marriage, divorce or legal separation or dissolution of a Domestic Partner relationship. 


2. The birth of Participant’s Child. 


3. The adoption of a Child by Participant. 


4. The death of Participant’s Spouse, Domestic Partner and/or Child. 


5. The commencement or termination of Participant’s Spouse's or Domestic Partners’ 
employment. 


6. A change in employment from full-time to part-time by Participant or Participant’s 
Spouse or Domestic Partner. 


 
"Residential Care" means services such as supervision; protection; assistance while bathing, 
dressing, grooming or eating; management of money; transportation; recreation; and the providing of 
room and board. 
 
"Residential Care Facility with an Alzheimer's Care Endorsement" means a facility: 
-  that has an Alzheimer's Care Unit: 
-  provides Residential Care for six (6) or more inpatients; and 
-  the Alzheimer's Care Unit is a special care unit in a designated, separate area for residents with 


Alzheimer's Disease or other dementia; or 
-  a similar facility approved by us. 
 
It must be licensed, certified or registered in accordance with the requirements of the Department of 
Human Services and state law. 
 
"Respite Care" means short-term or periodic Qualified Long Term Care Services which are required 
to maintain your health or safety and to give temporary relief to your primary informal caregiver from 
his or her caregiving duties. 
 
"Retired Eligible Employee" means a previously active Eligible Employee, who is:  
 
(a) Receiving a service or disability retirement allowance or pension under the Oregon Public 
Employees Retirement System (PERS) or under any other retirement or disability Benefit Plan or 
system offered by an Educational Entity for its Employees;  
 
(b) Eligible to receive a service retirement allowance under PERS and has reached earliest retirement 
age under ORS Chapter 238;  
 
(c) Eligible to receive a pension under ORS 238A.100 to 238A.245 and has reached earliest 
retirement age as described in ORS 238A.165; or  
 
(d) Eligible to receive a service retirement allowance or pension under another retirement benefit plan 
or system offered by an Educational Entity and has reached earliest retirement age under the plan or 
system. 
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"Severe Cognitive Impairment" means a severe deterioration or loss in your short or long term 
memory; your orientation as to person, place, or time; or your deductive or abstract reasoning as 
reliably measured by clinical evidence and standardized tests.  Such loss can result from a sickness, 
injury, advanced age, Alzheimer's disease, or similar form of dementia. 
 
“Spouse” means a person of the opposite sex who is a husband or wife. A relationship between one 
man and one woman recognized as a marriage in another state will be recognized in Oregon even 
though such a relationship would not be a marriage if the same facts had been relied upon to create a 
marriage in Oregon. The definition of Spouse does not include a former Spouse. 
 
"Substantial Assistance" means stand-by or hands-on assistance without which you would not be 
able to safely and completely perform the ADL.  Stand-by assistance means the presence of another 
person within arm's reach of you while you are performing the ADL.  Hands-on assistance means 
physical assistance (minimal, moderate, or maximal) without which you would not be able to perform 
the ADL. 
 
"Substantial Supervision" means continual supervision (which may include cueing by verbal 
prompting, gestures or other demonstrations) by another individual for the purpose of protecting you 
from threats to your health or safety. 
 
"Temporary Layoff or Leave of Absence" means you are temporarily absent from Active Employment 
for a period of time that has been agreed to in advance in writing by the Policyholder. 
 
Your normal vacation time or any period of Chronic Illness is not considered a Temporary Layoff or 
Leave of Absence. 
 
"Total Choice Home Care Monthly Benefit" means the Total Choice Home Care Monthly Benefit 
amount shown in your Schedule of Benefits. 
 
"Total Choice Home Care Services" means Qualified Long Term Care Services provided to you by 
anyone including a Family Member, by/through a Licensed Home Health Care Agency, by a Licensed 
Home Health Care Professional, in an Adult Day Care Facility or by an informal caregiver. 
 
Total Choice Home Care Services include: 
-  nursing care; 
-  physical, respiratory, occupation or speech therapy; 
-  Homemaker Services; 
-  hospice care; or 
-  other services pursuant to your Plan of Care. 
 
Total Choice Home Care Services does not include: 
-  care in a LTC Facility; 
-  care in an acute care hospital; or 
-  care in other locations excluded by this policy. 
 
The terms "you" and "your" refer to the insured named in your Schedule of Benefits. The insured 
cannot be changed. 
 
"Unum", "we", "us", and "our" mean Unum Life Insurance Company of America. 
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OTHER SERVICES 
 


ADDITIONAL CARE BENEFIT 
 
Once you are eligible for a benefit payment you will have access to Additional Care designed to assist 
you in living at home or in other residential housing.  You do not need to complete your Elimination 
Period for an Additional Care Benefit payment to begin.  The Additional Care must be: 
-  appropriate for your Chronic Illness and conform with generally accepted medical standards; 
-  provided pursuant to a written Plan of Care; 
-  recommended by a Licensed Health Care Practitioner; and 
-  approved by us prior to receipt of Additional Care. 
 
The Additional Care cannot be covered by other insurance or Medicare. 
 


We will require verification of Additional Care received.  We will pay the actual expenses you incur for 
Additional Care, up to the Additional Care Benefit Lifetime Maximum.  The Additional Care Benefit 
Lifetime Maximum is shown in your Schedule of Benefits. 
 


The Additional Care Benefit: 
-  will be subject to written mutual agreement between you and us; 
-  may only be used for Additional Care as described under the policy; 
-  will not prejudice any payable claim for a covered Chronic Illness under the policy; 
-  will be restored under the Restoration of Benefits provision, if purchased; 
-  will reduce your Additional Care Benefit Lifetime Maximum; 
-  will not increase under any Benefit Increase or Inflation Protection benefit, if purchased; and 
-  will no longer be available once your Additional Care Benefit Lifetime Maximum has been reached. 
 
If for any reason you do not wish to receive Additional Care, your benefits will continue according to 
the provisions of the policy. 
 
WORDS THAT HAVE A SPECIAL MEANING IN THIS SECTION 
 
"Additional Care" means special services, equipment or Caregiver Training designed to assist you in 
living at home or in other residential housing.  Additional Care may include: 
-  assistance in locating long term care providers and caregivers in your area (this service is also 


available even if you are not eligible for benefits);  
-  a visit from a Licensed Health Care Practitioner who will develop your Plan of Care; 
-  a visit from a home safety expert who will assess your residence and offer suggestions for 


increased personal safety; 
-  purchase or rental of a medical alert service; 
-  purchase or rental of durable medical equipment; 
-  home modifications for your support; or 
-  Caregiver Training. 
 
"Additional Care Benefit Lifetime Maximum" means the total dollar amount of benefits that will be paid 
as Additional Care Benefit under the policy, as shown in your Schedule of Benefits. 
 
"Caregiver Training" means the training of an informal caregiver to care for you in your home or in 
other residential housing.  An informal caregiver may be a Family Member, relative or friend.  We will 
not pay for training someone who is a Licensed Home Health Care Professional.  Training can occur 
while you are confined in a hospital or a LTC Facility, if the training will make it possible for you to 
return to your home or to other residential housing where you will be cared for by the informal 
caregiver who received the training. 
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CLAIM INFORMATION 
 


NOTICE OF CLAIM 
 
You must notify us of your claim at our home office within 30 days of the date of Chronic Illness.  The 
notice should include your name and the policy number.  If it is not possible for you to give us notice 
within this time period, it must be given as soon as reasonably possible. 
 
CLAIM FORM 
 
We will send you our initial claim form and Authorization to Disclose Information when we receive 
your notice of claim. If you do not receive our forms within 15 days after notice of claim is given, you 
can send us written proof of claim without waiting for the forms. 
 
HOW TO FILE A CLAIM 
 
You or your authorized representative must fully complete the claim form, attaching additional pages 
if more space is needed, to fully describe your condition and care needs. The claim form and 
Authorization to Disclose Information must be signed by you, or by your authorized representative 
(such as a person to whom you have granted Power of Attorney). 
 
PROOF OF CLAIM 
 
You must give us initial proof of claim, at your expense, no later than 90 days after the date your 
Chronic Illness begins. If it is not possible for you to give proof within this time limit, we will not reduce 
or deny your claim if proof is given as soon as reasonably possible. However, proof of claim must be 
given no later than one (1) year after the time proof is otherwise required, unless you are legally 
incapacitated. 
 
The proof of your claim must include: 
-  the date your Chronic Illness began; 
-  the cause of your Chronic Illness; 
-  the extent of your Chronic Illness; including restrictions and limitations preventing you from 


performing the ADLs; 
-  a Licensed Health Care Practitioner's Certification; 
-  a copy of your Plan of Care; 
-  a Physician's statement and/or copies of relevant medical records from any Physician or health 


care provider involved in your care; 
-  the name and address of any hospital or institution where you received treatment, and/or the name 


and address of any health care provider who treated you, including all attending Physicians: and 
-  verification of care or services provided. 
 
In addition to the claim form and the Authorization to Disclose Information, we may require, at our 
expense, that you or your caregiver provide or participate in one (1) or more of the following as proof 
of claim: 
-  an Assessment; 
-  a personal interview with you or review of your records by our representative at such time and with 


such frequency as we reasonably require; 
-  an independent medical examination or functional capacity evaluation. This may include related 


tests, as are reasonably necessary to the performance of the examination or evaluation by a 
Physician or specialist, appropriate for the condition at such time and place and with such 
frequency as we reasonably require. We reserve the right to select the examiner. We will pay for 
the examination, including the costs associated with your travel to the examination, if the 
examination cannot be conducted locally; and /or 


-  such other proof as we may deem necessary. 
 
