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Thank You from ManhattanLife!

First of all, thank you for taking the time to read our Home Health Care Select Agent Guide!
We realize that you have many carrier and product options to choose from and we sincerely
thank you for choosing ManhattanLife!

Who We Are

Who is ManhattanLife? Since 1850, we’ve defined our brand with our commitment to
standing by policyholders and producers with diligence and compassion. For over 170 years
we’ve been a private and closely held company by choice. And as an independent, we have
always been free to make decisions that align with our values and core mission — helping
policyholders attain and sustain health, wealth and security throughout their lives.

We demonstrate this commitment by striving to honor claims and pay benefits with
professionalism and care. For our producers, we are a reliable and independent partner. We
stay agile and open minded about customizing products or innovating new policies to meet
our policyholders’ evolving needs. With a national footprint and licenses to sell in every state
and U.S. territory, we are everywhere you want us to be.

The Company’s longevity as staying independent in the marketplace is remarkable considering
the robust merger and acquisition activity the industry has experienced in modern times. To
put its staying power in context, the current average age of S&P 500 Index companies is less
than 20 years old. By contrast, operating successfully for over 170 years as an independent is
a testimony to ManhattanLife’s enduring history and an indicator of the reliability of our future.

The Purpose

The purpose of this Agent Guide is to provide insights into the benefits available with
Home Health Care Select. In addition, this agent guide should provide direction on topics
such as state availability, submitting applications, underwriting process, application fees &
rates, preventing processing delays and much more.
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Why Home Health Care Select?

Health. Value. Peace Of Mind. If possible, wouldn’t your client rather recuperate from an injury
or chronic illness in the comfort of their own home? A sudden illness, injury, or debilitating
chronic condition can happen to any individual at any age.

ManhattanLife’s Home Health Care Select Insurance is an affordable solution that provides
both the flexibility and financial support insureds need to recover at home, surrounded by
those they love. These plans can also minimize financial stress, allowing individuals to focus
on their own personal recovery.

Working with ManhattanLife

Working with ManhattanLife has never been easier! One of the tools that will make your life
easy is our Agent Resource Center, or as we refer to it, ARC. ARC was developed to ensure
producers have easy access to all the brochures, applications and forms that may be needed.
ARC is also where you will find your policy and commission information.

We like to say ManhattanLife Direct
2.0 is where you make your money
and ARC is where you can protect it!

Here you can find all of our up-to-date
marketing and training collateral.
Additional resources include:

* Product Availability Grids
* Policyholder List

* Trainings

* Social Media Collateral

* Commission Earnings

* Ordering Supplies

Please visit

https://producer.manhattanlife.com/

and start exploring today!
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Plan Description & Highlights

The Home Health Care Select Insurance policy is designed for beneficiaries that would prefer
to seek and receive care in the comfort of their own home versus entering a nursing home.
Benefits under this policy are payable regardless of any other coverage your client may have,
including Medicare.
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Home Health Care Select Insurance is available with three different levels of coverage:
Classic, Premier and Deluxe. Optional Riders are also available with additional coverage
options. (Please see the Policy and/or Outline of Coverage for specific benefits and state-
specific details.) General benefit highlights for Classic, Premier and Deluxe are listed in the
chart on the next page.

* Home Health Care Benefit: Payment up to the daily maximum benefit, subject to eligibility
conditions, for approved services provided in the home from an Approved Home Health
Care Practitioner.

* Home Health Care Aide Benefit: Daily benefit, subject to eligibility conditions, for each day
you require Home Health Care Aide services in your home. Maximum benefit period of 60
days.

* Prescription Drug Benefit: Prescription benefit for both generic and brand scripts limited to
the maximum benefit amount per policy year.

* The Maximum Benefit Period for Home Health Care and Aide benefits will be restored if
benefits have not been paid or required for 180 consecutive days.
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Plan Description & Highlights Chart

Highlights - Home Health Care Select Insurance

Home Health Care Benefit CLASSIC | PREMIER | DELUXE
Daily Maximum Aggregate Benefit $150 $300 $450
Maximum Benefit Period 365 days*
Home Health Care Services Daily Benefit Amount
ﬁ Nursing Care $75 $150 $200
C:D| Physical Therapy $75 $150 $200
™ Speech Pathology $75 $150 $200
Occupational Therapy $75 $150 $200
Chemotherapy Specialist Services $60 $120 $200
Enterostomal Therapy $50 $100 $200
Respiration Therapy $50 $100 $200
Medical Social Services $100 $200 $300
Home Health Care Aide Benefit
Daily Benefit $40 $80 $120
Maximum Benefit Period 60 days
Prescription Drug Benefit
Maximum Aggregate Benefit per Policy Year $300 $600 $600
Per-Prescription Benefit, Generic Drugs $10 $10 $10
Pre-Prescription Benefit, Brand-Name Drugs $25 $25 $25

* KY, TX, and PA subject to a maximum benefit period of 364 days
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Riders

Routine Annual Physical Examination Benefit Rider®

* One benefit per year for a Routine Annual Physical
Examination, subject to a 12-month Waiting Period.

Accidental Death & Dismemberment Benefit Rider®

* Benefits for accidental death or an accidental bodily
injury resulting in the loss of finger, toe, hand,
arm, foot, leg, or sight. To be covered, death or
dismemberment must occur within 90 days of the
covered accident and while this policy and rider are
in force.

e Lifetime maximum is $10,000.

Home Medical Equipment Benefit Rider®

* Benefits paid whenyouneed Home Medical Equipment
prescribed by your Physician while receiving Home
Health Care Select Services and/or Home Health
Care Aide benefits.

e Lifetime maximum is $500.

Ambulance Benefit Rider®

* Benefits paid for transportation in an Ambulance for
Emergency Care, including transportation from one
medical facility to another when health care services
are provided during the trip.

* Lifetime maximum is $2,500.

Accident Expense Benefit Rider®

* Benefits for dislocations, fractures, or knee ligament
tears when treated by a health care practitioner in
a Hospital Emergency Room, Urgent Care Facility,
or Physician’s office within 48 hours of the Covered
Accident.

