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MEDI-GAP: PRIVATE HEALTH INSURANCE
SUPPLEMENTS TO MEDICARE

TUESDAY, MAY 18, 1978

U.S. Senar,
Seecial. CoMMITTEE ON AGING,
Washington, D.C.

The committee met, pursuant to notice, at 9:35 a.m., in room 357 ,
Russell Senate Office Building, Hon. Lawton Chiles, presiding.

Present : Senators Chiles, Glenn, and Domenici.

Also present: William E. Oriol, staff director; Kathleen M. Deig-
nan, professional staff member; Garry V. Wenske, assistant counsel
for operations; Letitia Chambers, minority staff director ; Margaret S.
Fayé, minority professional staff member; Alison Case, operations
assistant ; and Madonna S. Pettit, research assistant.

OPENING STATEMENT BY SENATOR LAWTON CHILES, PRESIDING

Senator Crires. This hearing of the Senate Special Committee on
Aging is a preliminary inquiry into the extent and patterns of pur-
chase of private health insurance supplements to medicare by older
Americans.

A number of questions have been raised about such insurance, in-
cluding suggestions that many older Americans purchase policies of
questionable value, multiple policies well in excess of probable need,
and policies offering benefits inappropriate to need.

The committee wants to know how pervasive these problems are
and what factors may contribute to unnecessary expenditures of pre-
cious retirement income.

There is very little information available now. The committee is-
sued a report in 1974 ! which estimated that older Americans spent
over half a billion dollars annually on private health insurance to sup-
plement medicare. We now believe this is a very conservative estimate.

The Social Security Administration reports that almost 63 percent
of all Americans over age 65 had some private health insurance cov-
erage for hospital care alone in 1975. Up to 55 percent of all older
Americans had some form of private insurance coverage for physi-
cian’s services. This is a lot of insurance, but only 5 percent of the
health care bill for older Americans is paid for by private health
coverage.

1 “Private Health Insurance Supplementary to Medicare.” a working paper prepared in
December 1974 for the Senate Special Committee on Aging by Gladys Ellenbogen, Ph. D.,
consultant to the committee.

(1)
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“TARING ADVANTAGE OF FEAR”

Clearly, older Americans fear health care costs well beyond what
medicare will cover. Why else would there be such a large market
for supplemental health msurance? And no wonder. When medicare
cost-sharing amounts are deducted, medicare pays for only 38 per-
cent of the total health care bill for older Americans.

One need only look at the advertising used in these two examples?
here to see that this fear is taken advantage of in insurance policy
sales to older Americans—whether by mail, through newspaper ads, or
door to door by agents who sometimes sell policies from a number of
different companies at the same time. These examples, by the way,
are the first pages of advertising brochures stuffed in Florida Sunday
newspapers.

There also appears to be a lot of confusion about what medicare
will and will not pay for. We have heard allegations about individual
insurance agents who take advantage of this confusion. Some have
even represented themselves as Federal employees of medicare and
suggest medicare will cover a lot less than is actually the case. At
the same time, false claims may be made about benefits provided by
the health insurance they have to sell—all in the interest of a large
commission—without due regard for appropriate insurance protec-
tion for the elderly consumer. '

Larcest Garps Lerr UNCOVERED

Ironically, most of the insurance sold to medicare beneficiaries does
not cover the real gaps in medicare protection, such as prescription
drugs, dental care, or custodial nursing home care. According to the
Social Security Administration, only 22 percent of older Americans
have private insurance coverage for out-of-hospital prescription
drugs; less than 3 percent have any form of dental coverage; and
less than 20 percent have any form of coverage for nursing home
care. The insurance is sold more often simply to fill in the deductibles
and coinsurance charges required in medicare hospitalization and out-
patient service plans.

The situation the committee is concerned about is best illustrated, I
think, by the following letter received by the Wisconsin Commissioner
of Insurance, one of our witnesses this morning. Since an investiga-
tion is now in process, the names of the individuals and companies
involved have been changed, but I would like to read that letter.

DEeAR SIr: My name is Jane Doe. I was born April 20, 1891. I seem to buy an
awful lot of insurance lately. Since January 8, 1976, I purchased from Com-
pany, A, Agent No. 1, four policies for $320. Then on January 6, 1977, Agent No. 1
sold me replacement nursing home insurance with Company B for $330. I don’t
have the policy for that yet.

On March 17, 1976, Company C sold me nursing home insurance for $342.
Then on July 17, 1976, Agent No. 2 sold me a hospital indemnity policy for
$600 in Company D. Then Agent No. 2 came back and sold me, in October 1976,
two Company B policies for $287.40, indemnity and cancer insurance. I found
a receipt signed by Agent No. 2, dated July 26, 1976, for $390.25 from Company
B, and I don’t even know what that is for.

JThen on October 7, 1976, Agent No. 3 was here and wrote me a life policy
dated October 19, 1976, from Company E. That is for $1,500 of insurance and
it cost me $538.76 a year, and I really don’t care to have it.

1 See pages 21-26.



Then on December 9, 1976, Agent No. 4 wrote me a nursing home policy with
Company B, again for $140 a year. Then on January 5, 1977, Agent No. 5 wrote
me two policies for hospital and nursing home that cost $192 with Company F.

Then on February 9, 1977, Agent No. 6 wrote me hospital and nursing home
insurance with Company G for $364. Then the same fellow came back again
on February 18, 1977, and wrote me two more policies for cancer and hospital
for $222, and I don’t have these policies.

I also have Company H and Company I cancer insurance,

There may be some other policies here, but I think I am afraid to look.

I have spent for insurance, since January 1976, about $3,675 (actually,
$3,726.41), and I am appealing to you to help me recover as much of this as
humanly possible. I really want all my money back and I want to be left alone
by these insurance agents.

Most of them don’'t even tell me what they're selling me and half the time
I don’t get receipts and they keep coming back every so ofter for more money.

It is your duty to help a poor widow, as the help I'm receiving from other
people does not have your authority.

JANE DOE.

P.S. I had someone write this as I have a little arthritis which impairs my
handwriting.

In case you didn’t catch that, this 87-year-old woman had been sold
19 separate policies from 9 different companies by 6 agents in just over
1 year. She was committed to payments of almost $4,000 a year in
premiums for insurance, which, even from the sketchy information
provided in this letter, has to be largely worthless to her because of
the duplication and overlap in coverage. I also wonder how she became
so well known to so many agents in such a short time.

A number of our witnesses today will, I believe, recount similar situ-
ations. We hope they will also offer suggestions for ways to prevent
this from happening so often.

The committee is not alone in its concern. I would like to insert into
the hearing record excerpts from a speech delivered to the Health In-

surance Association of America, representing insurers who write 85 .

percent of the private health insurance in the country, by Mr. Robert
A. Beck, chairman of the association and president of the Prudential
Insurance Co. of America.

INDUSTRY SHORTCOMINGS

Mzr. Beck said that “the few companies™ selling medicare supplement
policies to the elderly give a bad name to the whole industry. He sug-
gested many medicare supplements have a ratio of benefits to premiums
far too low to ever be expected to provide a reasonable return, and he
charged the association to recognize certain industry shortcomings and
face up to its responsibilities in correcting them.

[The speech referred to follows:]

ExcereTs FrOM A SPEECH BY ROBERT A. BECK, CHICAGO, TLL., My 1, 19781

Good morning :

This past year has been a busy and productive one for the association and very
rewarding to me personally.

But the pleasure I feel at addressing this 22nd annual group insurance forum is
mixed. For today marks the end of my tenure as chairman of the board of the
HITAA. 1t is traditional for the outgoing chairman to review the association’s
accomplishments over the past year. Let’s do that—briefly.

1Full text retained in committee files.
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At the State level, our actions have helped hold the line on State health in-
surance plans. At the beginning of 1977, there were four State plans in effect.
Although more than a dozen State legislatures introduced bills proposing such
plans last year, none was enacted. In another problem area—mandated coverage
of maternity benefits—the private insurance industry is seeking to affirm an im-
portant decision in New York. Our position—that the legislature may not force
amendments of those in-force contracts which cannot be terminated or nonrenewed
by the insurer—was upheld on first appeal. We trust that the New York Court ef
Appeals will affirm this. The court of appeals has heard the arguments and we
expect a decision soon. That’s the good news. The bad news is that the diversity
of mandated state benefits continues to plague us. Each new legislative session
brings renewed efforts to impose additional State requirements.

More important, however, than the absence of new State health insurance plans,
are the positive accomplishments that have been achieved. At the top of the list is
the fact that people now realize that the private health insurance industry has
viable and constructive alternatives to State health insurance plans. There is »
portfolio of State activities and legislation we support. State prospective hospital
budget review is one example—it’s effective in five States already and being con-
sidered in several more. Peer review programs are another. Effective health plan-
ning at the local level is a third. Some 250 insurance industry people are now in-
volved in the health planning agencies, the HSA’s and the SHCC's.

In a similar vein, the model group health insurance continuation and conversion
bill should be supported.

These measures promote cost containment, quality assurance, and adequacy of
coverage, without setting up a State health insurance plan.

On the Federal level, relatively few adverse actions have been taken. The
private health insurance industry is a key participant in both the cost contain-
ment and the national health insurance debates. Federal legislators and Fed-
eral agencies know that we have positive programs to meet society’s needs—that
we are not just against everything. Qur support of a public-private partnership
for NHI is embodied in our continuing advocacy of the Burleson-McIntyre Na-
tional Health Care Act. In the present debate over what form national health
insurance should take, we have made our views known in meetings with con-
gressional, HEW and White House staff officials.

But this retrospective look at our recent successes: support of positive pro-
grams, effective advocacy of the insurance viewpoint, and increased public
awareness of the problems of our business—must not blind us to the concerns
we face.

The problems of the HIAA—or challenges, as I prefer to call them—are the
results of the times we live in; challenges we experience by our very nature as
a large association with diverse membership. They are crucial. If we are to
overcome them, we must recognize certain industry shortcomings and face up to
our responsibilities in correcting them.

“SoME Prans Do Nor ProvipE Goop VALUE”

One of these problems is the sale of plans which do not provide good value—
policies whose benefits are unreasonably small in relation to premium. Recently
in New Jersey, the commissioner charged 71 companies with the sale of such
policies. Unhappily, I have to tell you that Prudential was one of them.

We were cited because the loss ratio on one of the plans we currently sell was
below the commissioner’s 50 percent loss ratio standard. The plan is a daily
hospital indemnity plan which we began selling in 1970. It represents only a
very small fraction of our business. We have about 19,000 of these plans in force
nationwide and last year the premiums were less than 1 percent of our total
individual health care insurance business.

In our response to the commissioner, we explained that our loss ratio on this
plan has been steadily increasing as the policies aged and this year we expect
the cumulative loss ratio to exceed 59 percent. In retrospect, it is a pity that we
did not give a more detailed explanation when we first replied to the commis-
sioner’s request for information. I think we could have avoided some criticism
which I think was really unwarranted.

I believe that some of the other 71 companies which were criticized can give
similar justification for their situations. There are some companies, however—
particularly some selling medicare supplement policies to the elderly—where
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the ratio of benefits to premiums is really far too low and can never be expected
to reach a reasonable figure. These companies can be fairly criticized. Those few
companies give a bad name to the whole industry, and I urge them to change
their practices.

“INDUSTRY HAS BEEN Lax”

I submit that we have been lax, as an industry, in policing our fellow compa-
nies. We can’t just sit back and do nothing for fear of antagonizing some of
our members. When companies sell plans which are clearly inappropriate or
overly expensive, we should ecriticize them—rather than wait for the public, the
press, regulators or legislators to point out our deficiencies.

HIAA has more than 300 members. In an association like ours, we need com-
panies of every size and every type: large and small, Eastern and Western,
mutual and stock, because every company has essential talents to offer. The
20 largest companies represent over half of the HIAA dues assessments. On the
other hand, the many smaller companies are located in every area of the coun-
try. They know local conditions and can keep on top of local situations. It’s they
who generate our grassroots political clout. We depend on them to tell the pri-
vate sector story—to be our advocates before State and local governments.

The diversity of our membership sometimes makes it hard for us to unite. It
should not. Our diversity—our mix of different companies—gives us strength,
flexibility, and the ability to work simultaneously on many levels,

So far I've mentioned two main policy concerns : unfavorable industry publicity
resulting from questionable marketing practices, and the association’s need for
active member companies of all sizes and types.

HIAA policy on State versus Federal regulation of our business is a third
area where we need to constantly examine our position. Our stand on this diffi-
cult question is somewhat inconsistent. On the one hand, when we approach
the question of State or Federal regulation in the abstract, we opt for State
regulation. We fear the increasing encroachment of the Federal Government.
State officials, we say, are better able to appraise and control affairs according
to the uniquely varying local conditions that affect the citizens of their State.

Then too, it’s often easier for a company to communicate with its State leg-
islators, regulators, and insurance department officials than with far-off Wash-
ington leaders.

But the nonuniformity of the State-by-State approach can cause us serious
problems and make us think pleasant thoughts of the virtues of a uniform Fed-
eral standard. We recognize that we're going to have Federal and State regula-
tion. Our objective should be to reduce the duplication and make sure that regu-
lation is in the best interest of the consumer,

Senator Crires. Reporter Herb Jaffee, mvestigating medi-gap
policy sales in New Jersey, has written a series of articles detailing
many of the problems faced by the elderly as they purchase health
insurance policies. He charges that some policies are designed to de-
ceive and exploit unwary policyholders and that others ara relatively
useless. And elderly consumers have paid annual premiums ranging
into several hundreds of dollars for these policies.

I would like to also enter these articles into the record.

[The articles referred to follow :]

[From the Newark, N.J., Star-Ledger, Feb. 26, 1978]
Lax REGULATION FAILS To PROTECT BUYERS

(By Herb Jaffe)

More than half a billion dollars a year are paid by Jerseyans for health insur-
ance policies that are neither regulated, carefully serutinized by the State nor
formally approved by the insurance commissioner.

In some cases these policies with their “fine print” and vague disclosures of
benefity, sold by agents of commercial insurance companies, are designed to de-
ceive and exploit unwary policyholders.

Instances of relatively useless health insurance policies, for which consumers

have paid annual premiums ranging into several hundreds of dollars, have been
discovered by the Star-Ledger.
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“Realistically, some of these contracts could be covert misrepresentations and
distortions of what policyholders were actually promised by their agents,” a
Federal Trade Commission official stated, concerned by the rise in complaints
nationally from victimized consumers.

By deceiving the consumer into buying a more expensive health policy that is
less suited to his needs, an unscrupulous agent is better able to enlarge his earn-
ings through sales commissions.

In some cases, the company which employs the agent also is a vietim of mis-
representation, having issued the policy on the agent’s recommendation.

Information on the extent of such health insuance practices, while still gen-
erally scant in New Jersey and elsewhere across the Nation, is starting to reach
Congress and the State insurance departments which have been entrusted by
Congress with the regulation of insurance.

Studies have found that most insurers “appear to be operating in a reputable
manner.” However, the lack of State laws that would impose strict regulation by
most insurance departments make it impossible to determine how wide the health
insurance irregularities extend. With the exception of the nonprofit Blue Cross
and Blue Shield plans, which in New Jersey are regulated even more stringently
than the property and casualty insurers who sell auto and home-owners cover-
ages, health insurers are almost free to operate at will.

“Health insurance is like the illegitimate child,” State insurance department
actuary William White commented. “The regulation of health insurance today
is about where the regulation of property and casualty insurance was 20 years
ago.”

Twenty years ago the magnitude of the auto insurance problem was just begin-
ning to become known, and closer State supervison of the regulatory system was
unfolding.

But the newly emerging concerns over questionable health insurance practices
cannot be attributed to the watchdog responsibilities of the Nation's State insur-
ance departments. Rather, it is due to a growing number of complaints to State
and Federal agencies which protect the interests of senior citizens.

“The elderly as a class are the greatest victims of health insurance ripoffs,
which occasionally transcend the line into such ecriminal practices as fraud,
forgery and embezzlement,” explained Dr. Gladys Ellenbogen, former professor
and chairman of the economics department at Montclair State College.

In 1974, Dr. Ellenbogen researched and wrote the most comprehensive report
known on the victimization of the elderly in the sale of supplementary medicare
insurance. She was commissioned by the U.S. Senate Special Committee on Aging,
and in her report she supports a statement attributed to the Florida insurance
commissioner :

“Senior citizens are probably the most duped of all the public as far as the
accident and health insurance field.”

With the establishment by the Federal Government of medicare in 1966 came
an accompanying need for supplementary medicare insurance, also known as
“medigap,” which supplements the medicare deductibles and other areas of health
care which medicare does not cover.

As a result, an entirely new element in the health insurance industry emerged,
to prey on the fears of the elderly.

A number of smaller insurance companies in particular “have been engaging
in some of the most unconscionable abuses imaginable,” Wisconsin Insurance
Commissioner Harold Wilde stated.

‘Wisconsin is one of only two States which have enacted strict regulations and
harsh penalties aimed at curbing deceptive and fraudulent practices in the sale
of medigap coverages.

“Before we began to crack down about 3 years ago, we found that some of these
companies and their agents were at best misleading—and at worst criminal,”
Wilde said.

In New Mexico, where similar regulation will become effective next June 1
to protect the elderly from unscrupulous health insurance practices, Commis-
sioner Kenneth Moore explained :

“People who qualify for medicare have a minimum resistance to a smooth
sales talk. We had some bad cases show up of senior citizens who bought medi-
care supplemental policies on top of medicare supplemental policies—far above
what they needed.”
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Symptomatic of the problem surrounding the lack of regulation in health in-
surance is the number of complaints registered by insurance departments.

In her report to the U.S. Senate Committee on Aging, Dr. Ellenbogen wrote:

“The major source of complaints from people of all ages, received by the de-
partments of insurance in many of our States, concern health insurance policies.

“Of 17,697 complaints, for example, disposed of by the California Department
of Insurance, as reported in its annual report for 1971, there were 8,305, or 47
percent, concerning health insurance policies.

“Some complaints, of course, are justified and some are not. A high propor-
tion of the complaints come from the elderly.”

Dr. Ellenbogen told The Star-Ledger she was unable to obtain any informa-
tion on complaint from the New Jersey Insurance Department.

One reason for the State’s inability to maintain accurate annual statistics on
the number of complaints is the insurance department’s lack of personnel, and
particularly the need for a larger investigative staff.

Mrs. Helen Thompson, actuarial assistant to William White in the New Jersey
department, explained that she is one of only two investigators for all health and
life insurance complaints that are referred to the department.

“For about 6 months of the year we have a third investigator, and we do the
best we can urder the circumstances,” Mrs. Thompson commented.

“We try to follow through with each complaint, but we just don’t have the
manpower to always do the job that has to be done,” Mrs. Thompson added.

A far more serious problem is the fact that most consumers do not know they
can lodge complaints with the State insurance department.

A Pennsylvania woman whose hospital and medical bills totaled almost $2,200
didn’t realize that the insurance department might have beéh able to help her
after the company refused to pay the claim in 1976. ’

“We still owe $710 on bills that they wouldn’t pay,” her husband said. “They
said there was a pre-existing condition—but the pre-existing condition was mine,
not my wife’s,” he added.

A pre-existing condition is an illness which the policyholder had before the
policy was written. Such a clause in a health insurance policy means that the
company has the right to refuse payment of any claim with a deductible time
period for any illness arising from the pre-existing eondition.

Dr. Ellenbogen explained that “a major source of complaints reported to in-
surance departments by the elderly is the refusal of their insurance company to
pay a claim on the grounds it involves a pre-existing condition.”

In her report to the Senate committee she gave a typical example of problems
arising from pre-existing condition clauses in health insurance policies:

“Mr. X suffers from arthritis in his knee and has been suffering from arthritis
for some time. After the effective date of his insurance policy, an intense arthritic
pain in his knee causes him to lose his balance. He falls and breaks his leg.

