Missouri 2009

OLD SURETY LIFE INSURANCE COMPANY

Outline of Medicare Supplement Coverage - Cover Page: 1 of 2
Benefit Plans A and J Only are being offered by the company at this time.
Benefit Plans A and J are available to individuals on Medicare by reason of disability who reside in Missouri.

These charts show the benefits included in each of the standard Medicare supplement plans.
Every company must make available Plan “A”. Some plans may not be available in your state.

BASIC BENEFITS  Hospitalization: Part A Coinsurance plus coverage for 365 additional days after Medicare Benefits end.

For Plans A—J: Medical Expenses: Part B Coinsurance (Generally 20% of Medicare-approved expenses), or co-payments for
hospital outpatient services.
Blood: First three pints of blood each year.

A B C D E F & F* G H I J & J*
Basic Basic Basic Basic Basic Basic Basic Basic Basic Basic
Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits

Skilled Skilled Skilled Skilled Skilled Skilled Skilled Skilled
Nursing Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Co- Co- Co- Co- Co- Co- Co- Co-
Insurance Insurance Insurance Insurance Insurance Insurance Insurance Insurance
Part A Part A Part A Part A Part A Part A Part A Part A Part A
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B Part B
Deductible Deductible Deductible
Part B Part B Part B Part B
Excess Excess Excess Excess
(100%) (80%) (100%) (100%)
Foreign Foreign Foreign Foreign Foreign Foreign Foreign Foreign
Travel Travel Travel Travel Travel Travel Travel Travel
Emergency | Emergency | Emergency | Emergency | Emergency | Emergency | Emergency | Emergency
At-Home At-Home At-Home At-Home
Recovery Recovery Recovery Recovery
Preventive Preventive
Care not Care not
covered by covered by
Medicare Medicare

* Plans F and J also have an option called a High Deductible Plan F and a High Deductible Plan J. These high deductible plans pay the same or
offer the same benefits as Plans F and J after one has paid a calendar year [ $ 2,000 ] deductible. Benefits from high deductible plans F and J will
not begin until out-of-pocket expenses are [ $ 2,000 ]. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the

policy. These expenses include the Medicare Deductibles for Part A and Part B, but do not include, in plan J, the plan’s separate foreign travel
emergency deductible.
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OLD SURETY LIFE INSURANCE COMPANY 2009

Outline of Medicare Supplement Coverage - Cover Page: 2 of 2

J K *% L **
Basic 100% of Part A Hospitalization Coinsurance plus coverage for 100% of Part A Hospitalization Coinsurance plus coverage for
Benefits 365 Days after Medicare Benefits End 365 Days after Medicare Benefits End
50% Hospice cost-sharing 75% Hospice cost-sharing
50% of Medicare-eligible expenses for the first three pints of 75% of Medicare-eligible expenses for the first three pints of
blood blood
50% Part B coinsurance, except 100% Coinsurance for Part B 75% Part B coinsurance, except 100% Coinsurance for Part B
Preventative Services Preventative Services
Skilled
Nursing 50% Skilled Nursing Facility Coinsurance 75% Skilled Nursing Facility Coinsurance
Coinsurance
Part A
Deductible 50% Part A Deductible 75% Part A Deductible
Part B
Deductible
Part B
Excess
(100%)
Foreign
Travel
Emergency
At-Home
Recovery
Preventive
Care not
covered by
Medicare

$ [ 4,620 ] Out of Pocket Annual Limit ***

$[ 2,310 ] Out of Pocket Annual Limit ***

** Plans K and L provide for different cost-sharing for items and services from Plan A —J.
Once you reach the annual limit, the plan pays 100% for the Medicare co-payments, coinsurance and deductibles for the rest of the
calendar year. The out-of-pocket annual limit does NOT include charges from your provider that exceed Medicare-approved amounts,
called “Excess Charges”. You will be responsible for paying excess charges.