"Assessment" means a personal interview of you, done by us or our representative, to assist in the 
determination of your Chronic Illness at the time of your claim. 
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We reserve the right to request additional information necessary to our claim determination from you, 
your Physician, or other health care providers. You must promptly sign and return any forms we 
require in order to process your claim. 
 
We will request proof of continued Chronic Illness or an updated written Plan of Care at intervals 
determined by us. 
 
You will also be required to submit a Licensed Health Care Practitioner's Certification every 12 
months, as required under Section 7702B(b) of the Internal Revenue Code of 1986, as amended. 
 
You or your representative(s) must respond within 30 days of the request for an updated Plan of 
Care, proof of continued Chronic Illness or additional information for us to continue to evaluate and 
process your claim. We reserve the right to deny your claim or stop sending you payments if the 
appropriate information is not submitted. 
 
You or your representative(s) must notify us immediately when you are no longer Chronically Ill or 
you are no longer receiving Qualified Long Term Care Services. 
 
WHEN CLAIMS ARE PAID 
 
Benefits payable under the policy will be paid before the end of the month for each day for which you 
were entitled to benefits during the prior month. Benefit payments will end as provided in the 
TERMINATION OF BENEFITS provision. 
 
TO WHOM CLAIMS ARE PAID 
 
All benefits are payable directly to you unless at the time of claim you or your authorized 
representative have requested in writing that payment be made otherwise. 
 
If you are eligible to receive a benefit and you die prior to receiving the benefit payment, any 
remaining benefits that are owed to you will be payable to your probate estate, if one has been 
established. In the event that there is no probate estate, the remaining benefits will be paid, at our 
option, to your Family Member or to another recipient deemed by us to be entitled to such benefits. If 
we pay benefits in good faith under this provision, we will have satisfied our obligations under the 
policy and will not have to pay such benefits again. 
 
CLAIM OVERPAYMENT 
 
If for any reason benefits have been paid for a period for which you were not entitled to benefits, 
repayment of the overpayment must be made to us within 45 days of the notice to you or your 
representative. We may recover any amounts not repaid by offsetting them against any amounts 
otherwise payable to you under the policy or by other reasonable means. 
 
RIGHT OF APPEAL 
 
You have the right to appeal any claim decision. Your appeal must be in writing and must be sent to 
us within 90 days of your denial notice. 
 
We will notify you in writing if a claim or any part of a claim is denied. The denial letter will state: 
-  the specific reason(s) for the denial with reference to the applicable policy provision(s); 
-  a description of any additional material or information that is necessary to complete the claim; 
-  an explanation of why the additional material or information is necessary; 
-  a statement describing your access to documents; and 
-  a statement describing your appeal and legal rights to bring suit. 
 
If you are not satisfied with the reason for the denial, you or your authorized representative may ask 
to have the claim reviewed by us. Your appeal must be in writing and should include all supporting 
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materials or information that will help us to review the claim. We will review your appeal and all new 
information submitted, and notify you or your representative of our decision within 60 days of 
receiving the appeal. If special circumstances require an extension of time for processing, you will be 
notified of the reasons for the extension and the date by which we expect to make a decision. A 
decision shall be made no later than 120 days following receipt of the initial request for review. We 
can extend the time periods if we have not received needed information from you. In some cases, we 
may request that you provide additional information to assist in the review. 
 
You or your authorized representative may request copies of those documents that are relevant to 
your claim.  We will make available, within 60 days of a written request from you or your authorized 
representative, all information directly related to the denial of your claim. 
 
 







 


CLTC04 INFORMATION-1   (10/1/2010) REV  


GENERAL INFORMATION 
 
PREMIUM DUE DATES AND PAYMENTS 
 
All premiums due for your coverage, including any adjustments, must be paid on or before the 
applicable Premium Due Date. Premium must be sent to us at 2211 Congress Street, Portland, Maine 
04122 or at the address designated on the bill for that purpose. Premiums are payable in U.S. 
currency only. 
 
GRACE PERIOD 
 
If premium for your coverage is payroll deducted, your Grace Period is the 90 consecutive days that 
begin with the day a premium is due.  Your coverage will remain in effect during that time.  
Termination of coverage will not prejudice any payable claim for a covered loss that begins prior to 
termination of coverage. 
 
If premium for your coverage is billed directly to you and/or your designated representative by Unum, 
your Grace Period is the 30 consecutive day period that begins on the day you and/or your 
designated representative have been notified that premium is 30 days past due.  Your coverage will 
remain in effect during that time.  Notice will be given by first class United States mail, postage 
prepaid.  You and/or your designated representative will be deemed to have received such notice five 
(5) days after the date of such mailing.  Termination of coverage will not prejudice any payable claim 
for a covered loss that begins prior to termination of coverage.  There is no Grace Period for the first 
premium. 
 
If Unum, at its sole discretion, agrees to waive your Grace Period in any instance, such agreement 
will not preclude or prejudice enforcement of your Grace Period in any other instance. 
 
UNINTENTIONAL LAPSE FOR DIRECT BILLED COVERAGE 
 
When you applied for this coverage, you were given the opportunity to designate at least one (1) 
person, in addition to yourself, who is to receive notice of lapse or termination of your coverage for 
nonpayment of premium.  Designation does not constitute acceptance of any liability by the third party 
for services provided to you.  You will be notified of your right to change this written designation no 
less often than once every two (2) years. 
 
Your coverage will not lapse or be terminated for nonpayment of premium unless we notify you, and 
those persons designated by you (if any) to receive notice of lapse or termination, at least 30 days 
before the effective date of lapse or termination.  Notice will be given by first class United States mail, 
postage prepaid.  Notice will not be given until 30 days after a premium is due and unpaid and will be 
deemed to have been given as of five (5) days after the date of mailing.  However, termination of your 
coverage will not prejudice any payable claim for a covered loss which begins prior to policy 
termination. 
 
If premium payment for your coverage changes from payroll deducted to direct billed, you will have 60 
days after you are no longer on the payroll deduction plan to designate at least one (1) person, in 
addition to yourself, to receive notice of lapse or termination of your coverage for nonpayment of 
premium. 
 
REINSTATEMENT 
 
If your coverage terminates because a premium is not paid by the end of the Grace Period, you may 
request to reinstate your coverage at any time within six (6) months after the policy's termination date. 
 
In order to reinstate coverage, the following requirements must be met: 
-  you must complete a Long Term Care Insurance Application; 
-  we must approve your Long Term Care Insurance Application; and  
-  you must pay all unpaid premium. 
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If we approve your reinstatement application, we will reinstate your coverage as of the date it was 
terminated and all of its terms and conditions will apply.  If we issue a prepayment agreement and do 
not approve or disapprove your Long Term Care Insurance Application within 45 days from the date 
of the prepayment agreement, we will reinstate your coverage on that 45th day.  The effective date of 
the reinstatement will be the date your coverage terminated. 
 
The reinstated coverage WILL NOT cover any Chronic Illness, which is excluded by name or 
description in the policy. 
 
REINSTATEMENT OF TERMINATED COVERAGE DUE TO CHRONIC ILLNESS 
 
If you become Chronically Ill and your coverage terminates because a premium is not paid by the end 
of the Grace Period, you may request to reinstate your coverage at any time within six (6) months 
after the policy's termination date. 
 
In order to reinstate your coverage, the following requirements must be met: 
-  you must provide proof that your Chronic Illness began prior to the date your coverage terminated; 


and 
-  you must pay all unpaid premium. 
 
If you meet these requirements, we will reinstate your coverage on the date your coverage terminated 
and all the terms and conditions of the policy will apply. 
 
The reinstated coverage WILL NOT cover any Chronic Illness, which is excluded by name or 
description in the policy. 
 
If the coverage is reinstated, the time periods applicable to this provision will be measured from the 
reinstatement date. 
 
REINSTATEMENT AFTER MILITARY SERVICE 
 
You have the right to place your coverage in suspension while you are on a Leave of Absence from 
the Policyholder for active military service. "Suspension" is a process of placing your coverage on 
inactive status. No premium payments are required while coverage is suspended, but there is no 
coverage during that period of time. A request to suspend coverage due to entering full-time, active 
military service must be made in writing and include the policy number. 
 
If the duration of your active military service is five (5) years or less and you return to Active 
Employment with the Policyholder within 90 days of the end of that service, your coverage will be 
reactivated without evidence of insurability so long as the policy remains in force. You must complete 
a written election to reinstate and pay the required premium. 
 
If you do not terminate your full-time active duty within five (5) years from the date your coverage was 
suspended, or you do not reactivate your coverage within 90 days following your return to Active 
Employment with the Policyholder, your coverage will be deemed terminated as of the date 
suspension began. If your coverage has terminated, you may re-apply for coverage with evidence of 
insurability by filling out the benefit election form and the Long Term Care Insurance Application so 
long as the policy remains in force. 
 
WAIVER OF PREMIUM 
 
After you have satisfied your Elimination Period, and while you are receiving benefits under the policy 
and any attachments, we will waive premium payments. However, premium payments will not be 
waived if you are only receiving Respite Care Benefits or Additional Care Benefits. 
 
