LIFE INSURANCE COMPANY HEARTLAN DE

Medicare Supplement Administrative Office:

HEARTLAND NATIONAL _‘
T Life Insurance Company
PO Box 10812, Clearwater, FL 33757-8812

APPLICATION FOR
MEDICARE SUPPLEMENT INSURANCE

LOUISIANA

HNAPP2010LA



61 jJo | abed L102-10-10 -9A13O343 V10L0COONH

‘a|qronpap Asuabiowa |oaea) ubiaioy ajeiedas s, uejd ayj apnjoul Jou op }nq ‘g Jed pue y Med 10} sa|qi3onpap
aJedIpa\ 3y} apnjoul sasuadxa asay] -Aoijod ayjl Aq pied aq AjLeuipio pjnom jey} sasuadxa aie a|quyonpap siy} 10} sasuadxa j}ayo0d-jo
-JNO '000Z$ pP299xd sasuadxa j9yo0d-jo-3no |nun uibaq jou |Im 4 ueld ajqnonpap ybiy wouy syyauag -a|qnonpap 000z$ 1ed2A sepuajes e
pied sey auo uaje 4 ueld se s}yauaq awes ayj sAed ue|d ajqionpap ybiy siyl "4 uejd ajqionpap ybiy e pajjes uopdo ue sey osje 4 uejd,

1o} JuswAedod
05$ 031 dn pue
‘USIA 321}J0 10}
juswAedood 0z$
0} dn j3daoxa

@oueinsulod

%G/ e pred
spjouaq oiseq

%06 e pied
spjauaq oiseq

@ouUBINSUI0D

yodueinsuliod

adueinsuliod

adueilnsuiod

payoeal payoeal
Hui| J9yje Huwi| J9ye
%001 je pied %001 Je pred
0zez$ N 0v9r$ nwi
}9)00d- Jo-InQ | 38y20d-j0 -ino
Aouabiowg | Aousbiaw3g Aouabiswg Aouabiawg Kouabiawg Aouabiswg
IELCIT EY.CITR EYCITE IELCIT EY.CITR |oAe L
ublaio4 ubiaio4 ubiaio4 ubiaio4 ubiaio4 ubiaio4
(%001) (% 001)
s$S99Xg S$S99Xg
g Med g Hed
a|qionpag a|qnonpaeg
g Hed g Med
s|qionpaQg s|qnonpaQg s|qnonpaQg s|qnonpaQg a|qionpaq e|qionpaQg s|qnonpaQg s|qonpag | aiquonpaqg
V Med V Hed %0S V Hed %S. V Hed %0S V Med V Med V Med V Med V Med
aouelInsuio) | asueinsuio) aoueInsuio) aouelnsulo) | aoueinsuio) [ aoueinsuio) [ asueinsuio) | aosueinsuio)
Ayoey Ay1oey Ayoey Ayj1oey Ayproey Ayoey Ayproey Ayproey
BuisinN BuisinN BuisinN BuisinN BuisinN BuisinN BuisinN BuisinN
PalINs PalIS P3IINS %SL P3IINS %08 pPalINs P3alINS PalINS P3IINS
a3

ajueilnsuliod

aoueinsulod

g Hed 494310 %001 19430 %001 g Hed 9 Hed g Hed g Hed g Hed g Hed

SdueInsu1od %001 je pied aJeo je pied aJed %001 %001 %001 %001 %001 %001

g Med % 001 Buipnjoul | aApuaaaid pue | aAnuaaaud pue Buipnjoul Buipnjoul Buipnjoul Buipnjoul Buipnjoul Buipnjoul

Buipnjoul ‘oiseg ‘o)lseg | uonezijeydsoH | uonezieydsoH ‘oiseg ‘olseg ‘olseg ‘olseg ‘olseg ‘oiseg
N N 1 p 9 »d _ d a o) a v

92UeINSUIOD Y Jied — 921dSOH o
“1eak yoea poojq jo sjuid aauayj} jsii4{ — poojg e
‘sjuswAedod 1o adueInNsulod g Med jo uoijiod e Aed o) spainsul asinbau N pue “J ‘)Y sue|d "S92IAI9S

juanedino jeydsoy Joj sjuswAedod o (sasuadxa paroidde-aiedipa JO %02 Ajjesduab) aosueinsulod g Jed — sosuadxg |eoIpa|y e
‘pud s}ijouaq asedipa 19ye sAep |euoljippe G9¢ 10j abesanod snid asueinsulod Y Jed — uoljezijejidsoq e

:sjiyjauag oiseg

"9]es J10j 3|qejieAe 1abuo]| ou ale [ pue ‘| ‘H ‘g sue|d "3je}s JNOA ul 3|ge|ieAe aq Jou Aew sue|d awiog "a|qejieAe
«Vs» uUtld aew jsnw Auedwods Aiang -suejd juswajddns aiedipay pJepuels a9y} JO ydea ul papnjoul S}jauaq ayj} smoys jeys siyl

010Z ‘| dunr 18y 10 Uo sdje dAI1}03)}3 10} p|oS sueld Jusawajddng aiesipay jo Meyd Jyauag
N pue ‘i ‘O ‘4 ‘Q ‘v sueid Jysusg
abesano) juswajddng aiesipaly Jo aulpnQ
ANVdJINOD FONVHNSNI 3417 TVNOILVN ANV1LYVIH



40 | Bd ajey V10L0COONH

€€£80" ‘Alyuop 00052°0 :Auepenp 000G°0 :lenuuy lweg :si010E [EPON
6L1C 8/€C 0192 108°C €162 9G/.°1L 66 606°lL Zrle 1G€°C 0252 Gglee 8/G°1L 66
601°C 99¢‘e 86G°C 181°C 19G°C 8Y/L°L 86 006°L LeL'e 6£€'C 1052 €0e'C 0/G°L 86
860°C GGe'e G8G°'C €LLC 8¥G'C 6EL ) 16 068°L 0cle 12€C v61'C A YA €961 16
880°C £ve'e 2152 6G.C Ges'e LEL'L 96 188°1L oLL'e alee 28 08z‘c GGGl 96
1102 zeee 096‘c ov.L'C €25e zcl'L G6 L/8°) 660°C y0€‘e 692 892°C 81G‘lL G6
1902 0zee VAL N4 AW A 0LGC vLL)L ¥6 298°L 680°C €62C 9G¥ 16822 LPSL 6
960°C 80€C vese 8LLC 16¥C G0.'L €6 268l 8/0°C 182°C Yv'e Sve'e €eG°l €6
S0 162C zese ¥0.°C Gg8v'e 169°1L 6 €v8’lL 890°C 692c Lev'e €ece 92G‘1L 6
Geo‘e G8e'e 60G6°C 169°C 2Ly'e 689°L L6 €e8’l 1602 862C 6lv'C zeee 61G°L L6
¥20c v12'C 96¥'¢ 1192 6S¥'C 089°L 06 vz8'lL 10T ove'e 80¥'C Lez'e L1G'L 06
102 292'C ¥8v°c €99°C VA4 4 2.9 68 vi8°lL 9¢0°C vee'e 96€°C 1022 ¥0G‘L 68
¥00°C 0S¢ LLv'e 059°C vev'e €99°L 88 G08°L Geo'‘e €ez'e ¥8€°C 061°C 961°1L 88
G66°lL 6€2C 8G¥'C 1€9°C zev'e GGo'l /8 G6.°1L GL0C ziee €€C 08lLc 687°L /8
196 s0¢'e 0cy'e 109°C 18€C €v9‘lL 98 29.°L G86°lL 9/1c 6€€C avLe 8.1 98
G26'l L1 28€'C €95°C 6v€'C €€9°l S8 LeL') GG6°l evL'e 50€‘c ZLe 691°lL S8
688°lL 1€1°C vvee Ges'e L1eC 229l 78 669°L ¥26°L 60LC 1222 8.0C 65l 78
€G8°1L 012 920€C 18T €12C L19°L €8 199°L €68°1L G10C 8€2'C 0‘c 0sv'L €8
L18°1L 0402 892'c (444 vee'e 109l 28 9€9’lL €98°) 1¥0°C v0Z'C 1102 vyl 28
8..1°1L €€0C 9ce'e 80¥'C 06lc ¥8G°1L 18 €09°L 828‘lL ¥00°C 1912 046°L €'l 18
ov.'L G66°L €81°C ¥9¢€°C 44 19G°1L 08 89G°1L v6.°1L G96‘lL 821LC 2¢e6'lL 60v°L 08
20.'1L 1G6°L 6elC Lee'e 90l‘e 0SG‘L 6. €es’l 09/.°L 926°lL 680°C ¥68°L ¥6€°lL 6.
¥99°L 6161 960°C 8.2°C €90°C €€G°l 8. 861°L L2l 1881 0S0°C 968°lL 6.€°1 8.
929°lL 188°L €502 vee'e 120°C 9161 LL Yov'L €69°1L 818°lL 1102 818°lL ¥9€‘L LL
€8G°1L LE8L 000‘c €81°C 196°1L Gy’ 9L 9zv'lL 1G9°L 008‘lL 196°L VL2 9ee’l 9/
6€G°L ¥8.L°L ov6‘lL 62lC Gl6'lL vl S/ Gge'l 109°1L A €16°L €cL'l 80€°L S.
vev'lL 9e/l‘l 268°L G.0C 298°lL el v Sve'l ¥9G°1L €0.°1L 998°1L 9/9°1 1821 122
0sv'L 689°L 8¢8‘lL 1202 608°lL €6€°lL €L Gog‘lL Lesl GGo'lL 818°lL 829°lL €62°1L €L
90¥‘L L1791 G8.'l 196°L 9G/.°1L 29¢g’L ¢l Goc'lL L1V) 909°L V22 18G°L 9zl ¢l
GGe'l G8S‘lL €cl'lL ¥06°1L G69°L 0ze‘lL L. zee’) Ger'l 0SS°1L €LL) Ges'lL G8lL°lL L.
20¢€‘lL 125°1L 099°L 8l €e9’l 9/2°1L 0L L21°1 €€l €6yl 1G9°1L 697°1L oLl 0L
8G2'L 6971 16G°1L 6121 046°1L Lee'L 69 €elL’l Lze'l oev'lL 109} eyl L0L°) 69
60C°L Lyl €eg°l yAYN 80G°L /81°1 89 680°L 69¢°1 6.€°1 GGl LG€°L 8901 89
1oL €Ge°l 0L¥'L GGo'l o'l vl .9 y0°L 812l zce’l 687°L L0g‘L 620°L /9
60L°1L 162‘L cor’lL 88G°| 6.€°L €60°L 99 866 29L°L 29Z’L 62v'l Lye'L 786 99
8G0°L 62zl Gee'l LesL €Le’l vr0°L <9 €G6 9011 rAVAL 69€L z8Ll 016 g9
8G6°1L v12°C 6972 €182 (Y444 2€6°L ¥9-0 29.°1 G102 €22°C 2e5°C 9812 6SL°L ¥9-0
N ue|d Nueld ©Sueld 4ueld gqueld Vvued aby N ue|d Nueld ©Sueld 4ueid gqueld Vvued aby
13s) 099eqo] pauleny 13S) 009eqO]-UON pauleny