*** The out-of pocket annual limit will increase each year for inflation.

FORM BRC-500-MO (revised 01/01/2009)




Under Age 65*
Age 65-70
Age 71-75
Age 76-80
Age 81-85
Age 86-90
Age 91 & over

Under Age 65*
Age 65-70
Age 71-75
Age 76-80
Age 81-85
Age 86-90

OLD SURETY LIFE INSURANCE COMPANY

Annual

$ 674.00
625.00
699.00
756.00
810.00
856.00
916.00

Annual

$1,313.00
1,223.00
1,350.00
1,465.00
1,577.00
1,679.00

2009
MEDICARE SUPPLEMENT RATES

for Missouri

Plan A - Core Policy

Semi-Annual Quatrterly
347.11 175.24
321.88 162.50
359.99 181.74
389.34 196.56
417.15 210.60
440.84 222.56
471.74 238.16

Plan J

Semi-Annual Quarterly
676.20 341.38
629.85 317.98
695.25 351.00
754.48 380.90
812.16 410.02
864.69 436.54

Monthly

64.03
59.38
66.41
71.82
76.95
81.32
87.02

Monthly

124.74
116.19
128.25
139.18
149.82
159.51

Monthly Draft

57.96
53.75
60.11
65.02
69.66
73.62
78.78

Monthly Draft

112.92
105.18
116.10
125.99
135.62
144.39



PREMIUM INFORMATION
We, OLD SURETY LIFE INS. CO. can only raise your premium if we raise the premium for all
policies like yours in this state.
DISCLOSURES
Use this outline to compare benefits and premiums among policies.

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 OId Surety Life Insurance Company.
RIGHT TO RETURN POLICY
If you find that you are not satisfied with your policy, you may return it to Old Surety Life Insurance
Company, P.O. Box 54407, Oklahoma City, OK 73154. 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 or other health coverage, DO NOT cancel it
until you have actually received you new policy and are sure you want to keep it.

NOTICE
This policy may not fully cover all of your medical costs. Neither Old Surety Life Insurance
Company nor its agents are connected with Medicare. This outline of coverage does not give all
the details of Medicare coverage. Contact you local Social Security Office or consult “The
Medicare Handbook” for more details.

PRE-EXISTING CONDITION LIMITATIONS
Your policy with Old Surety, if issued, will contain a six month waiting period on pre-existing
conditions, as defined in the policy, if you are not replacing an existing Medicare Supplement
policy or other Creditable Coverage. If you are replacing existing Medicare Supplement or other
Creditable Coverage, Old Surety will waive the pre-existing waiting period to the extent it was
satisfied with the coverage you are replacing.

Under certain circumstances you may be eligible for Guarantee Issue of your policy if you are
replacing an Employee Welfare Benefit Plan, a Medicare Advantage Plan, a PACE plan, a Medicare
Select Plan, a Medicare Risk or Cost Plan or a Medicare Supplement plan for which your coverage
terminated and you experienced loss of coverage for 63 days or less. For more details see the
Guarantee Issue Determination Form which is made a part of the application. If you qualify for the
Guarantee Issue, Old Surety will waive the Pre-Existing Condition waiting period.
REFUND OF PREMIUM

Your policy, if issued, will not contain a provision for refund of premium after the initial 30-day
“Right to Return Policy” period. In the event you cancel this policy prior to its renewal date, Old
Surety will refund the unearned premium for any period beyond the end of the policy month in
which the cancellation occurred. In the event of your death, Old Surety, upon proper notification,
will refund to your estate the unearned premium for any period beyond the end of the policy
month in which the death occurred.

COMPLETE ANSWERS ARE VERY IMPORTANT
When you fill out the application for the new policy, be sure to answer truthfully and completely all
guestions about your medical and health history. The 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.
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*** Medicare Supplement - Plan A ( Core Policy) * * *

MEDICARE (PART A ) - HOSPITAL SERVICES - PER BENEFIT PERIOD
* A benefit period begins on the first day you receive services 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.
** $0 indicates your liability for covered charges. You are responsible for all other non-covered charges.

Services

Medicare
Pays

Plan
Pays

You
Pay

HOSPITALIZATION *

Semiprivate room and board, general
nursing and miscellaneous services
and supplies.

First 60 days

61 through 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
Skilled Nursing Facility Care *
You must meet Medicare’s requirements
including having been in a hospital for at
least 3 days & entered a Medicare-
approved facility within 30 days after
leaving the hospital.

First 20 days
21% through 100™ day

101 day and after
BLOOD

First 3 pints
Additional amounts

HOSPICE CARE

Available as long as your doctor certifies
you are terminally ill and you elect to
receive these services.