3See the Rider and/or Outline of Coverage for state-specific details.
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Benefit
$150

Accidental Death

$10,000

Max. Dismemberment Benefit
Sight, both eyes $5,000

Sight, one eye $2,500
Hand/arm/foot/leg (multi) $5,000
Hand/arm/foot/leg (single) $2,500
Finger or toe (multiple) $500
Finger or toe (single) $250

Benefit

$100 per piece

Home Medical Equipment Limited to
Mobility assistance
Transfer aids
Bathroom safety
Home accommodations

Personal medical equipment

$200 per trip
Per each one-way trip | 4 trips per year

Max Amount per Accident
Option 1 Option 2
$1,250 $2,500
Max. Dismemberment Benefit
Option 1 | Option 2
Fracture, hip or skull | $1,250 | $2,500

Dislocation Hip $1,000 | $2,000
Tear, knee ligament $500 $1.000
or meniscus ’

Dislocation Knee $500 | $1,000

Fracture, all other $250 $500
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Purchasing New Policies

Applicants who were prior policyholders that either canceled their policy or allowed it to
lapse are not able to purchase a new Home Health Care Select Insurance policy unless the
person has had no Home Health Care Insurance coverage with ManhattanLife for 6 or more
months. After this period with no coverage, the applicant would then have to submit a new
application, request their desired plan option(s), and pass to underwriting.

Reinstatement

A Home Health Care Select Insurance policy can be reinstated up to 90 days after it has lapsed.
Once a policy has lapsed more than 90 days, the individual must go 6 or more months without
coverage with ManhattanLife. After this period with no coverage, the applicant would then have
to submit a new application, request their desired plan option(s), and pass underwriting.

Conditions on Eligibility

Applicant must be between the ages of 45 - 89 as of the effective date. The applicant must
be a resident of a state where the product is filed and approved.

Ineligible Persons

Ineligible persons include:

* Anyone currently living in a nursing home or assisted living facility.

* Anyone currently receiving home health care or similar-type benefits.

* Anyone physically unable to perform routine activities such as bathing, dressing, eating,
toileting, or transferring to or from a bed or chair.

* Anyone who is incarcerated in a penal institution.

* Anyone currently in a psychiatric facility.
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Withdrawn Applications

Applications will be withdrawn for the following reasons:

* The applicant does not recall filling out the application.

* The application was taken by an agent who was not licensed and appointed at the time of
solicitation in the state of solicitation, or the state in which the applicant resides.

Benefit Changes

Request to change the Home Health Care (Classic, Premier, or Deluxe) plan will be processed
as an internal replacement. An Internal replacement is processed as a new policy and will
require a newly completed application with full underwriting. For internal replacements, we
will use the same underwriting criteria; however, we will also use our claims database to assist
in determining the risk of an applicant. The writing agent will not receive full commissions on
internal replacement policies.

Request to remove benefit riders can be done at any time. All requests must be submitted
to our office in writing. Once a benefit has been removed, a new application is required to
re-enroll.

All benefit changes are subject to policy provisions and changes in premium amounts. For
more information, please contact our Customer Service Department or your insurance agent.
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Product Availability Map

Home Health Care
State Availability:

Home Health Care
Select State
Availability:
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Marketing Materials and Forms Usage

Home Health Care Select availability and forms vary by state. If there are any questions on
plan availability or forms by state, contact us at 1-888-441-0770.

Obtaining Marketing Materials and Forms

Approved materials and forms are posted to the agent portal for download. To order paper
copies of materials and forms, please contact your upline or call 1-888-441-0770. You can
also reach out to our ACES team at aces@manhattanlife.com

Creation and Alteration of Advertising/Marketing Pieces

Advertising and marketing materials must be approved by each state Department of Insurance
prior to use by agents. Agents are not allowed to create their own marketing materials, or
modify approved ManhattanLife marketing materials. Thisincludes, but is not limited to, letters,
business cards, announcements, flyers, videos, posters, newspaper ads, etc. An agent must
disclose any information relating to unauthorized use of marketing materials to ManhattanLife.
Agents who wish to modify marketing materials must first obtain approval through Sales and
Marketing.
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ManhattanDirect 2.0

ManhattanDirect 2.0 is ManhattanLife’s online application submission portal. This resource
allows for online application fulfillment and submission in lieu of paper. While ManhattanLife
does accept paper applications (outlined below), we recommend using 2.0 whenever possible,
as we have found that processing times are faster.

Accessing ManhattanDirect

ManhattanDirect 2.0 can be accessed through the Agent Resource Center by selecting the
“Launch ManhattanDirect 2.0” button as shown below.

S Annuity Portal Viewing As: > Dashboard

Select Agent
= Dashboard » vour Home Page

& Dashboard

B3 Monthly sai LAUNCH MANHATTANDIRECT 2.0
onthly Sales

TRAINING SCHEDULE

[6) Commissions v
§ Inforce Business v Premiums and Policies A
#© AgentTools v

v 0Premiums are rejected
E Online Forms

Announcements A

& Downloads v

MAC MedSupp 1.0 Warning

Troubleshooting
Should you need technical assistance for ARC or 2.0, please reach out directly to Sales &
Marketing at:

Hotline: 1-888-441-0770.

Email: aces@manhattanlife.com
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Submitting New Business with
ManhattanDirect 2.0

Step 1:

Log into: https://producer. manhattanlife.com/life /account/login.aspx?AsAgent

Step 2:
Launch ManhattanDirect 2.0

Dashboard » vour Home Page

LAUNCH MANHATTANDIRECT 2.0

TRAINING SCHEDULE

Step 3:
Select “Get Started”

Create New Quote
—_— (

Get Started

Step 4:
Enter 5-digit Zip Code and select Next

o} Home = 99 Quote @ Enroliments Settings () ARC

Quote

Please Enter a Zip Code for the Insured to Get Started

This must be the zip code and state of the proposed insured. This cannot be modified once you add products to the cart.
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Agent Guide | Home Health Care Select

Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 5:

Enter required client information and dependent information, along with Effective Date and
select “View Products”

Rates And Products For HOUSTON, TX

DOB
Gender Female
Effective Date 11-18-2022
Dependents

First Name Dependent Type Birth Date

--Select-- v Add

Step 6:
Select Home Health Care Select
Cancer Care Plus Cancer Heart Attack and Stroke
Plans Starting at $44.44 Monthly Rate Plans Starting at $16.00 Monthly Rate
Dental, Vision and Hearing Insurance DVH Select
Plans Starting at $37.58 Monthly Rats Plans Starting at $39.46 Monthly Rate
Horme Health Care Select OmniFlex Short-Term Care
Plans Starting at $25.38 Monthly Rate Plans Starting at $11.21 Monthly Rate

Secure Advantage - (Final Expense)

Plans Starting at $18.54 Monthly Ratz
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 7:

Choose the plan your client would like.