If benefits are no longer payable, you must resume premium payments. We will notify you of the 
amount of your next premium payment and the date it is due. 
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REFUND OF PREMIUM AFTER DEATH 
 
If you die while insured under the policy, we will refund any pro rata portion of your premium paid 
covering the period after your death. We will make the refund within 30 days after we receive written 
notice of your death. Payment will be made to your estate. 
 
REFUND OF PREMIUM DUE TO CANCELLATION OF COVERAGE 
 
In the event your coverage under the policy is cancelled by you, premium will be refunded to you 
within 10 days of receiving the returned policy for any period beyond the date of termination of this 
policy. 
 
CONTINGENT NON-FORFEITURE 
 
If your premium rates increase to a level which results in a cumulative percentage increase in your 
annual premium over your initial annual premium, that is greater than or equal to the percentage 
shown in the chart below based on your original issue age, you may choose to do one (1) of the 
following: 
(a) continue to pay the required premium; 
(b) reduce your benefits provided by the current coverage without the requirement of underwriting so 


that your required premium payments are not increased; 
(c) elect to convert your coverage within 120 days of the premium increase effective date to a paid up 


status with Contingent Non-Forfeiture; or 
(d) terminate your group coverage within 120 days of the premium increase effective date and be 


automatically converted to Contingent Non-Forfeiture. 
 
The percentage increase in premium does not include increases to premium due to changes you 
request be made to your Long Term Care insurance coverage. 
 
If you stop making premium payments under (c) or (d) above, this means that the Certificate will 
continue automatically with the same level of benefits, except for a reduction in your Lifetime 
Maximum Benefit. Your Lifetime Maximum Benefit under this provision will be equal to the total 
premium paid up to the date you stopped paying premiums minus the total amounts of benefits 
already paid to you. 
 
In no event will your Lifetime Maximum Benefit: 
-  be less than 30 days of your LTC Facility Monthly Benefit; or 
-  exceed that which would have been paid had you not stopped paying premiums. 
 
If your coverage contains a Benefit Increase option, Inflation Protection Benefit option, Return of 
Premium at Death option and/or Restoration of Benefits option, no Benefit Increase, Inflation 
Protection Benefit, Return of Premium at Death or Restoration of Benefits will be made after the end 
of the period for which premiums were last remitted to us for your coverage. 
 


Triggers For A Substantial Premium Increase 
 


  Issue Age Percent Increase Issue Percent Increase Issue Age Percent Increase 
      Over Initial  Age     Over Initial       Over Initial 
        Premium          Premium                    Premium 
 
29 and under        200%    66          48%        79    22% 
     30-34         190%    67          46%        80    20% 
     35-39         170%    68          44%        81    19% 
     40-44         150%    69          42%        82    18% 
     45-49         130%    70          40%        83    17% 
     50-54         110%    71          38%        84    16% 
     55-59           90%    72          36%        85    15% 
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       60           70%    73          34%        86    14% 
       61           66%    74          32%        87    13% 
       62           62%    75          30%        88    12% 
       63           58%    76          28%        89    11% 
       64           54%    77          26%  90 and over   10% 
       65           50%    78          24% 
 
MISSTATEMENT OF AGE 
 
If your age has been misstated, any benefit payable will be changed to the amount which the 
premium paid would have bought for the correct age. 
 
If we accept premium for coverage that we would not have issued or which would have ceased 
according to the correct age, our only liability is to refund the premium for the period not covered. 
 
CLERICAL ERROR 
 
Clerical error or omission by us will not: 
-  prevent you from receiving coverage or benefits; 
-  entitle you to receive coverage or benefits; 
-  affect the amount of your coverage; or 
-  cause your coverage to begin or continue when the coverage would not otherwise be effective. 
 
CONFORMITY WITH FEDERAL STATUTES 
 
We have designed the policy to meet the qualified long term care insurance requirements of Section 
7702B(b) of the Internal Revenue Code of 1986, as amended. In the future if changes are needed to 
maintain the tax status of the policy, we will make every reasonable effort to amend the policy to 
maintain its tax status. The Policyholder will be given the opportunity to amend the policy in order to 
preserve its favorable federal income tax treatment. Your Certificate may be affected by any such 
amendments. If the required changes are not made, the policy and your coverage may lose their 
status as a qualified long term care insurance policy. 
 
CONFORMITY WITH STATE STATUTES 
 
Coverage under the policy may be amended as required to reflect the minimum requirements of 
applicable state law. 
 
TAX NOTE 
 
Since benefits are paid without regard to actual charges you incur, part of the benefit could be 
considered taxable income if they exceed the daily benefit amount limit prescribed under Section 
7702B(b) of the Internal Revenue Code of 1986, as amended (referred to as a "Per Diem" limit). This 
"Per Diem" limit is indexed for inflation. You should consult with your tax advisor. 
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ADDITIONAL BENEFITS 
 
Additional Benefits are optional provisions.  The Additional Benefits available under the policy are 
described below.  Refer to your Schedule of Benefits for any Additional Benefits you may have 
selected. 
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BENEFIT INCREASE 
 
 
If your coverage includes: 
 
5% SIMPLE BENEFIT INCREASE 
 
Your LTC Facility Monthly Benefit will increase each year on the Coverage Effective Date anniversary 
by 5% of your original LTC Facility Monthly Benefit. Increases will be automatic and will occur 
regardless of your health and whether or not you are eligible for or are receiving benefit payments 
under the policy and attached rider(s). Your premium will not increase due to automatic increases in 
your LTC Facility Monthly Benefit. Your remaining Lifetime Maximum Benefit Amount will also 
increase 5%. 
 
In the event you decide to terminate this Benefit Increase prior to a benefit being paid, you have the 
right to purchase the inflated benefit amount at your original issue age or you can revert the benefit 
amount to the one you chose when you enrolled for this provision. 
 
TERMINATION OF 5% SIMPLE BENEFIT INCREASE 
 
Your Simple Benefit Increase will terminate on the earlier of: 
-  the day your coverage continues under any Non-Forfeiture Benefit; or 
-  the day any portion of your coverage terminates as provided in the Termination of Coverage 


provision. 
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Additional Claim and Appeal Information 
 
APPLICABILITY OF ERISA 
 
If this Policy provides benefits under a Plan which is subject to the Employee Retirement Income 
Security Act of 1974 (ERISA), the following provisions apply.  Whether a Plan is governed by ERISA 
is determined by a court, however, your employer may have information related to ERISA 
applicability. If ERISA applies, the following items constitute the Plan: the additional information 
contained in this document, the Policy, including your Certificate of Coverage, and any additional 
Summary Plan Description information provided by the Plan Administrator. Benefit determinations are 
controlled exclusively by the Policy, your Certificate of Coverage, and the information in this 
document. 
 
HOW TO FILE A CLAIM 
 
If you wish to file a claim for benefits, you should follow the claim procedures described in your 
insurance certificate.  Unum must receive a completed claim form.  The form must be completed by 
you or your authorized representative.  If you or your authorized representative has any questions 
about what to do, you or your authorized representative should contact Unum directly. 
 
CLAIM PROCEDURES 
 
The time periods provided in this section will apply to claims procedures under the Policy unless a 
shorter time is stated in the Policy. 
 
In the event that your claim is denied, either in full or in part, Unum will notify you in writing within 90 
days after your claim was filed.  Under special circumstances, Unum is allowed an additional period 
of not more than 90 days (180 days in total) within which to notify you of its decision.  If such an 
extension is required, you will receive a written notice from Unum indicating the reason for the delay 
and the date you may expect a final decision.  Unum's notice of denial shall include: 
-  the specific reason or reasons for denial with reference to those Plan provisions on which the denial 


is based; 
-  a description of any additional material or information necessary to complete the claim and why that 


material or information is necessary; and 
-  a description of the Plan's procedures and applicable time limits for appealing the determination, 


including a statement of your right to bring a lawsuit under Section 502(a) of ERISA following an 
adverse determination from Unum on appeal. 


 
Notice of the determination may be provided in written or electronic form.  Electronic notices will be 
provided in a form that complies with any applicable legal requirements. 
 
APPEAL PROCEDURES 
 
The time period provided in this section for submitting an appeal will apply unless a longer time period 
for submitting an appeal is stated in the Policy. 
 
The time period provided in this section for making a final appeal decision will apply unless a shorter 
time period for making a final appeal decision is stated in the Policy. 
 
If you or your authorized representative appeal a denied claim, it must be submitted within 90 days 
after you receive Unum's notice of denial.  You have a right to: 
-  submit a request for review, in writing, to Unum; 
-  upon request and free of charge, reasonable access to and copies of, all relevant documents as 


defined by applicable U.S. Department of Labor regulations; and 
-  submit written comments, documents, records and other information relating to the claim to Unum. 
 
Unum will make a full and fair review of the claim and all new information submitted, whether or not 
presented or available at the initial determination, and may require additional documents as it deems 
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necessary or desirable in making such a review.  A final decision on the review shall be made not 
later than 60 days following receipt of the written request for review.  If special circumstances require 
an extension of time for processing, you will be notified of the reasons for the extension and the date 
by which the Plan expects to make a decision.  If an extension is required due to your failure to 
submit the information necessary to decide the claim, the notice of extension will specifically describe 
the necessary information and the date by which you need to provide it to us.  The 60-day extension 
of the appeal review period will begin after you have provided that information. 
 