02-00. }daoxa sdiz ||y :s9po0d diz ul asn 104
TAVNNNY - s9jey JTVIN sue|d piepuels YNVISINOT

gz¢$ @94 Aoljod awi-2uQ ANVJINOOD FONVANSNI 3417 TYNOILVN ANV 1LEVIH 0102-10-Z} 2ARd8H3



¥ 40 Z Bd erey VI10L0ZOONH
££€80" ‘Alyuo 000620 :Apeuenp 000G°0 -lenuuy lweg :s.i0j0e [BPON
109°C 616C yoz'c VAN A 8G1°¢c GGle 66 Ve 829°C G88°C 260°c 182 9¢6°lL 66
88G°C $06°C 881‘¢c ozy'e evl'e Svle 86 2e€e GL9C 1182 120°€ 128C 126°1 86
G.GC 068°C gLl'e eov'e lzl'e GeL'e 16 0zeC 209'c 968°C 190°¢ AR 816l 16
296°C 9/8C 1G1°€ 98¢ rANR> 1A% 96 80€°C 685C Zv8e 910‘c 86.°C 606°L 96
6152 298¢ AR 0/€°c 960°¢ viLe G6 1622 9/5c 828°C 0€0‘c ¥8.C 006°L G6
9€G°C Lv8°C ozle €6e'e 180 €01LC ¥6 G82'C €96°C v18°C viLo'e 02T 168°L ¥6
€26°C £€€8C oLl 9ee‘e G90‘¢c €60 €6 €122 1662 66.C 666°C GGlC z88°L €6
0162 618C G60°C 6lee 610°C €80 6 292°C 8€6C G8.°C £€86°C Lr.1C €/8°1L 6
16¥°C G08c 6.0°¢€ FAV[OR ¥€0°€c 2.0C L6 0s2C Ges'e 111°C 696°C 1212 798°L L6
¥8v'C 06.°C ¥90°¢ G8z'c 8L0°¢ 290°C 06 8€2'C AR 1S1°C GG6'C viLe GG8'l 06
LIY'C 9/1C 810°¢C 692°c €00°¢ 2s0°C 68 1222 667 AN LY6°C 1022 918‘L 68
0912 29L'c €e0’e zse'e 186°C L¥0'C 88 GLze 98Y'¢ 8¢.LC 926 889°C 9e8‘lL 88
8¥v'C 8v.C 110 9e2'e €162 1€0°C /8 €02'C (A4 GLLC 2l6'c G19C 128°1L /8
L0¥°C 90.C 062 z6lc 626°C 1102 98 €912 9ev'e 1192 128°C €€9°C 18l 98
€9€°C G99°C ¥26°C Svl'e z88°C 700 S8 veL'e 66€'C 0€9°C 628'c 266°C €08‘lL S8
6l€C €29°C 118C 660°€ 9€8°C 166°L ¥8 G80°C 19gec 88G°C 88/.°C LGS 16l ¥8
V122 285°C 0€8°C 2s0°e 68.°C 8/6°L €8 90 ¥2e'e 152 ov.L'C 60G6°C 6..°1 €8
0e2'e ovs‘e ¥8.°C S00‘c AN Go6‘lL Z8 800°C 98¢'c G0G‘C S0.C 89¥°¢ 89/°L 4]
281C Sev'e 2ele GG6°C 889°C vi6'l 18 196°1L £€ve'e 09v‘c 659 8L¥'e yAZA} 18
9¢1C 8v'e 619C 206°'C 9€9°C €26°lL 08 Ge6'l z0z'e AN &4 1192 2.l€C 6.l 08
680°C Lov'e 9292 618 ¥8G6°C €06°lL 6. z88‘lL 0912 ¥9€°C €96 Gee'e LLL'L 6.
o' GGe'e €.6°C G6.°C A% A z88°lL 8. 6€8°l 6LLC 91€C 916°C 8.2°C €691 8.
966°1L 80€C 616°C Zrl'e 182 198°L L 96.°1L 1202 892°C 89¥'C ASAA v19°L LL
€V6°lL VA cArd GGY'C 619 Yiv'e 228l 9/ 0S.°L 920‘c oLze 10¥'C €lle 6€9°l 9L
888°L 681°C 68€°C €19°C 0S€°C G8.°L S/ 00.°} €161 0S1°C 81E'C GLL'z 909°) 7
e8°1L LEL'C 2cee 1vS°C G8Z'C yAZM" V. 1G9°L 616°L 0602 0622 1502 2.G°) v
61.°1 2.0C 9622 18Y°C 022C 60.°L €L 209°L 908°lL 102 zeee 866°1L 8¢G°lL €L
Gel') 102 061°C viv'e GG1C 2.9 ¢l €GG°1L €18l 116°L €12 ov6'lL G0oS‘lL ¢l
€99°1L Sv6'lL GLLC 1€€C 080°C 029°lL L. 667°1L 8.l €06°lL AV 4 1181 vyl L.
€09°L v/8°L 1€0C 09z‘c ¥00°C 906°1L 0L Sy’ G89‘lL €e8’l €e0C €08‘lL 90v‘L 0L
142" €08l 096°L ¥81°C 126°L LGl 69 L6g’l 129°) €9/°1 G96°| veL'l 8G¢e‘l 69
8vL LeLL 288l L01°C 168l LSP°L 89 oge’l 8GG°L €69l 968°1 G99°l oLE'L 89
vev'lL 099°L ¥08°L L€0°C V1L zov'L 19 rATAN eyl €29’ 128°L 16G°1L 29z’ 9
Log‘L ¥8G°L Lzl 6v6°l €69°L zve'l 99 Gee'l ozl 6¥S°'l €6 €2s’l 80Z°I 99
6621 60G°L 8€9°L 998°L L19°L z8c’lL g9 691°L LS€°L GVl 089°L 0Sv'lL €GL°L 59
€0V’ 06.°C 0€0°¢ €SY'e 186°C 2lEC ¥9-0 €912 0152 82.C 801°¢C €892 SeL'e ¥9-0
N ue|d Nueld o9Sueld 4ueld gqueld Vvued aby N ue|d Nueld oSueld 4ueld gqueld Vvued aby
13s) 029eqo] pauleny 13S) 029eqO]-UON pauleny