Home Health Care Select

Plans

Classic $25.88

$40.41

o
m
a
m

Deluxe £43.03

Step 8:

Chose any Riders the client has elected and click “Begin Enroliment”

Home Health Care Select

Plans

Selected Plan: Deluxe £43.03

Riders
|:| Accident Expense Benefit Rider
|:| Accidental Death & Dismemberment Benefit Rider $1.10
|:| Ambulance Benefit Rider $1.08
|:| Home Medical Equipment Benefit Rider %453

|:| Routine Annual Physical Exam Benefit Rider £2.43
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 9.

Answer applicant questions and select validate.

{7} Heme | G Quste | E Enrcliments {25 Settings (3 ARC
Dude Froducts Enrallment Details
Applicant
Details
Firat Matha Middla Maris
Last Manw SEN
Birth duta Gesidar
e
.;|_|"_'-
Addrass 1 City
Address 2 State
L
Zip Coda
o I
Phane Humber
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 10:

Answer application questions and hit next.

{af Homa | 53 Quote | F3Y Enrollments G Settings (6D ARC
Quote Products  Enrcllment Datails
YR R R o TR gy
.-'—'.[“.' 1CATIN l.<l,=.‘-.1'|\.' 5
Do ywou have exdsting heslth coverage (including home health care, long-term care, of similar cemmmmmm s e Vo m
coveragel’
Are any policy(s) intended to replace any other Insurance now inforce? mmmemeesseesee e Yas m
Are you currently living in & nursing home or assisted living facility or currently receiving home hesith  ----------mmmrmmmeonennn. Yar m
care o similar-lype benefits?
Are you physically unakle to perform routing activities such as bathing. dressing, eating. toileting and =~ ----------mmmmmmmmmnnann. Vs m
transferrireg from bed to chae?
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 11:

Fill out email consent and Payment Information sections, then authorize and sign. At this
point, the application can be submitted.

{itHome S5 Cucts [ Enrollmemts 3 Settings &5 ARC

Carrte Products Enrollment Details

Email Consent Autharization

[®) | glve my written consent to allow Standard Life and Casualty Insurance Company (the Company) to communicate with me by emall to the
address(es) listed below. | confirm that | have authorization to provide consent for email to the email address(es) that | provide below and further
agree to indemnify and hold harmiess the Company for any action or loss arising from any incormect or false email address(s) provided below. |

acknawiledge that, shoiild | desire to revoke this writhen autharization, | will inform the Company, in writing, of such revocation.

Primary Email Secondary Email

Maote: The spplicant electing to allow for notices and communizstions ta bs sent to the tromic mail sddress provide

5 CIECL

1 should be aware thal the insurer nghtfully considers 1

Depandeants

First Marmne Relaticnship Birthdate Products

3

Payment Information

[ dwtormiatic 3ark Draft (Electrorlc Funds Transfer
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 12:

Begin answering application questions.

{o} Home = 99 Quote [ Enroliments Settings @ ARC

Quote Products Enroliment Details

Do you have any similar insurance coverage for which you are applying for currently in force? ves  No

Have you been treated or diagnosed by a medical professional as having acquired immune Yes No
deficiency syndrome (AIDS), AIDS related complex (ARC), or tested positive for human
immunodeficiency virus (HIV) infection?

Is any applicant currently eligible for Medicaid or on early Medicare due to disability (prior to age Yes No
65) or disabled?

Are you currently: Receiving assistance or supervision to perform activities of daily living such as Yes  No
bathing, dressing, eating, toileting, getting in or out of bed, or have an inability to control bowel or
bladder function?

Are you currently: Receiving home health care services, or confined in a rehabilitation facility, Yes No
nursing facility, or assisted living facility?

Are you currently: Being treated, or have you been diagnosed, by a medical professional for Yes No
Alzheimer's Disease, dementia, Parkinson’s Disease (stage 4 or 5), Huntington's Chorea, or
cognitive impairment?

Are you currently: Receiving treatment by a medical professional for diabetic complications Yes No
resulting in neuropathy, proliferative retinopathy, kidney disease or failure, renal insufficiency, or
kidney dialysis?

Are you currently: Receiving treatment by a medical professional for insulin dependent diabetes in Yes No
conjunction with heart failure?
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 13:

Complete Email Consent Authorization, Payment information, Beneficiary designation and
Mother’s Maiden name signature.

@ Home 99 Quote @ Enrollment: Setting @ ARC

Quote Products Enroliment Details

Email Consent Authorization
(® | give my written consent to allow ManhattanLife Assurance Company of America (the Company) to communicate with me by email to the
address(es) listed below. | confirm that | have authorization to provide consent for email to the email address(es) that | provide below and further
agree to indemnify and hold harmless the Company for any action or loss arising from any incorrect or false email address(es) provided below. |
acknowledge that, should | desire to revoke this written authorization, | will inform the Company, in writing, of such revocation.

(O decline 1o give consant 10 the Company 1o communicate with ma by emai

Primary Email Secondary Email

Dependents

First Name Relationship Birthdate Products

Payment Information

Direct Bill

Quarterly Rate

e[IELE T Semi-Annually | Annually
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 13 Continued:

Insured Applicant Beneficiary

Insured Authorization And Signature

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, MIB, Inc. (MIB), Division of Motor Vehicles, the Veterans Administration or other medical or medicallyrelated facility, insurance company or
other organization, institution or person, that has any records or knowledge of me or my health or having any non-medical information concerning me to give to
the ManhattanLife Assurance Company of America (the Company) or its reinsurers, any such information. | understand that there is a possibility of redisclosure of
any information disclosed pursuant to this authorization and that information, once disclosed, may no longer be protected by federal law governing privacy and
confidentiality. | understand that authorizing the disclosure of this health information is voluntary. | can refuse to sign this authorization.

| authorize ManhattanLife Assurance Company of America, or its reinsurers, to make a brief report of my protected health information to MIB, Inc.

| understand that | am authorizing the Company to receive my health information, prescription drug usage history and my non-medical information. | understand
that prescription drug usage may be used to verify the presence of certain medical conditions and that such history will not be used to decline coverage. These
medical conditions will be confirmed by a telephone interview prior to being used in the underwriting process. The released information received by the Company
will remain protected by federal and/or state regulations.

| understand that the information requested is necessary for evaluation and underwriting of my application for the 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 the 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 the Company will result in the rejection of the Insurance Policy
coverage.

| understand that | may revoke this authorization at any time by notifying the Company in writing at their Administrative Office: 10777 Northwest Freeway, Houston,
Texas 77092. | understand that such revocation will not have any effect on actions the Company took prior to their receiving the revocation notice.
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Submitting New Business with
ManhattanDirect 2.0 - Continued

Step 13 Continued:

THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR MEDICAL
COVERAGE.