The final decision on review shall be furnished in writing and shall include the reasons for the decision 
with reference, again, to those Policy provisions upon which the final decision is based.  It will also 
include a statement describing your access to documents and describing your right to bring lawsuit 
under Section 502(a) of ERISA if you disagree with the determination. 
 
Notices of the determination may be provided in written or electronic form.  Electronic notices will be 
provided in a form that complies with any applicable legal requirements. 
 
Unless there are special circumstances, this administrative appeal process must be completed before 
you begin any legal action regarding your claim. 
 
DISCRETIONARY ACTS 
 
The Plan, acting through the Plan Administrator, delegates to Unum and its affiliate Unum Group 
discretionary authority to make benefit determinations under the Plan.  Unum and Unum Group may 
act directly or through their employees and agents or further delegate their authority through 
contracts, letters or other documentation or procedures to other affiliates, persons or entities.  Benefit 
determinations include determining eligibility for benefits and the amount of any benefits, resolving 
factual disputes, and interpreting and enforcing the provisions of the Plan.  All benefit determinations 
must be reasonable and based on the terms of the Plan and the facts and circumstances of each 
claim.  
 
Once you are deemed to have exhausted your appeal rights under the Plan, you have the right to 
seek court review under Section 502(a) of ERISA of any benefit determinations with which you 
disagree.  The court will determine the standard of review it will apply in evaluating those decisions.   
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Unum's Commitment to Privacy 
 


Unum understands your privacy is important. We value our relationship with you and are committed 
to protecting the confidentiality of nonpublic personal information (NPI). This notice explains why we 
collect NPI, what we do with NPI and how we protect your privacy.  
 


Collecting Information 
 


We collect NPI about our customers to provide them with insurance products and services. This may 
include telephone number, address, date of birth, occupation, income and health history. We may 
receive NPI from your applications and forms, medical providers, other insurers, employers, 
insurance support organizations, and service providers.  
 


Sharing Information 
 


We share the types of NPI described above primarily with people who perform insurance, business, 
and professional services for us, such as helping us pay claims and detect fraud. We may share NPI 
with medical providers for insurance and treatment purposes. We may share NPI with an insurance 
support organization. The organization may retain the NPI and disclose it to others for whom it 
performs services. In certain cases, we may share NPI with group policyholders for reporting and 
auditing purposes. We may share NPI with parties to a proposed or final sale of insurance business 
or for study purposes. We may also share NPI when otherwise required or permitted by law, such as 
sharing with governmental or other legal authorities. When legally necessary, we ask your permission 
before sharing NPI about you. Our practices apply to our former, current and future customers.  
 


Please be assured we do not share your health NPI to market any product or service. We also do not 
share any NPI to market non-financial products and services. For example, we do not sell your name 
to catalog companies. 
 


The law allows us to share NPI as described above (except health information) with affiliates to 
market financial products and services. The law does not allow you to restrict these disclosures. We 
may also share with companies that help us market our insurance products and services, such as 
vendors that provide mailing services to us. We may share with other financial institutions to jointly 
market financial products and services. When required by law, we ask your permission before we 
share NPI for marketing purposes.  
 


When other companies help us conduct business, we expect them to follow applicable privacy laws. 
We do not authorize them to use or share NPI except when necessary to conduct the work they are 
performing for us or to meet regulatory or other governmental requirements.  
 


Unum companies, including insurers and insurance service providers, may share NPI about you with 
each other.  The NPI might not be directly related to our transaction or experience with you.  It may 
include financial or other personal information such as employment history.  Consistent with the Fair 
Credit Reporting Act, we ask your permission before sharing NPI that is not directly related to our 
transaction or experience with you. 
 


Safeguarding Information 
 
We have physical, electronic and procedural safeguards that protect the confidentiality and security of 
NPI. We give access only to employees who need to know the NPI to provide insurance products or 
services to you.  
 


Access to Information 
 
You may request access to certain NPI we collect to provide you with insurance products and 
services. You must make your request in writing and send it to the address below. The letter should 
include your full name, address, telephone number and policy number if we have issued a policy. If 
you request, we will send copies of the NPI to you. If the NPI includes health information, we may 
provide the health information to you through a health care provider you designate. We will also send 
you information related to disclosures.  We may charge a reasonable fee to cover our copying costs.    
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This section applies to NPI we collect to provide you with coverage. It does not apply to NPI we 
collect in anticipation of a claim or civil or criminal proceeding. 
 


Correction of Information 
 
If you believe NPI we have about you is incorrect, please write to us. Your letter should include your 
full name, address, telephone number and policy number if we have issued a policy.  Your letter 
should also explain why you believe the NPI is inaccurate. If we agree with you, we will correct the 
NPI and notify you of the correction. We will also notify any person who may have received the 
incorrect NPI from us in the past two years if you ask us to contact that person.   
 
If we disagree with you, we will tell you we are not going to make the correction. We will give you the 
reason(s) for our refusal. We will also tell you that you may submit a statement to us.  Your statement 
should include the NPI you believe is correct. It should also include the reason(s) why you disagree 
with our decision not to correct the NPI in our files. We will file your statement with the disputed NPI. 
We will include your statement any time we disclose the disputed NPI. We will also give the statement 
to any person designated by you if we may have disclosed the disputed NPI to that person in the past 
two years.  
 


Coverage Decisions 
 
If we decide not to issue coverage to you, we will provide you with the specific reason(s) for our 
decision.  We will also tell you how to access and correct certain NPI.   
 


Contacting Us 
 
For additional information about Unum's commitment to privacy and to view a copy of our HIPAA 
Privacy Notice, please visit www.unum.com/privacy or www.coloniallife.com or write to: Privacy 
Officer, Unum, 2211 Congress Street, C467, Portland, Maine 04122. We reserve the right to modify 
this notice. We will provide you with a new notice if we make material changes to our privacy 
practices.  
 
Unum is providing this notice to you on behalf of the following insuring companies: Unum Life Insurance Company of 
America, First Unum Life Insurance Company, Provident Life and Accident Insurance Company, Provident Life and 
Casualty Insurance Company, Colonial Life & Accident Insurance Company, The Paul Revere Life Insurance Company 
and The Paul Revere Variable Annuity Insurance Company.  
 
Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries. 
 
 
A-32442 (4-07) 
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UNUM'S NOTICE OF PRIVACY PRACTICES 
 
For Long Term Care, Cancer Assistance, Certain Medical Coverages and other Health Plans* 
Pursuant to the Health Insurance Portability and Accountability Act ("HIPAA") 
 


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 


CAREFULLY. 
 
 


Unum Understands the Importance of Your Privacy 
 
This Notice describes your rights concerning "protected health information" ("PHI") about you. PHI is 
information that may identify you and that relates to (a) your past, present, or future physical or 
mental health or condition or (b) the past, present or future payment for your health care. 
 
Unum is committed to preserving the confidentiality of PHI about its customers and in accordance 
with the requirements of the law, we pledge to: 
 
-  maintain the privacy of PHI about you 
 
-  provide you with a notice of our legal duties and privacy practices with respect to PHI 
 
-  abide by the terms of our current notice of privacy practices 
 
It may be necessary to change the terms of this Notice in the future. We reserve the right to make 
changes and to make the new notice effective for all PHI that we maintain about you, including PHI 
we created or maintained in the past. If we make material changes to our privacy practices, copies of 
revised notices will be mailed to all policyholders then covered by a health plan. 
 
 
Uses and Disclosures of PHI for Treatment, Payment or Operations 
 
-  For Treatment - Unum is not a health care provider and does not engage in "treatment" of 
individuals as a health care provider (a doctor, for example) would. Accordingly, although we are 
permitted to use or disclose PHI about you for treatment purposes, we do not do so. 
 
-  For Payment - We may use and disclose PHI about you in order to obtain premiums or to determine 


or fulfill our responsibility to provide you with insurance coverage or benefits under your policy. For 
example, we may use or disclose PHI about you in order to determine whether you are eligible for 
coverage or to decide your claim for benefits under your policy. 


 
-  For Health Care Operations - We may use and disclose PHI about you in order to operate our 


business. For example, we use PHI about you in order to underwrite your insurance policy. 
 
 
 
 
*A "health plan" under the HIPAA Standards for Privacy of Individually Identifiable Health Information is an individual or 
group plan that provides or pays the cost of medical care. 
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Uses and Disclosures in Special Circumstances 
 
Public Health Activities. We may disclose PHI about you in order to notify public health authorities 
of public health risks, such as potential exposure to a communicable disease, or to report child abuse 
or neglect. 
 
Health Oversight Activities. We may disclose PHI about you to a health oversight agency for 
oversight activities, including for investigations relating to possible insurance fraud. 
 
Judicial and Administrative Proceedings. We may disclose PHI in the course of a judicial or 
administrative proceeding, such as in response to a subpoena, discovery request or other lawful 
process. 
 
Law Enforcement. We may disclose PHI to law enforcement, for purposes such as reporting a crime 
on our premises or in an emergency. We may also disclose to law enforcement or a correctional 
facility PHI relating to inmates as necessary for health, safety and security. 
 
Prevention of Serious Harm. We may use or disclose PHI about you if we believe it is necessary to 
prevent or lessen serious harm (abuse, neglect, or domestic violence) to you or to other potential 
victims. 
 