“With an ironclad pre-existing condition clause, Mr. X’s insurance policy would
not pay for any hospital or medical costs incurred for his broken leg.

“Because persons 65 and over may have multiple health problems, a pre-exist-
ing condition clause, in the extreme form presented in the case of Mr. X, could
provide no coverage at all to many aged persons.

“Therefore, the pre-existing condition clause has become a very critical issue
in health policies for the elderly.”

In the case of the Pennsylvania family, the husband said the company in-
formed him it would not be responsible for her illness because of a pre-existing
condition. “But the pre-existing condition pertained to me and not her. Further-
more, my pre-existing condition wasn’t even the same as the illness that put her
in the hospital.

“That agent of theirs did a hell of a sell job on me. He made me knock out a
good policy which I had before,” he added.

The man said the company refunded his premium for the policy of $792. “I
guess that was a lot cheaper for them than paying the claim.”

The practice of agents urging senior citizens to cancel good policies, on the
pretext that they have better replacement policies, is one of the most serious
abuses. The practice is intended primarily to foster the larger first-year sales
commissions for agents, and insurance departments in other States have revoked
the licenses of agents for such actions.
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Dr. Ellenbogen said in her Senate report :

“Cancellation and sale of a new policy is an unfortunate tactic which has
resulted in revocations of agents’ licenses. For example, a policy is sold and some
months later the insured elderly person is advised by the agent to cancel the
policy and purchase a new one. The major advantage for the agent is the com-
mission he receives on selling each policy.”

Data filed with the State on the percentage of sales commissions paid out of
each premium dollar indicates wide disparities between Intercontinental Life
Insurance Co., which is the State’s 13th leading health insurer, and the three
leading private insurance companies.

According to the 1976 annual statements, which companies must file, Inter-
continental collected $9.4 million in total health premiums in the 26 States where
the company is licensed. It paid out 45.4 percent of this amount in claims, while
42 cents out of every premium dollar was used to pay sales commissions to agents.
Statements for 1977 have not yet been submitted.

Correspondingly, of $1,696 million in premiums on health insurance written by
Prudential across, the country, 85 percent was used to pay claims and 3.6 percent
paid agent commissions. Prudential is the State’s largest private health insurer.

The claims percentages are still higher and the sales commissions lower for
Travelers Insurance Co. and Aetna Life, the second and third largest private
health insurers in New Jersey.

The percentage of claims paid is called the “loss ratio,” and Dr. Ellenbogen’s
report explains:

“A very low loss ratio may indicate a company is disallowing many claims.”

Ephraim Weiniger, chief executive officer of Intercontinental, explained the
differentials :

“We're basically a young company. We put on new business without much re-
newal, and we pay a heavy cost to acquire this new business. Our incurred claims
are inordinately lower. This relates to our volume of new business.”

He attributed the disparities against the top three in commissions and claims
percentages to the large volume of group insurance sold by the other companies.
Group policies reduce sales commissions drastically, and Intercontinental writes
almost no group insurance.

But according to the annual statements filed by all companies with the insur-
ance department, Intercontinental sold $8.6 million in premiums in 1976 for indi-
vidual health policies. It paid 45.8 percent of this total in claims and 38.9 percent
for agent commissions.

By comparison, Prudential, with $232.5 million in individual health policies
for 1976, paid 66.5 percent in claims and 12.8 percent in agent commissions. The
zap between claims paid and commissions for Travelers and Aetna on individual
health policies was even greater than that of Prudential to Intercontinental.

A detailed “Discussion Paper on Administration of National Health Insur-
ance,” issued last month by the U.S. Department of Health, Education, and Wel-
fare, explains:

“Commissions for sale of new health insurance policies average about 1 percent
of premiums for group business and 25 percent for individual policies.”

Reports of agents’ commissions found to actually exceed the amount of a
policyholder’s entire annual premium have come from insurance departments
where there is strict regulation.

In Wisconsin, for example, Commissioner Harold Wilde said he found ‘“‘one
company paying commissions of 103 percent on a certain health policy.

“One of our regulations mandates comparisons of premiums to policy benefits.
For example, we found Blue Cross was selling a policy for $211 a year. A private
insurer was selling a policy that was less comprehensive than the Blue Cross
policy for $400 a year.

“The big difference, of course, wa$ the high sales commission the private
insurer paid,” Wilde explained.

William White, the New Jersey department’s health insurance actuary, ac-
knowledged, “Health insurance regulation in New Jersey has been something
less than.a priority. In faet, until now the chief concern in health premium rates
has been Blue Cross and Blue Shield.”

Commenting on private health insurance rates and regulations, he added, “The
factor after that (concern over Blue Cross and Blue Shield) has been to let the
health rates find their own way.”
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STATE RETAINS BARRIERS AGAINST CANCER POLICIES
(By Herb Jaffe)

New Jersey, which has one of the highest cancer mortality rates in the Nation,
is one of only three States which prohibits the sale of insurance against cancer.

Since the late 1940’s the State has not permitted the sale of “dread disease”
insurance policies, although it will permit such coverage as a rider to basic health
policies, State Insurance Department actuary William White explained.

Despite a declaration 2 years ago by the National Health Institute that New
Jersey ranks highest in the Nation in bladder, colon and rectal cancers, and is
one of the leading States in cancer mortality, the insurance department’s position
is that “cancer insurance is a scare tactic.”

White said the insurance department has been “concerned with the total field
of dread diseases insurance since the days when polio was a major dread dis-
ease, and our policy against licensing such insurance was formulated sometime
in the late 1940’s.”

Only New York and Connecticut, aside from New Jersey, prohibit cancer in-
surance as a separate form of health insurance.

“Our department’s present position, established in the late 1950's, is that dread
disease coverages can be bought as a rider to a conventional health insurance
policy,” White added. .

He explained that the reasoning for permitting the purchase of cancer insur-
ance only as a rider, or an amendment, to a separate health policy “is to avoid
the scare tactics.”

‘White equated cancer insurance to a form of “gimmickery,” and said “it's like
a person with a life insurance policy who buys insurance at the airport every
time he flies.”

A survey of cancer insurance claimants conducted by Opinion Research Corp.
of Princeton last year found that most were favorable to the concept.

[From the Newark, N.J., Star-Ledger, Feb. 27, 1978]
AGENTS TAKE BIc BITE 1N CoMPANY WHIcH BYRNE HELPED FOoUND
(By Herb Jaffe)

An insurance company that Gov. Brendan Byrne helped establish and in which
he has long held a financial interest is deeply involved in the sale of health in-
surance. Some of the company’s agents have been accused of deceiving policy-
holders and of misrepresentation in order to increase sales commissions.

The company, Intercontinental Life Insurance Co. of Newark, which State
Sen. Martin L. Greenberg (D-Essex) also helped establish and in which he
remains an active officer, pays sales commissions to its agents that are almost
equal to the amount it pays to all health insurance claimants.

Intercontinental concentrates most of its volume on two types of health in-
surance markets—senior citizens and “groups.”

In the company’s dealings with senior citizens, files obtained by The Star-
Ledger reveal allegations of signatures forged by agents of Intercontinental on
health insurance applications.

Other documents show that company agents dwell heavily on the sale of
“group” insurance policies.

But statements filed by the company with the New Jersey Insurance Depart-
ment show Intercontinental has almost no income from the sale of actual “group”
health insurance policies. The “group” policies which the company sells are
basically the same policy any individual ean buy, for the same price.

Much of the reason for unethnical practices by agents of the company is at-
tributed to the lack of regulatory enforcement over all health insurers, coupled
with the inability of the legislature to enact strict laws to administer this
segment of the insurance industry.

Due to laxities in New Jersey’s regulations of health insurance, Interconti-
nental has been successful in eliminating types of health insurance policies that
might benefit policyholders for long periods.

It has also been permitted to remove health policies if they do not provide
the degree of high profits the company requires in order to continue to pay sales
commissions that in 1976 averaged 42 cents out of every premium dollar collected.
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In the same year, the most recent for which annual statements are filed with
the State insurance department, Intercontinental paid health claimants just
over 45 cents out of every premium dollar collected.

Ephraim Weiniger, chairman and president of the company, explained in a
shareholders report that was contained in the most recent annual report for
Intercontinental :

“Intercontinental Life Insurance Co. has improved its profit potential by
moving rapidly to reduce its exposure on long-term disability policies; termi-
nating specific marginal policy forms; obtaining premium rate increases on other
forms, and placing greater emphasis on the marketing and sale of health insur-
ance policies having a limited exposure and a greater profit potential.”

Weiniger does not believe any further restrictions on health insurance prac-
tices are needed. “We are quite heavily regulated. New Jersey is one of the
toughest States,” he said, even though there is no regulatory standard for profits
in health insurance.

In the regulation of auto and homeowners insurance, New Jersey is in fact
“one of the toughest States.” But in health and life insurance, companies for
all practical purposes need only file their policies and rates with the State in-
surance department, then sell their products.

Intercontinental was founded in 1964 by four individuals, including Byrne,
who was then a practicing lawyer, and his two law partners at that time.

Byrne told The Star-Ledger that at the time he became Governor he owned
“about 100,000 shares of Intercontinental,” but that he remembers there was a
stock consolidation some years ago.

“The stock is in a blind trust, and I really don’t know how much Interconti-
nental stock I own. I'm not supposed to know. That’s the purpose of a blind
trust,” Byrne said. The blind trust is administered by Byrne’s personal attor-
ney, who has the right to deal with these assets while Byrne is Governor. .

Intercontinental stock is presently being marketed at $2.37 a share. In 1974,
when Byrne became Governor, 100,000 shares represented almost 9 percent of
Intercontinental’s outstanding stock.

Byrne served as chairman of the board of Intercontinental from 1966 to 1970,
during which medicare was established and the company became heavily involved
in the sale of supplementary medicare health coverages to senior citizens.

Greenberg, a former law partner of Byrne and chairman of the Senate Ju-
diciary Committee, is presently secretary of the company. Greenberg also is a
substantial stockholder and a member of the company’s four-member executive
committee,

Harold R. Teltser, Byrne’s other former law partner, also is a large stock-
holder and a member of the company’s board of directors. He, too, is a cofounder.
Lawrence B. Stern, onetime State insurance commissioner and the first president
of Intercontinental, is the fourth co-founder.

One illustration of the company’s practices involves a woman who insists that
a policy she bought from Intercontinental was not the one delivered by her agent.

“I never signed that application. My name was forged,” the woman asserted.

The woman explained she bought the health policy for her husband, who died
since the incident. “We bought the policy with a 10-day right to return it if it
was not what we expected it to be. The agent kept delaying an appointment
to explain the policy.

“When he finally came, we told him we didn’t want it because it had a $500
deductible, and we were led to believe we were buying a $100 deductible.

“By then our 3-month premium had expired, and he told us not to worry about
it, that he would make the correction and apply our first 3-month premium to
the second 3 months, since it was his mistake,” the woman explained, adding:

“During the second 3 months I went to the hospital for a matter that was to
have been covered by the policy. But the company informed me that there was
no policy, that I had let it lapse because I didn’t pay the premium.”

The woman said she could not reach the agent so she contacted the State
insurance department. “All they did was give me a run-around.”

She explained that she eventually got her money back for the 3-months pre-
miums with the assistance of another agent from another company.

“He told me what to do to get my money back,” she said. The woman said
of the policy, “I know the agent forged my name, Otherwise Intercontinental
would never have issued the policy, and he would have lost his comm.lssmn after
gspending so much time with me doing a selling job.”
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Another elderly couple did in fact have a premium of more than $400 refunded
by Intercontinental after the matter was- mvestlgated by the insurance depart-
ment.

In a letter to the insurance department, the woman explained how she bought
the health policy. “He also said it would be advisable to drop my husband’s pol-
icy and he would write my husband a policy which would take over after Blue
Cross, Blue Shield and medicare.” The letter continues:

“When I wanted to go upstairs and get my husband’s signature, he (the agent)
said it was unnecessary and I could sign for him, which I did.

“About 3 weeks later I received my husband’s policy and noticed they paid
only $5 per day for the first 60 days. I decided to wait till I got my policy before
calling him about this.

“About a week after neceiving my husband’s policy I received mine, but also
received an additional ;policy he had written for me that we had not even dis-
cussed and never thought of. It was to pay $75 per week while hospitalized.

“The address on my policy was incorrect, and I called him to tell him about
that and ask why jfe had written a policy I had not even discussed with him.
He said I needed it and could cancel after the first year if I didn’'t want it.

“About my husband’s policy, he said not to concern myself because if the differ-
ence of a hospital stay between Blue Cross, Blue Shield and medicare was more
than $5 a day, his company would absorb it even if it was $15 or $20 a day.

“After our telephone conversation I read my husband’s policy as well as I could
and found nothing to indicate they would pay any more other than $5 per day
plus the extra allowance for nurses and first-day extras.”

The woman explained she returned the policies and demanded her money back
from the company. Following her demand for a refund, based on misrepresenta-
tions and other irregularities, the woman received a form letter from Intercon-
tinental which said in part:

“We have received your request for cancellation of your policy with Inter-
continental Life. As your policy does not contain a refund provision, the policy
will lapse 81 days after the next due date, as there is a 31-day grace period in
your contract.”

In effect, the company was refusing to refund the $410 in premiums. The insur-
ance department investigated the matter, then wrote to the company :

“Please provide the sworn statement of (agent) as to his solicitation, presenta-
tion and representations to (the woman). Since there appears to have been several
irregularities in this transaction, jncluding the possibility that some signatures
. were forged, we request that you rescind the enclosed policies and refund the
premiums to (the woman).”

The premiums were refunded in full.

. As for the sale of “group’ health policies, agents of the company have used
letters of endorsement from companies and associations to sell members of those
organizations policies that are supposed to be less expensive “group” plans.

[From the Newark, N.J., Star-Ledger, Feb. 28, 1978]
AGENTS USE “ScARE TActIcs” WrTH ELDERLY
INSURERS EXPLOIT DEFICIENCIES IN MEDICARE
(By Herb Jaffe)

Concern has been growing in Congress, Federal agencies and the private sector
that medicare may be responsible for the “scare tactics” health insurance com-
panies are using to “hard-sell” expensive but inadequate policies to senior citizens.

“Medicare is paying for a steadily decreasing share of the health costs,” Dr.
Gladys Ellenbogen, former chairman of the economics department at Montclair
‘State College, reported to the U.S. Senate Special Committee on Aging.

“A large number of the elderly are living on low incomes. Some have assets in
the form of savings accounts or savings bonds or other securities,” Dr. Ellenbogen
wrote in the report commissioned by the Senate committee, adding:

“Aware of the high cost of medical care and fearful of the risk of great deple-
tion in their liquid resources, they purchase private health insurance protection.”

Her report explains that medicare is paying for less each year, largely as a re-
sult of inflation and rising costs in hospital, medical and nursing home care.
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The result is that more senior citizens are being forced to buy additional
private health insurance. In fact, the Social Security Administration last August
reported that medicare’s responsibilities have shrunk to an average of less than
43 percent of all health costs for the elderly.

Commenting on the experiences of senior citizens in buying private health
insurance, Dr. Ellenbogen said :

“As reported to us by consumer service bureaus of State insurance departments
and by ‘State and local offices on aging, many of the elderly are puzzled by the
complexities of private health policies.”

Her report adds that many senior citizens who never bought health insurance
before, because of employer group coverages prior to their retirement years, are
now experiencing “the hardsell, scare tactics of some of the insurance companies,
particularly those companies offering them policies by ‘mail order.’”

An example of the “scare tactics” is a mail order card that is being sent to
senior citizens in New Jersey. The card advises the recipient of “Senior Care 3”
which provides coverage for ‘“‘hospitalization, surgery, doctors’ fees, anesthesia,
private nurse, transfusions and ambulance.”

However, the card is an official-looking document, with the senior citizen’s
name and address typed in. Among other things, it says:

“Advance information for New Jersey senior citizens. Announcing Senior
Care 3—the new health care plan designed to fill the gaps left by medicare.”

Nowhere on the information side of the card is there any mention of an insur-
ance company, agent or anything else to represent that the eard came from the
private health insurance sector.

On the mail side of the card, it is addressed only to I.L.1.C. information center,
with a post office box number in Bridgewater.

Most senior citizens might not be expected to know that I.L.I.C. is Intercon-
tinental Life Insurance Co., a private health insurer with its home office in
Newark.

“The card looked a little suspicious to me, but it was in the shape of the social
security eard I get in the mail, so I sent it in anyway just to see what would
happen,” an 80-year-old man, who is a retired RCA engineer, explained.

“A couple of weeks later this young man came and made like he had something
special for me. But when I began to ask him some questions, I couldn’t get any
sense out of him. Sure enough, he was trying to sell me insurance,” the senior
citizen explained.

“He wouldn't tell me how they got my name, all he kept saying was that I
needed extra coverage. Well, I got Blue Shield, Blue Cross, Prudential, Colonial
Penn and medicare. But he kept saying that wasn’t enough,” the man continued.

He said he was angered by what he considered “a colossal deception to sell me
insurance.”

Practices of this type of health insurance companies are of special concern to
David Fox, an attorney for the Federal Trade Commission (FIC).

“The elderly are very ripe for abuses by health insurers, and this is an area in
which I have a strong personal interest,” Fox said. “The elderly are tremendously
afraid of going to the hospital and not having enough insurance, so they often
use their limited income to buy four or five policies that duplicate each other.”

Fox said that while the FTC does not have jurisdiction, since insurance is regu-
lated by the States, ‘“‘we can at least keep an eye on the situation and alert States
to what's happening in their midst.”

Congress also is keeping an eye on how the elderly are being treated by insur-
ers. While Senate hearings have been held almost annually since the early 1970’s
on the difficulties senior citizens face with health care, with the thrust of the
Senate’s concern on medicare, some senators have pointed to the inadequacies of
private health insurance.

During one hearing before the 'Special Committee on Aging, Vice President
Walter Mondale, then a senator from Minnesota, commented :

“I had a mother that went to a hospital with eancer, and they canceled her in-
surance. So I am not convinced that private insurance companies are the same
as the United Fund.”

During another hearing before the same committee, Dr. Joseph Ingber, a New
York chiropractor, testified.

“Maybe you will be investigating 5 years from now what is being done in the
private sector with the major medical insurance companies—what kind of fraud
is going on in major medical insurance.”

An American Bar Association (ABA) committee has been studying the prob-
lem for some time. San Francisco attorney Luther Avery, vice chairman of the
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legal problems of the aging committee of the ABA’s Family Law Section, said
the committee is “analyzing cases of senior citizens who have been gypped and
swindled by health insurance companies.”

Avery said the committee’s concern has been enhanced by evidence from the
National Council of Senior Citizens in Washington and the National Senior Citi-
zens Law Center in Los Angeles.

“We see this as a serious problem, and we may either report our findings to
the ABA’s house of delegates, or in the form of recommendations to some Federal
ag%ncy, or even as a report that will be made available to senior citizens,” Avery
said.

One of the most common complaints by senior citizens centers around decisions
by insurers that the policyholder is not eligible for benefits under his policy be-
cause of pre-existing conditions.

In a letter from Intercontinental to an 84-year-old man, the company said it
would not honor his claim, explaining :

“We have reviewed the claim recently submitted, and medical information in
our possession indicates the condition for which claim has been presented began
prior to the effective date of your policy. Consequently, we are unable to be of
service to you on this claim.”

The language of the letter is “form" language, appearing on many others oh-
tained by The Star-Ledger.

“Pre-existing condition my foot,” the man said. “I paid them too soon. My
.premium for the year was around $500. I was operated for an aneurysm, and I
never had any problem before. Their information is hooey.

“I succumbed to high pressure salesmanship,” he said. The man added that
medicare and his Blue Cross and Blue Shield coverage paid most of the cost.