Mother's Maiden Name

Mail a copy of this policy to:

® Insured O Agent

Deliver via:
® Mail QO Email

Special Request

22 AGT-HHCS 0723
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Submitting Paper Applications

As stated above, we always suggest submitting applications through ManhattanDirect 2.0, as
we have found processing times are generally quicker. We do, however, understand there may
be times when this simply isn’t possible. In the event a paper application has to be submitted,
the agent needs to complete the application with the applicant actively engaged throughout the
process. The agent can either be at the same physical location as the applicant/owner, or the
application can be processed over the phone. Regardless of how the application process takes
place, both the applicant/owner and the agent must physically sign the document. Therefore,
if the application is completed over the phone, the agent must fax or send the application
to the applicant/owner to obtain their signature before submitting it to ManhattanLife for
processing. Below are options for getting paper applications to ManhattanLife for processing.
Instructions provided below.

Easy Upload Feature

The Easy Upload tool can be used to upload applications rather than mailing or faxing them.
Please note currently Easy Upload will only accept PDF files. Therefore, the application must
be scanned and converted to a PDF to be attached. There are step-by-step instructions
located in the “Help” section found to the left of the Easy Upload area within the Agent
Resource Center. It should be noted that in order to submit via Easy Upload, you must be
logged into our ManhattanDirect 2.0 system.

The Easy Upload feature can be found on the home page of the Agent Resource Center(ARC)
and was created to enable the submission of paper applications, rather than mailing or faxing
them. The Easy Upload feature can be found at the following URL:
https://producer.manhattanlife.com/life /account/login.aspx?AsAgent

Required Forms

Completed Application (pages 1-5

Whether completing a paper application, or utilizing ManhattanDirect 2.0, please remember
only current state-approved applications may be used when applying for coverage. If there
is a question as to what application is available, please call our Marketing Department to
confirm the correct application form number.

Sales & Marketing Hotline: 1-888-441-0770.
Email: aces@manhattanlife.com

A copy of the completed application will be attached to the policy, becoming part of the
contract.
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Applications & Forms

Application for Home Completion instructions for the application included in this Agent Guide. Pages 1-7
Health Care Select must be completed in its entirety. A copy of the completed application will be made
Insurance by ManhattanLife and attached to the policy to make it part of the contract.
Prescription Drug Often referred to as the “Prescription Drug Claim Form”. Used by a policyholder to
Claim Form make a claim against the policy for prescription drug benefits.

Often referred to as the “Home Health Care Claim Form”. Used by a policyholder to
make a claim against the policy for Home Health Care and home health care aide
benefits.

HHC Standard Benefits
Claim Form

Often referred to as the “Physician Certification Claim Form”. Used by a physician
to certify that a policyholder can no longer complete Activities of Daily Living and is
eligible for Home Health Care and/or Home Health Care Aide services.

Physician’s Home Health
Certification

Submitting New Business

Prior to submitting applications:

* Review application for completeness and accuracy.

» Verify correct premium amount.

* Collect bank draft authorization information and signature(s) as applicable.

* Any corrections must be initialed /dated by the applicant/owner. Do not use white-out.
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Application Instructions

Standard Life and Casualty Insurance Company

3 i Home Office: Salt Lake City, UT
% A? DE%HH%E&;%JES” Administrative Office: [10777 Northwest Freeway, Houston, TX]
! [(800) 669-9030]

A ManhattanLife Company

APPLICATION FOR HOME HEALTH CARE INSURANCE APPLICATION
U Reinstatement O Benefit Increase  Policy No. Group No. |N FORMAT'ON [)
APPLICANT A - PROPOSED INSURED’S INFORMATION e Application can
Proposed Insured’s Name (First, Middle, Last) Birthdate (MM/DD/YYYY) | Gender (M/F) be used for 1 or 2
applicants.
Address (Street, City, State, ZIP Code) « Fill out all information
fully and correctly.
Telephone Numbers (Home, Work, and Cell) Social Security No.
ADDRESS
Beneficiary Name Requested Future Effective Date i ) .
['Effective Date will be the date the application is approved by * Appl|cant s resident
the Company or a future date, whichever is later. state must match the
Beneficiary Relationship Mail Policy to: L Agent O Policyowner . .
U Email (Email is available for the Policyowner if the email materials bemg used.
consent authorization is signed.) “|\/|ai|ing Address” is
optional. It should
APPLICANT A - INSURANCE REQUESTED PREMIUM only be used if the
Home Health Care Insurance Policy O Classic - $150 O Premier- $300 O Deluxe - $450 $ . applicant wants
[Routine Annual Examination Rider Q $__ | to receive info
g?gglrdental Death & Dismemberment o s ] somewhere other
[Home Health Equipment Rider a S ] than their resident
[Accident Expense Benefit Rider Per Accident- O $1250 O $2500 $_ 1 address.
[Ambuiance Benefit Rider a s ] E-mail address
is preferred but
APPLICANT A - TOTAL PREMIUM $

optional.

APPLICANT A - HEALTH QUESTIONS
1. | Are you currently living in a nursing home or assisted living facility or currently receiving home health care or similar-

PLAN SELECTION

type bensfits? O Yes O No « Select policy choice
2. | Are you physically unable to perform routine activiies such as bathing, dressing, eating, toileting and transferring « .y .
from bed to chair? O Yes O No of “Classic”, “Premier

or “Deluxe”.
¢ Use Rate Chart and

conversion factors
2. | Are any policy(s) intended to replace any other insurance notin force? If “Yes,” provide the company name, policy AR
number, and type of coverage below. O Yes L No to calculate initial

premium based on
mode selected.