Serious Threat to Health/Safety. We may use or disclose PHI when it is necessary to prevent or 
lessen a serious and imminent threat to the health or safety of a person or the public. 
 
Specialized Government Functions. We may use or disclose PHI about you for certain government 
functions, including but not limited to military and veterans' activities and national security and 
intelligence activities. 
 
Workers' Compensation. We may disclose PHI about you in order to comply with workers' 
compensation laws. 
 
Research Organizations. We may disclose PHI to research organizations if the organization has 
satisfied certain conditions about protecting the privacy of PHI. 
 
Plan Sponsors. We may disclose PHI to the plan sponsor of a group health plan for plan 
administrative functions if the plan documents contain provisions concerning restrictions on how the 
plan sponsor may use or further disclose PHI. 
 
Related Benefits and Services. We may contact you to inform you of benefits or services related to 
your policy that may be of interest to you. 
 
Decedents. We may disclose PHI to a coroner, medical examiner, or funeral director to permit them 
to carry out their legal duties. 
 
Donation/Transplantation. We may use or disclose PHI for the purpose of facilitating organ, eye or 
tissue donation and transplantation. 
 
Business Associates. We may disclose PHI to our business associates, such as our third-party 
administrators, accountants, or attorneys if those business associates have signed a written 
agreement concerning appropriate uses and disclosures of PHI. 
 
Involvement in Individual's Care. We may disclose PHI about you to a family member, close 
personal friend or other person identified by you if directly relevant to that person's involvement with 
your care or payment related to your health care. 
 
Notification of Location/Condition. We may use or disclose PHI to give notice or assist in giving 
notice of your location, general condition or death to a family member, personal representative or 
another person responsible for your care. 
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Disclosures Required by Law. We will use and disclose PHI about you when we are required to do 
so by federal, state, or local law. 
 
In the event applicable law, other than HIPAA, prohibits or materially limits our uses and disclosures 
of PHI, as described above, we will restrict our uses or disclosure of PHI in accordance with the more 
stringent standard. 
 
 
Uses and Disclosures of PHI Made Only With Your Written Authorization 
 
Other uses and disclosure of PHI about you will be made only with your written authorization, unless 
otherwise permitted or required by law as described in this notice. You may revoke your written 
authorization, at any time, in writing, except to the extent we have taken action in reliance on that 
written authorization before you have revoked it. You may not revoke your authorization to the extent 
that other law provides us with the right to contest a claim under the policy or the policy itself, if the 
authorization was obtained as a condition of obtaining insurance coverage. 
 
 
Your Rights 
 
Right to a Paper Copy of this Notice. An electronic copy of this Notice is available on our website, 
www.Unum.com. If you would like to have another paper copy of this Notice, send a written request to 
the Unum Privacy Officer. 
 
Inspection and Copying. You have the right to access your information. Certain requests for access 
to your PHI must be in writing, must state that you want access to your PHI and must be signed by 
you or your representative (e.g., requests for medical records provided to us directly from your health 
care provider). You have the right, upon written notice, to inspect and copy certain PHI that may be 
used to make decisions about your insurance coverage, including medical records and billing records, 
but not including psychotherapy notes. We may deny your request to inspect and/or copy in certain 
limited circumstances; however, you may request a review of our denial. 
 
Amendment. You may ask us to amend PHI about you (as long as the information is kept by or for 
us) if you believe it is incorrect or incomplete. Such requests must be in writing to the Privacy Officer 
and must include a reason for the request. If your request and a reason supporting the request are 
not submitted in writing, we may deny your request. 
 
Alternative Contact Information. You have the right to receive communications of PHI about you 
from us in a certain manner or at a certain location, so long as the request is reasonable under the 
circumstances. For example, you may prefer to have mail from us sent to your work address rather 
than to your home. Submit requests for an alternative method of contact in writing to the Privacy 
Officer. 
 
Requesting Restrictions. You have the right to request restrictions on our use or disclosure of PHI 
about you. We are not required to agree to your request. If we do agree, however, we are bound by 
our agreement except when otherwise required by law, in emergencies, or when the information is 
necessary for your treatment. Your request must clearly and concisely describe (a) the information 
you wish restricted; (b) whether you are requesting to limit our use, disclosure or both; and (c) to 
whom you want the limits to apply. 
 
Accounting. You have the right to request an "accounting of disclosures." An "accounting of 
disclosures" is a list of certain disclosures we have made of PHI about you other than disclosures you 
authorized and other than disclosures made for treatment, payment or operations. The request must 
be in writing. The first request for an accounting that you make within a 12-month period is free; 
however, we may charge you for additional requests within the same 12-month period. We will notify 
you of the costs of the additional requests, and you may withdraw your request before incurring any 
costs. 
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Complaints. If you believe your privacy rights have been violated, you may file a complaint with us or 
with the Secretary of Health and Human Services. All complaints must be submitted in writing. We will 
not penalize you for filing such a complaint. 
 


In order to exercise any of your rights as set forth in this Notice, please write to: 
 


Privacy Officer 
Unum 


2211 Congress Street, C467 
Portland, ME 04122 


 
For further information about matters covered by this notice, please contact the Privacy Office at the 
above address or call 1 (800) 227-4165 if you are a Long Term Care customer or 1 (800) 635-5597 if 
you are a Cancer Assistance customer. 
 
Unum is providing this notice to you on behalf of the following insuring companies: Unum Life Insurance Company of 
America, First Unum Life Insurance Company, Provident Life and Accident Insurance Company, Provident Life and 
Casualty Insurance Company, Colonial Life & Accident Insurance Company, The Paul Revere Life Insurance Company 
and The Paul Revere Variable Annuity Insurance Company. 
 
(c) 2008 Unum Group.  All rights reserved.  Unum is a registered trademark and marketing brand of Unum Group and its 
insuring subsidiaries. 
 
Effective Date of This Notice: April 14, 2003 
 
G-73568 (06/08) 
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A Brief Overview of a Long Term Care Policy


Claim eligibility under a Long Term Care insurance policy is based on a loss of Activities of Daily 
Living (ADLs) or the presence of a Cognitive Impairment which causes the insured to require 
supervision from another individual. Cognitive Impairment generally means changes in mental status 
which may be associated with conditions like dementia or Alzheimer’s disease. 


The standard Activities of Daily Living (ADLs) are: bathing, dressing, toileting, transferring, continence 
and eating. A loss of an ADL means that the insured is no longer able to perform that ADL without 
assistance from another person. 


Please review your Long Term Care policy carefully for explanations and descriptions of the eligibility 
criteria, definitions of ADLs and Cognitive Impairment, benefits available to you and requirements for 
payment of benefits should your claim be approved. If you cannot locate your policy, please call our 
Customer Service department at 800-227-4165.


Instructions for Completing this 
Long Term Care Claim Form


1. Complete Sections 1 through 5 of this claim form. Your responses should be based on the 
situation/condition for which you are currently filing a claim. The availability of thorough and complete 
information on this form will help to expedite your claim. 


NOTE: Please ensure that the Authorization to Release Information in Section 5 is completed 
and signed by the claimant or a legal representative. If this authorization is incomplete or 
not signed appropriately, Unum may not be able to evaluate or administer your claim (s). If 
Authorization is signed by Power of Attorney Designee, Guardian, or Conservator, please 
attach a copy of the document granting authority.


2. When all sections have been completed, you may fax the form to us at 207-575-9741 or mail the 
form to the following address: 


  Unum
  Long Term Care Benefits Center
  2211 Congress Street
  Portland, ME 04122-2300


3. If you should have any questions about the claims process, please call us at (800) 693-4988. 


Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.
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Fraud Warning
For your protection, the laws of several states, including Alaska, Arizona, Arkansas, Delaware, 
Idaho, Indiana, Louisiana, Maine, Maryland, New Mexico, Ohio, Oklahoma, Rhode Island, 
Tennessee, Texas, Virginia, Washington, and West Virginia require the following statement to 
appear on this claim form:


Any person who knowingly and with the intent to injure, defraud or deceive an insurance 
company presents a false or fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject 
to fines and confinement in prison.


Fraud Warning for California Residents
For your protection, California law requires the following to appear on this claim form:


Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty 
of a crime and may be subject to fines and confinement in state prison.


Fraud Warning for Colorado Residents
For your protection, Colorado law requires the following to appear on this claim form:


It is unlawful to knowingly provide false, incomplete, or misleading facts or information to 
an insurance company for the purpose of defrauding or attempting to defraud the company. 
Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any 
insurance company or agent of an insurance company who knowingly provides false, 
incomplete, or misleading facts or information to a policyholder or claimant for the purpose of 
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or 
award payable from insurance proceeds shall be reported to the Colorado Division of Insurance 
within the Department of Regulatory Agencies.


Fraud Warning for District of Columbia Residents
For your protection, the District of Columbia requires the following to appear on this claim form:


WARNING: It is a crime to provide false or misleading information to an insurer for the purpose 
of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In 
addition, an insurer may deny insurance benefits, if false information materially related to a claim 
was provided by the applicant.


Fraud Warning for Florida Residents
For your protection, Florida law requires the following to appear on this claim form:


Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a 
statement of claim or an application containing false, incomplete or misleading information is 
guilty of a felony of the third degree.