GZ$ 994 Aoljod swil-suQ

$0.-00., -S9pPOD Q_N ul @asn 104
TTVNNNY - S9jey JTVIN suel|d plepuels VYNVISINOT

ANVJINOD FONVANSNI 3417 TYNOILVN ANV 1LY VIH

0102-10-C1 @AOd4g



¥ 4o € bd ajey V10L0COONH

£€€80 AIJUON 00052°0 :AlepenD 000G°0 :[Bnuuy 1wes 's.10}0€ 4 [2POyN
€¥8°L /90T  69Z¢  veve  vece  8LSL 66 099t 298t  ¢v0e  L6LT  L0T  ZlEL 66
€€8'L 90T 8T  TT¥T €T LTSl 86 Z99'L  TS8'L  Ze0'T  I8L'T 00T S9E'L 86
ye8'l  Sv0T 9T Live  2lZT  €G 16 €9l €¥8'L  120T 01T Z66L  6GE'L 16
y18L  GE0'T  ¥ETT  66ET  Z0ZT 90§l 96 Ge9'L  €e8't  Ll0T  09L'T  Z86L  €SE'L 96
S08°h  ¥20T  €2TT  88ET  IBLT 86Kl s6 9z9°'L  ¥Z8L  100T  6VLT  €L6'L  OvE‘L 56
66V vI0T  TZT  9I£T  I8LT L6Vl ¥6 8L9°h  ¥I8L  Z66'L  BELT €96l OvE'l v6
/8y ¥00T 20T ¥9ET  OLLT  vBKL €6 609t S08'L  Z86'L  8ZLT  ¥S6L  bEEL €6
8L G66'L  L6L'T  €SE€T  09L'T  OLFl 26 09'L  SBLL €6V LLLT  vE'L LZE) 26
0/ G86'L 18T  L¥ET  6FLT 697 16 zeGL /8L €96°L  L0L'T  SE6L  LZEl 16
192V 96t 0LL'T  0E€T  8EL'T 29Vl 06 ¥8SL 8L ¥S6'L  960T  SZ6L  GLEL 06
€60 996°L  09L'T  8LET  8ZLT  ¥SHL 68 LSV 0LLL wEEL 980T 9L6'L  8OE'L 68
GpiL LGV 6¥LT Q08T LLLT LYl 88 69GL  19L'L  Ge6L  G/0C  906'L  2OE'L 88
9€l'L  I¥6L  8EL'T ST  LOLT  BEVL /8 29s'L  €SLL SZ6'L 90T /68°L  96T'L /8
¥0LL  0Z6'L  SOL'T 19T SL0T  lEFL 98 €€GL [TV ¥es'L  9e0T  L98L  [8T'L 98
y/9'L 068t  2.0T  82ZT  THOT  lev'l a8 90GL  00L'L  S98L  900C  [€8L  6.Z° G8
€9l 198k  6€0T  GBL'ZT  0L0T  ZTiYl 78 8L¥'L  vL9'L  Ge8L L6k 808 0.2 78
€19°h  1€8'L  900T  €9L'T  LL6L  ZO¥L €8 ISPL LP9'L 908V 6L 8LLL 29T €8
786t TO8'L  ¥i6'L  OELT w6l €6EL 28 €r'L 129t 9LLL 8L 6Ll €STL z8
0G'L  89LL  8E6L  2Z60C  906L  8LEL 18 zeel  L6S'L  TwlL 688t LWLV el 18
9lG'L  GELL  006'L  §S0T 698t €9€'L 08 Z9EL  T9SL  60LL  1S8L €89l 8ZTL 08
€8v'L  TOLL  T98L  8L0T  TE8L  6KEL 6L €EEL  TES'L  SL9L  LI8L 6Vl bIZL 6.
6vv'L  0.9'h  ¥Z8L 186k  SBLL  EE' 8. €0€L  €0S'L K9V ¥8LL  9L9L 10T 8.
SLY'L  L€9°L 981 ¥WE'L  8SLL  BLEL L1 viZL €L L09°L 0S4V Z8SL  /8LL L1
GLEL  16GL  8ELL  868°L  ¥LLL  06CL 9. oVe'L  LEFL 99§t OMSL OFSL  bOLL 9.
J€€L ¥SS'L  TE9L  1G8'L 99  ¥9T' sz S0z'L 668l ¥TSL  L99'L 86Kl 6Ell G2
662 TLSL  G¥9'L  S08'L 129l 8ETL 1z 0ZLL  L9EL  Z8¥L STl ISl SLLL 1z
9ZL  0LFL B6S'L  8SLL wISL  LiZ €L GeEL'L  €zeL  BEFL €8Sl 9L 160l €L
€eg'L  sZv'L  TesL  ThL'L 8zsL 68l 2L 00LL  G82Z'L  L6EL  L¥S'L  GLEL  190°) (4]
8/LL  9EL 86Kl 689l €KL 9vlL L 190°L  WZL 0SE'L  0BY'L  9ZE'L  EO'L L
9ELL  9ZEL  FRFL  09'L  BLFL 8OLL 0z €20°h  G6L'L  00E'L  LpFL  8ZL 666 0L
¥60'L 1.2V 68EL  6YS'L  S9EL 0.0 69 586 0GLL  0SZ'L  €6€L 6221  ¥96 69
260V 2TV wEEL YL TLEL  2E0' 89 L6 SOL'L  L0Z'L wKE'L  u8L'L 626 89
0LO'L L1V BTV BEFL  8STL  ¥66 19 606 6G0°L LS. 96ZL  ZELL  v68 19
596 €2l 0zZ'L  I8EL  00Z'h 156 99 698 L1k 860°L  €¥Zl  080°L 948 99
126 690°L  ZOL'L  €ZE€'L  EvL'L 806 59 628 296 S¥0L  L6L'L 620 418 G9
€04V [J6L  6VLT  8W¥T  wIL'T  089') ¥9-0 | €S 644°L  GE6'L  ¥0ZT €06k ZISL ¥9-0
NUeld WUBld OuUeld Jueld Queld Vued by | [Nueld Wueld Sueld Jueld Queld v ueld aby
19S) 02960 pauleny 19S) 022e(0]-UON pauleny

702-00Z }daoxa sdiz ||y :s9po9d diz uj asn 104
TVNNNY - S9jey JTVINT L sue|d plepuels YNVISINOT

gz¢$ @94 Aoljod awi-2uQ ANVJINOOD FONVANSNI 3417 TYNOILVN ANV 1LEVIH 0102-10-Z} 2ARd8H3