“Do you know that company had the gall to try to sell me another policy about
a year after they gave me all that trouble. This young agent came around and told
me that the other agent was fired because of the way he was selling,” the man
stated.

Another senior citizen explained that he “dropped the policy because their
agent misrepresented what he was selling me.” The man contended that the Inter-
continental agent sold the policy with a premium of about $180 on the basis that
the policy would entitle him to coverage for visits to a doector’s office.

During the course of the year he held the policy, both he and his wife were

- denied claims by the company for doctor visits. In one letter a company examiner
wrote :

“We sincerely regret we are unable to provide benefits in connection with this
claim because the policy provides benefits for office visits, provided that these
expenses are incurred following a hospital confinement. Since there was no indi-
catlon of hospitalization, the charges submitted for office visits are not eligible for
benefits.”

“That’s not the way the agent sold it to me,” the man said. “He told me we
could use it for any doctor visits.”

. Asked if he read the policy, the man said : “Who could understand that insur-
ance language? I trusted the salesman.”

Ephraim Weiniger, chief executive officer of Intercontinental, acknowledged
that his company sells a large volume of health insurance to senior citizens.

Welniger added that while many complaints.come from senior citizens, “we
can’t pay a claim if it involves a condition that an elderly person didn’t tell us
about when we sold the policy.

In a “confidential memo” to his agents 3 years ago, Weiniger referred to “some-
thing to be desired in our marketing methods.” He also emphasized “selling
honestly” and mentioned ‘“the administrative expense which comes with refunds
and some other practices which will tend to hurt our company and put the man’s
insurance license in jeopardy.” )

The memo refers to another problem which concerned Weiniger. The problem
dealt with agents so eager to earn a commission that they had little regard for
the medical history of the persons they solicited and tended to ignore an appli-
cant’s frue medical problems. Moreover, they had little concern for whether the
policyholder had the financial means to keep up their premium payments. Ac-
cording to the memo:

“Men are selling us claims. For a $40-$50 commission we are buying a $1,000-
$2.000 claim. The agen’t concern is getting the first premium only and as much as
he can get with little concern about whether or not the person can afford the
renewal.”

32-703 O - 78 - 2
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[From the Newark, N.J., Star-Ledger, Mar. 1, 1978]
HEALTH INSURANCE: STATE FaILs To REVOKE LICENSES OF FLAGRANT AGENTS
(By Herb Jaffe)

The State insurance commissioner is empowered to lift the license of any -

agent who has committed insurance irregularities, but no one can remember
the last time an agent selling health insurance in New Jersey lost his license.

By comparison, in Wisconsin, where special regulations were recently invoked
to protect senior citizens in particular from being swindled in the sale of health
insurance, Commissioner Harold Wilde says he won't hesitate to revoke or sus-
pend the licenses of agents who commit indiscretions.

“When I came here 3 years ago, we were revoking two or three licenses a year.
Now we're acting against 10 to 12 agents a month. Among them we're lifting a
lot of licenses, and many of them were health agents. We're trying to guarantee
as much as possible that no consumer will get swindled,” Wilde said.

“We even suspended a health insurance company recently for a year and a
half,” he added.

Sidney K. Decker, chairman of the ethics committee of the New Jersey State
Association of Life Underwriters, has been involved with the selling and upgrad-
ing of health and life insurance practices in New Jersey for more than 20 years.

“I don’t recall any agent selling life or health insurance ever being revoked
or suspended in this State, at least since I've been around,” Decker said.

“As 1 understand it, one of the problems is that the insurance department does
not have the funds for an investigative staff. The department is certainly em-
powered to lift licenses, but they have been very lenient.

“Some practices have been brought before our ethics committees where not
only should the agent’s license have been revoked, but there should have been
criminal action taken,” Decker said.

Asked why the insurance department refuses to lift licenses, especially in
blatant cases of irregularity, Decker said, “I don’t know. But I do know that
solee very serious ones have been recommended to them by our ethics com-
mittees.

“But then the department asks us, ‘do you realize what it takes to lift an
agent’s license? Our position is, what good is a license if there are no ethical
standards to support it.

“Phere has to be sanctions. If not, then the agent who steals and only gets a
slap on the wrist will do it again,” Decker said.

He explained that in New York and other States there is a public record of
agent license revocations. “There have been a few casualty agent licenses lifted
in New Jersey over the years, but I don’t recall ever hearing of a life or health
agent losing a license,” he added.

Decker explained that the Association of Life Underwriters—a nationally rec-
ognized professional body—maintains a code of ethics, adopted by its Washing-
ton-based national association. “We have 15 local associations with working
ethics committees in New Jersey and a membership that includes about half the
agents in the State who write health and life insurance,” he said.

One of the association’s most important functions, he said, is to maintain its
peer review ethics committees which gather evidence and evaluate charges of
unethical practices by agents.

“If we can’t resolve a charge through the committee. or the agent’s company.
we will recommend it to the insurance department. in behalf of the insured
making the charge. But that’s as far as we're permitted to go. ‘We have no
subpena power.” he explained.

Decker said that five or six agents a year are referred to the insurance depart-
ment. “There are some good people in the insurance department, but they have
no investigations staff.” he commented.

Recommended legislation for model regulatory standards in the agent ethics
area has been devised by the National Association of Insurance Commissioners
(NAIC), and while New Jersey does not enforce a strict watch on health agent
activities. manv other states do.

In the NAIC’s January 1977. reaffirmation of its model regulations on duties
of insurers and agents, the text focuses on such problems in New Jersey as
agents who misrepresent the contents of health policies to their applicants
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According to this proposed regulation by the NAIC, which has been promul.
gated in other States:

“The insurer’s agent has an obligation to be sure that all pertinent informa-
tion revealed to him by the applicant is adequately set forth in the application.

“Failure to do so is a disservice to himself, his company and the applicant,
because it may prevent accurate evaluation of the risk and may lead to cancel-
lation or to defense of a claim based upon failure to disclose material informa-
tion.”

A Star-Ledger survey has found that failure to disclose material information
on health insurance applications is a frequent occurrence with some agents, re-
sulting in claims controversies between the policyholder and the company.

The most common indiscretion by some agents is the failure to disclose the
applicant’s complete medical history, especially where senior citizens are the
applicants.

Medical examinations are not required in the purchase of such policies, and to
avoid a denial of the application by their home office—resulting in lost sales
commissions—agents in some instances will ignore pertinent details in the appli-
cant’s medical history.

In this respect, the NAIC’s model guideline for regulation continues:

“An insurer will normally take disciplinary action, which may include dis-
charge, against an agent who submits an application which is materially inac-
curate or incomplete.

“In the event an insurer discharges such an agent, an insurance commissioner,
charged with protection of the public interest, may terminate the agent’s license,
and the insurer should disclose appropriate information to the commissioner
when it can do so without exposing itself to legal action.

“An agent who is unwilling to abide by the high standards required in the
business of health insurance should make his living in another business which
does not rest so strongly on a necessary assumption of good faith.”

Federal Trade Commission attorney David Fix, concerned with potential vio-
lations 'of the unfair trade practices act, said that disclosure regulations by
State insurance departments could help minimize the victimization of health
insurance consumers by unserupulous agents.

“For example, disclosure regulations should force companies to detail exactly
what a policy does include in the simplest terms. Many of these policies are in-
comprehensible even for lawyers. So how can they expect the average layman
to understand what is included ?” Fix asked.

“I'm also concerned with the health policies that overlap. Too often high-
pressured sales approaches will sell a consumer a coverage that he already has
either through medicare or another supplementary medicare policy,” he added.

New Mexico Insurance Commissioner Kenneth Moore said regulations that
will protect senior citizens from high-pressure health insurance agents will be-
come effective in June. “Our regulations are intended to stop agents from taking
advantage of the elderly.”

“Senior citizens are often lonely and anxious to talk to people. Some agents
know that, and too often the senior citizen ends up getting fleeced into some
policy that he or she doesn’t really need,” Moore stated.

The New Mexico regulations will be similar to those in Wisconsin, the first
State to adopt such strict standards for agents in the sale of health insurance.

Wisconsin Commissioner Wilde called senior citizens the “most vulnerable
market” for fraudulent selling practices. “I saw volumes of complaints in this
area, largely because this class of victims has fewer defenses,” Wilde added.

He said among the regulations is one that makes it an unfair trade practice
to use the word “medicare” on any commercial health insurance literature, thus
avoiding certain deceptive sales approaches. ’

“But we found that when you chop off one head, three new ones grow back,”
Wilde commented. “There are many elements involved in the sale of health insur-
ance, and we're taking them on one by one.”

He said that in addition to revoking agent licenses for unscrupulous practices,
“we're also working with our State Association of Life Underwriters and cham-
bers of commerce to set up senior citizen counseling services. This is intended
to prevent such common abuses as finding people with 15 health policies—sold
through scare tactics.”
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Wilde has invoked special regulations which mandate clearly explained mini-
mum levels of benefits in easy-to-read policies, standardized health policies for
all companies, and a withdrawal of all former policy forms.

“We also have prepared a booklet for senior citizens that tells all the do’s and
don’ts, and we mandated a rule that this book must be presented by agents with
every solicitation.

“We have made it clear to every company that if they want to sell Medicare
supplements they must abide by the regulations,” he added.

Wilde said that all policies used in the State must be approved by him before
they can be sold. New Jersey is a “prior approval” State in auto and homeowner
insurance, but in health and life coverage the companies simply file their policies
with the insurance department and use them.

“Qur next stage will be to compare price differentials that exist. No one really
knows what the profits are in health insurance. We attempt to judge this on the
basis of loss ratios,” he said. Loss ratios are the percentages of the premium
dollar used to pay claims.

Wilde said one of his greatest concerns has been to crack down on agents
who urge policyholders to cash-in an existing policy so they can sell the con-
sumer a new one and earn a new first-year sales commission.

“PFirst-year commissions are enormous. I think it's a disgrace to switch off a
senior citizen, especially, from a perfectly good policy just so an agent can earn
more commission. Meanwhile, the consumer is stuck with a new set of deduct-
ibles, which can often present a hardship,” Wilde said.

[From the Newark, N.J., Star-Ledger, Mar. 2, 1978]
HEALTH INSURANCE: JERSEY SUBSTITUTES A “BOOKLET” FOR REGULATION

(By Herb Jaffe)

New Jersey’s inadequate regulation of private health insurance is attributed
by some to the effectiveness of the insurance lobby—plus considerable apathy in
both the legislature and the State insurance department.

Typically, one insurance department official commented, “With the exception
of Blue Cross and Blue Shield, health insurance regulation in New Jersey has
never really been much of a priority.”

The fact that the insurance department gathered 3,600 health insurance com-
plaints from consumers in 1976 may have prompted the preparation by the de-
partment of a handbook for senior citizens. As a class, the elderly are the most
common victims of abusive practices by private health insurance companies.

The newly prepared booklet alerts senior citizens to the potential pitfalls when
buying health insurance. It offers “helpful hints” on how to shop for health insur-
ance wisely. .

The booklet, which includes a friendly opening letter from Gov. Brendan Byrne,
was financed by a federal grant in an effort to better educate the elderly against
“gimmickry.”

According to one piece of advice in the booklet :

“Health insurance policies are very complicated. Reading and understanding
policies as well as making price comparisons is not easy. Health insurance for
senior citizens is one field in which the insurance industry has generally done
a very poor job.” .

The booklet is similar to one distributed in Pennsylvania, Wisconsin and other
States—where tighter regulations exist to protect senior citizens more than just
advise them of “complicated” insurance policies with incomprehensible language.

As a regulatory agency, the insurance department is aware of the dangers in
the merchandising of some private health insurance policies. But while New
Jersey concentrates more on alerting senior citizens to potential dangers that the
legislature can easily empower the insurance department to eliminate. other State
insurance departments are acting in a more direct manner to remove such
threats.

For example, legislation in 1973 empowered the New York Insurance Depart-
ment to standardize basic health policies and eliminate many of the kinds of
deceptive practices that exist in New Jersey.

“It took us 2 years before we could enact that legislation. Obviously, the insur-
ance companies didn’t like the idea because it put an end to policies and practices
that many companies had become accustomed to,” New York Deputy Superin-
tendent of Health Insurance James Clyne said.
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“New York was the first State to adopt such regulations. It resulted in a
cleansing of the health insurance field. We eliminated a lot of policies from being
sold in New York,” Clyne explained, adding :

“Companies were required to examine their own portfolios, and that had the
greatest effect on what could be sold in New York State. We were able to
eliminate many of the dead-wood policies, as well as the questionable ones.

“I think this was a very worthwhile effort, because in the process we were
able to review every policy being sold so that we could compare and determine
what was needed to best protect the consumer. The legislature since then has
adopted a series of additional laws mandating that certain health coverages be
made available.”

Clyne said that in his judgment, and from his experience, “health insurance
really has to be watched closely and differently from other lines of insurance,”
referring to the ease with which sophisticated forms of abuse can be incorporated
into policies by insurers.

“There was much objection to our standards from the carriers. It was an
invasion into areas insurance companies did not want invaded,” Clyne added.
“Regulations of our type are very controversial, which is why they haven’t spread
into too many other States.”

For one thing. Clyne emphasized that insurance companies in New York must
now have the prior approval of the insurance department before they can market
a policy, rescind existing policies or alter rates. The Department also has invoked
strict disclosure requirements to avoid deceptive practices as much as possible.

“Many of the features and provisions in the NAIC’s (National Association of
Insurance Commissioners) model health insurance bill are patterned after our
system,” Clyne added.

Many health insurers in New Jersey include provisions in their policies that
prohibit cancellation and imply automatic remewal. However, the provisions
do not prohibit an insurer from deciding not to renew everyone insured under a
certain policy—in effect, terminating the entire policy if the company decides
it is not earning sufficient profits from the policy.

“That kind of thing is a problem. When a company decides to terminate a
class of business, we become very conscious of it in terms of approving any
replacement policy,” Clyne explained.

“We want to include a provision in all health contracts that termination of
the entire policy must be with the approval of the superintendent of the New
York Insurance Department, and that the company must provide an adequate
alternative policy for the same policyholders,” he said.

Clyne also explained that his department maintains well-staffed consumer
services bureaus in New York City and Albany. “We have investigators and
examiners who check out all complaints.”

He said there is also much concern in behalf of senior citizens “who tend to
overbuy health insurance. I don’t know if it’s victimization or just some inherent
fear elderly persons might have which makes them prone to purchase such
policies as those that will pay them a lump sum a day if they're hospitalized.

“They tend to feel insecure, and they’ll buy the lump-sum policies even though
they have medicare and good medicare supplemental coverages. There are com-
panies who deal heavily in hospital indemnity policies. The question is whether
there is a real need for such policies, or whether those companies are using fear
tactics on the elderly,” Clyne commented.

The New York regulations were established only after a 2-year legislative
battle. Sponsors of legislation that would impose stronger regulations over health
insurers in New Jersey have never even reached the battle stage. -

Many legislators have been repeatedly unsuccessful in getting their health
insurance bills out of committee. There was a flurry of bills in the last legisla-
ture that would have begun to impdse minimum regulatory standards, but they
all died in committee when the Legislature expired last month.

A bill sponsored by Sen. Joseph J. Merlino (D-Mercer) would have established
minimum standards that would have included “full and fair disclosure for the
form, content and sale of health insurance.”

While Merlino said the measure was particularly aimed at Blue Cross and
Blue Shield—which already are heavily regulated—it would, nevertheless, have
affected all private insurers. But the bill was stuck in a committee for 8 months.

However, Merlino said he intends to reintroduce the bill in the present legisla-
ture. The bill would include:

“Reasonable standardization and simplification of language and coverages to
facilitate understanding and comparisons.”
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“Elimination of provisions which may be misleading or unreasonably confusing
in connection with either the purchase of such insurance or the settlement of
claims.”

“Elimination of deceptive practlces in connection with the sale of such
insurance.”

“Elimination of provisions which may be contrary to the health care needs of
the public.”

“Elimination of coverages which are so limited in scope as to be of no substan-
tial economie value to the holders thereof.”

“Elimination of unfair renewal practices which are contrary to the health care
needs and economic wellbeing of the public.”

Another bill, introduced by Sen. Garrett Hagedorn (R-Bergen) and co-spon-
sored by 11 other Republican and Democratic senators, was lodged in committee
since it was submitted in September, 1976. The bill was specifically concerned
with health insurance policies that are misleading.

It would have given the insurance commissioner powers to disapprove a policy
if it “contains provisions which are unjust, unfair, inequitable, misleading or
contrary to law or to the public policy of this State, or if it is sold in such a
manner as to mislead the public.”

Hagedorn already has resubmitted the bill in the new legislature. “Something
has to be done to equalize regulation in this area and make what is good for
Blue Cross good for every other health insurer in this State,” Hagedorn said.

“Two other bills that would impose health insurance regulations were filed 2
years ago by retired Sen. Anne Martindell. Both remained in committee until
the legislature expired.

The summary statement attached to one of the bills said:

“An insurance company may stipulate in a health insurance policy, other than
group or blanket, that the policy can be canceled at any time by the company by
written notice to the insured.

‘““When this option is taken by an insurance company, it can, and often does
act to the severe detriment of policyholders, especially those who have paid
premiums for years, then find their policies canceled after a difficult illness.

‘“This bill amends the relevant provisions of the law by repealing the option
presently afforded insurance companies.”

The statement attached to Martindell’s other bill said :

“This bill provides that an insured would have an automatic option to renew
a health insurance policy, other than group or blanket, without prejudicing the
terms and conditions of the policy to be renewed.

“The insurer would be obligated to offer renewal of the policy between 30 and
60 days prior to the expiration thereof, and the insured would opt to renew by
payment of the premiums during the grace period.”

There were other bills in the last legislature which touched on health insurance
regulation, in an effort to protect consumers from misrepresentations, distortions,
and fraudulent selling practices. They all died in committees.

[From the Newark, N.J., Star-Ledger, Mar. 3, 1978]
NATIONAL INSURANCE: U.S. DISTURBED BY HEALTH COVERAGE “GAPS”
(By Herb Jaffe)

Insurers are fearful that revelations of inadequacies in the cost, benefits and
State regulation of health insurance could trigger a new movement for national
health insurance (NHI) that might have serious consequences for the private
insurance industry.

An analysis prepared last month by the U.S. Department of Health, Education,
and Welfare (HEW) delves into the regulation and administration of NHI even
before the proposal of an actual national health plan.

The report analyzes two basic questions in any proposed administration
of NHI:

“What should be the role of the Federal Government, of the States and loecali-
ties, of the private insurance industry 7’

“How should these sectors interact in an overall NHI organizational
arrangement?”’
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In analyzing any role for the private industry, if in fact the private sector
should be permitted to underwrite NHI, the HEW report says:

“Supporters of a private sector underwriting role in NHI argue that competi-
tion gives private insurers incentives to perform functions more cheaply in order
to increase profit margins or to gain a larger share of the market.

“Critics contend that industry underwriting practices conflict with some goals
of NHI and that competition leads to higher profits and marketing costs which
could be better used to pay the provision of health insurance.”

But then the report goes on to say :

“At present it is very difficult to determine how many people have adequate
coverage for medical expenses. Private insurance policies range from compre-
hensive major medical coverage to plans providing a fixed per diem payment for
hospitalization.

“Many persons purchase several policies as supplements to basic coverage but
are still uncovered for major expenses. The Congressional Budget Office estimates
that between 19 and 38 million people with insurance have less than adequate
protection against catastrophic expenses.”

Still another indicator of the Federal Government’s growing concern over the
nation’s private health insurance system is a statement last June in the Social
Security Administration’s monthly bulletin :

“That the insured person cannot expect to receive truly comprehensive health
care services in return for his premium payments is just one of the deficiencies
in the private health insurance system.”

The bulletin said that in 1975 consumers under age 65 paid $33.6 billion in pri-
vate health premiums, but that this “resulted in the return of only $28.9 billion
in benefits.”