Fraud Warning for Kentucky Residents
For your protection, Kentucky law requires the following to appear on this claim form:


Any person who knowingly and with intent to defraud any insurance company or other person 
files a statement of claim containing any materially false information or conceals, for the purpose 
of misleading, information concerning any fact material thereto commits a fraudulent insurance 
act, which is a crime.


Fraud Warning for Minnesota Residents
For your protection, Minnesota law requires the following to appear on this claim form:


A person who files a claim with intent to defraud or helps commit a fraud against an insurer is 
guilty of a crime.







Fraud Warning for New Hampshire Residents
For your protection, New Hampshire law requires the following to appear on this claim form:


Any person who, with a purpose to injure, defraud, or deceive any insurance company, files 
a statement of claim containing any false, incomplete, or misleading information is subject to 
prosecution and punishment for insurance fraud, as provided in RSA 638.20.


Fraud Warning for New Jersey Residents
For your protection, New Jersey law requires the following to appear on this claim form:


Any person who knowingly and with intent to defraud any insurance company or other persons, 
files a statement of claim containing any materially false information, or conceals for the purpose 
of misleading, information concerning any fact, material thereto, commits a fraudulent insurance 
act, which is a crime, subject to criminal prosecution and civil penalties.


Fraud Warning for New York Residents
For your protection, New York law requires the following to appear on this claim form:


Any person who knowingly and with the intent to defraud any insurance company or other 
person files an application for insurance or statement of claim containing any materially false 
information, or conceals for the purpose of misleading, information concerning any fact material 
thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a 
civil penalty not to exceed five thousand dollars and the stated value of the claim for each such 
violation.


Fraud Warning for Oregon Residents
For your protection, Oregon law requires the following to appear on this claim form:


Any person who, knowingly and with intent to defraud or knowing that he is facilitating a fraud 
against an insurer, submits an application or files a claim containing a false or deceptive 
statement that is relied upon by the insurer and is material to the content of the policy and to the 
risk assumed by the insurer, may be prosecuted for insurance fraud. There is no time limit on 
contestability in the event of fraud on the part of the insured.


Fraud Warning for Pennsylvania Residents
For your protection, Pennsylvania law requires the following to appear on this claim form:


Any person who knowingly and with intent to defraud any insurance company or other person 
files an application for insurance or statement of claim containing any materially false information 
or conceals for the purpose of misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which is a crime and subjects such person to criminal and 
civil penalties.


Fraud Warning for Puerto Rico Residents
For your protection, Puerto Rico law requires the following to appear on this claim form:


Any person who knowingly and with the intention of defrauding presents false information in 
an insurance application, or presents, helps, or causes the presentation of a fraudulent claim 
for the payment of a loss or any other benefit, or presents more than one claim for the same 
damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation 
with the penalty of a fine of not less than five thousand dollars ($5,000) and not more than ten 
thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. 
If aggravating circumstances are present, the penalty thus established may be increased to a 
maximum of five (5) years; if extenuating circumstances are present, it may be reduced to a 
minimum of two (2) years.
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Group Long Term Care Claim Form


 SECTION 1 – General Information


Employer/Group Policyholder Name: Group ID # 
 
  
Name of Employee/Retiree: (first middle, last) Social Security # 
Ms. l Mrs. l
Mr. l Miss l
Name of Claimant if different than employee: (first, middle, last) 
Ms. l Mrs. l
Mr. l Miss l
Relationship to Employee:  Claimant’s Social Security # 
l Spouse l Parent l Grandparent


Claimant’s Home Address: (street, city, state, zip): 
 


Policy #: Telephone #: Date of Birth (mm/dd/yyyy):  Social Security #: 
 


Please describe the primary diagnosis, event or circumstances which caused the initiation of this 
claim: ___________________________________________________________________________
________________________________________________________________________________ 
________________________________________________________________________________
________________________________________________________________________________
Where are you currently residing?
l  Claimant’s residence  l  Nursing Care Facility (Nursing Home)
l  Hospital       l  Assisted Living or Residential Care Facility   
l  Residential Care Facility l  Other _________________________________
If other than your residence:
Name of Facility/Location: ___________________________________________________________
Address: _________________________________________________________________________
Telephone # ____________________________ Date Entered ______________________________
Fax # _________________________________
Please provide examples of what ADL assistance you require and/or what supervision is being 
provided to you for Cognitive Impairment and indicate why this assistance or supervision is needed.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
When did you begin to need assistance for ADLs or supervision for Cognitive Impairment? (date or 
general timeframe) 
____________________________    ______________________________________________ 
(mm/dd/yyyy) 
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 SECTION 2 – Physician Information


Primary Care Physician: 


First Name: ________________________ Last Name: ____________________________________
Address: _________________________________________________________________________
Telephone Number: ________________________ Fax # (if available): ________________________
Date first seen: (mm/dd/yyyy) _______________ Date last seen: (mm/dd/yyyy) ________________


Other Physicians:


First Name: ________________________ Last Name: ____________________________________
Specialty: ________________________________________________________________________
Address: _________________________________________________________________________
Telephone Number: ________________________ Fax # (if available): ________________________
Date first seen: (mm/dd/yyyy) _______________ Date last seen: (mm/dd/yyyy) ________________


First Name: ________________________ Last Name: ____________________________________
Specialty: ________________________________________________________________________
Address: _________________________________________________________________________
Telephone Number: ________________________ Fax # (if available): ________________________
Date first seen: (mm/dd/yyyy) _______________ Date last seen: (mm/dd/yyyy) ________________


First Name: ________________________ Last Name: ____________________________________
Specialty: ________________________________________________________________________
Address: _________________________________________________________________________
Telephone Number: ________________________ Fax # (if available): ________________________
Date first seen: (mm/dd/yyyy) _______________ Date last seen: (mm/dd/yyyy) ________________


First Name: ________________________ Last Name: ____________________________________
Specialty: ________________________________________________________________________
Address: _________________________________________________________________________
Telephone Number: ________________________ Fax # (if available): ________________________
Date first seen: (mm/dd/yyyy) _______________ Date last seen: (mm/dd/yyyy) ________________


First Name: ________________________ Last Name: ____________________________________
Specialty: ________________________________________________________________________
Address: _________________________________________________________________________
Telephone Number: ________________________ Fax # (if available): ________________________
Date first seen: (mm/dd/yyyy) _______________ Date last seen: (mm/dd/yyyy) ________________
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 SECTION 3 – Facility/Hospital Information


If you have been hospitalized or confined to any other type of facility as a result of the circumstances/
condition for which this claim has been filed, please complete this section: 


Name of Hospital/Facility ____________________________________________________________
Address: _________________________________________________________________________
________________________________________________________________________________ 
Telephone #: __________________________ Fax # (if available) __________________________
Date admitted: (mm/dd/yyyyy) ______________ Date discharged: (mm/dd/yyyyy) ______________
Reason for admission: ______________________________________________________________


Name of Hospital/Facility ____________________________________________________________
Address: _________________________________________________________________________
________________________________________________________________________________ 
Telephone #: __________________________ Fax # (if available) __________________________
Date admitted: (mm/dd/yyyyy) ______________ Date discharged: (mm/dd/yyyyy) ______________
Reason for admission: _____________________________________________________________


Name of Hospital/Facility ____________________________________________________________
Address: _________________________________________________________________________
________________________________________________________________________________ 
Telephone #: __________________________ Fax # (if available) __________________________
Date admitted: (mm/dd/yyyyy) ______________ Date discharged: (mm/dd/yyyyy) ______________
Reason for admission: ______________________________________________________________


Name of Hospital/Facility ____________________________________________________________
Address: _________________________________________________________________________
________________________________________________________________________________ 
Telephone #: __________________________ Fax # (if available) __________________________
Date admitted: (mm/dd/yyyyy) ______________ Date discharged: (mm/dd/yyyyy) ______________
Reason for admission: ______________________________________________________________


If you require additional space to complete this or any section of this form, please feel free to attach 
additional pages to this form.
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 SECTION 4 – Caregiver Information
 
For the period of time you are claiming to have a loss of ADLs or a Cognitive Impairment, who 
provides (provided) assistance? Please check all that apply. 
l Facility staff provides care
l State licensed home health care agency
l State licensed home health care professional (i.e. Registered Nurse)
l Privately hired individual and/or non-licensed home health care provider 
l Adult Day Care provider
l Informal caregivers (family/friends)
l Other (explain): ____________________________________________________________


Home Care Information: (Only complete this section if you have received care in the home or have 
received outpatient therapy)
1. Name of care provider: ____________________________________________________________
Telephone #: ___________________________ Fax # (if available): __________________________
Frequency: _____ days per week _____ hours per day 
Start date of care: (mm/dd/yyyy) ______________ End date of care:(mm/dd/yyyy) ______________
Services provided: 
l Home Health Aid   l Physical Therapy 
l Occupational Therapy  l Speech Therapy
l Skilled Nursing   l Housekeeping/Transportation
l Companionship/supervision l Other ____________________________________


2. Name of care provider: ____________________________________________________________
Telephone #: ___________________________ Fax # (if available): __________________________
Frequency: _____ days per week _____ hours per day 
Start date of care: (mm/dd/yyyy) ______________ End date of care:(mm/dd/yyyy) ______________
Services provided: 
l Home Health Aid   l Physical Therapy 
l Occupational Therapy  l Speech Therapy
l Skilled Nursing   l Housekeeping/Transportation
l Companionship/supervision l Other ____________________________________


3. Name of care provider: ____________________________________________________________
Telephone #: ___________________________ Fax # (if available): __________________________
Frequency: _____ days per week _____ hours per day 
Start date of care: (mm/dd/yyyy) ______________ End date of care:(mm/dd/yyyy) ______________
Services provided: 
l Home Health Aid   l Physical Therapy 
l Occupational Therapy  l Speech Therapy
l Skilled Nursing   l Housekeeping/Transportation
l Companionship/Supervision l Other ______________________________________________
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Individual completing this form: 


Name (first and last): _______________________________________________________________
Telephone #: _____________________ Relationship to Claimant: ___________________________
Date claim form completed ______________________


Check if individual completing this form is also a legal representative: 
l Power of Attorney   l Legal Guardian   l Conservator 
      


 SECTION 5 – Authorizations


The Authorization to Disclose Information (required)
The Authorization to Disclose Information is a HIPAA (Health Insurability Portability and Accountability 
Act of 1996) compliant form which should be signed and dated by the claimant or their legal 
representative. This form allows us to obtain documentation from medical and care providers, and 
others as provided, to assist with our review of this claim. Without this authorization,Unum may 
not be able to evaluate or administer your claim (s).


