REINSTATEMENT APPLICATION

POLICY NUMBER:

PRINT NAME (FIRST, M.1., LAST):

STREET:

CITY: STATE: ZIP CODE:

| certify to the best of my knowledge and belief that | have not, since the date of the
original application for Long Term Care Insurance to (carrier name):

1) had any injury or iliness;
2) consulted or been examined by any physician; or

3) been declined or postponed for Long Term Care or Health Insurance, or been
offered a modified or rated policy by any company

The only exceptions* to the above statements are:

| agree that a copy of this reinstatement application will be attached to the policy. | have
listed every exception to items 1, 2, and 3 above.

Signature of Proposed Insured: Date:

*If any exception is noted, underwriting approval must be obtained before the policy will
be reinstated.

Return this form to: BMI Companies
1320 S.Dixie Highway
6" floor
Coral Gables, Fl 33146