Pointing to the inadequacy of the insurance system, the social security report
adds that this represented only 44 percent of the total personal health care
expenditures of Americans under 65.

Other reports are equally critical of the private health insurance sector, its
manner of operation and what many consider to be inadequate regulation that
has resulted in confusion, complexity and needless expense for consumers.

An illustration of the confusion thrust on policyholders by private insurers,
from inadequate regulation, is the following letter a claimant received from her
health insurance company :

“We sincerely regret we are unable to provide benefits in connection with this
claim because expenses incurred for normal childbirth, a caesarian section or a
miscarriage are not covered. In cases of pregnancy, the policy provides only for
expenses incurred as a result of complications thereof.”

“What is that supposed'to mean?’ the woman asked, “funeral costs?"

‘Private health insurance is being marketed in such a blatant manner in some
instances, stemming from the lack of regulation, that even “unlicensed insurance
brokerages” can operate in New Jersey.

State Sen. James H. Wallwork (R-Essex) told of an agent who knocked on his
door last month to sell a health policy.

“He had no business card, no promotional literature, nor anything else that
could identify he was an insurance agent. But he did have a good sales pitch
and an application form for me to sign, at a premium of $164.85 a year,” Wall-
work said.

Upon checking with the State insurance department’s licensing division, Wall-
work was first told that the man was a licensed agent, but that the insurance
brokerage employing him was unlicensed, which is a serious offense.

However, several weeks later Wallwork received a letter from Arthur M. Keefe,
chief investigator of the insurance department, after the senator formally filed
a complaint with the department. Following a more thorough review, Keefe
said records show the insurance brokerage is licensed.

“The incident covering the solicitation at your residence does leave something
to be desired,” Keefe wrote, advising Wallwork that if he wished the department
would pursue the matter further.

In similar cases, the insurance department, which earns almost $40 million a
vear for the State in the form of insurance taxes and licenses fees. savs it does
not have sufficient investigative and examining personnel to protect the public
adequately from unscrupulous practices by health insurance companies, agents
or brokers.
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The HEW report of last month referred to its concern over the true effective-
ness of the private health insurance industry if it ever became properly regulated
in order to serve a major role in NHI :

“It should be noted that extensive regulaiton and alteration of current in-
dustry practices might lead to fundamental change in the character and nature
of the industry itself.”

The report also expresses concern that lax regulation has made it almost im-
possible to understand the health insurance industry’s true profit picture, which
would be a major factor if a national health insurance program were forced to
rely on administration from the private sector. According to the report:

“The true extent of insurance industry profits and marketing costs is difficult
to determine from existing data.”

It explains the underwriting and accounting principles vary among the dif-
ferent companies. As a result, “marketing costs are difficult to measure and
categorize appropriately.”

The report adds that “inclusion of commercial insurers as underwriters of
NHI virtually implies an allowance for profit. Profits could be regulated, along
the line of a public utility, if that were desired.”

But based on the complexities of profit regulation by the States in other lines
of insurance, the report says:

“The necessary regulation could become so extensive and complex that it might
make more sense for the Federal Government to operate the program directly.”

Extensive hearings in the last several years before the U.S. Senate Special
Committee on Aging have raised questions concerning the effectiveness of the
private industry just in its role as intermediary in the administration of federal
medicare funds. -

There is also testimony before the committee that has raised concern over
practices by the private sector in providing supplemental medicare coverages.

The Special Committee on Aging is a fact-finding body, and Sen. Harrison A.
Williams (D-N.J.) served as its chairman for 6 years, until 1970. Williams re-
mained a ranking member of the committee until last year when he became
chairman of the Senate Human Resources Committee—the committee that could
sponsor legislation to correct any abuses found by the Special Committee on
Aging.

“I know that in my years as chairman of the Senate Aging Committee we found
that senior citizens indeed were often special targets for fraud in the area of
health care,” Williams stated.

“Certainly there are now serious questions being raised about certain aspects
of the supplemental insurance fiield, and these are a matter of very grave concern
to the Aging Committee,” he added. ’

“I would expect that this will be a subject of special and particular interest to
the committee, and I would hope that we could formulate a plan of action so that
senior citizens can obtain the coverage they need without falling prey to any
abusive or fradulent practices,” Williams said.

Dr. Gladys Ellenbogen, former head of the economics department at Montclair
State College and the Committee on Aging’s nationally recognized authority on
private health insurance, said that most consumers know very little about how
to buy health insurance.

“Generally, people are totally inexperienced in buying health insurance be-
cause during most of their lifetime it is their employer’s problem,” Dr. Ellenbogen
explained.

“At the age of 65 you're on your own. If vou take an early retirement you are
not yet eligible for medicare and you have to pray that you don’t get sick. With
homeowners and auto insurance the average person is experienced, because you’'re
confronted with it all vour life,” she said, adding :

“When you buy car insurance there’s unit pricing. You know what youw’re paying
for collision, liability and comprehensive.

“But when you buy health insurance you can’t pick and choose. It's very tough
for the consumer to be selective in health insurance, partly because they have no
experience in buying and partly because there is no unit pricing.”

“The average person knows nothing about how to buy nursing home coverage.
or a policy that would cover prescription drugs, or private duty nursing—even if
there were policies just limited to those areas. But they give you a whole package,
and there is no comparison shopping from company to company, which makes
it so difficult, especially for the elderly.

“On top of everything else, State insurance departments have limited power
over premium charges because most States have no legislation or very limited
legislation concerning health cost containment.”
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SENIOR CITIZENS, PLEASE NOTE:

| Government Has Increased
Your Medicare Deductibles
Again For 1978
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COSTS THAT MEDICARE PART A DOESN'T PAY -
STARTING WITH YOUR FIRST DAY IN THE HOSPITAL

Pays you before Medicare starts (the first $144)

Pays you when Medicare reduces ($36 a day)
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(over, please)
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Senator CriLes. The committee has more examples of exploitation
of older Americans and concern on the part of State insurance regula-
tors.

Subsequent to this hearing, we will make a thorough evaluation of
the testimony presented and determine further steps to be taken by the
committee.

Senator Domenici, we are delighted to have you here to participate
in this hearing. Do you have an opening statement?

STATEMENT BY SENATOR PETE V. DOMENICI

Senator Domenicr. Yes, Mr. Chairman. I commend you for your
opening statement; I think it clearly defines the parameters of a very
serious problem. )

Adequate health insurance is a protection everyone needs, particu-
larly in these days of ever-increasing hospital costs. The elderly, how-
ever, are most concerned about insurance coverage as they fear the
prospect of a catastrophic illness or prolonged ill health, either of
which may deplete their life savings. As a result, the elderly have be-
come a new and expanding market, as well as an easy mark, so to
speak, for insurance salesmen who sell expensive policies to the el-
derly, assuring them that the insurance will pay for what medicare
does not cover. Unfortunately, this is not. always the case. The insur-
ance itself may not be faulty but the fine print regarding exclusions
for coverage, such as “pre-existing conditions” can often make the
insurance useless to the elderly who may have multiple health prob-
lems. For this reason, although an individual may hold various insur-
ance policies, medical expenses may not be covered).i

Mepicare Pays LiEss anp LiEss

The fact that medicare pays less and less proportionately of the
total medical bill has led to the rise of the development of what are
called medi-gap policies. Insurance agents sell insurance to fill the
gap but often sell more than the individual needs or can afford. It has
been documented that the elderly often have overlapping policies but
S(%m}(;,times are not able to receive the coverage expected from any one
of them.

State insurance commissions are beginning to take note of this prob-
lem as you noted, Mr. Chairman. Wisconsin has adopted strict stand-
ards which we will hear more about today. I am pleased to note that
my own State of New Mexico has adopted similar standards to be
effective in June. The commissioner of insurance in our State, Kenneth
Moore, said in a recent interview :

Our regulations are intended to stop agents from taking advantage of the
elderly. Senior citizens are often lonely and anxious to talk to people. Some
agents know that, and too often the senior citizen ends up getting fleeced into
some policy that he or she doesn’t really need.

Most insurance salesmen are in the business to help people of all
ages. Some, however, are overzealous, shall we say. The elderly are
uninformed about the intricacies of the wording of insurance policies.
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It would seem that there is a need for insurance counseling as a part
of the legal services we are offering the elderly. It could also be de-
signed in much the same way as we now offer assistance to the elderly
in the preparation of income taxes.

I look forward to the testimony of the witnesses and hope that this
issue may become widely recognized, that the elderly will be helped
to become knowledgeable consumers, and that the insurance industry
and State insurance commissions will set standards to avoid the prob-
lems associated with medi-gap insurance policies.

Thank you, Mr. Chairman.

Senator CuiLes. Thank you, Senator Domenici, for your compre-
hensive statement. '

Senator Glenn is also here today. Senator Glenn first brought to the
attention of our committee the Lowry case. Mr. Lowry, son of Mrs.
Lowry, is going to be a witness here today.

Senator Glenn, we are glad for your endeavor in bringing that case
to our attention. That is certainly one of the prime reasons that we
are focusing on this subject today and we would be delighted to hear
from you.

STATEMENT BY SENATOR JOHN GLENN

Senator GLEnN. Thank you vey much, Senator Chiles.

I think rather than thanking me we ought to thank Mr. Lowry
who is with us here today and who will bring out some of the things
we passed on to the committee. Mr. Lowry was instrumental in hav-
ing these hearings held as early as they are being held after he con-
tacted us. The committee staff was looking into some of these general
problems that he brought to our attention.

I won’t try and pre-empt Mr. Lowry’s statement, which he will
make here in a little while, by going into all of the details. I am sure
he will put it forth eloquently, as he has in the past, to us and to the
committee. It is a story that I think is all too typical of what is hap-
pening too many times these days.

I might add one other letter we received in mid-February of this
vear from a gentleman who is 79 years old. He is a farmer. He says,
“My good wife is 77.” He goes on talking about an operation he had
and about paying for it. This is in Alvada, Ohio, and I won’t use his
name, but let me read the last couple paragraphs from his letter.

Recently a young fellow, a fast talker, and an agent from this insurance com-
pany came, so he said, to help us process our papers. When he got his foot in
the door he proceeded to tell us we did not have enough health insurance. In
his fast talk he told us that medicare was in bad shape and that it would run
out or be defunct in 1979. Well, I wrote him a check for $787.80, which I am
going to try to recover.

Now how about it, is medicare sound? I hope so. If it is, we had plenty of
insurance before we took out more, and I will tell this young fellow to return
our old policies and reimburse us for what we paid him.

Yours truly.

[The full text of the letter follows:]

Avrvapa, Ouro, February 14, 1978.

DEAR SENATOR GLENN: I am a farmer, 79 years old ; my good wife is 77, and
we are Democrats. We think you are doing a fine job as Senator and we don’t
think you will have any trouble being reelected.
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Now, my reason for writing to you. Recently I had major surgery resulting
from an aortic aneurysm. As you may know, the hospital and surgical bills were
enormous. Medicare paid most of the hospital bill and all but 20 percent of the
surgical bills, for which we were very grateful and fully satisfied.

We have hospital, surgical, and accident policies from a well-known insurance
company. We have had these for 20 years, which helped pay the incidentals and
the 20 percent surgical which medicare did not pay.

Recently, a young fellow—a fast talker—and an agent from this insurance
company came, so he said, to help us process our papers. When he got his foot
in the door, he proceeded to tell us we did not have enough health insurance. In
his fast talk, he told us that medicare was in bad shape and that it would run
out or be defunct in 1979. Well, I wrote him a check for $787.80, which I am
going to try to recover.

Now, how about it—is medicare sound? I hope so. If it is, we had plenty of
insurance before we took out more, and I will tell this young fellow to return
our old policies and reimburse us for what we paid him.

Yours truly,
[Name withheld.]

Senator GLENN. I think that is all too typical of some of the things
going on these days. Therefore, we obviously wish to explore here
what the relationship is between the agent who is out doing this fast
talking with his foot in the door and the companies that should be
controlling those agents to a better extent than they do.

“A FriM-Fram SrruaTionN”

I think, as Mr. Lowry will point out, the volume of policies sold to
his mother, and the other examples that we will have brought forth
here today, are the result of scare tactics. Too often, there is no control
exercised by the companies involved. How can we correct this? How
can we get these people recompensed for their expenses and the excess
policies they have already bought? More importantly, how can we con-
trol this better in the future, through whatever Government action, if
that is required, or through action by the insurance companies and
State insurance commissions controlling what has gotten to be a real
flimflam, a real fraud situation ?

Those are the things that we want to get into day. I, in particular,
wish to compliment Mr. Lowry in his coming forth with the informa-
tion he gave us and being willing to come up here and spend his own
time in bringing this to the atfention of the committee so we can
hopefully get cooperative action out of the companies and agents and,
if not, do something about it with Federal legislation.

Thank you, Mr. Chairman.

Senator CriLes. Thank you, Senator Glenn.

I think many times people ask, does it do any good to write a letter?
I think sometimes it does do some good to write a letter, and today is
an example of that in our hearing.

Our first panel of witnesses will be consumer representatives con-
sisting of Robert Lowry of Raleigh, N.C., and Jules L. Klowden, coun-
selor of the Senior Service Center, San Diego, Calif. If you will come
to the witness table.

Mr. Lowry, we will allow you to lead off. We do appreciate your
appearance here today and your effort.

32-703 0 -178 -3
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STATEMENT OF ROBERT E. LOWRY, RALEIGH, N.C.

Mr. Lowry. Thank you, Senator Chiles; thank you, Senator Glenn
and Senator Domenici, for your comments.

1 should like to express my appreciation for the invitation to appear
before this committee and to congratulate the committee and its fine
staff for the demonstrated determination to probe into the complexi-
ties, pitfalls, and problem areas encountered by the elderly as they
seek adequate insurance protection. I think it is a tragic state of affairs,
Senator Chiles, if the case history I am about to present can equal or
top the story you told regarding the elderly Wisconsin woman. I sus-
pect there are many similar, but untold stories of insurance exploita-
tion throughout this country.

My name is Robert E. Lowry and I am a resident of Raleigh, N.C.
My present involvement in this subject matter is accidental, but it has
stimulated the creation of a personal commitment to assist in the
exposure, correction, and prevention of unfair or abusive practices
in the sale of insurance to the elderly. From the outset, I should make
it clearly understood that I am not trained nor highly knowledgeable
in matters of insurance. I am not an attorney, but have often wished
I were, in view of the present circumstances. At the time of my initial
involvement last August, I was in the terminal stages of a program of
graduate work at North Carolina State University. Prior te that. I
was with the U.S. Department of Justice here in Washington.

Today I represent, by proxy, my 76-year-old mother, Mrs. Lucille W.
Lowry, a resident of the United Methodist-sponsored retirement com-
munity of Otterbein Home in Lebanon, Ohjo. She wishes you well in
your efforts and sincerely hopes that whatever mistakes, suffering,
expenditures, and problems she has experienced in her serious over-
involvement with insurance may serve a positive purpose in alerting
others to the need for caution and access to sound, impartial advice.
Both of us also hope to encourage the creation or improvement
of effective and easily accessible avenues for correction or adjustment
once a problem situation is discovered.

With the Senator’s permission, I shall attempt to briefly describe
the development of my mother’s insurance problem, and equally im-
portant, the difficulties we encountered in attempting to resolve the
situation. In July 1978, Mrs. Lowry moved from her home in Cali-
fornia to a small apartment within the “independent living” complex
at Otterbein Home. My mother is a very proud, independent, and
private person, having adequately managed her business affairs and
much of the family finances in the past. I respected these qualities and
did not attempt to meddle in her affairs, although I had assured myself
that her income from various sources was sufficient to meet the expenses
of her new life at Otterbein Home. I might also mention that she had,
in my estimation, a more than adequate insurance program at the time
of her arrival in Ohio,both in life and in health coverages.

During the spring of 1977, I was puzzled by my mother mentioning,
in several telephone conversations, that she was feeling financially
strapped and was finding it necessary to defer certain planned ex-
penses. I knew that her income averaged slightly over $1,000 per
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month and that Otterbein Home expenses would not normally exceed
half that amount.

In August, I drove my family to Ohio for a planned 1-week visit
with my mother, but we remained for nearly a month when it was dis-
covered that she was experiencing a major financial problem. I re-
viewed her record of expenditures and was startled to find a recent
and extremely large outlay of funds to one insurance company. From
her bank deposit box I ogtained a variety of insurance policies and
attemf)ted to match these to the canceled checks which reflected her
rapidly increasing involvement with additional insurance purchases
since 1975,

Founp A NuMmBER oF PoLICIES

Four health policies and three expensive life insurance policies
issued by Bankers Life & Casualty ‘Co. of Chicago were identified as
representing Mrs. Lowry’s major insurance expenses over the previous
2 years. However, I also encountered several canceled checks made out
to the same company which, in the memo portion, made reference to
policies or forms which were not in her possession. Two of these had
my brother’s and my initials. Automatic bank draft payments were
also being made on policies which could not be located.

My mother was unable to recall what these policies represented and
I'then contacted one of the seven Bankers agents who had recently sold
my mother insurance and requested an explanation of her entire pro-
gram. He said that the two local Dayton, Ohio, offices did not attempt
to maintain such information on its customers, but that he would
contact the home office in Chicago. On August 25, the agent tele-
phoned to inform me that several policies had been purchased in
April 1977, among these an annuity policy on my life and one on the
life of my brother, Kenneth. He further indicated that these policies
had apparently never been “placed” or delivered to my mother and
then, rather surprisingly, offered to have them canceled and refunded.
Neither my brother nor I had previously known of the existence of
these policies and I was aware that most States prohibit the creation
of life insurance on a mature person without his knowledge, consent
and signature. It was for these reasons that I postponed acceptance of
the offer to cancel. I wished very much to see these highly questionable
policies.

Over $13,000 Pap To ONE CoMPANY

With the concurrence of my mother, her attorney, and the adminis-
trator of Otterbein Home, a power of attorney was created in order
that I might act in her behalf due to the precarious state of her
finances and a condition of failing health and capacities. Alarmed
that over $13,000 had been paid out in premiums to Bankers Life &
Casualty during the previous 2 years for an extensive, and largely
unnecessary, insurance program, and outraged at the discovery of a
new and unwanted policy on my life, I contacted the Ohio attorney
general’s consumer protection section for guidance.

An investigator was immediately sent to Lebanon for a review of
the materials I had accumulated, and interviews with my mother and
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myself. Despite the attorney general staff’s demonstrated concern and
interest in the matter, it was later determined that the Ohio Consumer
Fraud Act specifically prohibited their intervention in problems of
insurance. The attorney general’s office did provide me, however, with
some information which was of considerable help and which enabled
me to understand that my mother’s over-involvement with insurance
was neither a unique nor isolated situation.

T should like to submit these copies of press releases from the Penn-
sylvania Department of Insurance for the committee’s review. These
press releases relate to the years 1974 and 1975, but I found them of
considerable relevance. Some striking similarities exist in the abuses
cited in Pennsylvania and my mother’s insurance problem.

T would like to read brief sections from several of the releases:

[PENNSYLVANIA] INSURANCE DEPARTMENT ANNOUNCES ‘“CRACKDOWN" ON
COMPANIES, AGENTS EXPLOITING ELDERLY

Those (agents) found to be engaged in fraud or forgery have been turned over
to local authorities for criminal prosecution. As a result of these investigations,
around 50 agents have lost their jobs and 10 have been indicted.

There are various methods employed by agents to exploit the elderly. Among
these are:

—Recontacting longtime elderly insureds of the companies, getting them to

lapse their policies and buy new ones.

—Passing the names of elderly, sometimes senile consumers from agent to

agent and thus causing multiple sales of insurance policies.

— Forging signatures of applicants on the applications.

—Writing policies on sons, daughters, nephews, and nieces of elderly persons.