APPLICANT A - EXISTING COVERAGE

1. | Do you have existing health coverage (including home health care, long-term care, or similar coverage)? O Yes UNo

AM7008APSC 1

Submit Completed Form to: New Business Department, [10777 Northwest Freeway, Houston, TX 77092]
Toll Free Telephone Number: [(300)669-9030] FAX: [(713) 821-6463]

OPTIONAL RIDERS

* Use Rate Chart and
conversion factors
to calculate initial

Please note: Many states have their own unique application for Home Health premium based on
Care Select Insurance. Please make sure you are completing the correct mode selected.

state application based on the resident state of your client.
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Application Instructions

APPLICANT B - PROPOSED INSURED’S INFORMATION

Proposed Insured's Name (First, Midde, Last) Birthdate (MM/DD/YYYY)

Gender (M/F)

Address (Street, City, State, ZIP Code)

Telephone Numbers (Home, Work, and Cell) Socia Security No.

Beneficiary Name Requested Future Effective Date

['Effective Date will be the date the application is approved by
the Company or a future date, whichever is later.

Beneficiary Relationship

consent authorization is signed.)

Mail Palicy to: 1 Agent U Pdicyowner
U Email (Email is available for the Pdlicyowner if the email

APPLICANT B - INSURANCE REQUESTED PREMIUM
Home Health Care Insurance Policy 1 Classic - $150 U Premier - $300 0 Deluxe - $450 $
[Routine Annual Examination Rider a $
[Accidental Death & Dismemberment o s
Rider —
[Home Health Equipment Rider ] 3
[Accident Expense Benefit Rider Per Accident- 0 $1250 O $2500 3
JAmbulance Benefit Rider a $
APPLICANT B - TOTAL PREMIUM $
APPLICANT B - HEALTH QUESTIONS
1. | Areyou currently living in a nursing home or assisted living facility or currently receiving home health care or similar-
type benefits? O Yes O No
2. | Are you physically unable to perform routine activities such as bathing, dressing, eating, toileting and transferring
from bed to chair? QYes UNo
APPLICANT B - EXISTING COVERAGE
1. | Do you have existing health coverage (including home health care, long-term care, or similar coverage)? dYes U No
2. | Are any policy(s) intended to replace any other insurance not in force? If “Yes,” provide the company name, policy
number, and type of coverage below. U Yes O No

AM7008APSC
Submit Completed Form to: New Business Department, [10777 Northwest Freeway, Houston, TX 77092]
Toll Free Telephone Number: [(800)669-9030] FAX: [(713) 821-6463]

Please note: Many states have their own unique application for Home Health
Care Select Insurance. Please make sure you are completing the correct

state application based on the resident state of your client.

APPLICATION
INFORMATION (B)

e Application can
be used for 1 or 2
applicants.

e Fill out all information
fully and correctly.

ADDRESS

* Applicant’s resident
state must match the
materials being used.

“Mailing Address” is
optional. It should
only be used if the
applicant wants

to receive info
somewhere other
than their resident
address.

E-mail address
is preferred but
optional.

PLAN SELECTION

* Select policy choice
of “Classic”, “Premier”
or “Deluxe”.

* Use Rate Chart and
conversion factors
to calculate initial
premium based on
mode selected.

OPTIONAL RIDERS

* Use Rate Chart and
conversion factors
to calculate initial
premium based on
mode selected.
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Application Instructions Continued

AUTHORIZATION AND SIGNATURE

| hereby authorize any licensed physician, medical practitioner, hospital, clinic, laboratory, pharmacy, pharmacy benefit manager or other medical
facility, insurance or reinsurance company, MIB, LLC (MIB), Division of Motor Vehicles, the Veterans Administration or other medical or medically-
related facility, insurance company or other organization, institution or person, that has any records or knowledge of me or my health or having any
non-medical information concerning me to give to the Standard Life and Casualty Insurance Company (the Company) or its reinsurers, any such
information. | understand that there is a possibility of redisclosure of any information disclosed pursuant to this authorization and that information, once
disclosed, may nolonger be protected by federal law governing privacy and confidentiality. | understand that authorizing the disclosure of this health
information is voluntary. | canrefuse to sign this authorization.

| authorize Standard Life and Casualty Insurance Company, or its reinsurers, to make a brief report of my protected health information to MIB, LLC.

| understand that | am authorizing the Company to receive my health information, prescription drug usage history and my non-medical information. |
understand that prescription drug usage may be used to verify the presence of certain medical conditions and that such history will not be used to
decline coverage. These medical conditions will be confirmed by a telephone interview prior to being used in the underwriting process. The released
information received by the Company will remain protected by federal and/or state regulations.

| understand that the information requested is necessary for evaluation and underwriting of my application for the 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
the 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 the Company will resultin the rejection of the
Insurance Policy coverage.

| understand that | may revoke this authorization at any time by notifying the Company in writing at their Administrative Office: [10777 Northwest
Freeway, Houston, TX 77092]. | understand that such revocation will not have any effect on actions the 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 padicy, change in policy benefits, or, for the duration of a claim if used for the purpose of collecting
information with a claim for benefits under a policy. A photocopy of this authorization will be as valid as the original.

To the best of my knowiedge 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 unless and until the application has been accepted and approved by the Company, the full 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, represent that | have read, or had read to me, the completed application and that | realize that any false statements or
misrepresentations therein material to the risk may resultin loss of coverage under the pdicy to which this application is a part.

THE EFFECTIVE DATE OF THE POLICY WILL BE THE DATE RECORDED BY THE ADMINISTRATIVE OFFICE. IT IS NOT THE DATE THIS AGREEM ENTS;
APPLICATION IS SIGNED.
WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false AUTHORIZATIONS
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. & SIGNATURES
Signed at on X ¢ Read and review
{City and State) (Month/Day/Year) Applicant A’s signature (or their authorized representative) eve rythin g car efuIIy in
Signed at ,on X this section.
(City and State) (Month/Day/Year) Applicant B’s signature (or their authorized representative)
AGENT(S) STATEMENT: |, the undersigned agent, also represent that to the best of my knowiedge, replacement Qis 1 is notinvolved at this
time.
X % . . .
Signature of Agent Printed Agent's Name Agent No. % Credit State ID No. * Fill out all information
X % fully and correctly.
Signature of Agent Printed Agent's Name Agent No. % Credt State ID No. Sign and date as
NOTICE: All premium checks must be made payable to Standard Life and Casualty Insurance Company. Do not make the check payable appropriate.

to the agent or leave the payee blank.