¥ Jo ¢ Bd ejey V10L0¢OONH

£€€80 AIJUON 000SZ°0 ‘AuenenD 000G°0 :[BNuuY 1wes 's.10}0€ 4 [2POlN
?9¢T  9€ST  S8LT  I86cC  cwlT SIS 66 1€0T 98T  90ST  689C  89¥CT  ¥8Y'L 66
0sgz  €eST  LLLT  €L6T  8TLT 998l 86 [20T €T we¥'T  9.9T  9S¥T  9L9'L 86
8eTT  O0LST  LSLT 66T SLLT  LS8L 16 110 29ZT  l8¥'T  €99C  w¥T  899° 16
lzes  lev'T  TwlT  S¥6T  T0LT  8veL 96 9007  0S2T 89T  089T  €E¥T  099'L 96
Glz'z  ¥8¥'z  8TLT  0€6T  689T  6ESL S6 966°'L  8€TT  9S¥'T  LE9T  lT¥T 289l s6
€0z'z  L¥T  GLLT 96T 9/9T 088l 76 986V lZZT  ¥w¥T  ¥29CT  60¥'T  GY9'lL 76
€6l 09T  T0LT  TO6T  €99T  1Z8'L €6 G/6°h  GlZT  eev'T  Ll9T  86ET  LE9'L €6
Z8L'T  8¥¥T  689T /88T  0S9T  TI8L 26 G96°L  €0ZT  lZ¥'T 86T  98€T  6T9'L 26
¢il'z  9ev'T 99T €18T  L€£9T €08 16 ¥G6'L  €6L'T  60VZ  98GC  wiET 129l 16
Z9L'T  Gev'T  €99T  698T 29T vBLL 06 py6L  Z8L'T  86ET  €/ST  €9ET  ¥I9L 06
ISLT €T 0S9T Y8BT LL9T  G8L 68 Ge6'L  TLl'T 98T 09T  lSET  909°L 68
W'z l0v'Z €97 0€8C  86ST 9L 88 9z6'L  29L'T  wiET  L¥ST  BEET  86G' 88
lEL'T 06T ¥Z9T  918T  98GT  99L' /8 J16L  LGL'T  €9€T  ¥EST  8ZET  06G'L /8
260T  99€T  €8ST  SLLT  I¥ST  9SLL 98 Z88L  6LL'T  SzET  e6YT  L6ZT  08S'L 98
¥S0Z  0Z€T  €¥S'T  SELT  90ST  wwLL s8 8¥8'L 180T 68T  C9¥T  SSTT  69S'L 68
110 ¥8ZT  €0ST  ¥69T  99¥'T  €eLl 78 yI8'L  ¥S0'T  TSeT  9Zv'T  6LTT  6SS'L 78
66°v  l¥ZT  TO¥T  ¥S9T  9T¥T  1TlL €8 182t 2Z0T  9lZT  06ET  Z8LT  6YS'l €8
We'L LT ZZrT  vl9T 988'T  60L'L 28 Ly 686°L  08LT  ¥SET  9rlT  8ESL z8
€06'L  0LL'T  8lET  L9GC  BEET  L6Y'L 18 801  €S6'L  8ELT  €l€T 01T 2§l 18
198t 6TL'T  ZEET  2ZST  ¥BTT  €L9') 08 2/9 L6, 160T  TiZT  990T [0Sl 08
0z8L  680°T  S8CT  L¥T  6WCT SS9l 6L 9€9°'L  088°h  §S0'T  0€LT  ¥2OT 06Kl 6L
8. 6Y0'T  8ETT  LEYT  €0ZT  L€9') 8. 666 v¥8'L  ¥L0T  68L'T €86 VLY 8.
J€1y  600T  T6L'T 98T 8SLT  6LYL 1L €9G°L  808L  €6'L  IpLT W6l LSHL L1
[89°h  096°h  €€L'T  6ZET  €0L'T  ¥BSL 9L TSt ¥9LL TTe'L  860T 068t 8THL 9.
P9l 806'L 90T 22T 9¥0T LGS Y] 67V LLLL 081 9¥0T  6E8L  86E'L SL
¥6G‘L  998°h  6L0T  §lZT 686l 6LSL v/ 9ev'L  19°h  8L8L  G66'L 881  69EL 1z
L¥SL ¥08L  T96'L  8SLT  TE6L  [8FL €L €6€L  ¥29'L  99LL €6l 8ELL  BEEL €L
0S'L 2SLL S06°L  LOVZT S8V vSY'l 4] 0S€'L L8V SLLL L68'L  [89L  60E'L 4]
o¥'L  689°h  6€8L 90T  808'L 90Kl L Z0gl  €2§L  999°L  6Z8L 829l 69Tl L
yeE’L  829°h  TLLL 696°L  TwLL 09l 0L 9gz‘L  L9¥'L  G6SL  69LL 89St 9TTL 0L
eVEL  L9G'L  ¥OLL L0B'L 99 €LEl 69 60Z'L  Li¥'L ¥ESL  60LL  60SL €8l 69
l62L 90§k L€9L  ¥E8'L 0L 99Z' 89 €9LL  9GE'L  wFL  0§9'L  6FFL  OvLlL 89
6L GWFL 69SL 994 wKSL 02Tl 19 9LL'L  00EL  ELFL 0BGt 6BEL  860°L 19
G8L'L 8L 86YL  G69'L  EL¥L 191 99 190°L  0vZ'L  8¥EL 92§’k 9ZEL  0S0°L 99
0eLL  ZLEL  9T¥L  ¥e9L  ZO¥'L L 59 Z10°L i8L'L €8T 29Y'L 29T €00°L 59
0607 92¥v'z /9T _ ¥00'C  G6ST  290T ¥9-0 | 288  ¥8L'Z  ¥iET  G0LT  geeT  968'L ¥9-0
NUBld INUBld ©Oueld Jueld Queld v ued by | [Nueld Wueld 9ueld dJueld Queld Vued aby
13s) 099eq0] paulepny 13S) 022960 ]-UON paulepny

$0.-00., -S9pPOD Q_N ul @asn 104
TVNNNY - sdjey JTVINTI4 suel|d plepuels VYNVISINOT

Gz¢$ @94 Aoljog awi-auQ ANVJINOD FONVANSNI 3417 TYNOILVN ANV 1LY VIH 010210~} 2ABd9H3



PREMIUM INFORMATION
Heartland National Life Insurance Company may change your premium if a new table of rates is
applicable to the policy. The change in the table of rates will apply to all covered persons in the same
class. Class is defined as attained age, sex, underwriting class, state and zip code of residence.

Premiums are based on your attained age and will change on Your Policy Anniversary Date.

DISCLOSURES
Use this outline to compare benefits and premiums among policies.

This outline shows benefits and premiums of Policies sold for effective dates on or after June 1,
2010. Policies sold for effective dates prior to June 1, 2010 have different benefits and
premiums. Plans E, H, |, and J are no longer available for sale.

READ YOUR POLICY VERY CAREFULLY
This is only an outline describing your policy’s most important features. The policy is your insurance
contract. You must read the policy itself to understand all of the rights and duties of both you and
Heartland National Life Insurance Company.

RIGHT TO RETURN POLICY
If you find that you are not satisfied with your policy, you may return it to: Heartland National Life
Insurance Company, Medicare Supplement Administration, P.O. Box 10814, Clearwater, Florida 33757-
8814. If you send the policy back to us within 30 days after you receive it, we will treat the policy as if it
had never been issued and return all of your payments.

POLICY REPLACEMENT
If you are replacing another health insurance policy, do NOT cancel it until you have actually received
your new policy and are sure you want to keep it.

NOTICE
This policy may not fully cover all of your medical costs. Neither Heartland National Life Insurance
Company nor its agents are connected with Medicare. This outline of coverage does not give all the
details of Medicare coverage. Contact your local Social Security Office or consult Medicare and You for
more details.

COMPLETE ANSWERS ARE VERY IMPORTANT
When you fill out the application for the new policy, be sure to answer truthfully and completely all
questions about your medical and health history. Heartland National Life Insurance Company may
cancel your policy and refuse to pay any claims if you leave out or falsify important medical information.

Review the application carefully before you sign it. Be certain that all information has been
properly recorded.

Please refer to your policy for details.
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PLAN A

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies

First 60 days

61° thru 90" day
91% day and after:
— While using 60 lifetime
reserve days
— Once lifetime reserve days
are used:
—Additional 365 days

— Beyond the additional 365
days

All but $1132

All but $283 a day

All but $566 a day

$0

$0

$0
$283 a day

$566 a day
100% of Medicare

eligible expenses

$0

$1132 (Part A
deductible)
$0

$0

$0**

All costs

SKILLED NURSING FACILITY
CARE*

You must meet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital

First 20 days

21% thru 100" day

101° day and after

All approved amounts
All but $141.50 a day
$0

$0
$0
$0

$0
Up to $141.50 a day
All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

You must meet Medicare’s
requirements, including a doctor’s
certification of terminal illness.

All but very limited co-
payment/ coinsurance
for out-patient drugs
and inpatient respite
care

Medicare
copayment/coinsurance

$0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to 365 days as provided in the
policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on
any difference between its billed charges and the amount Medicare would have paid.