WHAT THE PusLic CAN Do

Elderly citizens throughout the State must be extremely careful they do not
fall prey to these smooth talking charlatans. Younger people with parents of
advanced age should check into their financial affairs to be quite sure victimiza-
tion is not taking place. Here are some “warning signals” which may suggest
you or a loved one is becoming a victim :

—An agent suggesting you replace an.older health insurance policy with a new

one.

—Several agents from the same insurance company calling on a regular basis

to make new sales.

—An agent trying to get you to purchase insurance on a fully grown child,

nephew or niece. :

—A “helpful” agent who wants to complete all questions on the application

for you.

Senators, in the course of my investigation of Mrs. Lowry’s insur-
ance problem, I became convinced that most of the tactics described
had been utilized in the company’s contacts with her. I also learned
that Bankers Life & Casualty was one of the companies involved in
the problem situation in Pennsylvania.

Senator CaiLes. Without objection, those press releases will be
made a part of the record.

Mr. Lowry. Thank you, Senuator.

[ The press releases referred to follow :]

PrESS RELEASES FROM THE PENNSYLVANIA INSURANCE DEPARTMENT

SEPTEMBER 25, 1974.—Insurance Commissioner William J. Sheppard today an-
nounced an intense “erackdown” on insurance companies and their agents who
have been engaged in a disgraceful exploitation of the senior citizens of our
commonwealth through the sale of health insurance.
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During the past several months, the department’s bureau of policyholder
services and enforcement has been investigating the activities of 2 number of
health insurance companies and their agents, most of whom have been operating
in Western Pennsylvania. Communities that have been major targets of these
unscrupulous people include Pittsburgh, Greensburg. New Castle, Mount Lebanon,
Erie, Altoona, Meadville, Sharon, Oil City, and Franklin. As a result of the
department’s efforts, nine agents have been arrested and seven of those indicted.

CHARACTERISTICS OF THE EXPLOITATION

The characteristics of this type of selling include :

Recontacting longtime elderly insureds of the companies, getting them to lapse
their policies and buy new ones.

Passing the names of elderly, sometimes senile consumers from agent to agent
and thus causing multiple sales of insurance policies

Taking premiums for annual policies and having them issued on a quarterly
basis to get a larger commission.

Writing many policies under a variety of names to avoid detection of the
multiple sales (“Mary Smith,” “Mary A. Smith,” “M. Ann Smith,” ete.).

Torging signatures of applicants on the applications.

Writing policies on sons, daughters, nephews, and nieces of elderly persons.

Before delivery of policies, tearing out riders which exclude payment for vari-
ous health conditions the insured may possess.

The worst case to come to our attention is that of an 80-year-old woman from
Meadville who spent $50,574 in a recent 3-year period on 31 policies, all of which
lapsed. We requested the presidents of the nine insurance companies involved to
refund her money. So far, six have done so.

In still another case, an 87-year-old Greensburg woman bought 22 policies in
28 months from six different agents. Three policies were issued on nieces and a
nephew.

Another lady in her seventies was spending $100 of her monthly $109 social
security benefit on various insurance policies. She told our investigator she sold
baked goods and dipped into her savings to make ends meet.

The Pennsylvania Insurance Department is presently contacting, via personal
interview and questionnaire, several hundred elderly Westmoreland County and
Blair County residents suspected of having been victimized.

CAUSES

There are several causes of the problem. First, the companies involved have
been very lax in screening the type of agent they hire. We find many of these
problem agents go from one such company to another, lapsing and rewriting
their client’s health insurahce as they go. These companies only seem to care
about placing new business on their books. Second, life-health insurance com-
panies pay very little commission on renewals. Thus there is an incentive for
the unscrupulous agent to rewrite policies. Additionally, some of these companies
pay a higher commission for the shorter term policy. One insurance company
recently informed us their commission scale (percentage of initial premium paid
to the agent) was: Annual premiums, 50 percent; semiannual premiums, 65
percent; and quarterly premiums, 85 percent. Third, many of these insurance
companies have chaotie records systems and do not notice multiple sales.

Finally, the companies in question do not send out investigators to randomly
review sales their agents are making.

WHAT THE INSURANCE DEPARTMENT IS DOING

First, we are arranging for formal departmental legal action against those
agents found breaking our laws. Those found to have engaged in fraud or for-
gery are being turned over to local authorities for prosecution. The Post Office
Department is also looking into our findings for possible prosecution for mail
fraud.

Second, thorough investigations of companies whose agents are engaged in
such practices will be conducted. We are going to require refunds of premium,
payment of denied claims and will take formal action under the Unfair Insur-
ance Practices Act, whick wasg signed into law by Governor Shapp on July 22,
1974.
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Third, we are considering the requiring of all health insurance agents, when
they replace a policy, to give the consumer a comparison of both the new and
the old coverages.

Fourth, new guidelines covering the conduct of insurance agents have been
completed and will be published shortly. These will go a long way toward re-
moving such agents from the marketplace.

WHAT THE PUBLIC CAN DO

Elderly citizens throughout the State may be extremely careful they do
not fall prey to these smooth talking charlatans. Younger people with parents
of advanced age should check into their financial affairs to be quite sure victimi-
zation is not taking place.

Here are some “warning signals” which may suggest you or a loved one is
becoming a victim:

An agent suggesting you replace an older health insurance policy with a new
one;

Several agents calling from the same insurance company on a regular basis
to make new sales;

Failure by the agent to give you a receipt for your premium on the new policy
which indicates the name of the insurance company and the type of coverage;

An agent trying to get you to purchase insurance on a fully grown child,
nephew, or niece;

Evidence that a new health insurance policy or life insurance policy delivered
by your agent has been torn apart ;

A statement by the agent that your policy is being billed on a quarterly or
semi-annual basis when you thought the premium was for an entire year;

A “helpful” agent who wants to complete all questions on the application for
you;

Failure of the insurance company to pay a claim due to a “pre-existing health
condition” when you are under the impression you have carried coverage with
them for many years.

If any resident believes he or she has been a victim of one of these ripoff
artists, they should immediately contact the Pennsylvania Insurance Depart-
ment at one of its four regional offices located in Pittsburgh, Harrisburg, Phila-
delphia, and Erie. We will immediately investigate the matter.

ApriL 8, 1975.—In September of 1974, the insurance department launched a
crackdown on insurance companies and agents who specialize in ripping off the
elderly. This was precipitated by our regional offices in Pittsburgh and Erie re-
porting cases of exploitation with regards to insuring senior citizens.

The worst case to come to our attention involved an 80-year-old woman from
Meadville who spent over $50,000 on 31 policies over a 3-year period, all of which
lapsed. The insurance department contacted the presidents of the nine companies
and ordered them to refund her money. To date, she has received around $30,000.

To remedy this growing problem, Commissioner Sheppard has sent complaint
teams into the smaller communities outside urban areas, because it is these
smaller towns that have reported the most cases of elderly abuse. These com-
plaint investigators listen to the problems and then initiate investigations into
the agent and company involved.

The department has also filed formal departmental legal action against agents
found violating the law. Those found to be engaged in fraud or forgery have
been turned over to local authorities for eriminal prosecution. As a result of
thgse investigations, around 50 agents have lost their jobs and 10 have been
indicted.
hThere are various methods employed by agents to exploit the elderly. Among
these are:

Recontacting longtime elderly insureds of the companies, getting them to lapse
their policies and buy new ones.

Passing the names of elderly, sometimes senile consumers from agent to
agent and thus causing multiple sales of insurance policies.

Taking premiums for annual policies and having them issued on a quarterly
basis to get a larger commission.
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Writing many policies under a variety of names to avoid detection of the
multiple sales (“Mary Smith,” “Mary A. Smith,” “M. Ann Smith,” ete.)

Forging signatures of applicants on the applications.

Writing policies on sons, daughters, nephews, and nieces of elderly persons.

Before delivery of policies, tearing out riders which exclude payment for
various health conditions the insured may possess. '

There are several reasons the problem exists, First, the companies involved
have been very lax in screening the type of agent they employ. Often, problem
agents float from company to company, lapsing and rewriting their clients’
health insurance as they go. Second, life-health insurance companies pay little
commission on renewals. Because of this, there is a very great incentive for an
unscrupulous agent to rewrite policies. Third, many insurance companies have
chaotic records systems and do not notice multiple sales. Finally, many com-
panies do not send out investigators to randomly review the sales their agents
are making.

The insurance department has four branch offices, in Philadelphia, Harrisburg,
Pittsburgh, and Erie, but it's the latter two which receive the most complaints
concerning elderly insurance ripoffs.

In Pittsburgh, the number of cases involving alleged ripoffs has been dwin-
dling, but one very recent case is noteworthy. It involved a very old woman
who had paid premiums of about $42,000 on various policies. The agent wii
sold her the policies allegedly pocketed some of her premium checks and as a
result, she was paying for coverage that she did not have. One of the Pittsburgh
office’s investigators, Ralph Hartford, learned of the case and began investi-
gating. After many phone conversations with the insurance company president,
the department was able to get back every penny of the woman’s original outlay
of $42,000. Meanwhile, the agent who allegedly forged her signature, cashed her
checks, signed her up for policies she could never qualify for, and broke her
savings, is now up before the insurance department for possible disciplinary
action.

In Erie, our regional office serves a l14-county area and has a caseload of
around 200, which keeps our two investigators, Jim Crawford and Bill Christ,
quite busy, to say the least. The two of them are well known in the area for
resolving complaints and consequently, many consumers experiencing problems
with their insurance companies contact them for help. To date, the Erie office
has gotten back over $60,000 for consumers who were taken advantage of by
agents and companies. When those agents were reported, the Erie office informs
us that so far nine have been arrested and charged in Western Pennsylvania. As
shown by these figures, the Erie office has led the way in investigations and the
removal of agents from the marketplace.

In addition to these programs designed to provide help for the elderly after the
misdeed has been committed, the department has taken other steps to educate
senior citizens so these abuses don’t happen in the first place.

The department has maintained a systematic distribution to the elderly of the
latest consumer guides, advising them on different lines of insurance and how
they can avoid deception. Also, we are cooperating with Penn Dot in a new pro-
gram which ensures that all Pennsylvania drivers over 65 will receive along with
their drivers license renewal, computer cards stating where elderly insureds
can go to resolve their insurance problems. One million cards are now being
printed and they will be sent out starting in May.

Also, special circuit offices where investigators spend a day answering ques-
tions and complaints have been established all across the state.

In the past 6 months, the Pennsylvania Insurance Department has made great
strides in eliminating the abuses inflicted on the elderly by unscrupulous agents
and companies. Through the cooperation and dedication of our investigators
throughout the State, the department has ferreted out these abuses, investigated
them, pressured company executives for refunds to consumers, and hand deliv-
ered the refund checks to the senior citizens involved. These investigations take
time and perseverence but the satisfaction involved in helping those who can’t
help themselves is well worth the time and effort spent.

Mr. Lowry. I was referred to the insurance warden, the Ohio De-
partment of Insurance. I filed a complaint and request for clarification
of this matter. He, in turn, requested the company to provide copies
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of missing documents and an accounting of all premium moneys re-
ceived. A meeting with representatives of the company was scheduled
for October 13. Shortly prior to this meeting I learned of the existence
of four additional policies—one accident policy on Mrs. Lowry and
three life policies on her grandchildren—bringing the total of policies
in force with this company to 13. I also learned that a total of 17 sales
had been accomplished but 4 policies were canceled and refunded, at
least 3 of which were apparently duplications of coverage. With the
exception of the original health coverage sold in November 1973, all
sales took place within a 2-year time frame.

13 SaLEs BY 5 AGENTS IN 5 MONTHS

Please refer to the sheet containing a list of policies sold to Mrs.
Lowry. The list is submitted as an integral part of this presentation.
You will note from the column of issue dates, or date sold, the rapidly
increasing frequency of sale, similar to a snowball rolling ever more
rapidly down hill and increasing its mass in premium dollars. In 1975,
1 major life policy; in 1976, 1 major life policy, 1 small life policy—
refunded—and 2 health policies; and in 1977, 11 sales: 6 small life
policies and 5 health policies—three refunded as duplicates—for a
total of 16 sales. Within the 5-month period of December 1976 and
April 1977, some 13 separate sales were accomplished by 5 agents. That
averages out to approximately one sale every 11 or 12 days. I cannot
avoid wondering how far the company representatives would have
pursued this situation or just how large the “snowball” might have
become had no one interceded. By June 1977, Mrs. Lowry’s contractual
obligations for premium payments amounted to $9,158.61 per year or
approximately 68 percent of her annual income.



BANKERS LIFE & CASUALTY INSURANCE POLICIES

Coverage. Agent

Health, medical surgical, extended care. . ___.._________._._.... Carson_.__ ... eie.o.
Life, $t7,085_ 01 X

Life, $17,358_________.
Life, lncreasmg to $2,480 -

Health | medicare suppl | 0.
Health intensive care (duplicate)_...
Health hospital |ndemnlty...
Life, mcreasmg 1o $3,200_ ...
Health intensive care (duplicate). Montgomery +A4544___ .
Health, accident, $10,000 to $50,000. LaBovick-Montgomery.. ..
Life annulty, 32, 000 each.__ ... Montgomery
? )Lowry and K. Lowry

Grooms/Rainey. ...

3 life policies on grandchildren

$257.50 per month.

L8

(109 64) Refunded
284.72

46. 51
(129. 82) Reiundled
842.64 $Z(A) .22 per month,
(109 64) Re'unded

5 life policies in force, annual premiums. .. ... . e icmiiieceeecceimeeaeee
5 health policies in force ANNUAD PRI - o - o e oo e oo e e e e e e e e e mmaem e e ememeeanan
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How did this happen? It is, perhaps, unnecessary to observe that
my mother was a prime target for relatively easy sales. Her pride in,
and love for, her two sons and their families is quickly apparent in any
conversation, as is her continuing need to feel she can still do some-
thing nice for them. Certainly, in this, she is no different from millions
of other senior citizen parents. She was, therefore, susceptible to sales
arguments utilizing such terms as “estate expansion,” “free of pro-
bate,’ and “tax-free income for your loved ones.”

“Tgryrne 10 Cover THE MEDICARE GAP”

Again, like millions of others, Mrs. Lowry was terribly concerned
about the possibility of a long-term or chronic illness and the catas-
trophic effects that this could have on her savings and her small in-
come producing investment program. Unfortunately, neither medicare
nor private insurance carriers attempt to offer much protection against
the long-term illness and she was persuaded to attempt to cover the
medicare gap with a multitude of small specialized health policies.

She was also very trusting of the “professional guidance” so gen-
erously offered by the various insurance sales representatives and felt
a genuine friendship and affection for some. ‘When finally faced with
the realities of what had grown to be an extremely heavy financial
commitment to premium payments, the personal anguish she experi-
enced was made doubly painful with the realization that none of her
“friends” had bothered to warn her she was getting in too deeply.

During the course of my own efforts to unravel and understand this
problem, I learned that seven or more separate agents, including
branch managers, from Bankers Life & Casualty had dealt with and -
sold insurance to Mrs. Lowry. Six of these agents worked with her
during the 2-year period of June 1975-May 1977. Both my mother
and several of her neighbors at Otterbein Home recall that a large
number of the agent’s visits were in groups of two and sometimes
three. This type of group visit was particularly distressing to me for I
know how difficult it would be for my mother to reject their combined
“guidance.”

The October 13 meeting in the offices of the Ohio Department of
Insurance was relatively unproductive and unpleasant. Present were
Robert Katz, Ohio insurance warden; William Grubbs, director of
government relations, and Mr. William Tobin, regional manager, rep-
resenting Bankers Life & Casualty; Miss Warner, business manager,
and Eugene Strawn, resident. both of Otterbein Home, and myself.

From the outset, the atmosphere was that of adversaries. Mr. Grubbs
demanded to know why Miss Warner and Mr. Strawn were present
and what interests they represented. He questioned the validity of
my power of attorney and my personal motivations for involvement
in my mother’s business affairs, stating that the company’s “first obli-
gation” was to Mrs. Lowry. When issue was made about the frequency
of sales visits to my mother by groups of agents, this was denied by
Mr. Grubbs as impractical; it would not happen. Subsequent corre-
spondence from Mr. Grubbs has made much of this denial with asser-
tions that such group visits would occur only in the training program
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and then only on rare occasions. I sincerely resent the fact that my
mother’s doorstep was apparently used as a training ground for new
agents and the occasions were not rare.

QUESTIONABLE SIGNATURES

The two missing policies on my life and that of my brother were de-
livered, but were stamped “duplicate,” an identification which I pro-
tested. The contract signatures were not in our handwriting and I
indicated they might have been signed by my mother. However, the
signatures had been witnessed or authenticated by the selling agent,
Ronald Montgomery. Mr. Grubbs commented that the policies were not
properly written. My mother’s apparent participation in the creation
of these questionable contracts was represented as a serious inconveni-
ence to the company, but Mr. Grubbs said we would be permitted to
choose whether to continue the policies in force or rescind them for a
full refund of premiums.

During this meeting, it soon became apparent that the only “adjust-
ment” the company was willing to make to Mrs. Lowry’s 13-policy
insurance program was in reference to the forged policies. Their rec-
ommendation was to lapse any other policy which we found burden-
some. “No free rides” was the comment I recall hearing. In good
conscience, and in my mother’s best interest, I could not accept this as
the only alternative.

A brief explanation was provided of the various life and health
coverages and the meeting terminated with an agreement that the
family would have a month in which to discuss and decide upon those

olicies which would be maintained and those for which a refund would

e requested. Mr. Grubbs’ parting comments referred to the meeting as
a needless waste of time and included an estimate that the actions
brought about by my “unfounded” complaint had cost the company
nearly $4,000 thus far.

On November 3, a formal letter indicating the family’s decisions
was sent to both Mr. Grubbs and the Ohio insurance warden, Referring
to the “unreasonable financial burden” which this recent and largely
unnecessary 13-policy insurance program represented, the letter spe-
cifically requested rescission and refunds for the three expensive life
policies on Mrs. Lowry and also for the recently “upgraded” hospital
indemnity policy. These cancellations would have had the net effect of
reducing her annual premium expenditures from $9,158.61 to $1,972.74,
or approximately 15 percent of her annual income. It was clearly
stated that the premiums would be paid on other health policies as
they became due. The company was also duly informed that no deci-
sion had been reached as to the course of action we would take with
regard to the highly questionable policies on my brother and myself.

My mother wrote her own letter to Mr. Grubbs to confirm the unity
of the family decision and I would like to read just a portion of her
letter. I feel it rather eloquently portrays the frustration and anguish
she was experiencing. A fter requesting cancellation of the four policies,
she says: “I trusted your salesmen to help me set up an insurance
program. * * *7 “Sincerely, L. Lowry.” Both of these letters are sub-
mitted as part of this presentation.
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Senator CHiLEs. Those letters will be admitted as part of the record.
[The letters referred to follows:]

RALEIGH, N.C., November 3, 1977.
Re: Lucille W. Lowry.
Mr. WILLIAM GRUBBS,
General Counsel, Bankers Life and Casualty Co.,
Chicago, IlI.

GENTLEMEN : This letter will acknowledge receipt of the three missing policies
purchased by Mrs. Lucille W. Lowry from Bankers Life and Casualty Co. on the
lives of her three grandchildren. These three policies, as well as the life and
annuity policies on Kenneth F. Lowry, Jr. and Robert E. Lowry, delivered on
October 13, 1977, were erroneously stamped and identified as “duplicate policies.”
It is our contention that, in fact, these policies had never been previously delivered
to Lucille Lowry.