AM7008APSC 3
Submit Completed Form to: New Business Department, [10777 Northwest Freeway, Houston, TX 77092]
Toll Free Telephone Number: [(800)669-9030] FAX: [(713) 821-6463]

Agent Signature(s): Fill out all information fully and correctly. Sign and date as appropriate.
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Application Instructions Continued

APPLICANT A - EMAIL CONSENT AUTHORIZATION

O | give my written consent to alow Standard Life and Casualty Insurance Company (the Company) to communicate with me by email to the
address(es) listed bel ow. | confirm that | have authorization to provide consent for email to the email address(es) that | provide below and further
agree to indemnify and hold harmless the Company for any action orloss arising from any incorrect or false email address(s) provided below. |
acknowledge that, should | desire to revoke this written authorization, | wil inform the Company, in writing, of such revocation.

0 | decline to give consent to the Company to communicate with me by email. (Do not provide email addresses below)

Primary email address:

Secondary email address:

Signature: Date:

Note: The applicant electing to allow for notices and communications to be sent to the electronic mail address provided by the policyholder should be
aware that the insurer rightfully considers this € ection to be consent by the applicant that all notices may be sent electronically, including notice of non-
renewal and notice of cancellation. Therefore, the applicant should be diligent in updating the el ectronic mail address provided to the insurer in the event
that the address should change.

APPLICANT B - EMAIL CONSENT AUTHORIZATION
QO | give my written consent to allow Standard Life and Casualty Insurance Company (the Company) to communicate with me by email to the APPLICANT
address (es) listed below. | confirm that | have authorization to provide consent for email to the email address(es) that | provide below and further

agree to indemnify and hold harmiess the Company for any action or loss arising from any incorrect or false email address(s) provided below. | SlG NATU RES
acknowledge that, should | desire to revoke this written authorization, | will inform the Company, in writing, of such revocation.

* Fill out all information
fully and correctly.

Primary email address: Sign and date as

appropriate.

¢ If someone other than

0 I decline to give consent to the Company to communicate with me by email. (Do not provide email addresses below)

Secondary email address:

Signature: Date: the applicant signs,
Note: The applicant electing to alow for notices and communications to be sent to the e ectronic mail address provided by the policyhdder should be Power of Attomey
aware that the insurer rightfully considers this election to be consent by the applicant that al notices may be sent electronically, including notice of non- paperwork must be

renewal and notice of cancellation. Therefore, the applicant should be diligent in updating the electronic mail address provided to the insurer in the event
that the address should change.

provided.

AM7008APSC 4
Submit Completed Form to: New Business Department, [10777 Northwest Freeway, Houston, TX 77092]
Toll Free Telephone Number: [(800)669-9030] FAX: [(713) 821-6463]
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Application Instructions Continued

APPLICANT A - PAYMENT OPTIONS AUTHORIZATION

QO Payroll Deduction (Listbill)

Assigned list bill number, if known:

john Doe 1234
| hereby authorize my employer to deduct from my salary and pay to 12’3‘4 Eny Street
Standard Life and Casualty Insurance Company the premium. Aoyt oase3 FEETa T AT
n\?’

O Automatic Bank Draft (Electronic Funds Transfer)

PAY TO THE ORDER OF W 35%
S
<
ANYTOWN BANK

DOLLARS

O Monthly O Quarterly O Semi-Annually O Annually

Type of Account: 0 Checking O Savings e
123456789 098765321 1234
Desired withdrawal date (Between the 1st and the 28th) ) )
Bank hame: Routing Number Account Number
City: State:
Routing number (9 Digits):
Account number:

Avuthorization for Electronic Funds Transfer (EFT)
| (we) hereby authorize Standard Life and Casualty Insurance Company, hereinafter called COMPANY, to initiate debit entries to the account
and depository, hereinafter called DEPOSITORY, to debit the same to such account. This authority is to remain in full force and effect until
COMPANY and DEPOSITORY have received written nofification from me (or either of us) of its termination in such time and in such manner as
to afford COMPANY and DEPOSITORY a reasonable opportunity to act on it.

Accountholder's Signature Date

O Direct Billing QO Quarterly 0 Semi-Annually O Annually
If your billing address is different than your home address, please enter it below:

Billing Address:

(Street) (City) (State) (Zp)

Name of person paying, if different:

AM7008APSC 5

Submit Completed Form to: New Business Department, [10777 Northwest Freeway, Houston, TX 77092]
Toll Free Telephone Number: [(800)669-9030] FAX: [(713) 821-6463]
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BANK DRAFT

AUTHORIZATION

* Fill out all information
fully and correctly.
Sign and date as
appropriate.

* The Bank Routing/

ABA # is always 9
digits long.

* If two applicants apply
and one bank draft
form is completed,
this bank account
will be used for both
policyholders.
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Effective Dates

The policy effective date and the bank draft date must match for a policy to be issued. If the
requested effective date is left blank, the bank draft date will become the policy effective
date. We will honor requests for effective dates starting from the date the application was
signed up to 6 months in the future. Insurance policies may not be effective on the 29th,
30th, or 31st of the month. Applications written on these days will be made effective on
the 1st of the following month. Additionally, the policy effective date cannot be prior to the
applicant’s signature date.

Once an application is processed and accepted, the policy is scheduled to draft on the
requested effective date.

Rates

Home Health Care Select rates vary by state and by age. Consult the rate schedule for each
state for specific details.

Underwriting

The goal of ManhattanLife and group of companies is to issue insurance policies as quickly
and efficiently as possible, while ensuring proper evaluation of each risk. To accomplish this
goal, writing agents may be contacted via email to advise him/her of any problem(s) with an
application.

Complete applications will be reviewed and processed within 48-72 hours. It is very important
to ensure the entire application is filled out completely, including all health questions. This
greatly helps reduce processing timeframes.

If you (agent) or insured are unsure about past medical conditions, impairments, or
terminology, please provide any additional comments that could provide additional insight to
our underwriters.