HNOC2010LA
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PLAN A

MEDICARE (PART B) - MEDICAL SERVICES — PER CALENDAR YEAR

*Once you have been billed $162 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE
PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0 $0

Generally 80%

Generally 20%

$162 (Part B deductible)

$0

PART B EXCESS CHARGES
(Above Medicare Approved
Amounts)

$0 $0

All costs

BLOOD

First 3 pints

Next $162 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

$0 All costs

$0 $0

80% 20%

$0
$162 (Part B deductible)

$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100% $0

$0

PARTS A &B

SERVICES

MEDICARE
PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100% $0

$0 $0

80%

20%

$0

$162 (Part B deductible)

$0

HNOC2010LA
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PLAND
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and board,

general nursing and

miscellaneous services and

supplies

First 60 days

61 thru 90" day

91% day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve
days are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1132
All but $283 a day

All but $566 a day

$0

$0

$1132 (Part A deductible)
$283 a day

$566 a day
100% of Medicare eligible

expenses

$0

$0
$0

$0

$O**

All costs

SKILLED NURSING
FACILITY CARE*

You must meet Medicare’s
requirements, including
having been in a hospital for
at least 3 days and entered a
Medicare-approved facility
within 30 days after leaving
the hospital

First 20 days

21% thru 100" day

101°% day and after

All approved amounts
All but $141.50 a day
$0

$0
Up to $141.50 a day
$0

$0
$0

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

You must meet Medicare’s
requirements, including a
doctor’s certification of
terminal illness.

All but very limited co-
payment/ coinsurance
for out-patient drugs
and inpatient respite
care

Medicare
co-payment/coinsurance

$0

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to 365 days as provided in the
policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on

any difference between its billed charges and the amount Medicare would have paid.

HNOC2010LA
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PLAND

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $162 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0

Generally 80%

$0

Generally 20%

$162 (Part B deductible)

$0

PART B EXCESS CHARGES
(Above Medicare Approved

Amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $162 of Medicare Approved

Amounts* $0 $0 $162 (Part B deductible)

Remainder of Medicare Approved

Amounts 80% 20% $0

CLINICAL LABORATORY

SERVICES - TESTS FOR

DIAGNOSTIC SERVICES 100% $0 $0

(continued)
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PLAND
PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$0
20%

$0

$162 (Part B deductible)

$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime
maximum benefit of
$50,000.

$250

20% and amounts over
the $50,000 lifetime
maximum.

HNOC2010LA
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PLAN F

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and

board, general nursing and

miscellaneous services

and supplies

First 60 days

61 thru 90" day

91% day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve
days are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1132
All but $283 a day

All but $566 a day

$0

$0

$1132 (Part A deductible)
$283 a day

$566 a day
100% of Medicare eligible

expenses

$0

$0
$0

$0

$0**

All costs

SKILLED NURSING
FACILITY CARE*

You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-
approved facility within 30
days after leaving the
hospital

First 20 days

21% thru 100" day

101 day and after

All approved amounts
All but $141.50 a day
$0

$0
Up to $141.50 a day
$0

$0
$0

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

You must meet Medicare’s
requirements, including a
doctor’s certification of
terminal illness.

All but very limited co-
payment/ coinsurance for
out-patient drugs and
inpatient respite care

Medicare
co-payment/coinsurance

$0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to 365 days as provided in the
policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on

any difference between its billed charges and the amount Medicare would have paid.
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PLAN F

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $162 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0 $162 (Part B deductible)

Generally 80% Generally 20%

$0
$0

PART B EXCESS CHARGES
(Above Medicare Approved
Amounts)

$0 100%

$0

BLOOD

First 3 pints

Next $162 of Medicare
Approved amounts®
Remainder of Medicare
Approved amounts

$0 All costs
$0 $162 (Part B deductible)

80% 20%

$0
$0
$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100% $0

$0

HNOC2010LA
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PLAN F

PARTSA&B

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies 100% $0 $0

— Durable medical equipment
First $162 of Medicare

Approved Amounts* $0 $162 (Part B deductible) | $0
Remainder of Medicare
Approved Amounts 80% 20% $0

OTHER SERVICES - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL — NOT
COVERED BY MEDICARE
Medically necessary
emergency care services
beginning during the first 60
days of each trip outside the

USA

First $250 each calendar year | $0 $0 $250

Remainder of charges $0 80% to a lifetime 20% and amounts
maximum benefit of over the $50,000
$50,000 lifetime maximum
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PLAN G

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and board,

general nursing and

miscellaneous services and

supplies

First 60 days

61° thru 90" day

91° day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve days
are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1132
All but $283 a day

All but $566 a day

$0

$0

$1132 (Part A deductible)
$283 a day

$566 a day
100% of Medicare eligible

expenses

$0

$0
$0

$0

$O**

All costs

SKILLED NURSING
FACILITY CARE*

You must meet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30
days after leaving the hospital
First 20 days

21% thru 100" day

101 day and after

All approved amounts
All but $141.50 a day
$0

$0
Up to $141.50 a day
$0

$0
$0

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

You must meet Medicare’s
requirements, including a
doctor’s certification of
terminal illness.

All but very limited co-
payment/ coinsurance
for out-patient drugs
and inpatient respite
care

Medicare
co-payment/coinsurance

$0

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to 365 days as provided in the
policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on

any difference between its billed charges and the amount Medicare would have paid.
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PLAN G

MEDICARE (PART B) - MEDICAL SERVICES-PER - CALENDAR YEAR

*Once you have been billed $162 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,
First $162 of Medicare
Approved Amounts*
Remainder of Medicare

$0

$0

$162 (Part B deductible)

Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES
(Above Medicare Approved
Amounts) $0 100% $0
BLOOD
First 3 pints $0 All costs $0
Next $162 of Medicare
Approved Amounts* $0 $0 $162 (Part B deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0
(continued)
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PLAN G
PARTSA &B

SERVICES

MEDICARE PAYS PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100% $0

$0 $0

80% 20%

$0

$162 (Part B deductible)

$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS PLAN PAYS

YOU PAY

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary
emergency care services
beginning during the first 60
days of each trip outside the
USA

First $250 each calendar year

Remainder of Charges

$0 $0

$0 80% to a lifetime
maximum benéefit of
$50,000.

$250

20% and amounts over the
$50,000 lifetime maximum

HNOC2010LA

Effective: 01-01-2011
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PLAN M
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies

First 60 days All but $1132 $566 (50% of Part A $566 (50% of Part A
deductible) deductible)

61° thru 90" day All but $283 a day $283 a day $0
91% day and after:
— While using 60 lifetime

reserve days All but $566 a day $566 a day $0
— Once lifetime reserve

days are used:

— Additional 365 days $0 100% of Medicare eligible | $0**
expenses
— Beyond the additional
365 days $0 $0 All costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital for
at least 3 days and entered a
Medicare-approved facility
within 30 days after leaving
the hospital
First 20 days All approved amounts | $0 $0
21 thru 100" day All but $141.50 aday | Up to $141.50 a day $0
101° day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s All but very I!mlted co- .
. . . payment/ coinsurance | Medicare

requirements, including a $0

doctor’s certification of
terminal illness.

for out-patient drugs
and inpatient respite
care

co-payment/coinsurance

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to 365 days as provided in the
policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on

any difference between its billed charges and the amount Medicare would have paid.
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PLAN M

MEDICARE (PART B) - MEDICAL SERVICES — PER CALENDAR YEAR

*Once you have been billed $162 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0 $0

Generally 80%

Generally 20%

$162 (Part B deductible)

$0

PART B EXCESS CHARGES
(Above Medicare Approved

Amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $162 of Medicare Approved

Amounts* $0 $0 $162 (Part B deductible)
Remainder of Medicare Approved

Amounts 80% 20% $0

CLINICAL LABORATORY

SERVICES - TESTS FOR

DIAGNOSTIC SERVICES 100% $0 $0

HNOC2010LA
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PLAN M
PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$0

20%

$0

$162 (Part B deductible)

$0

OTHER BENEFITS — NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime
maximum benefit of
$50,000.

$250

20% and amounts over
the $50,000 lifetime
maximum.

HNOC2010LA

Effective: 01-01-2011
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PLAN N
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and board,

general nursing and

miscellaneous services and

supplies

First 60 days

61° thru 90" day

91° day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve
days are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1132
All but $283 a day

All but $566 a day

$0

$0

$1132 (Part A deductible)
$283 a day

$566 a day
100% of Medicare eligible

expenses

$0

$0
$0

$0

$0**

All costs

SKILLED NURSING
FACILITY CARE*

You must meet Medicare’s
requirements, including
having been in a hospital for
at least 3 days and entered a
Medicare-approved facility
within 30 days after leaving
the hospital

First 20 days

21% thru 100" day

101°% day and after

All approved amounts
All but $141.50 a day
$0

$0
Up to $141.50 a day
$0

$0
$0

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

You must meet Medicare’s
requirements, including a
doctor’s certification of
terminal illness.

All but very limited co-
payment/ coinsurance
for out-patient drugs
and inpatient respite
care

Medicare
co-payment/coinsurance

$0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to 365 days as provided in the
policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on

any difference between its billed charges and the amount Medicare would have paid.