The information derived from our meeting at the Ohio Department of In-
surance on QOctober 13 has been communicated to both my mother, Lucille W.
Lowry, and my brother, Kenneth F. Lowry, Jr. Both of them have empowered
me, in notarized documents, to act in their behalf. As was expressed at the
meeting on October 13, our concern centers on the extensive variety of insurance
policies sold to my mother between June 1975 and May 1977 (sixteen policies
sold, of which four were cancelled and refunded as duplicate coverage). This
insurance program represents considerable unnecessary coverage in view of her
pre-existing insurance and now constitutes an unreasonable financial burden in
monthly or annual premium payments amounting to approximately 68 percent
of her present income. A proper financial analysis of Mrs. Lowry’s needs and
present situation as a resident of Otterbein Home would have revealed her
permanent financial obligations to the home as well as other commitments. We
therefore request the following:

(1) Rescission and refunds on the whole life policies No. 5,248,470, issued June
3, 1975; No. 4,854,476, issued June 14, 1976; and No. 5,413,376, issued March 2,
1977. These policies. represent the heaviest financial drain on Lucille Lowry’s
resources and were unnecessary in view of the coverage which already existed
in other life policies. .

(2) Rescission and refund on the hospital indemnity policy No. 770,052,917,

(8) Compensation for the expenses incurred in attempting to investigate and
resolve this matter. In their negotiations with Lucille W. Lowry, the actions and
sales practices of the various agents representing Bankers Life and Casualty
Co. raise serious questions regarding the lack of fiduciary responsibility, the re-
sultant effect on her well-being, and her right to be compensated beyond the
expenses mentioned above.

The premium will be paid on GR717 medical surgical policy No. 730,576,561,
and on other health policies as they become due. At the present, no decision has
been taken as to the course of action which will be followed in reference to the
life and annuity policy No. 5,432,306 on Kenneth F. Lowry, Jr., and No. 5,432,307
on Robert E. Lowry. All refunds may be made payable to Mr. Lucille W. Lowry.

Sincerely,
RoBerT E. LOoWRY.

. LEeBANON, OHIO, November 10, 1977.
Mr. WiLLiAM GRUBBS,
General Counsel, Bankers Life and Casualty Co., Chicago, Ill.

Dear Mr. GruBss : Due to my physical condition, I was unable to attend the
meeting my son, Robert, had with you at the offices of the department of insur-
ance, State of Ohio, Columbus, Ohio, last month. Robert was acting in my behalf
under my authorization. He explained to me the details of the meeting. He
promised that I would make a decision as to'my requirements on or before
November 14, 1977. Therefore, my decision is as follows :

I wish to cancel the following listed policies and request refund of all premiums
paid on these policies from the issued dates: ’

Life policies: 5248470, issued January 3, 1975 ; 4854476, issued June 14, 1976;
5413376, issued March 2, 1977. Health policy : 770052917.
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I trusted your salesmen to help me set up an insurance program that would
benefit my children. I did not realize that I would not be able to pay all these
premiums until I found myself financially strapped and unable to meet my
current obligations out of my monthly income. So instead of helping my children,
I find that sooner or later I will lose all the money I have paidin and I am on a
dead-end street, so to speak. An audit of my financial affairs indicates that 68
percent-of my income is owed to Bankers Life and Casualty Co., and I will not
be able to help my children as represented by your salesmen. My son, Kenneth,
has been here from Michigan and agrees with all of the above decisions.

I sincerely- hope you will make the above adjustment in order to rectify my
predicament.

Sincerely yours,
LUcCILLE W. LowRy.

“AVENUES OF ASSISTANCE EXHAUSTED”

Mr. Lowry. In the days following the meeting I did not know where
else to turn for assistance in resolving this problem. The company’s
attitude in refusing to recognize that insurance oversale had appar-
ently taken place and their minimal concessions gave little hope that
our decisions and requests would provoke a positive response. I was
also aware that the Ohio Department of Insurance appeared to feel
that their immediate responsibility had been satisfied simply by bring-
ing about the meeting. Due to the structure of QOhio laws it seemed
that T had exhausted both the avenues and the remedies available
to the complaining consumer in Ohio.

The problems of insurance exploitation and the offensive sales tac-
tics described in the Pennsylvania press releases were so similar to my
mother’s situation that I began to wonder if the problem practices had
crossed the State line and were now flourishing in Ohio and elsewhere.
The probability that my mother’s problem was not unique or isolated
suggested the necessity of alerting the appropriate authorities and
assisting in the exposure of the condemned sales practices.

The attorney general’s staff was again helpful in referring me to a
former staff member of your committee who is presently directing an
Ohio agency program concerned with problems of the elderly.

She strongly suggested that I contact the Washington office of Sen-
ator Glenn and the Committee on Aging in order to call the problem
to their attention. I did so. Senator Glenn and his staff became imme-
diately involved. Letters were written to the Federal Trade Com-
mission, the Ohio Department of Insurance, and the Ohio attorney
general’s office expressing a great concern for my mother’s specific
problem and requesting some review of the possibility that insurance
exploitation of the elderly might be taking place in Ohio and else-
where. Senator Metzenbaum also directed letters urging investiga-
tion of the problem to those same Ohio agencies. I contacted Senator
Stevenson’s office which reported the problem to the Illinois Depart-
ment of Insurance and they, in turn, made inquiry of Bankers Life &
Casualty. We are most sincerely grateful for the interest and support
received from these concerned Senators.

I finally received a letter from Bankers Life & Casualty on Decem-
ber 10, and a copy of their reply to Senator Stevenson’s inquiry. The
letter contained a justification of the company’s position, the pro-
priety of the insurance program written on my mother and two refund
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checks. To my complete surprise, the refund was a blanket cancella-
tion of all 13 policies. Referring again to the letters my mother and I
sent to the company, we specifically requested only four policies be re-
scinded and refunded, that is, the three life policies which constituted,
by far, the major share—$6,901.15—of her annual insurance premiums
and one health policy. '

The company’s action in this total program cancellation was inex-
plicable. There had been no intention on our part to leave my mother
without some insurance protection. Three of the health policies were
to be maintained, at least for the time being. The accident policy
and the grandchildren’s policies were relatively inexpensive and we
had decided to retain them—despite our conviction that they repre-
sented basically unnecessary purchases in an already oversold pro-
gram. The company’s treatment, in this unrequested blanket refund
and cancellation, was interpreted by us as a vindictive act. One further
offense had been committed against this elderly client and we were
unable to understand the reasons.

The Pennsylvania press releases make a strong recommendation, a
plea, for family members to dare to involve themselves in their aging
parents’ affairs in order to help assure that overinsurance or exploita-
tion does not occur. As I indicated earlier, my own involvement was
accidental and very tardy. Once a problem of insurance oversale does
exist and is discovered, the avenues available for pursuit of its correc-
tion or remedy are, I feel, unnecessarily difficult and time consuming.
Responsible public agencies at the local or State level are not always
responsive or tend to view their roles as referees who stand back and
say, “Let you and him fight.” Washington, D.C., is a long distance
for most people to travel and it should not be necessary to come here
in order to obtain an insurance program correction.

I sincerely hope that this difficulty of corrective actions might be-
come one of the concerns of this committee. Also, there should be an
awareness that there is considerable apprehension and reluctance to
come forward, to admit publicly what my mother has mentioned to
me. “I have loved too much, lived too long, or trusted too much.”

SINGLE AcENT SELLING DUPLICATE POLICIES

Senator Curres. Thank you.

Mr. Lowry, looking at the listing here of the policies that she
bought it appears that in one instance one agent was responsible for
some of the sales of duplicate policies which were later refunded by
the company on that basis. Is this your understanding?

Mr. Lowry. Yes. From the information I was able to gather, Mr.
Walsh had sold the original health intensive care policy in April 1976
and 8 months later, he again sold her the same type of coverage which
was subsequently refunded by the company as duplicative. This par-
ticular type of policy was very popular because other Bankers agents
apparently sold it to her two more times in April 1977. I fail to under-
stand this, but I do have the refund stubs. My mother is unable to
recall the details of these transactions.

Senator CriLes. Do you know how these agents first contacted your
mother? How did they become aware of her?
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Mr. Lowry. I do not know, Senator. If I might dare to conjecture,
it may have been through a Sunday supplement coupon or a mailed
out brochure which could have piqued her curiosity. She does have
certain anxieties and concerns and I think it very likely that she
would have responded to these advertisements.

Senator CuiLes. Do you know if these same agents sold insurance
to anyone else in the Otterbein Home?

Mr. Lowry. I do.

Senator CaiLes. They did ?

Mr. Lowry. Yes, sir. I know of at least one other Otterbein Home
resident who purchased two life policies from the same agent who had
sold my mother her two largest policies. She has apparently contacted
some trusted person who has advised her against the program she pur-
chased. She would like to obtain a refund and yet, when I look at the
figures on her insurance, the cash surrender values are minimal—
approximately one-third—in comparison to the amount of premiums
paid in over 2 or 3 years time.

The company had made quite a point of saying to us that there
would be no refund because the policies had been well sold, that there
was a true “need” which existed for my mother. Therefore, nothing
out of place had occurred. Yet, I believe, with the spotlight focused
on them and receiving expressions of interest from various Senators
here as to their actions, they did decide that a refund should be made.
This was a full refund.

I would like to believe that the company would not consider my
mother a very special exception. She did receive a full refund, and T
would hope that perhaps other dissatisfied senior citizens might be
able to obtain their program corrections.

Senator CHILES. Senator Glenn.

Senator GLENN. Thank you, Mr. Chairman.

This struck a particular chord with me because of a family experi-
ence we had, I guess. My dad worked as a plumber all his life, had a
small plumbing shop, saved a very modest amount for retirement. My
mother and dad owned their own home. About 2 years after my dad
retired, he got cancer and was on about a 6-year downhill slide and
all the savings went.

After my dad died, my mother then had a number of calls in the
next few months regarding her own health insurance. I suppose they
assumed that all the money had gone to pay for my dad’s medical
bills and she would be especially concerned about her own health prob-
lems. Fortunately, she called me and I was able to advise her in these
matters. However, where there is not someone immediately available
like that, and with the fright that the elderly have with regard to
their health, it becomes an increasing problem. :

“A FrRIGHTENING, FRIGHTENING ProspecT”

As people reach their senior years, health becomes the most impor-
tant thing to them. When they have that concern, and when we know
that medicare pays only about 88 percent of the medical costs of those
over 65, you begin to see the extreme concern that people have of
getting left stranded as paupers with nothing to take care of their
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health needs. It is a frightening, frightening, prospect, and it places
people like your mother, and others, in a situation where they are so
very vulnerable to the pressures that can be exerted on them. That is
something we absolutely have to take care of, either through the com-
panies voluntarily or through law.

Let me add one other thing. I think those who have pushed for na-
tional health insurance with a comprehensive overall national health
insurance have done a disservice in some respects. They have insisted
on the whole national health package or nothing, and as a result we
have got nothing. I think, a long time ago, we should have gone to
the major area of concern—as I see it—that of covering the catas-
trophic illness. That is the one that just wipes people out overnight,
wipes out family finances. It seems to me that we should get something
in place that covers that most dangerous area, that of catastrophic
illness, but we have not been able to split that off from comprehensive
national health insurance. The proponents of national health insur-
ance will not see anything except the full blown package, and as a
result we have had nothing. I think we should be covering some of
these areas of special concern.

Let me ask you specifically, in this area of false signatures, what
was done on that? Now that is criminal. Was there any followup
made on that?

Mr. Lowry. The company had offered to refund those or honor the
policies as we were to decide.

Senator GLEnN. But I mean it is criminal for anything, not just
with insurance. It is criminal to sign somebody else’s name or falsify
a signature. Did the attorney general or anyone follow up on that as
to—

Farse StexaTure Not Forrowep Ur

Mr. Lowry. No, Senator. I appreciate your having raised this issue.
I have been extremely disappointed at the lack of reaction in Obhio,
to the maintenance of laws that I understood would exist for the pro-
tection of the citizens. Neither the attorney general’s office found an
avenue for acting in this area, nor the department of insurance. A
local attorney I spoke to was unsure.

I had not requested, had not accepted the company’s offer to refund
these particular policies. because we were and still are considering pos-
sible legal action there in Ohio. This is an area about which I have
felt a great deal of concern.

I might mention one other violation. In the blanket cancellation
which the company accomplished of all of my mother’s coverages, at-
tached to every one of the health policies is a small rider called the
Ohio statutory rider. I won’t read the whole thing. It says, “Cancel-
lation by the insured, noncancellation by the company.” One of the
sentences specifically says, “The company may not cancel this policy.”
Yet, the company did.

Now I plan to file a formal protest regarding this in Ohio. Even
though the Lowry family feels that it wishes no further insurance
involvement with Bankers Life & Casualty, we were willing to main-
tain these policies because we did not wish to leave my mother totally
unprotected, but I protest the action of the company in violating yet
one more Ohio statute.
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Senator GLENN. Was one of the frauds that was also perpetrated—
I guess it would be official fraud—that of using different names or
using an applicant’s initials one time, the first name another time, the
first initial and middle name another time, so that perhaps they
wouldn’t show up on the computer runs that the company might make
to follow up on individual agents? I don’t think we are here today to
castigate the whole insurance industry. That is far from my purpose
here today because I think a lot of this comes from individual agents
out there that need to be policed better by the companies. I don’t
fault everybody in all the companies, and I want to make that clear,
but sometimes individual agents out there will use different names
or sets of initials for the same person. Was that done in your mother’s
case ? Was the name always the same ?

Mr. Lowry. This is one of the warning signals included in the
Pennsylvania press releases, but I have not found that to be the
case. Her name was spelled and misspelled with a passion, but this did
not seem to result in a duplication.

Senator GLENN. Maybe this just was not a very bright agent in this
case.

Mr. Lowry. The company has made a great point in much of its
correspondence to the North Carolina Department of Insurance in
citing a number of rules which exist for the behavior of their agents.
I found these extremely interesting cue to the fact that they con-
sistently managed to violate their own rules, so the recitation of such
behavioral codes means very little to me. It may well be that these
rules are a very recent creation and brought about through protests
such as this.

Senator GLENN. Did you ever talk personally to the agents involved
that sold these to your mother—Mr. Walsh, for instance—that sold
five different policies in a reasonably short period of time, about 114,
134 years?

Mr. Lowry. No, Senator, I did not. I met with only one agent, Mr.
Grooms, who came out to respond to some initial questions. He was
also interested in insuring me during the visit. The subsequent con-
tacts were all with Mr. Grubbs.

Senator GLeENN. I know we do have other witnesses and our time
Is getting away, and we are going to have to move along, so I will
- curtail my questions. We might wish to send you questions that could
be answered later on so the committee records will be complete. I would
note though and want to make this comment to you, we are going to
follow up on the record of today’s hearings and your testimony. I have
already asked my staff, Diane Lifsey on my personal staff, and I would
ask the committee staff to go through this and make a copy of the
day’s hearings so that we can send it along with any comments on this
from the staff here to the Ohio attorney general’s office to see if there
is any area of criminal prosecution that should be followed up.

The attorney feneral, Bill Brown, is a very good friend of mine.
I know personally of his interest in following up where there has
been fraud or where criminal activity would be involved against a
particularly vulnerable group of people like this. I don’t know at this
point whether there is anything that can be done or not, but I know
he would be interested in following through on it. We will make the

32-703 O -~ 78 - 4
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record available to him, along with staff analysis of where they think
there might be particular areas that warrant criminal prosecution. -

Mr. Lowry. I sincerely feel that the Ohio attorney general’s office
did wish to become involved, but they found themselves blocked from
such involvement by existing legislation and reluctantly referred me
to the insurance department. I would hope that necessary changes
could be made in the Ohio law and the Ohio Consumer Fraud Act.

Senator Cuires. Thank you. You have done a service not only for
your mother but for a lot of elderly people, too.

Mr. Lowry. Thank you.

Senator CrmLes. Mr. Klowden, you are next. Your statement in
full will be placed in the record and if you could summarize that for
us a little bit it might help us because we have a number of other
witnesses.

STATEMENT OF JULES L. KLOWDEN, VOLUNTEER INSURANCE
COUNSELOR, SENIOR CITIZENS SERVICE CENTER, SAN DIEGO,
CALIF.

Mr. Krowpex. I will try to be as brief as possible.

Senator Cuires. Thank you. We want to have time to ask you a
few questions.

Mr. KrowpeN. I am overwhelmed to be able to address these dis-
tinguished people.

My name is Jules Klowden, I am a volunteer insurance counselor
with the city of San Diego Senior Citizens Service Center. My office
is in the city administration building. A month after coming to live
in the area, my services were enlisted as I came in to register to vote.
The story given to me was that the seniors were being “ripped off” by
insurance companies and since I was retired and formerly in the insur-
ance field, would I help? Mrs. Evelyn Herrmann, chief of the senior
citizen services, is in charge, and it was she who recruited me.

We analyze approximately 15 to 20 policies per week, or for that
many people, I should say, and we have many telephone interviews as
well. The city attorney has provided, in writing, permission for me
to be able to recommend a number of insurance companies and our
service is free of any charges to the public.

We find that people are inclined to buy more than one health
policy for two reasons: (1) That medicare does not pay the entire
bill and adheres to its famous phrase, “Reasonable fees and charges”;
and (2) supplemental plans to medicare follow the same principle and
offer to pay their share of what medicare allows as reasonable.

Gaprs REMaIN

This leaves a big gap in medical costs for the patients to pay,
despite the fact that they have medicare supplemental plans.

There is a great fear in the elderly, especially women, who worry
about whether they have enough coverage should they wind up in a
hospital or nursing home. This fear impels them to buy from glib- .
tongued salesmen and from well-flowered ads they see in newspapers.
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An interesting case that I am concerned with is for a retired Navy
chaplain who felt that he and his wife needed a benefit for a nursing
home facility. The salesman, working for an insurance agency, came
to the chaplain’s home and after telling him about this great plan that
he had, indicated that it could only be sold to members of his senior
citizens association. The fee for that is $12 per year. The policy was
purchased for $120 per year for each of them, plus a $10 policy “fee,” a
one-time payment, plus of course the $12 per year.

A statement in the policy says the company will pay according to
plan selected, for a period not to exceed 180 days, after excluding the
first 100 days of covered nursing home confinement. The benefit it pro-
vides is $10 per day. At no time does it offer to pay at least part of
the medicare deductible since it does not pay anything until the medi-
care benefit ends. Is this value ?

One month later, upon delivery of the policy, the salesman told of
a great investment plan that he had for the chaplain. This was with
a savings and loan association from Los Angeles which was planning
to build an establishment in San Diego within 6 months.

The chaplain fell for the idea and his investment was to be $1,176
per year. After the second payment was made and no building was
put up by the investment company, he tried to reach the salesman by
phone and then with repeated visits to the office. The man was never
in, always out to see his doctor, but never returned the calls.

Our chaplain now came to me for help and we found that the great
investment for this 77-year-old man—now 79—was a life insurance
policy. We filed charges of fraud with the district attorney as he was
working on other cases against this sales agency. He, in turn, con-
tacted the department of insurance. We are still waiting for the in-
vestigation to be completed.

The owner of this insurance agency has been arrested on another
case since then with the trial coming up soon. Two other men from this
agency are now in jail. Several others are being investigated for she-
nanigans in the ficld, one for continuing to sell insurance after his
license was canceled by the department of insurance, and working a
funeral cost racket with seniors for this same agency.

Another case with that group was of a lady who had made purchase
. of a medicare supplement policy but had not yet received it. Reading
tho newspaper story about the owner of the agency, she became
frightened and wanted out. I advised her against. it as the problem
was not with the insurance company. She was insistent. We showed
her how to do it.

A few days later, two men came in with a tape recorder and “held
an inquisition,” as she described it. She was hysterical. Her money was
refunded.

BoxBarpep By ADVERTISING

Another problem we have is selling medicare supplements with
brochures that indicate benefits that are not provided by the policy.