Telephone Interviews

There may be instances when a telephone interview is necessary to verify information within
the application. In the event we are unable to complete a phone interview, additional medical
records may be required.

* Any deviations from the application and information gathered during a Phone Interview could
result in processing delays. Please be aware that agents and/or an agent’s representative may
not be present or on the line while a phone interview is being conducted.
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Premium Payments

ManhattanLife allows the following payment methods:

Direct bill* Bank Draft
Annual Annual
Semiannual Semiannual
Quarterly Quarterly
*Monthly

*Monthly payments are only an option for automatic bank draft.

The applicant may select any day for the renewal premiums to be drafted

excluding the 29th, 30th, or 31st of the month.

Automatic Bank Draft Options:

Option 1: Pay initial and renewal premiums by bank draft

A completed Bank Draft Authorization form must accompany the application. The Bank Draft
Authorization form must be filled out in its entirety. If the information provided is incomplete or
unclear, ManhattanLife will require proof of the routing number and account number from the
financial institution.

Option 2: Pay initial premium by paper check and renewal premiums by bank draft

The initial premium is due at the time the application is submitted for processing - no exceptions.
A completed Bank Draft Authorization form must accompany the application. The Bank Draft
Authorization form must be filled out in its entirety. If the information provided is incomplete or
unclear, ManhattanLife will require proof of the routing number and account number from the
financial institution.

If submitting via fax and you (the agent) have collected a premium check, please mail the check
along with a copy of the first page of the application to one of the addresses provided in the
“Contacting Us” section.

NOTE: If the initial EFT is returned non-sufficient funds (NSF), a second attempt will be made on
the 5th business day after we are notified by the Bank. If the second attempt is unsuccessful,
payment will be called due, the policy will transition to quarterly direct bill mode, and the initial
premium will be required to activate the coverage. If the initial premium is drafted successfully
and any renewal premiums are returned NSF, a second attempt will be made on the 5th business
day after we are notified by the Bank. If the second attempt is unsuccessful, payment will be
called due, and the policy will transition to quarterly direct bill mode.
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Required Application Information

Whenever possible we highly recommend utilizing our ManhattanDirect 2.0 enrollment
platform, as paper submissions often have undue delays. If an application is submitted with
incomplete, unclear, or missing information critical to the risk evaluation process, a new
application may be required, or an amendment to the application will be issued. Critical
information includes, but is not limited to:

e Complete residential address

* Date of birth

* Social Security Number

* Plan selection

e Correct Premium

* Bank draft date/Policy effective date
* Eligibility questions

* Applicant’s signature

e Agent’s signature

e Agent Number

Top Reasons for Application Delays

Post-dated check submitted with application (Please remember, we do not accept
postdated checks).

e Temporary check submitted with application. Checks should be pre-printed from the
insured’s financial institution, or verification on official bank letterhead.

* The application is received at the administrative office more than 30 days from the
signature date, or if the signature date is in the future.

* Pending Agent Appointment. ManhattanLife practices “Just in Time” appointments
and processing of applications. What does this mean? This means that we will not
run a background check and solidify appointments until your 1st piece of business is
submitted. This could result in a 24-48 hr delay for this initial deal, so please keep that
in mind.

* Deposit slip submitted in the place of a voided check.

» Signature stamps are not allowed on applications. Please ensure a physical signature
is captured.

* Premium check from any third-party payor that has no immediate family OR business
relationship to the applicant.

e |If the amount quoted on the application is less than the modal premium we calculate,
we will contact the agent to verify that it is acceptable to process the bank draft for the
amount that we have calculated. We will amend the modal premium.

* Provide all medication information and history.

* Information listed on application does not align with Personal Health Interview (PHI).
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Bank Draft Authorization Form

If client’s elects to pay premiums via bank draft, please ensure the bank draft authorization
form is submitted along with the application.

Please check the box beside the name of your insurance company.

Q ManhattanLife Insurance and Annuity Company QO Manhattan Life O Family Life
Q Standard Life and Casualty Company 0 Western United

INDEMNIFICATION AGREEMENT

To: Financial Institution named on this form.

In consideration of your compliance with the request and authorization
of the depositor:

THE COMPANY REFERENCED ABOVE AGREES THAT:

1. It will indemnify and hold you harmless from any liability to any
person having an account with you arising out of the payment by
you of any debit drawn by the company referenced above to its own
order in the account of such person, or from any liability to any such
person or to any owner or beneficiary of any policy issued by the
company referenced above in respect of which such a debit is
drawn by the company referenced above, provided there are
sufficient funds in such account to pay the same upon presentation,
whether or not such claim or liability asserted against you be based
upon the forfeiture, or alleged forfeiture of a policy the premiums on
which is sought to be collected by the company referenced above
by such debit; and,

I

It will refund to you any amount erroneously paid by you to the
company referenced above on such debit if claim for the amount of
such erroneous payment is made by you within twelve months from
the date of the debit on which such erroneous payment was made.

T

President

AUTHORIZATION TO HONOR DEBITS DRAWN BY
COMPANY REFERENCED ABOVE

To:
(Print Name and Address of Financial Institution where Account is maintained)

As a convenience to me, | hereby request and authorize you to pay and
charge to my account debits drawn on my account by and payable to the
order of — the company referenced above - provided there are sufficient
collected funds in said account to pay the same upon presentation. This
authorization will remain in effect until revoked by me in writing, and until
you actually receive such notice | agree that you shall be fully protected
in honoring any such debit. ~ This arrangement shall terminate
immediately upon the closing of my account with you or upon receipt by
you of notice of my bankruptcy. | agree that your treatment of and rights
in respect to each such debit shall be the same as if it were signed by
me. | further agree that if any such debit be dishonored, whether with or
without cause and whether intentionally or inadvertently, you shall be
under no liability whatsoever, even though such dishonor results in the
forfeiture of insurance.

Account Title:

ABA ing
Date of Withdrawal:

(Cannot select the 29, 30", or 31%)

Account Type: [ Checking O Savings

Policy

(s)

PLEASE ATTACH A VOIDED CHECK

Return the completed form to:
P.O. Box 925688
Houston, Texas 77292-5688

Comments:

BKDFT 0509

E’ ManhattanLife.