All but [$ 1,068]

All but [$ 267] a day

All but [$ 534]
a day

$0

$0

All approved
amounts
All but [$ 133.50]
a day
$0

$0
100%

All but very
limited
coinsurance for
outpatient drugs
and inpatient
respite care

$0
[$ 267] a day
[$ 534] a day
100% of
Medicare Eligible

Expenses
$0

$0
$0
$0

3 pints
$0

$0

[$ 1,068] Part A
Deductible
$ 0**

$ O*'k

$O**+

All Costs

$ O**
Up to [$133.50]

a day
All Costs

$ O**
$ O**

Balance

+ 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 an additional 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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*** Medicare Supplement - Plan A (Core Policy) * * *

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
* Once you have been billed [$ 135] of Medicare-Approved amounts for covered services (which are
noted with an asterisk) you Part B Deductible will have been met for the calendar year.

** $0 indicates your liability for covered charges. You are responsible for all other non-covered charges.

Services

Medicare
Pays

Plan
Pays

You
Pay

MEDICAL EXPENSES IN OR OUT OF THE
HOSPITAL & OUTPATIENT HOSPITAL
TREATMENT, such as physician’s services,
inpatient & outpatient medical & surgical
services & supplies, physical & speech
therapy, diagnostic test, durable medical
equipment.

First [$ 135] of Medicare-Approved Amounts* $0 $0 [$ 135] PartB
Deductible
Remainder of Medicare-Approved Amounts Generally 80% Generally 20% $ O**
Part B Excess Charges
(Above Medicare-Approved Amounts) $0 $0 All Costs
BLOOD
First 3 pints $0 All Costs $ O**
Next [$ 135] of Medicare-Approved Amounts* $0 $0 [$ 135] PartB
Deductible
Remainder of Medicare-Approved Amounts 80% 20% $ O**
CLINICAL LABORATORY SERVICES
- BLOOD TESTS FOR DIAGNOSTIC 100% $0 $ O**

SERVICES

kkkkkkkkkk*k % MEDICARE (PARTS A and B)************

HOME HEALTH CARE
MEDICARE-APPROVED SERVICES

- Medically necessary skilled care services 100% $0 $ 0**
and medical supplies
- Durable medical equipment:
- First [$ 135] of Medicare-Approved Amounts* $0 $0 [$ 135] PartB
Deductible
- Remainder of Medicare-Approved Amounts 80% 20% $ O**




*** Medicare Supplement - Plan J * * *

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

* A benefit period begins on the first day you receive services 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.

** $0 indicates your liability for covered charges. You are responsible for all other non-covered charges.

Medicare Plan You
Services Pays Pays Pay
HOSPITALIZATION *
Semiprivate room and board, general
nursing and miscellaneous services
and supplies.
First 60 days All but [$ 1,068] [$ 1,068] Part A $ 0**
Deductible
61 through 90" day All but [$ 267] a day [$ 267] a day $ 0**
91° day and after:
- While using 60 lifetime reserve days All but [$ 534] [$ 534] a day $ O**
a day
- Once lifetime reserve days are used:
- Additional 365 days $0 100% of $ 0** +
Medicare Eligible
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 & entered a Medicare-
approved facility within 30 days after
leaving the hospital.
First 20 days All approved $0 $ O**
amounts
21 through 100™ day All but [$ 133.50] Up to [$ 133.50] $ 0**
a day a day
101* day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $ O
Additional amounts 100% $0 $ O**
HOSPICE CARE
Available as long as your doctor certifies All but very $0 Balance
you are terminally ill and you elect to limited
receive these services. coinsurance for
outpatient drugs
and inpatient
respite care

+ 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 an additional 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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*** Medicare Supplement - Plan J (continued) * * *
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed [$ 135] 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.
** $0 indicates your liability for covered charges. You are responsible for all other non-covered charges.

| Services Medicare Pays Plan Pays You Pay
MEDICAL EXPENSES IN OR OUT OF THE
HOSPITAL & OUTPATIENT HOSPITAL
TREATMENT, such as physician’s services,
inpatient & outpatient medical & surgical
services & supplies, physical & speech
therapy, diagnostic test, durable medical equip.
First [$ 135] of Medicare-Approved Amounts* $0 [$ 135] Part B $ O**
Deductible
Remainder of Medicare-Approved Amounts Generally 80% Generally 20% $ 0**
Part B Excess Charges
(Above Medicare-Approved Amounts) $0 100% $ O**
BLOOD
First 3 pints $0 All Costs $ O**
Next [$ 135] of Medicare-Approved Amounts* $0 [$ 135] Part B $ O**
Deductible
Remainder of Medicare-Approved Amounts 80% 20% $ 0**
CLINICAL LABORATORY SERVICES
- BLOOD TESTS FOR DIAGNOSTIC 100% $0 $ 0**