We again have the problem of companies that advertise in the news-
papers. Some of them have fair plans that could have some meaning to
the elderly; however, they start a bombardment of mailings to add
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riders or to sell additional coverages that bring them millions and
empty the purses of the seniors. The extra plans they sell come under
my description of “junk policies.” Here is a case of a company who
advertises in one of our local papers with a fairly good plan.

They supply this for only $1 for the first month. Not bad ? Whether
you continue with the plan or drop it, you are on the mailing list
and ripe for their cancer policy. This was purchased by one of my
ladies. The annual premium was $53.32 and was dated April 22, 1977.
A rider was added for $23.44, dated October 22, 1977; then again an-
other rider for $77, dated November 22, 1977. This makes a total of
$153.76 per year.

Not too long ago, a cancer policy sold for $10 per year to cover an
entire family and included many other dread diseases with it. These
benefits are poor and the cost too kigh. It allows $60 per day for the
first 12 days and $40 per day thereafter for a total of 90 days of cover-
age. It pays from $30 to $500 on a listed surgical benefit. This is for
cancer. They allow up to $50 per day for intensive care, limited to 30
days. They allow up to $6 per day for drugs or medicines for the first
12 days and up to $4 per day thereafter until a total of $250 is paid.

We in San Diego are living in one of the highest medical cost areas
in the world. People must not have such junk offered to them. The
hospital nearest to my home charges $151 per day for general care—
at least it was that last week. Our big problem is the bill presented by
the doctors and most of the “junk policies” offer no benefits, just
piddly ones that can bankrupt a family.

Revvcrance To Pay BENEFITS

We have case after case of insurance companies who do not like to
payv even the benefits that they provide in their policies.

One lady came to me with medical bills of over $8,000 and begged
for help. A girl in the doctor’s office filed the claim for her. Upon my
inquiry, they said no claim had been made. This was about 10 or 8
months later. Upon filing the claim we got $1.400 for her.

The same comnanv, on another claim that I made for a man, re-
sulted in a payoff. He tried for 10 months to get help to make them
pay. However, they shorted him $40. It took several months more and
filing with the department of insurance to do it before they paid. It
1s'a nationally known group and very well known.

We have the problem of an 80-vear-old widow with seven policies
who came to me Jast week to see if she had proper coverage to help
with medicare benefits. She left the policies with me as I could not
evaluate all of them immediately. The next day she wrote a letter
which I brought with me. I would like this entered into the record, if
possible. ' .

Senator Cmrrrs. Without objection, it will be entered into the record.

[ The letter referred to follows:]

SAN DiEGo, CALIF., May 6, 1978.

DeAr MR. KLowDEN : As you probably recall I left some insurance policies with
you Friday, May 5, for you to please look over and give vour opinion of which
ones are the better and/or if they are practical for me to keep.

I know I have too many, perhaps.covering the same thing—and if so could T
collect from both?
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When I took them out, I knew that medicare does not call “reasonable” nearly
the amount the hospital, doctors, and convalescent or skilled nursing homes cost
and some of the policies maybe say they only pay $15 or $20 a day in hospital—
or for $18 to $10 per shift for home nursing, but I thought that amount would
help pay for the “unreasonable” part that medicare doesn’t cover? But on the
other hand—would it be cheaper or more advisable for me to put my money in
the savings and loan to draw interest? I'd have to pay or file income tax then
if my income was high enough. I don’t like the idea of paying interest on interest,
. neither throwing money away.

I've heard a number of people say one only needs one good supplement to
medicare, but what ones are good ?

Also different ones speak of having Blue Cross-Blue Shield, whatever they
are, but said BC-BS was quite expensive. Does or can one have medicare and
Blue Cross and Blue Shield at the same time? And what do they pay that
medicare doesn’t?

I've been thinking the past few months of dropping one or two or three of these
anyway, and if I could get some one policy if there is such a one, that would
cover and pay for what the ones I now have do. I would not want to let them go
where I wouldn’t be covered, until the waiting period of a new policy has elapsed,
I mean if I have to wait 6 months before I can collect on a policy. I should want
to keep one I have until I have had a new one that long.

At the present I have too many to keep track of when premiums are due.

I think I read something a while back in “Senior World” about AARP and
Colonial Penn, but I don’t remember what. Isn't Colonial Penn a reliable com-
pany, one that pays and pays promptly, or are their premiums too high?

I was thinking a while back before I thought of coming to (you) for help of
maybe dropping Bankers “Over 65 Skilled Care” since it has raised to $133.82
a year now and maybe keeping AARP recommended Colonial Penn Skilled
Nursing and Home Nursing Policy No. 1152372, but also was about of the
opinion that medicare or Bankers or Colonial Penn would not cover the costs
or even 50 percent of costs for the majority of people that go to these places,
for stays here require 24 hours a day skilled service, have to have registered
nurse and doctor 24 hours per day. So maybe would not be able to get anything
from medicare or any insurance company. .

What do you think? I had thought the individual accident part of 1152372
might be good if the company will pay what the policy says, but they have never
raised the price since I took it out, but maybe they aren’t reliable and wouldn't
=aven pay what they said. (It is $4.75 per month.)

My sister had Bankers’ in-hospital like mine and it paid off as policy stated
while she was in the hospital. But nothing while she was in Hillerest Rehabilita-
tion and Convalescent Hospital. Medicare didn’t either except the H.R.C. had her
charged for 20 percent of therapy. Said that medicare had paid them but she
didn’t get any reduction on any of colostomy supplies, medication for or drugs
for bladder trouble, heart or lungs, but charged her almost twice as much for
some of same kind of medicine, ete., that she took when she was home. Therapy,
even 20 percent, was plenty high, I don’t know of any only rubbed her back and
helped her walk a few times.

Thanks for giving your time in looking at my policies and trying to read this.
I appreciate it very much.

Sincerely,
(S16NED.)

P.8. Sunday—

Someone gave me a folder to look at today called Coronet Senior from Blue
Shield. I looked it over some but am not sure I understand it all or not, but I
think if one takes out the Coronet Senior they have to pay $100 a year hospital
care, and prescription drugs and private duty registered nurse, these things
while in a hospital. Is that correct? And any medical and outpatient hospital
services are provided by Blue Shield without a deductible. (What is outpatient
hospital services?)

Under “payments” of this folder. what does this line, “Benefits of this plan
may not be assigned without the written consent of Blue Shield,” mean? Under
part B—*“Medical and Outpatient Hospital Services,” what does outpatient
hospital services mean? Does that mean that if one has this policy. even if they
haven’t been in the hospital, but if a doctor or even the holder of the policy
thought they needed an X-ray, or had a chest pain, or some ailment and they
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wanted to find out what was the cause, and got relief, they could go to the hos-
pital and ask for such help without first contacting a doctor even if I had been
doctoring with one? And if one’s doctor had sent patient to have X-rays and tests,
that medicare pays 80 percent of what they call reasonable, and Blue Shield pays
the other 20 percent of what medicare calls reasonable? (And then the patient
still pays about 40 percent of the bill that isn’t reasonable.)

Do you think I would be better off and as adequately covered if I took Coronet
Senior if I could get it with Blue Shield at $67.50 a quarter or $270 a year, and
drop two or three of the ones I have? Which ones? Which do you advise? I have
felt I had too many for hospital, but not ones that cover doctors and medicines,
ete., but I guess none of them pay for nonprescription medicines or for chiroprac-
tor treatments, or adjustments, and heat when one has a wrenched or strained
back, do they?

If you can read this and give me your honest opinion I will appreciate it.

I am 80 plus, have social security and a little savings but not much, but enough
8o far to not need welfare, but have not enough that would last long in a hospital
or convalescent or rest home, or even if I had to have help. So far, have lived
in studio apartment for quite a number of years so get rent cheaper than would
if I hadn’t been here so many years. If have to pay rent like most, then my sav-
ings wouldn’t last and I have been making a little working a few hours at
housework, so cut down on expenses too. I have no one to help me or to depend
on if I get so I can’t care for myself. So far, I only have to take one prescription
regularly .

I don’t understand “reimbursement of benefits for injury” paragraph.

Sincerely,

(S16NED.)
Mr. Krowpen. It tells the story of one poor soul of many millions
with the same problem. One of the policies indicated it was for persons
over 65 and they had the audacity to put a maternity benefit in it.

CaLiForNIA AcTIONS

California has become aware of the medi-gap problems and the de-
partment of insurance has taken a few more steps to help our seniors.
We have established a loss ratio for medicare supplement policies at
55 percent. The commissioner will study the annual reports from in-
surance companies closely and see that they adhere to this regulation.

In order to be called a “medicare supplement policy” part A and part
B will have to be included. However, the coverage could be limited to
expenses incurred while hospital confined and may not need to include
skilled nursing care services.

Preexisting conditions are now to contain a maximum of 6 months
waiting period instead of 12 months for coverage of conditions treated
during the 6 months prior to the effective date of a policy.

I;lolicies designed to supplement medicare shall be indentified as
such.

Readability is being stressed. All medicare policies are to be with-
drawn as of December 31, 1978, and be replaced if they were issued
prior to May 1,1978. They are to be written in understandable English.
Disclosure forms must be provided with each new policy delivered
after January 1, describing the benefits and returned to the insurer
to indicate understanding of the policy. '

A catastrophic medicare supplement coverage will be permitted
to be written starting in January. This could be designed to pay the
difference between what medicare pays and the usual, customary, and
reasonable expenses.

I am afraid, however, that if no control is placed on medical costs
when this type of policy is issued, may God help us. '

My most heartfelt thanks for listening.
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Senator CriLes. Thank you, Mr. Klowden, for your comprehensive
statement. You mention on page 2 of your statement that the insur-
ance agency was selling insurance only to members of a senior citi-
zens association and that they paid a $12 fee to belong to that asso-
ciation.

Mr. Krowpen. That is right.

Senator CuiLes. Is that a local group?

Mr. Krowpen. Yes, sir, it is a local group. They did not actually
seek out members and then sell them insurance.” What they do is
seek out most people to whom they sell their insurance and then tell
them they must be members in order to get the insurance. In this
way, they sell the membership also.

Senator Cuires. I see. The design was not just to sell insurance.
You would be able to buy insurance if you were in that group but
they were going to provide other services.

Mr. Krowpen. Yes.

Senator Cuires. What other services were there besides the pre-
scription service?

Mr. Krowpen. They had meetings once a month. They had guest
speakers. They did have some kind of travel setup to offer to the
people but this——

Senator Cmiies. This was looking like a nonprofit association
designed to benefit the members by helping them with problems.

Mr. Krowpex. I would not say that it was nonprofit—$12 a year—
I think they made themselves a good piece of change, because they
didn’t give anything for it—very little T would say.

Senator Crmes. Did they give counseling and advice to the seniors
as well as help them with their prescriptions?

Mr. KrowpeN. It is possible. It is possible.

Senator Crxves. How many members did they have, do you know?

Mr. KrowpeN. I have no idea, sir. I never did check on that. I am
sure that the district attorney has that information available to him.

Senator CHILEs. Some of these people have been put in jail?

Mr. KLowpEN. Yes, sir, that is right. and there are more going.

Senator Crires. You indicate that the brochures advertising supple-
mental policies to be misleading. How much of that do you see in your
position as counselor? Do people get a lot of these brochures through
the mail ?

Mr. KrowpeN. Yes, sir, they do. In fact, I did bring a policy and a
brochure that was used in which to sell it, although I have it downstairs
in an office. It is in my briefcase. ' .

Seﬁlator CarLes. We will keep the record open. We would like to
see that.

Limrrations Nor EXPLAINED IN ADVERTISING

Mr. Krowpen. We find that many companies offer in their brochures
various benefits. Just to give you an example, say they claim that they
will pay X-ray charges, they will pay laboratory fees, and it is as-
sumed by the individual who then buys it that the full amount is going
to be paid. However, when the policy is received and you read these
various benefits, they indicate the same benefits but then a few words

after that “up to $10.” In other words, they have a tight limitation on
it, but it is not indicated as such in the brochure.
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Senator CriLes. The step that California has taken in providing

that they must pay out 55 percent of their premiums, do you think that
is a good step ?
_ Mr. Krowpen. I believe so, only there is one problem that we might be
involved in in the future in that. If the company has to pay that much
out in benefits, it is going to cut down on the cost of commissions to
their salesmen, and if that happens we may have more problems with
vultures.

Senator CHiLEs. Senator Glenn.

Senator GLENN. Yes, a couple brief questions.

Mr. Klowden, you indicated in your statement you were formerly
in the insurance field. In what capacity was that? '

Mr. KLowpEN. As an insurance salesman, and I was an assistant
manager with my agency for a while.

Senator GLENN. Did you in your experience with the companies
follow up to see or make a real substantial effort to see that these kinds
of practices did not occur when you were active yourself?

Mr. KrowpeN. We had very, very few problems of that kind at the
time that I was in the business. I got out of the insurance business
in 1961 and it has been a while. We had a few companies that were
rather rough on people, some of the cases that have been brought up
to date, but there were very few like that. Most of the companies were
quite dependable.

Senator GLENN. When you were active this was hefore medicare and
before some of the fast rising costs that we have had.

Mr. Kr.owpEN. Yes, sir.

Senator GLENN. Do you think State insurance laws in general are
adequate now in thisarea? ' '

Mr. KrowpeN. I am not familiar with any outside of my State, or
that of which I operated before, but I think they should be tightened
up even more, to be more watchful.

Senator GLENN. What kind of cooperation have you had since you
have become an advisor in this area in San Diego ? What kind of coop-
eration have you had from the companies when you point out the
problems?

Mr. Krowpen. Oh, some of them were very reluctant. I have at-
tempted to get specimen policies, for example, from many companies
and usually they will send brochures trying to advertise rather than
to send specimens, because I know that the payoff on any claim is
based on the policy itself, and for this reason I refuse to evaluate
information on a company other than on the policy itself.

Senator GLENN. One obvious improvement that could be made im-
mediately, of course, is that people do take the time to know what they
are doing, and in that case a lot of people who do not have the exper-
tise that you can provide for them, it is difficult for them to analyze
what 1s best in their situation unless they have someone like you.

Mr. Krowpen. True.

ExperT ADVICE OFFERED

Senator GLENN. Has this been an expanding program in California
and could you comment very briefly on the advice or role you have had
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and whether you think it should be expanded ? T personally think this
Is a great idea, having someone of your caliber and someone of your
background who knows of the problems so they know somebody they
can call so they have not a bipartisan but——

Mr. Krowpen. Unbiased.

Senator GLENN. An unbiased view of the people’s real needs. Usually
people don’t have anyone to turn to, and so I think that your situation
would be one we should try to foster in all States and arrange for
people who do not have someone else to advise them.

Mr. Krowpexn. Senator Glenn, I highly recommend it because as
far as I know there is no one else in this country doing it as a volunteer.
I don’t get paid for it. It costs me money to do this but I am happy
to do it. If any State or city in this country is willing to learn some-
thing about it, I will be very happy to train a staff for them, so long
as they send them out to me for thishelp.

Senator GLENN. Well, you are to be commended for your activities
and for taking this on and helping your colleagues out there who may
not have your expertise. I commend you for it.

Thank you, Mr. Chairman.

Senator CriLes. Thank you, sir.

Thank you very much for your testimony, Mr. Klowden.

Mr. KLowpeN. Thank you.

Senator CHILES. Qur next witness will be William E. Grubbs, di-
ﬁiztor of government relations, Bankers Life & Casualty Co., Chicago,

Mr. Grubbs, I understand you have a couple of people with you.
You can bring them to the table with you if you like.

STATEMENT OF WILLIAM E. GRUBBS, ASSOCIATE LEGAL COUNSEL
AND DIRECTOR OF GOVERNMENT RELATIONS, BANKERS LIFE &
CASUALTY CO., CHICAGO, ILL.; ACCOMPANIED BY DUANE CHAP-
MAN, ADMINISTRATIVE VICE PRESIDENT; RUSSELL VAN
KAMPEN, MARKETING VICE PRESIDENT; AND MICHAEL DRES-
SENDORFER, ASSOCIATE

Mr. Gruees. Mr. Chairman, I have with me Duane Chapman, an
administrative vice president; Russell Van Kampen, a marketing vice
president ; and Michael Dressendorfer, an associate in my division.

We are pleased to be here and we appreciate the courtesy of this
committee 1n inviting us. We have been asked to comment in two gen-
eral areas. First. the range and extent of purchase of private insurance
policies by medicare beneficiaries. This includes comments upon the
underwriting limits and practices involved in the offering and issuance
of life insurance and accident and health insurance to persons over 65
years of age. Second, the issuance of life and accident and health poli-
cies to insure Mrs. Lucille Lowry, three of her grandchildren, and her
two sons.

We have presented the committee and staff our prepared statement
covering in some detail our view of the range and extent of the private
insurance held by medicare beneficiaries.
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Senator CHirLes. Mr. Grubbs, that statement,! in full, will be in-
ghid;d_ in the record and if you can summarize that for us it will be

elpful.

Mr. Gruess. Yes, sir. That is exactly what we intend to do, Mr.
Chairman. We were asked by staff to try to restrict our comments to 10
minutes. I went through this once and I made it in 10 minutes and T
hope to do it again.

Senator CaiLEs. We will give you a little leeway there but we would
appreciate it.

Mr. Grusss. Thank you.

$120 MiLrioN 1N HeavtH Premiums From ELDERLY

Our insurance marketing is not limited to persons over 65. I will just
take a moment here to issue for your information a little profile of our
company business as of 1977 so that these matters can be put in the
proper perspective.

In 1977, we had total premium income of $476 million roughly. We
had individual and accident health insurance in force of $298,500,000.
We had group accident and health insurance in force of $74 million.
We had approximately $120 million or about 45 percent of our total
accident and health in force on persons over 65.

Senator CuiLes. I missed that figure.

Mr. Gruess. That is approximately $120 million out of the $476
million. The total premium income being $476 million, the income
coming in from persons over 65 is $120 million.

Senator CaILes. Can you tell me the premium that you are collect-
ing from people over 65 ?

Mr. Gruses. The $120 million is premium or 45 percent of the total
accident and health roughly. That 1s between 40 and 45 percent some-
where.

Mr. Chairman, do you have those figures? We have individual life
coverage in force of $62 million, annuity in force of $13,500,000, group
life of $7,300,000, and group annuity of $800,000. I think that will per-
haps help you keep this matter in its proper perspective.

In addition, our written report provides detail concerning the issu-
ance of life and accident and health policies to insure Mr. Lowry, three
of her grandchildren, and her two sons. I would like to comment at this
time about the Lucille Lowry matter since it became the responsibility
of my department to handle this matter after a complaint had been
lodged with the Ohio Insurance Department on or about September 28,
1977, and subsequently with the Illinois, Virginia, and North Carolina
Insurance Departments, to whom we were required to explain this
matter.

I would like to add one additional factor here, and that is our com-
pany does not consider one over 65 to be prima facie an incompetent
person. Qur assumption is that a person over 65 is competent and able.
As a matter of fact, in our hiring practices, from the very beginning,
we have never had a mandatory retirement age for this reason. One of
my leading secretaries happens to be 74 and is most competent and
able. Consequently, just because an individual is over 65, we don’t treat
him any differently than we would a younger individual.

1 See page 56.
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My original review of the policyholder files indicated to me the
health insurance in force upon Mrs. Lowry fell within reasonable pa-
rameters and also within our company rules limiting the maximum of
premium to $50 a month. We have been informed

“Don’t OVERSELL”

Senator Crrres. Excuse me just a minute but I am going back to
your full statement where you talk about medicare coverage.

With few exceptions, everyone over age 65 has the benefit of medicare, both
parts A and B. If for some reason they didn’t apply for part B, advise them to
do so. This in itself is excellent protection.

Then you go to a “Don’t oversell, don’t place a burden on the policy-
holder that he or she cannot afford.”

Mr. Grusgs. That is correct.

Senator Crires. Then going on, I notice on page 5 that you say, “By
putting the above actions into every presentation to people in the over-
65 age market, you will not only help them but in the long run the com-
pany and yourself.”