HNOC2010LA
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PLAN N

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $162 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,

First $162 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

$0

Generally 80%

$0

Balance, other than up
to $20 per office visit
and up to $50 per
emergency visit. The
co-payment of up to
$50 is waived if the
insured is admitted to
any hospital and the
emergency visit is
covered as a
Medicare Part A

$162 (Part B deductible)

Up to $20 per office visit
and up to $50 per
emergency visit. The co-
payment of up to $50 is
waived if the insured is
admitted to any hospital
and the emergency visit
is covered as a Medicare
Part A expense.

expense.

PART B EXCESS CHARGES

(Above Medicare Approved

Amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $162 of Medicare Approved

Amounts* $0 $0 $162 (Part B deductible)

Remainder of Medicare Approved

Amounts 80% 20% $0

CLINICAL LABORATORY

SERVICES - TESTS FOR

DIAGNOSTIC SERVICES 100% $0 $0

(continued)
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PLAN N
PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $162 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$0
20%

$0

$162 (Part B deductible)

$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime
maximum benefit of
$50,000.

$250

20% and amounts over
the $50,000 lifetime
maximum.

HNOC2010LA
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HEARTLAND NATIONAL LIFE INSURANCE COMPANY
Home Office: Indianapolis, Indiana 46280
Medicare Supplement Administrative Office: PO Box 10812, Clearwater, FL 33757-8812

APPLICATION FOR MEDICARE SUPPLEMENT INSURANCE

Application #:
Applicant (Exactly as shown on your Medicare ID Card) Residence Address:
Last Street
First MI City
Indicate the Medicare Supplement Plan Applied for: State Zip Code
Plan: Phone: ( ) -

SOCIAL SECURITY NUMBER MEDICARE CLAIM NUMBER

AGE DATE OF BIRTH GENDER HEIGHT WEIGHT
Month Day Year [ Male f .
[ ] Female t n —bs
PREMIUM PAYMENT

Modal Premium: $ Policy Fee: $
Total Submitted Premium: $ Requested Effective Date:

or [_] Draft Initial Premium

PLEASE SELECT THE METHOD OF PAYMENT YOU WANT
] Annual ] Semiannual [ ] Quarterly ] Monthly Bank Draft

[] Checking

[] I authorize Bank Draft payments.  Account Type: Amount to be drafted: $

[] Savings

Select Bank Draft Day: (Cannot be more

Bank Routing # (9 digits): Bank Account # (do not include check #): than 10 days beyond effective day)

Bank Name:

Name(s) of Depositor(s):

Signature of Depositor: Date:

Please include a voided check on a separate sheet of paper.

HNAPP2010LA HEARTLAND NATIONAL LIFE INSURANCE COMPANY Page 1 of 7
Return to Company.




PLEASE ANSWER ALL ELIGIBILITY QUESTIONS

1. Are you covered under Medicare Part A? Yes [ | No[]
If YES, what is your Part A effective date? / /
If NO, what is your eligibility date? / /

2. Are you covered under Medicare Part B? Yes [ | No[]
If YES, what is your Part B effective date? / /
If NO, what is your eligibility date? / /

3. Are you applying during a guaranteed issue period? (If YES please attach proof of
eligibility). Yes [ | No[]

MEDICARE & INSURANCE INFORMATION (MUST BE COMPLETED)

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you
were eligible for guaranteed issue of a Medicare Supplement policy, or that you had certain rights to buy such a
policy you may be guaranteed acceptance in one or more of our Medicare Supplement plans. Please include a copy
of the notice from your prior insurer with our application. PLEASE ANSWER ALL QUESTIONS. Please Mark Yes or
No with an “X”.

To the best of your knowledge:

1. Did you turn age 65 in the last six months? [ 1Yes []No

2. Did you enroll in Medicare Part B in the last six months? [ 1Yes []No
If “Yes”, what is the effective date? / /

3. Are you covered for medical assistance through the state Medicaid program? [lYes []No

NOTE TO APPLICANT: If you are participating in a “Spend-Down” program and have not
met your “Share of Cost,” please answer NO to this question. If Yes, answer a-b below.

(a) Will Medicaid pay your premiums for this Medicare Supplement policy? [lYes []No

(b) Do you receive any benefits from Medicaid OTHER THAN payment toward your
Medicare Part B premium? [dYes [No

4. (a) If you had coverage from any Medicare plan other than original Medicare within the last
63 days (for example, a Medicare Advantage plan, or a Medicare HMO or PPO) fill in
your start and end dates. (If you are still covered under the other policy, leave “END”
blank.) Start / / End / /

If YES, with which company

Company telephone number: Policy number:
(b) If you are still covered under the Medicare plan, do you intend to replace your current
coverage with this new Medicare Supplement policy? [JYes []No
(c) Was this your first time in this type of Medicare plan? [lYes [INo
(d) Did you drop a Medicare Supplement plan to enroll in this Medicare plan? [lYes [INo
HNAPP2010LA HEARTLAND NATIONAL LIFE INSURANCE COMPANY Page 2 of 7
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MEDICARE & INSURANCE INFORMATION (Continued)

5. (a) Do you have another Medicare Supplement policy in force? [ ]Yes []No
(b) If yes with which company:

with which plan:

what paid-to-date do you have? / /

Company telephone number:

(c) If yes, do you intend to replace your current Medicare Supplement policy with this policy?
[lYes [JNo

6. Have you had coverage under any other health insurance within the past 63 days (for
example, an employer, union, or individual plan)? [ ]Yes []No

(a) If yes, with which company :
what kind of policy

what paid-to-date do you have? / /

Company telephone number:

(b) What are your dates of coverage under the other policy? (If you are still covered under
the other policy, leave “END” blank.) Start / / End / /

IMPORTANT STATEMENTS TO BE READ AND SIGNED BY THE APPLICANT

(1) You do not need more than one Medicare Supplement Insurance Policy.

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

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

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

(5) If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you
later become covered by an employer or union-based group health plan, the benefits and premiums under
your Medicare supplement policy can be suspended, if requested, while you are covered under the
employer or union-based group health plan. If you suspend your Medicare supplement policy under these
circumstances, and later lose your employer or union-based group health plan, your suspended Medicare
supplement policy (or, if that is no longer available a substantially equivalent policy) will be reinstituted, if
requested, within 90 days of losing your employer or union based group health plan. If the Medicare
supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D
while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage,
but will otherwise be substantially equivalent to your coverage before the date of suspension.

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

HNAPP2010LA HEARTLAND NATIONAL LIFE INSURANCE COMPANY Page 3 of 7
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HEALTH QUESTIONS

(You do not have to answer these questions if you are applying during open enrollment or guaranteed issue period.)

Yes [ | No [ ]

Have you used tobacco in any form in the past 12 months?

Do not answer health questions 1-15 if you are in an open enrollment or guaranteed issue period. Please see
page 6 for an explanation of open enroliment /guaranteed issue period information.

NOTICE TO APPLICANT: Please answer all of the following questions. Please verify the accuracy and
completeness of the medical information on this application. Incomplete or false information on this application
could jeopardize future claims. If you answer YES to any of the following questions 1 - 14, you are not eligible
for coverage.

1.

Are you currently hospitalized or confined to a nursing facility; or, are you bedridden or

confined to a wheelchair? Yes [INo[]

2. Have you been diagnosed with emphysema, chronic obstructive pulmonary disease Yes [INo []
(COPD) or other chronic pulmonary disorders?

3. Have you been diagnosed with Parkinson’s disease, systemic lupus, myasthenia gravis,
multiple or lateral sclerosis, osteoporosis with fractures, cirrhosis or kidney disease Yes [ No[]
requiring dialysis?

4. Have you been diagnosed with Alzheimer’'s disease, senile dementia, or any other Yes [INo []
cognitive disorder?

5. Have you been diagnosed with or treated for acquired immune deficiency syndrome Yes [INo []
(AIDS) or AIDS related complex (ARC)?

6. If you have diabetes, do you have any of the following conditions: diabetic retinopathy,
peripheral vascular disease, neuropathy, any heart condition (including high blood Yes []No []
pressure), or kidney disease? If you do not have diabetes, this question should be
answered “NO.”

Do you have diabetes that has ever required more than 50 units of insulin daily? Yes [ | No[]
Within the past two years have you been treated for or been advised by a physician to

have treatment for internal cancer, alcoholism, drug abuse, mental or nervous disorder Yes [ | No [ ]
requiring psychiatric care or have you had any amputation caused by disease?