The Primary Contact Authorization (optional)
The Primary Contact Authorization is optional. Completing this authorization indicates that you, the 
claimant, designate another individual to be the primary contact with regards to the claim. This means 
that the primary contact will receive all written and verbal correspondence related to the claim with 
the exception of benefit payments, if payment is approved. Benefit payments are made directly to the 
claimant unless otherwise directed in writing from the claimant or a legally designated representative 
who has the authority to make such a request.


If no primary contact is assigned, the claimant or their legal representative will be the primary contact. 


Special Authorizations for Release of Information (as needed)
On occasion certain medical or care providers may require that their own, specific authorization be 
completed in addition to the Authorization to Disclose Information included with this form. When we 
are informed that a special authorization is required to obtain documentation, we will forward that 
authorization to the claimant or their legal representative for completion. Since the authorization will 
be required to obtain the documentation needed for our review of the claim, completing and returning 
the form as soon as possible will help to expedite our decision. 







CL-1115-AUTH (12/10)


NOTE: Federal law requires that we obtain this authorization from you. You are not required to sign 
the authorization, but if you do not, Unum may not be able to evaluate or administer your claim(s). 
Please sign and return this authorization to: Long Term Care Benefits Center, 2211 Congress 
Street, Portland, ME 04122. This authorization complies with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA).


Authorization to Disclose Information


I authorize any health care provider including, but not limited to, any health care professional, 
hospital, clinic, laboratory or other medically related facility or service; health plan; rehabilitation 
professional; insurance company; reinsurer; insurance service provider; third party administrator; 
producer; government organization; and employer that has information about my health, employment 
information, or other insurance claims and benefits to disclose any and all of this information to 
persons who administer claims for Unum Group, its insurance subsidiaries* and duly authorized 
representatives (“Unum”). Information about my health may relate to any disorder of the immune 
system including, but not limited to, HIV and AIDS; use of drugs and alcohol; and mental and physical 
history, condition, advice or treatment, but does not include psychotherapy notes. 


I understand that any information Unum obtains pursuant to this authorization will be used for 
evaluating and administering my claim(s) for benefits. I further understand that the information is 
subject to redisclosure and might not be protected by certain federal regulations governing the privacy 
of health information. 


This authorization is valid for two (2) years from the date below, or the duration of my claim, 
whichever period is shorter. A photographic or electronic copy of this authorization is as valid as the 
original. I understand I am entitled to receive a copy of this authorization. 


I may revoke this authorization in writing at any time except to the extent Unum has relied on the 
authorization prior to notice of revocation or has a legal right to contest a claim under the policy 
or the policy itself. I understand if I revoke this authorization, Unum may not be able to evaluate 
or administer my claim(s) and this may be the basis for denying my claim(s). I may revoke this 
authorization by sending written notice to: Long Term Care Benefits Center, 2211 Congress Street, 
Portland, ME 04122.


I understand if I do not sign this authorization or if I alter its content in any way, Unum may not be able 
to evaluate or administer my claim(s) and this may be the basis for denying my claim(s). 


 
______________________________________ ________________________________
(Claimant Signature)                    (Date Signed)


______________________________________ 
(Print Name) 


I signed on behalf of the claimant as          __________________(indicate relationship). If Power of 
Attorney Designee, Guardian, or Conservator, please attach a copy of the document granting 
authority. 


*This authorization is valid for the following Unum insurance subsidiaries: Unum Life Insurance 
Company of America and Provident Life and Accident Insurance Company. 







Primary Contact Information 
(Optional: If no primary contact is assigned, the claimant or their legal representative will be 
the primary contact.)


Primary Contact Name (first and last): __________________________________________________
Address: _________________________________________________________________________
Telephone #: _____________________ Relationship to Claimant: ___________________________


Check if primary contact is also a legal representative: 
l Power of Attorney  l Legal Guardian  l Conservator


Authorization for Primary Contact
I authorize ____________________________ (Print Name) to act as my representative in regard to 
my claim(s). In doing so, I am giving Unum Group, its insurance subsidiaries* and duly authorized 
representatives (“Unum”) the right to discuss all aspects of my coverage and claim(s) with my 
representative. This may include information regarding benefits, medical conditions (including, but not 
limited to, HIV and AIDS, mental illness and drug and alcohol abuse), medical providers, caregivers 
and locations of care. This information will be provided so that my representative may assist me with 
my claim(s). This information may be provided to my representative in writing or orally, such as by 
telephone. I understand the information could be redisclosed by my representative and no longer 
protected by federal privacy regulations.


I understand I am not required to sign this authorization and Unum may not condition payment of my 
claim(s) on whether I sign this authorization. I may revoke this authorization in writing at any time 
except to the extent Unum has relied on the authorization prior to notice of revocation. I may revoke 
this authorization by sending written notice to: Long Term Care Benefits Center, 2211 Congress 
Street, Portland, Maine 04122.


This authorization is valid for the duration of my claim unless it is revoked in writing. I know that I have 
a right to request a copy of this authorization. A photographic or electronic copy of this authorization is 
as valid as the original. 


_________________________________________ __________________________
(Claimant Signature)     (Date Signed)


_________________________________________  
(Print Name)  


*This authorization is valid for the following Unum insurance subsidiaries: Unum Life Insurance 
Company of America and Provident Life and Accident Insurance Company.
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OEBB
Long-Term Care Rates (per $1,000 of benefit)
Employee-Paid Rates


Age 3 YEARS 6 YEARS LIFETIME 3 YEARS 6 YEARS LIFETIME Age 3 YEARS 6 YEARS LIFETIME 3 YEARS 6 YEARS LIFETIME


18 - 30 $2.40 $3.10 $4.60 $6.00 $8.50 $10.60 18 - 30 $3.90 $5.00 $7.30 $9.30 $13.10 $16.40 


31 $2.50 $3.30 $4.70 $6.30 $8.90 $11.10 31 $4.00 $5.20 $7.50 $9.70 $13.80 $17.20 


32 $2.70 $3.40 $4.80 $6.60 $9.40 $11.70 32 $4.20 $5.50 $7.70 $10.20 $14.50 $18.00 


33 $2.80 $3.60 $5.00 $7.00 $9.80 $12.30 33 $4.40 $5.70 $7.90 $10.80 $15.20 $19.00 


34 $2.90 $3.80 $5.10 $7.30 $10.30 $12.90 34 $4.70 $6.00 $8.20 $11.30 $16.00 $19.90 


35 $3.10 $3.90 $5.30 $7.70 $10.90 $13.50 35 $4.90 $6.30 $8.40 $11.90 $16.80 $20.90 


36 $3.20 $4.10 $5.50 $8.10 $11.40 $14.20 36 $5.10 $6.60 $8.70 $12.50 $17.60 $22.00 


37 $3.40 $4.40 $5.70 $8.50 $12.00 $14.90 37 $5.40 $6.90 $9.00 $13.20 $18.50 $23.10 


38 $3.60 $4.60 $5.90 $9.00 $12.60 $15.70 38 $5.70 $7.30 $9.30 $13.90 $19.50 $24.20 


39 $3.80 $4.80 $6.10 $9.50 $13.30 $16.50 39 $6.00 $7.70 $9.70 $14.60 $20.50 $25.50 


40 $4.00 $5.10 $6.30 $10.00 $13.90 $17.30 40 $6.30 $8.10 $10.10 $15.40 $21.60 $26.80 


41 $4.10 $5.20 $6.50 $10.40 $14.40 $17.90 41 $6.60 $8.30 $10.40 $16.00 $22.30 $27.70 


42 $4.30 $5.40 $6.70 $10.80 $14.90 $18.50 42 $6.80 $8.70 $10.70 $16.60 $23.10 $28.60 


43 $4.50 $5.70 $7.00 $11.20 $15.50 $19.10 43 $7.10 $9.00 $11.10 $17.30 $23.90 $29.60 


44 $4.70 $5.90 $7.20 $11.70 $16.00 $19.80 44 $7.40 $9.30 $11.50 $18.10 $24.80 $30.70 