The Bank Draft authorization form can be found at:

ManhattanLIfe.com > File A Claim > Individual and Worksite > Health & Accident

PAYMENT OPTION
AUTHORIZATION

SIGNATURE(S)

For individuals wishing
to have their monthly
premiums collected via
electronic ACH, please
ensure correct routing
and direct deposit
account information is
listed.

ACH information can be
found on the bottom of
the insureds check.

**Make sure Signature on the Bank Draft Authorization matches the signature card at the bank. **
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Policy Issue Guidelines

The policy issued is specific to the state of residence. The applicant’s state of residence
controls the application, forms, premium, and policy issued. If an applicant has more than
one residence, the state where the federal income taxes are filed should be considered the
state of residence.

Multiple Policies

An individual can only have one ManhattanLife, or Standard Life and Casualty, Home Health
Care Select Insurance policy in place at any given time.

Replacements

A replacement takes place when an applicant wishes to exchange an existing ManhattanLife
Home Health Care Select policy for either another MAC, Western United Life, Family Life,
ManhattanLife Insurance and Annuity, or Standard Life and Casualty Home Health Care
Select policy of lesser or greater value, or a policy with an external company. Internal
and external replacements are processed in the same manner, and both require a newly
completed application with full underwriting. An applicant that wishes to be reconsidered for
the spousal discount will be handled as an internal replacement. For internal replacements,
we will use the same underwriting criteria. However, we will also use our claims database to
assist in determining the risk of an applicant.

Situations Requiring a New Application

A new application is required if white-out or liquid paper has been used on the application, or
a change was made to the application and not initialed by the applicant.

If the incorrect state-approved application was submitted. Only the most recent
state-approved application will be accepted. If the status of the available application is in
question, please call Sales & Marketing to confirm the application form number.

Application Status

For your convenience, you may access htips://producer.manhattanlife.com/life /account/
login.aspx?AsAgent at any time to verify the processing status of a submitted application.
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Declined Appeals

If the applicant wishes to appeal his/her declined application, a written request must be
submitted by the applicant to the Underwriting Manager within 60 days of the decision. If
more than 60 days have passed since the decline, the applicant will be required to submit
a new application and a telephone interview will be completed. All appeals require medical
records pertaining to the condition for which the applicant was declined. It is the responsibility
of the applicant to obtain his/her medical records, as ManhattanLife does not make such
requests. Medical records must be submitted to the Underwriting Department directly from
the physician’s office and will not be accepted if submitted by the applicant or agent. Please
note that ManhattanLife does not reimburse any fees associated with obtaining medical
records or other supporting documentation pertaining to the requested appeal. The written
request and medical records may be faxed to 1-713-583-2738 and directed to the attention
of the Home Health Care Select Underwriting Manager. The request and records may also be
mailed to the physical address or post office box on page 37 of this Guide.

Appllcatlon Status Codes

Data Entry: In the process of being keyed into the computer system
* Pending Agent Appointment: Application processed, but pending agent appointment
* Pending PHI: Pending telephone interview with applicant
* Withdrawn: Application closed due to insufficient information or documentation
* Declined: Not eligible for coverage

Application Assistance

If you have any questions about the application or about how to answer any of the
questions on the application, please call Standard Life and Casualty at 1-800-672-4535 or
email: aces@manhattanlife.com
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Amendments/Endorsements

An Amendment and/or Endorsement to the application will be generated for the following
reasons:
* Any question left blank or answered incorrectly (as determined by a telephone interview).
* Anerrororunclear answer for the plan selection and/or underwriting risk classification.
e An error or unclear answer for the date of birth, sex, and/or address.
* An error or unclear answer for the modal premium.

Withdrawn Policies

Applicants who wish to withdraw an issued policy can return the insurance policy indicating
they do not wish to keep the insurance policy or may be in the form of a signed letter or other
signed written statement.

An applicant with a withdrawn insurance policy should be encouraged to return the insurance
policy. To receive a full refund of premium, the request to not take the insurance policy
must either be post- marked (if sent via mail) or received by the Company (if faxed) within
the 30-day free look window. A full refund of the premium for withdrawn insurance policies
will be processed 2 1-days after the date the check was deposited (to ensure the check has
cleared the bank). If the applicant requests the refund prior to that, the applicant’s financial
institution will be contacted to verify the check has cleared. The refund check and a letter
confirming the insurance policy was withdrawn will be mailed to the applicant. A copy of the
letter will also be mailed to the writing agent.

**Any commissions paid to the writing agent(s) will be reversed.
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Contact Us

New business, claims, administration, and overnight mailing address:

ManhattanLife Companies
10777 Northwest Freeway
Houston, TX 77092
or
P.O. Box 925568 Houston, TX 77292

Toll-free number: 1-800-672-4535

Option 1: Direct dial extension

Option 2: Contact Information

Option 3: Commissions

Option 4: Application status

Option 5: Customer Service: Policyholder Services,
Billing & Premiums.

Option 6: Marketing

Option 7: Provider benefits, eligibility, and claims status

Option 8: Personal health interviews

Option 9: Underwriting

Website: www.manhattanlife.com

ManhattanLife Marketing Department

Call 1-888-441-0770 for Marketing Support, Agent Licensing, Agent Portal Assistance or
Supplies.

Marketing Support and Agent Licensing Fax: 1-713-821-6512

Marketing Support and Agent Licensing Email: aces@manhattanlife.com

For direct access to the Agent Resource Center portal:

https://producer.manhattanlife.com

Fax Numbers:

New Business/Customer Service/Underwriting Fax: 1-713-583-2738
When providing additional information that has been requested, please include the application number.
Claims Fax number: 1-713-583-0677

To ensure quick processing, please include the policy number on any claims inquiries.
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Underwritten by:
ManhattanLife Insurance and Annuity Company

10777 Northwest Freeway, Houston, TX 77092
ﬁ? ManhattanLlfe Standard Life and Casualty Insurance Company
P

PO Box 510690; Salt Lake City, UT 84151-0690
Standing By You. Since 1850.

Thank you again for taking the time
to learn about our Home Health
Care Select product. Should you
have any additional questions or
need more clarity, please do not

hesitate to reach out to Sales &
Marketing directly at:
888-441-0770 or

marketingmail@manhattanlife.com

Scan to download and
view an electronic
copy of this guide!

Visit our website:
https://www.manhattanlife.co

Follow us on social media:

[ € ©YouTube ¥