9. Within the past two years have you been treated for or been advised by a physician to
have treatment for heart attack, heart, coronary or carotid artery disease (not including Yes []No []
high blood pressure), peripheral vascular disease, congestive heart failure or enlarged
heart, stroke, transient ischemic attacks (TIA) or heart rhythm disorders?

10. Within the past two years have you been treated for degenerative bone disease,
crippling/disabling or rheumatoid arthritis or have you been advised to have a joint Yes [ | No []
replacement?

11. Have you been advised by a physician that surgery may be required within twelve (12) Yes [INo []
months for cataracts?

12. Have you been advised by a physician to have surgery, medical tests, treatment or Yes []No []
therapy that has not been performed?

13. Have you been hospital confined three or more times in the last two years? Yes [ | No [ ]

14. Have you had an organ transplant or been advised by a physician to have an organ Yes [INo []
transplant?

HNAPP2010LA HEARTLAND NATIONAL LIFE INSURANCE COMPANY Page 4 of 7
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HEALTH QUESTIONS Continued

15. Are you taking or have you taken any prescription or over-the-counter medications
within the past 12 months? If YES, please list the drug(s) below along with the date
prescribed, dosage/frequency and diagnosis/medical condition for each medication.

Attach a separate sheet if needed.

Yes[ | No[]

Medication Name (copy off pharmacy label)

Date Originally Prescribed

Dosage and Frequency

Diagnosis/ Medical Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed

Dosage and Frequency

Diagnosis/Medical Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed

Dosage and Frequency

Diagnosis/Medical Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed

Dosage and Frequency

Diagnosis/Medical Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed

Dosage and Frequency

Diagnosis/Medical Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed

Dosage and Frequency

Diagnosis/Medical Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed

Dosage and Frequency

Diagnosis/Medical Condition

PRIMARY CARE PHYSICIAN INFORMATION

Physician’s Name:

Telephone Number:

HNAPP2010LA HEARTLAND NATIONAL LIFE INSURANCE COMPANY
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OPEN ENROLLMENT/GUARANTEED ISSUE PERIOD INFORMATION

Open Enrollment: You are eligible for Open Enroliment and will not need to answer Health Questions 1-15 on pages 4
and 5 of this application if (a) you are within six months of purchasing Medicare Part B coverage for the first time; or (b)
you were eligible for early Medicare and you are within six months of turning age 65.

Guaranteed Issue For Eligible Persons Under the Balanced Budget Act of 1997: The following are definitions of the
categories of individuals who are eligible for Guaranteed Issue under the Balanced Budget Act of 1997:

(a) Enrolled under an employee welfare benefit plan that either: (1) supplements Medicare, and the plan terminates, or the
plan ceases to provide some or all such benefits; or (2) is primary to Medicare and the plan terminates or the plan
ceases to provide some or all health benefits to the individual or the individual leaves the plan; or

(b) Enrolled in a Medicare Advantage plan or Program of All-Inclusive Care for the Elderly (PACE) and the organization’s
certification or plan is terminated or specific circumstances permit discontinuance including, but not limited to, a
change in residence of the individual, the plan is terminated within a residence area, the organization substantially
violated a material policy provision, or a material misrepresentation was made to the individual; or

(c) Enrolled in a Medicare risk contract, health care prepayment plan, cost contract or Medicare Select plan, or similar
organization, and the organization’s certification or plan is terminated or specific circumstances permit discontinuance
including, but not limited to, a change in residence of the individual, the plan is terminated within a residence area, the
organization substantially violated a material policy provision, or a material misrepresentation was made to the
individual; or

(d) Enrolled in a Medicare Supplement policy and coverage discontinues due to insolvency, substantial violation of a
material policy provision, or material misrepresentation; or

(e) Enrolled under a Medicare Supplement policy, terminates and enrolls for the first time in a Medicare Advantage, a risk
or cost contract, or a Medicare Select plan, a PACE provider, and then terminates coverage within 12 months of
enrollment; or

(f) Upon first becoming eligible for benefits under Part B, enrolls in a Medicare Advantage or PACE provider and then
disenrolls within 12 months.

Documentation of these events must be submitted with the application. You must apply within 63 days of the
date of termination of previous coverage in order to qualify as an eligible person.

AGENT’S CERTIFICATION

The undersigned Agent certifies that the Applicant has read, or has had read to them, the completed application and that
the Applicant realizes that any false statement or misrepresentation in the application may result in loss of coverage under
the policy.

TO BE COMPLETED BY AGENT (Attach separate sheet, if necessary)

1. List any other health insurance policy you have sold to the Applicant that is still in force.

2. List any other health insurance policy you have sold to the Applicant in the past five (5) years that is no longer in force.

| certify that:
1. | have accurately recorded the information supplied by the Applicant; and
2. | have given an outline of coverage for the policy applied for and a Guide To Health Insurance for People With

Medicare to the Applicant.

Date
Agent #1 Signature
Agent #1 Name (please print) Agent # Split %
Date
Agent #2 Signature
Agent #2 Name (please print) Agent # Split %
HNAPP2010LA HEARTLAND NATIONAL LIFE INSURANCE COMPANY Page 6 of 7
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AUTHORIZATION AND CERTIFICATION

| hereby authorize any licensed physician, medical practitioner, hospital, clinic, laboratory, pharmacy, pharmacy
benefit manager or other medical facility, insurance or reinsurance company, Medical Information Bureau (MIB),
consumer reporting agency, Division of Motor Vehicles, the Veterans Administration or other medical or medically-
related facility, insurance company or Medicare, that has any records or knowledge of me or my health to give
Heartland National Life Insurance Company, or its reinsurers, any such information. | understand that | am
authorizing Heartland National Life Insurance Company to receive my health information and prescription drug usage
history. The released information received by Heartland National Life Insurance Company will remain protected by
federal and/or state regulations as long as it is maintained by the health plan. Any information that is disclosed
pursuant to this authorization may be redisclosed as provided herein or as required or authorized by law and may
then no longer be covered by federal rules governing privacy and confidentiality of health information. Medical
information will not be used to decline coverage if | am applying during an open enroliment or guaranteed issue
period.

YOUR RIGHTS REGARDING THE RELEASE AND USE OF GENETIC INFORMATION: No applicant or individual or
family member who is presently covered under a policy or plan shall be required to be the subject of a genetic test or
to release genetic test information or to be subjected to questions relating to the genetic information or the medical
conditions of persons not being insured under such policy or plan.

| understand that the information requested is necessary for evaluation and underwriting of my application for the
Medicare Supplement Insurance Policy for which | have applied; to determine eligibility for insurance, risk rating or
policy issue determinations; obtain reinsurance; administer claims and determine or fulfill responsibility for coverage
and provision of benefits; and to conduct other legally permissible activities that relate to any coverage | have, or have
applied for, with Heartland National Life Insurance Company. | understand that telephone interviews may be a part of
the application process and that any information obtained from such telephone interviews may be used to decline my
application for coverage. | understand that failure to provide the authorization to Heartland National Life Insurance
Company will result in the rejection of the Medicare Supplement Insurance Policy coverage. | understand that | may
revoke this authorization at any time by notifying Heartland National Life Insurance Company in writing at their
Medicare Supplement Administrative Office: P.O. Box 10812, Clearwater, Florida 33757-8812. | understand that
such revocation will not have any effect on actions Heartland National Life Insurance Company took prior to their
receiving the revocation notice. | understand that this authorization will be valid for twenty-four (24) months from the
date signed if used in connection with an application for an insurance policy, reinstatement of an insurance policy, or
change in policy benefits. A photocopy of this authorization will be treated in the same manner as the original. |
understand that | or my authorized representative am entitled to a copy of this authorization.

To the best of my knowledge and belief, all of the answers to the questions contained in this application are true and
complete and | understand and agree that: (a) the insurance shall not take effect until my Medicare coverage is
effective, the application has been accepted and approved by the Company, the first premium has been paid, and the
policy has been delivered to the applicant; and (b) oral statements between the agent and myself are not binding on
the Company unless accepted by the Company in writing. The undersigned applicant certifies that the applicant has
read, or had read to him, the completed application and that he realizes that any false statements or
misrepresentations therein material to the risk may result in loss of coverage under the policy to which this application
is a part. | understand that any change in my health history prior to delivery of this policy may be used in the
underwriting evaluation process.