SERVICES

************MEDICARE
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care services
and medical supplies
- Durable medical equipment:
- First [$ 135] of Medicare-Approved Amounts*

- Remainder of Medicare-Approved Amounts

AT-HOME RECOVERY SERVICES * * * Not covered by Medicare *

Home care certified by your doctor, for personal
care during recovery from an injury or sickness
for which Medicare approved a Home Care
Treatment Plan

- Benefits for each visit

- Number of Visits
(must be received within 8 weeks of last
Medicare-Approved visit)

- Calendar Year Maximum
FOREIGN TRAVEL * * * * % % % % % % % % % % * Not cov
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*

100%

$0

80%

$0
$0

$0

kkkkkhkkkkhkkkkk kK

$0

[$ 135] Part B
Deductible
20%

Actual Charges

up to $ 40 a visit
Up to the # of
Medicare-Approved
visits not to exceed
7 each week

$ 1,600.00

$0

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

(PARTSAand B)************

$ o**

$ 0**

$ O**

* k k % %

Balance

Balance

Balance

ared by Medicare********************

$ 250

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



*** Medicare Supplement - Plan J (continued) * * *
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
* Once you have been billed [$ 135] 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.
** $0 indicates your liability for covered charges. You are responsible for all other non-covered charges.

Services | Medicare Pays | Plan Pays | You Pay

PREVENTIVE MEDICAL CARE *** Not covered by Medicare * * * * * % % s s s s s o ok ok ok ok ok ok k% % %
Some annual physical and preventive tests and
services such as: digital rectal exam, hearing
screening, dipstick urinalysis, diabetes screening,
thyroid function test, tetanus and diphtheria
booster and education, administered or ordered
by your doctor when not covered by Medicare.

- First $ 120 each calendar year $0 $ 120 $ 0**

- Additional charges $0 $0 All costs




************RECEIPT************

Received of the sum of $ for Plan

If for any reason the application is not approved and contract issued, this payment is to be refunded. No
liability is created or assumed by the Company except for refund of this payment, until the contract applied
for has been delivered and accepted by the owner during the insured's lifetime while health of the
proposed insured remains as described in the application. If you do not receive your contract within sixty
(60) days from the date of application, please write to:

OLD SURETY LIFE INSURANCE COMPANY
P. O. BOX 54407 - OKLAHOMA CITY, OKLAHOMA 73154

Dated at Date Authorized Representative
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NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE or MEDICARE ADVANTAGE

OLD SURETY LIFE INSURANCE COMPANY
5235 N. Lincoln - P. O. Box 54407, Oklahoma City, OK 73154
405-523-2112 - Toll Free # 1-800-272-5466

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 coverage and replace it with a policy to be issued by OIld Surety 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. For your own information and protection, you should be
aware of and seriously consider certain factors which may affect the insurance protection
available to you under the new policy.

You should review this new coverage carefully. Compare it with all accident and sickness
coverage you now have. Terminate your present policy or Medicare Advantage coverage only if,
after due consideration and acceptance by the replacing issuer, you find that purchase of this
Medicare supplement coverage is a wise decision. You should evaluate the need for other
accident and sickness coverage you have that may duplicate the benefits provided under 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 (if issued) will not duplicate your existing Medicare supplement
coverage 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(s):
(please check one)

______Additional benefits

______Same benefits, but lower premiums

_____Fewer benefits and lower premiums

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

_____Disenrollment from a Medicare Advantage plan. Please explain reason for

disenrollment.

Other (please specify)

| call to your attention the following items for your consideration.

Health conditions which you may presently have (pre-existing conditions) may not be immediately
or fully covered under the new policy. This could result in denial or delay of a claim for benefits
under the new policy, whereas a similar claim might have been payable under your present policy.

State law provides that your replacement policy or certificate may not contain new pre-existing

conditions, waiting periods, elimination periods or probationary periods. The insurer will waive

any time periods applicable to pre-existing conditions, waiting periods, elimination periods, or

probationary periods in the new policy to the extent such time was spent under the original policy.
(over)

FORM 154-92 (revised 01/01/2006) -11-



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 issuer 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.

*kkk k%

(agent's sighature)

Type or print name and address of Agent or Broker:

*kk*k k%

The above "Notice to applicant ..." was delivered to me on

(date)

(applicant's signature)

FORM 154-92 (revised 01/01/2006)
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