45 $4.90 $6.10 $7.50 $12.20 $16.70 $20.60 45 $7.80 $9.80 $11.90 $18.90 $25.80 $31.80 


46 $5.10 $6.40 $7.80 $12.80 $17.30 $21.30 46 $8.10 $10.20 $12.40 $19.70 $26.70 $33.00 


47 $5.30 $6.70 $8.10 $13.20 $17.90 $22.00 47 $8.50 $10.60 $12.80 $20.40 $27.60 $34.00 


48 $5.70 $7.10 $8.50 $14.10 $18.90 $23.30 48 $9.00 $11.30 $13.60 $21.80 $29.20 $36.00 


49 $6.10 $7.60 $9.10 $15.00 $20.10 $24.70 49 $9.70 $12.00 $14.50 $23.20 $31.10 $38.20 


50 $6.50 $8.10 $9.70 $16.10 $21.40 $26.20 50 $10.30 $12.90 $15.40 $24.80 $33.00 $40.50 


51 $7.00 $8.70 $10.50 $17.20 $22.80 $27.90 51 $11.20 $13.90 $16.70 $26.60 $35.20 $43.20 


52 $7.60 $9.50 $11.30 $18.50 $24.30 $29.80 52 $12.10 $15.00 $18.00 $28.60 $37.60 $46.00 


53 $8.00 $10.00 $12.10 $19.40 $25.40 $31.10 53 $12.80 $16.00 $19.20 $30.00 $39.20 $48.00 


54 $8.50 $10.70 $12.80 $20.40 $26.50 $32.50 54 $13.60 $17.00 $20.40 $31.60 $41.00 $50.20 


55 $9.10 $11.40 $13.80 $21.50 $27.90 $34.10 55 $14.50 $18.20 $21.90 $33.30 $43.10 $52.70 


56 $9.70 $12.20 $14.70 $22.70 $29.20 $35.70 56 $15.40 $19.40 $23.40 $35.10 $45.10 $55.10 


57 $10.30 $13.00 $15.70 $23.80 $30.50 $37.30 57 $16.40 $20.60 $24.90 $36.80 $47.10 $57.60 


58 $11.10 $14.00 $16.90 $25.40 $32.30 $39.40 58 $17.70 $22.20 $26.90 $39.20 $49.90 $61.00 


59 $12.00 $15.10 $18.40 $27.10 $34.40 $41.90 59 $19.20 $24.10 $29.20 $42.00 $53.10 $64.80 


60 $13.10 $16.50 $20.00 $29.10 $36.70 $44.70 60 $20.80 $26.20 $31.80 $45.00 $56.70 $69.10 


61 $14.30 $17.90 $21.90 $31.30 $39.70 $48.40 61 $22.70 $28.50 $34.80 $48.40 $61.30 $74.70 


62 $15.50 $19.50 $23.90 $33.60 $42.80 $52.20 62 $24.70 $31.10 $38.10 $51.90 $66.10 $80.70 


63 $16.80 $21.10 $25.90 $35.60 $45.50 $55.60 63 $26.70 $33.50 $41.20 $54.90 $70.30 $85.90 


64 $18.00 $22.60 $28.00 $37.50 $48.30 $59.00 64 $28.70 $36.00 $44.50 $58.00 $74.60 $91.20 


65 $19.90 $25.00 $31.10 $40.00 $51.70 $63.60 65 $31.70 $39.80 $49.50 $61.70 $79.80 $98.20 


66 $21.40 $26.70 $33.40 $42.10 $54.70 $67.30 66 $34.00 $42.50 $53.20 $65.10 $84.50 $104.10 


67 $23.70 $29.70 $37.20 $46.00 $60.00 $74.00 67 $37.70 $47.20 $59.20 $71.10 $92.70 $114.30 


68 $25.70 $32.10 $40.50 $49.10 $64.30 $79.30 68 $40.90 $51.10 $64.30 $75.90 $99.30 $122.50 


69 $27.80 $34.70 $43.80 $52.20 $68.60 $84.60 69 $44.20 $55.20 $69.70 $80.70 $106.00 $130.80 


70 $30.20 $37.70 $47.70 $55.80 $73.60 $90.90 70 $48.10 $59.90 $75.90 $86.20 $113.70 $140.40 


71 $33.20 $41.40 $52.30 $60.20 $79.20 $97.80 71 $52.80 $65.80 $83.10 $93.00 $122.50 $151.10 


72 $36.80 $45.80 $57.80 $65.60 $86.20 $106.30 72 $58.50 $72.90 $92.00 $101.30 $133.20 $164.30 


73 $40.70 $50.60 $63.80 $71.10 $93.40 $115.00 73 $64.70 $80.50 $101.40 $109.90 $144.40 $177.80 


74 $45.00 $56.00 $70.30 $77.30 $101.30 $124.60 74 $71.60 $89.00 $111.90 $119.40 $156.50 $192.50 


75 $50.90 $63.20 $79.80 $83.20 $109.00 $134.90 75 $81.00 $100.50 $127.00 $128.60 $168.40 $208.40 


76 $57.00 $70.60 $89.10 $91.40 $119.50 $147.80 76 $90.60 $112.40 $141.70 $141.20 $184.70 $228.40 


77 $64.10 $79.50 $100.10 $101.00 $131.90 $162.90 77 $102.00 $126.40 $159.20 $156.10 $203.90 $251.70 


78 $70.90 $87.80 $110.30 $109.60 $142.90 $176.10 78 $112.80 $139.60 $175.40 $169.40 $220.80 $272.20 


79 $78.50 $97.10 $121.80 $118.90 $154.80 $190.60 79 $124.80 $154.50 $193.70 $183.80 $239.30 $294.60 


80 $86.40 $106.80 $133.50 $128.30 $166.80 $204.90 80 $137.40 $169.90 $212.40 $198.20 $257.70 $316.70 


81 $95.20 $117.80 $146.80 $139.10 $180.60 $221.40 81 $151.50 $187.30 $233.50 $215.00 $279.10 $342.20 


82 $105.20 $129.80 $161.10 $151.00 $195.50 $238.80 82 $167.30 $206.50 $256.30 $233.40 $302.10 $369.00 


83 $116.30 $143.10 $176.70 $164.20 $211.70 $257.30 83 $185.00 $227.70 $281.00 $253.80 $327.10 $397.60 


84 $127.80 $157.10 $192.90 $177.50 $228.10 $276.00 84 $203.30 $249.90 $306.80 $274.40 $352.50 $426.50 


85 $141.20 $173.10 $211.10 $192.20 $245.70 $295.50 85 $224.60 $275.30 $335.70 $297.00 $379.80 $456.70 


86 $154.10 $190.20 $231.80 $207.50 $267.10 $321.00 86 $245.10 $302.60 $368.70 $320.60 $412.80 $496.10 


87 $166.40 $207.00 $252.20 $221.60 $287.60 $345.60 87 $264.60 $329.30 $401.10 $342.60 $444.50 $534.10 


88 $179.80 $226.00 $275.10 $237.10 $310.70 $373.10 88 $286.00 $359.40 $437.50 $366.50 $480.20 $576.60 


89 $194.20 $246.80 $300.20 $253.50 $335.60 $402.70 89 $308.90 $392.60 $477.50 $391.80 $518.70 $622.30 


90 $209.70 $269.50 $327.60 $270.20 $361.80 $433.50 90 $333.50 $428.70 $521.10 $417.60 $559.10 $670.00 


91 $223.60 $289.90 $351.50 $284.90 $385.00 $459.90 91 $355.70 $461.10 $559.00 $440.30 $595.00 $710.70 


92 $237.00 $308.20 $372.60 $298.60 $405.00 $479.60 92 $377.00 $490.20 $592.70 $461.50 $625.90 $741.30 


93 $248.10 $321.10 $386.70 $309.30 $417.30 $487.60 93 $394.60 $510.70 $615.00 $478.00 $644.90 $753.50 


94 $258.10 $330.40 $397.30 $318.80 $424.80 $492.50 94 $410.50 $525.60 $631.80 $492.60 $656.60 $761.10 


95 $265.10 $333.70 $401.20 $324.80 $429.10 $497.40 95 $421.60 $530.80 $638.20 $502.00 $663.10 $768.70 


96 $279.30 $351.70 $422.00 $339.80 $444.90 $508.70 96 $444.20 $559.40 $671.20 $525.20 $687.60 $786.10 


97 $291.10 $366.40 $440.00 $352.00 $460.50 $525.80 97 $463.00 $582.80 $699.80 $544.10 $711.70 $812.60 


98 $299.60 $376.00 $451.70 $360.70 $470.00 $536.80 98 $476.50 $598.00 $718.40 $557.40 $726.30 $829.70 


99 $308.70 $385.60 $463.50 $369.90 $479.20 $547.80 99 $490.90 $613.30 $737.20 $571.70 $740.50 $846.60 


100 $318.70 $395.20 $475.50 $379.90 $487.80 $558.40 100 $506.90 $628.60 $756.30 $587.20 $753.90 $863.00 


Rates for ages over 80 are available to active employees of participating OEBB entities only; plans are not available to family members over age 80


w/ 5% SIMPLE INFLATION w/ TOTAL HOME CARE


Without Qualified Partnership Program


EE Paid 
Rates


Without Qualified Partnership Program


w/ TOTAL HOME CARE
w/ 5% SIMPLE INFLATION


EE Paid 
Rates


