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

| wish to apply for a Medicare supplement insurance policy. | acknowledge that | have received or been given access
to review: (a) an Outline of Coverage for the policy applied for, and (b) a "Guide to Health Insurance for People with
Medicare.”

Signed at:

State Applicant’s Signature Date

This section to be completed by an agent.

Signed at:
State Writing Agent’s Signature and Agent Number Date
Policy Mailing Preference: [ ] Mail to Agent [ ] Mail to Applicant
HNAPP2010LA HEARTLAND NATIONAL LIFE INSURANCE COMPANY Page 7 of 7
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NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE
OR MEDICARE ADVANTAGE

HEARTLAND NATIONAL LIFE INSURANCE COMPANY
Home Office: Indianapolis, Indiana 46280
Medicare Supplement Administrative Office: P. O. Box 10812 Clearwater, Florida 33757-8812

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE!

According to your application, you intend to terminate existing Medicare supplement or Medicare Advantage
insurance and replace it with a policy to be issued by Heartland National Life Insurance Company. Your new
policy will provide thirty (30) days within which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now
have. If, after due consideration, you find that purchase of this Medicare supplement coverage is a wise decision,
you should terminate your present Medicare supplement or Medicare Advantage coverage. You should evaluate
the need for other accident and sickness coverage you have that may duplicate this policy.

STATEMENT TO APPLICANT BY AGENT: | have reviewed your current medical or health insurance coverage.
To the best of my knowledge, this Medicare supplement policy will not duplicate your existing Medicare
supplement or, if applicable, Medicare Advantage coverage because you intend to terminate your existing
Medicare supplement coverage or leave your Medicare Advantage plan. The replacement policy is being
purchased for the following reason (check one):

Additional benefits. [ ] No change in benefits, but lower premiums
Fewer benefits and lower premiums.

Change in benefits (Gaining additional benefit(s), but losing some existing benefit(s)).

My plan has outpatient drug coverage and | am enrolling in Part D.

Disenroliment from a Medicare Advantage Plan. Please explain reason for disenroliment.

[ OO

Other (please specify)

If, you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and
completely answer all questions on the application concerning your medical and health history. Failure to include
all material medical information on an application may provide a basis for the company to deny any future claims
and to refund your premium as though your policy had never been in force. After the application has been
completed and before you sign it, review it carefully to be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

Signature of Agent, Broker or Other Representative Agent’s Printed Name and Address

The above “Notice to Applicant” was delivered to me on:

Applicant’s Signature Date

MSREPL2010
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AUTHORIZATION AND CERTIFICATION

| hereby authorize any licensed physician, medical practitioner, hospital, clinic, laboratory, pharmacy, pharmacy
benefit manager or other medical facility, insurance or reinsurance company, Medical Information Bureau (MIB),
consumer reporting agency, Division of Motor Vehicles, the Veterans Administration or other medical or medically-
related facility, insurance company or Medicare, that has any records or knowledge of me or my health to give
Heartland National Life Insurance Company, or its reinsurers, any such information. | understand that | am
authorizing Heartland National Life Insurance Company to receive my health information and prescription drug usage
history. The released information received by Heartland National Life Insurance Company will remain protected by
federal and/or state regulations as long as it is maintained by the health plan. Any information that is disclosed
pursuant to this authorization may be redisclosed as provided herein or as required or authorized by law and may
then no longer be covered by federal rules governing privacy and confidentiality of health information. Medical
information will not be used to decline coverage if | am applying during an open enroliment or guaranteed issue
period.

YOUR RIGHTS REGARDING THE RELEASE AND USE OF GENETIC INFORMATION: No applicant or individual or
family member who is presently covered under a policy or plan shall be required to be the subject of a genetic test or
to release genetic test information or to be subjected to questions relating to the genetic information or the medical
conditions of persons not being insured under such policy or plan.

| understand that the information requested is necessary for evaluation and underwriting of my application for the
Medicare Supplement Insurance Policy for which | have applied; to determine eligibility for insurance, risk rating or
policy issue determinations; obtain reinsurance; administer claims and determine or fulfill responsibility for coverage
and provision of benefits; and to conduct other legally permissible activities that relate to any coverage | have, or have
applied for, with Heartland National Life Insurance Company. | understand that telephone interviews may be a part of
the application process and that any information obtained from such telephone interviews may be used to decline my
application for coverage. | understand that failure to provide the authorization to Heartland National Life Insurance
Company will result in the rejection of the Medicare Supplement Insurance Policy coverage. | understand that | may
revoke this authorization at any time by notifying Heartland National Life Insurance Company in writing at their
Medicare Supplement Administrative Office: P.O. Box 10812, Clearwater, Florida 33757-8812. | understand that
such revocation will not have any effect on actions Heartland National Life Insurance Company took prior to their
receiving the revocation notice. | understand that this authorization will be valid for twenty-four (24) months from the
date signed if used in connection with an application for an insurance policy, reinstatement of an insurance policy, or
change in policy benefits. A photocopy of this authorization will be treated in the same manner as the original. |
understand that | or my authorized representative am entitled to a copy of this authorization.

To the best of my knowledge and belief, all of the answers to the questions contained in this application are true and
complete and | understand and agree that: (a) the insurance shall not take effect untii my Medicare coverage is
effective, the application has been accepted and approved by the Company, the first premium has been paid, and the
policy has been delivered to the applicant; and (b) oral statements between the agent and myself are not binding on
the Company unless accepted by the Company in writing. The undersigned applicant certifies that the applicant has
read, or had read to him, the completed application and that he realizes that any false statements or
misrepresentations therein material to the risk may result in loss of coverage under the policy to which this application
is a part. | understand that any change in my health history prior to delivery of this policy may be used in the
underwriting evaluation process.

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

| wish to apply for a Medicare supplement insurance policy. | acknowledge that | have received or been given access
to review: (a) an Outline of Coverage for the policy applied for, and (b) a "Guide to Health Insurance for People with
Medicare.”

Signed at:

State Applicant’s Signature Date

This section to be completed by an agent.

Signed at:
State Writing Agent’s Signature and Agent Number Date
Policy Mailing Preference: [ | Mail to Agent [ | Mail to Applicant
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Leave with Applicant.




NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE
OR MEDICARE ADVANTAGE

HEARTLAND NATIONAL LIFE INSURANCE COMPANY
Home Office: Indianapolis, Indiana 46280
Medicare Supplement Administrative Office: P. O. Box 10812 Clearwater, Florida 33757-8812

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE!

According to your application, you intend to terminate existing Medicare supplement or Medicare Advantage
insurance and replace it with a policy to be issued by Heartland National Life Insurance Company. Your new
policy will provide thirty (30) days within which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now
have. If, after due consideration, you find that purchase of this Medicare supplement coverage is a wise decision,
you should terminate your present Medicare supplement or Medicare Advantage coverage. You should evaluate
the need for other accident and sickness coverage you have that may duplicate this policy.

STATEMENT TO APPLICANT BY AGENT: | have reviewed your current medical or health insurance coverage.
To the best of my knowledge, this Medicare supplement policy will not duplicate your existing Medicare
supplement or, if applicable, Medicare Advantage coverage because you intend to terminate your existing
Medicare supplement coverage or leave your Medicare Advantage plan. The replacement policy is being
purchased for the following reason (check one):

Additional benefits. [ ] No change in benefits, but lower premiums
Fewer benefits and lower premiums.

Change in benefits (Gaining additional benefit(s), but losing some existing benefit(s)).

My plan has outpatient drug coverage and | am enrolling in Part D.

Disenroliment from a Medicare Advantage Plan. Please explain reason for disenroliment.

[ OO

Other (please specify)

If, you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and
completely answer all questions on the application concerning your medical and health history. Failure to include
all material medical information on an application may provide a basis for the company to deny any future claims
and to refund your premium as though your policy had never been in force. After the application has been
completed and before you sign it, review it carefully to be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

Signature of Agent, Broker or Other Representative Agent’s Printed Name and Address

The above “Notice to Applicant” was delivered to me on:

Applicant’s Signature Date

MSREPL2010

Leave with Applicant.



All premium checks must be payable to: Heartland National Life Insurance Company.
RECEIPT Do not make checks payable to the agent or leave the Payee blank.
EFFECTIVE DATE will be the date of the application or the date of approval.

Received from

the sum of $ dollars for months premium,
with application. If for any reason the application is not approved and the policy is not issued, this
premium is to be refunded. No liability is created or assumed by the Company, except for refund of this
premium, until the policy applied for has been issued.

Date Receipt and Outline of Coverage was prepared
By (Agent’s Signature)