You were referring there to in-force coverage. “Regardless of how
substantial the benefits of our policies are, very seldom is there an ad-
vantage to the policyholder to lapse one individual policy in favor of
another. Usually, it is an injustice with a resultant misunderstanding
on claims.” So 1t looks like you have in your manual recognized the
over-65 and you have put in certain kinds of conditions in regard to
sales to that over-65,

Mr. Grusss. That is absolutely correct.

Senator CrrLes. Why don’t you recognize them as being incompe-
tent? Under your own manual it seems that you are trying to instruct
your agents as to something in sales restraint.

Mr. Grusgs. That is correct.

Senator CamEs. Excuse me for interrupting.

Mr. Grusss. We have been informed. Mr. Lowry questioned whether
his mother had received suflicient life or accident and health coverage
to account for the amount of premium she had paid. It was my under-
standing Mr. Lowry felt his mother had more life insurance than
she could pay for, as related to her income, and Mr. Lowry indicated
neither he nor his brother had signed the applications for two life
policies insuring their lives for which his mother was paying.

On October 13, 1977, Mr. Lowry and two persons to assist him, two
representatives of the Ohio Insurance Department, the company’s
regional manager and I, met for an informal hearing in the Ohio
Department. Since Mr. Lowry had indicated to us neither he nor
his brother had signed the life applications, I requested a check be
drawn from the company to Mrs. Lowry refunding the entire premium
of these two policies in the event Mr. Lowry indicated his mother
wished to have the policies rescinded.

At the hearing, the following occurred: First, I felt a satisfactory
accounting of the crediting of premium paid to the company by Mrs.
Lowry was provided. The accounting was later presented to Mr. Lowry
in a written form by the company.

Second, we offered to either rescind or keep in force the two life
policies with the challenged signatures upon the applications at the
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discretion of Mr. Lowry and his brother. Mr. Lowry asked for an
additional 30 days to think it over and we agreed to this request. We
did previously give him an additional 30 days before this occurred
from the time we were notified of the question by the Ohio department.

Third, at that time I felt that the two life policies on Mrs. Lowry’s
life had been in force for more than a year and since we had been
on the risk for over $30,000 face coverage during that period it was
my view at that time we could only return the nonforfeiture values, if
any, which may have accrued. AltKough I had some concern about the
amount of premium which Mrs. Lowry was paying, it was my mis-
impression at that time that Mrs. Lowry had a greater regular income
and considerable estate for which life insurance would be an appro-
priate vehicle to provide liquidity in her estate upon her death. At
the Ohio hearing, Mr. Lowry did not apparently know, or at least
didn’t mention, the existence of an approximately $60,000 face amount
of life insurance Mrs. Lowry apparently had with New York Life
Insurance Co. We had no knowledge of that either.

Fourth, it was my impression when the meeting adjourned in the
Ohio department, their understanding concerning this case was the
same as mine. Approximately 2 weeks after the hearing in the Ohio
department, I received a copy of a letter written by Robert Lowry.
which for the first time disclosed to me the existence of the New York
Life policies. Since in my mind this placed the matter of the amount of
premium being paid and the amount of coverage Mrs. Lowry pos-
sessed in a different light, consequently T asked that a complete refund
of all premiums received from Mrs. Lowry be made and the company
made the refund to Mrs. Lowry on December 13, 1977.

Arorocy OFFERED

As to our company’s position in the matter, we wish we had caught
the excessive premium in its relationship to income at the time the
applications came to us. Further, we would hope that our agents would
have uncovered accurate information so that they would not have taken
these life applications in the first place. The submission of forged
applications is intolerable to us. We are embarrassed and we apologize
to Mr. Lowry and his mother. ,

We will be happy to try to answer any questions you care to ask us.
Since we were first notified about this hearing approximately 1 weck
ago, 1t is possible we might not have been anticipating some of your
questions or be able to prepare some of the information you want.
We will, of course, be happy to accumulate and submit to you any mate-
rial which you want which we have not brought with us.

[The prepared statement of Mr. Grubbs follows:]

PREPARED ’STATEM‘ENT oF WILLIAM E. GRUBBS

Mr. Chairman and members of the committee, I am William E. Grubbs, asso-
ciate legal counsel and director of government relations of Bankers Life &
Casualty Co. With me is Duane Chapman and Russell Van Kampen, both of
whom are vice presidents of the company. Mr. Chapman is an administrative
vice president, Mr. Van Kampen is a marketing vice president.

We are pleased to be here and we appreciate.the courtesy of this committee in
inviting us. We have been asked to comment in two general areas. First, the
range and extent of purchase of private insurance policies by medicare bene-
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ficiaries. This includes comments upon the underwriting limits and practices
involved in the offering and issuance of life insurance and accident and health
insurance to persons over 65 years of age. Second, the issuance of life and acci-
dent and health policies to insure Mrs. Lucille Lowry, three of her grandchildren,
and her two sons.

The insurance products marketed by Bankers Life & Casualty Co. to persons
over 65,who have medicare coverage fall into four general areas:

A. Medicare part A wraparound products.—These are insurance policies
which are designed to pay the entire deductible and coinsurance features not
covered by part A of medicare and to provide catastrophic hospital benefits
when medicare stops paying.

B. Policies which pay medical-surgical and out-of-hospital expenses.—These
are intended to provide reimbursement for doctor calls, surgery, miscellaneous
expenses such as X-ray, laboratory and anesthetist fees.

C. Hospital confinement indemnity.—These policies pay at a fixed-guaranteed
rate for each day of hospitalization, thus providing financial help to cover
hospital, doctor or personal expenses.

D. Extended care facility policies.—These policies pay the coinsurance amounts
of medicare in the first 100 days. In addition, they pay benefits for the next 300
days.

The committee may be interested in the underwriting rules which pertain to
the sale of these products. The following is a section taken from our agents
manual providing instructions pertaining to the offering of our products to
the elderly :

C. COUNSELING OVER-AGE RISKS

When selling health insurance to prospects in the over 65 age market, the
company and its agents incur legal, social, and moral responsibilities to help
these people in identifying their proper insurance needs, and preventing situa-
tions that would constitute overinsurance or undue financial hardships.

Because of their age, their normal anxiety relating to the increased possibility
of illness, and ever-increasing hospital and medical costs, this market is quite
susceptible to being taken advantage of by some agents. This must be prevented
if you as an agent and the company are to remain reputable. To assist you in
counseling and delivering a proper sales presentation, keep the following points
in mind : ’

1. Finances.—Generally speaking, most over-age prospects are no longer em-
ployed full-time. As a result, their income is derived from such things as pension
and retirement benefits, social security benefits, and perhaps some investment
income. It is unwise to judge an applicant’s ability to pay by how much he has
in the bank. Their ability to pay should be judged upon the actual income they
have. g

2. Medicare coverage.—With few exceptions, everyone over age 65 has the
benefit of medicare, both parts A and B. If for some reason they didn’t apply
for part B, advise them to do so. This in itself is excellent protection. Maybe the
premium for part B is all they can afford. Don’t over-sell. Don’t place a burden
on the policyholder he or she cannot afford.

3. Wraparound or supplemental coverage.—The prime need for coverage
supplementing medicare is a wraparound policy providing supplemental bene-
fits for hospital expenses not covered by the Federal medicare program. No
individual should be sold more than one of each type of policy, either hospital
or medical, because the result is overinsurance, duplication of coverage and
unnecessary and excessive costs to the policyholder.

4. Hospital confinement indemnity.—Hospital confinement indemnity provides
excellent coverage but should be sold only where the policyholder can afford the
premium, desires a private room and other special services, or realizes that he
will incur additional extra expenses due to an extended hospital confinement.

5. In-force coverage.—Regardless of how substantial the benefits of our pol-
icies are, very seldom is there an advantage to the policyholder to lapse one indi-
vidual policy in favor of another. Usually it’s an injustice with resultant mis-
understandings on claims and a real disservice to the policyholder. If someone
has good coverage in force with another reputable company, suggest that he keep
the coverage, ask for referrals, and all concerned will benefit in the long run.
But putting the above actions into every presentation to people in the over-65
age market. you will not only help them, but in the long run, the company, and
yourself.



58

In order to reinforce some of the rules regarding applications on persons age
65 and over, we are calling your attention to the rules listed below which must
be followed:

1. Only one of the policy forms in each group listed below can be sold to an
individual (this applies to policies in all companies, including the MacArthur
Insurance Companies, except as noted) :

(a) Medicare wraparound coverage such -as the GR-730B, GR-T64A, 1696
Rider, etc.

(b) Medical surgical policies such as the GR-716, GR-717, and GR-75J.

(¢) Extended care facility policies such as the GR-747, GR-748, and GR-74B.

(d) Hospital confinement indemnity policies such as the GR-700, GR-780, and
GR-74J.

Only $30 per day hospital confinement mdemmty coverage is allowed per
individual.

It is essentially important in dealing with senior citizens to assure that the
policy sold does not duplicate other coverage and that the amount of premium is
affordable based on the senior citizen’s current income.

In addition to these instructions, we practice the following underwriting rules:

1. For individuals 65 or over, the maximum allowable premium including
substandard charges for all accident and health policies for all companies insur-
ing the individual is $50 monthly. To enforce this rule, we have established sys-
tems involving a computer alphabetized check of all accident and health in-force
business when a new application is received.

2. A policy which has been lapsed less than 12 months must be reinstated,
upgraded, or exchanged in order to inhibit “rolling” of a policyholder from one
policy to another. An upgrade or exchange is limited to one in a 12-month period.

3. We will not allow any improper switching of an over-65 policy to another
policy.

We have also been asked to comment on the range and extent of purchase of
private insurance policies by medicare beneficiaries. We have obtained some in-
formation from the research division of the Health Insurance Association of
America whom we would recommend as being a good sourece for further statistical
data about the industry practices and the extent of coverage in this market.

We have attached their information as Appendix “A”.!

You will note that there are about 23 million senior citizens. Of this group,
Bankers Life & Casualty Co. provides coverage for about 750,000 people or about
3.5 percent of this population.

We would like to address the case brought to this committee by Mr. Robert
Liowry. Mrs. Lucille Lowry applied for and was issued the following coverage:

(a) Life insurance coverage on her own life with annualized premiums of
$6,651. These policies were issued between 6-3-75 and 8-12-77 and in the aggre-
gate provided ultimate death benefits of $37,700.

(b) Accident and health insurance issued to Lucille Lowry amounted to
annualized premium of $565.

(e) Life insurance policies covering Lucille Lowry’s grandchildren were issued
for an annual premium of $65 each (for a total of $195 to provide coverage for
each of them to age 23 and with guaranteed insurability options.

(¢) Life insurance policies with a rider to provide annuity benefits for each
of her two sons costing a total annual premium of $1,636.

For details of the above policies, see Appendix “B".2

As to the life insurance policies with annuity riders which Mrs. Lowry took
out for the benefits of her sons, Robert and Kenneth, with the understanding
that the signatures had been forged and they did not complete the applications,
we rescinded these policies and refunded all premium. The agent involved left
the company prior to our discovering the facts about this situation. His records
with the company and with the Ohio Insurance Department have been marked
to show he was “terminated for cause”. There was no way for the company to
know about these forgeries until Mr. Robert Lowry uncovered it and told us
about it.

The life insurance policies issued to cover Mrs. Lowry’s three grandchildren
are not unusual purchases for grandparents. These are policies requiring a one-
time premium payment of $65 to provide $1,000 of insurance to age 23. At age

1 See page 60.
3 See page 61.



23, the amount of insurance is $5,000 and premiums commence. In addition,
they have guaranteed insurability options which allow the child upon reaching
23 and until age 31 to purchase insurance in $5,000 increments up to a total of
$30,000 of life insurance without evidence of insurability. These premiums were
refunded.

The health insurance policies (not life) written to cover Mrs. Lowry are within
the limits of the annual premium allowed by the company. These were refunded
as we understood Mr. Lowry wished them refunded because of the total premium
being paid by his mother was excessive for her income. We also understand from
subsequent correspondence on which we received copies, that Mr. Lowry objected
to our refunding these premiums. If Mr. Lowry would like to continue any of the
policies uninterrupted, we will be pleased to do so. It was not our intention to
vindictively rescind and refund these policies as he suggested.

Subsequent to the hearing in the Ohio Insurance Department, we learned
from copies of Mr. Lowry’s correspondence {0 others on which we received copies
that Mrs. Lowry had in excess of $50,000 of life insurance in force with the New
York Life Insurance Co. This information is not reflected in any of our files or
underwriting investigations. It apparently wasn't known by Mr. Lowry at the
time of the hearing in the Ohio Insurance Department as it was not discussed
at that time. Had we known of this insurance, the life policies which had been
issued to Mrs. Lowry would not have been issued. In view of this faet and Mr.
Lowry’s request, the policies were rescinded and all premium was returned to
Mrs. Lowry.

In view of the foregoing, you are no doubt interested in our position on the
Lowry case. Frankly, we are embarrassed—we apologize to Mr. Robert Lowry
and his mother, Mrs. Lucille Lowry. We wish we had caught the excessive
premium and its relationship to her income at the time the applications came
to us. Further, we would hope that our agents would have uncovered sccurate
information so that they would not have taken these life applications. Also, the
agent’s submission of the two forged applications on Mrs. Lowry’s sons is intol-
erable. We wish we hadn't made an underwriting error in issuing the second
Life policy (4,854,476) in June 1976.

We wish our impression of Mrs. Lowry’s financial position had been more ac-
curate at the time we visited with Mr. Lowry in the Ohio Insurance Department.
The premium Mrs. Lowry was paying in relation to her income admittedly
exceeded our own underwriting standards.

The medicare wraparound market came upon us rather rapidly in 1966. No
one of us in the ‘individual aceident and health insurance business knew what
the market would be—we barely knew what medicare was and we certainly
didn’t know what the insuring needs of the over-65 age group were or what they
wanted, if anything. We did our best to provide riders to our existing policy-
holders to fill the gaps in medicare as we pevceived them and to offer new policies
to the insuring public over age 65. As we became more informed of their needs
and desires, we developed updated coverages which were more comprehensive.
It was in the process of providing broader and additional coverages that we
created the products which were used by relatively few agents to take advantage
of older individuals through twisting and rolling of previously issued policies.
It should be noted that these agents were at the same time taking advantage
not only of the insuring public but of the companies which contracted with them.

Each time abuses have been noted, they have led to new rules and new con-
trols, both by our company and regulatory agencies. There have been areas
where the abuses have been deemed serious by the company which resulted in
stringent remedial action.

Mr. Lowry in several of his letters has referred to the situation which was
investigated during the last part of 1974 in Pennsylvania by the Pennsylvania In-
surance Department. We invite this committee to have its staff obtain the facts
of the situation and the action taken from the deputy in charge of the investiga-
tion. Please contact Mr. Kimber A. Wald, deputy commissioner of the Pennsyl-
vania Insurance Department, Harrisburg, Pa. We feel the situation has been
remedied. The effectiveness of the remedial efforts of the company have been suc-
cessful. See copies of letters from Mr. Wald—Appendix “C”.?

Incidentally, market conduct surveillance examinations conducted by the State
insurance departments cover all areas of an insurance company’s operations;

3 See page 62.
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sales, advertising, underwriting, policy issue, claims, correspondence servicing,
and complaint handling. The examiners either cover total activities in each area
examined or when large volumes of work are analyzed they select significant sam-
ples based on statistically valid techniques.

To say there is no problem or there are not problems worthy of our attention is
not correct. The principal area that continues to cause problems for our com-
pany and for the insurance industry lies in the area of how to identify the indi-
vidual who is no longer capable of carrying on his or her own business
transactions.

It is possible that even one policy consisting of a $10 or $20 monthly premium
could be an excessive burden on an individual. From a company viewpoint, there
is no absolute or practical way to know this. Also, for any of us who have dealt
with older individuals, there are situations where the individual’s incapacity is
not immediately apparent to an outsider.

These individuals are not easily recognizable. They are prey to any one of the
unserupulous or unprincipled individuals in our society whether they are selling
insurance or any other product. It could be noted here that there are people under
65 who because of their lack of sophistication are also susceptible to being taken
advantage of.

Remedies for excess insurance and excess premium in relation to income are
hard to find. It is difficult to obtain a statement of income and insurance from this
group. However, the very people we're trying to protect will normally be easily led
into giving an incorrect statement.

Is it possible that this market should not be sold any individual life or accident
and health policies? It is inequitable to deprive the large majority of this popu-
lation the same privileges when they are fully capable of handling their own
business affairs.

We think the protection of those individuals is properly a concern of all. We
have provided training, rules and controls to prevent and to uncover problems,
but, while reduced, they continue to occur. We continue to look for new ways but
we think this committee will find out it is very difficult to completely protect the
incapacitated individuals in this group without removing some of the freedoms
from the capable members of this group.

To what degree can we as a business, or we as a Nation, through our various
governmental agencies, prevent abuse of these individuals? It is our observation
that we cannot prevent all wrongful actions from taking place. We can provide
inspections and controls and systems to uncover them. We also can provide
remedial action to reverse improper transactions and identify those individuals
involved in such activity and either help remove their licenses to transact busi-
ness, fine them or prosecute them.

If we can provide any other information or answer any questions for the com-
mittee, it will be our privilege to do so.

APPENDIX “A”

The Health Insurance Association of America, as of its last published survey
covering reporting year 1976, indicates the following facts about senior citizens
who are covered by private insurance:

(A) The U.S. Bureau of Census reported age 654 population as of July 1, 1976,
to be 22,934,000.

(B) The number of senior citizens covered by private insurance for hospital
expenses was 12,554,000 (55 percent). Hospital expense insurance would be gen-
erally defined as one form or another of a “wraparound” or medicare supplement
insurance, Primarily, it would be covering the deductible and coinsurance amounts
of the in-hospital portion of medicare part A.

(C) The number of senior citizens covered by private insurance for surgical
expenses by including Blue Cross/Blue Shield was 10,580,000 (46 percent). Surgi-
cal expense coverage would refer to the physician expenses involved with a surgi-
cal procedure.

(D) The number of senior citizens covered by private insurance for regular
medical expense was 10,227,000 (45 percent). The regular medical expense insur-
ance would include all other physician care, such as office visits, ete.

(E) The number of senior citizens covered by private insurance for catastrophic
or major medical expenses was 1,913,000 (8.5 percent). The major medical and
catastrophic insurance would include the providing for high limit coverage (in
excess of $10,000) for hospital expense when medicare benefits are exhausted.
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APPENDIX ''B"
Life Insurance Policies Issued Insuring Lucille Lowry
Policy Number Date of Issue Annual Premium Form
5,248,470 6-3-75 $ 3,000 L-129
4,854,476 6-14-76 $ 3,204 L-129
5,413,376 3-2-77 $§ iy L-29A
Total $ 6,651
Accident and Health Insurance Issued Insuring Lucille Lowry
Policy Number Date of Issue Annual Premium Form
730,576,561 11-9-73 $ 221 GR-780
GR-747
GR-717
760,175,115 4-19-76 $ 73 GR-774
760,392,452 12-16-76 s 7 GR-764
770,052,917 1-9-77 (5285) GR-74J
i Upgrade benefits of
GR-780 above - net $ 166
increase in premium
770,149,043 4-22-77 $ 28 79L
Total $ 565
Life lnsurance Policies Insuring Lucille Lowry's Grandchildren -- Form L623
Policy Number Name Annual Premium Amount of Coverage
5,423,863 Alisa Lowry $1000 to age 23
Single One Time
5,423,861 Robert Mark Lowry $65 Premium $1000 to age 23

5,423,862 Cynthia Lynn Lowry $1000 to age 23

Life Insurance Policies with Annuity Riders Issued To Cover Lucille Lowry's Sons --
Form 165 Rider 1401

Policy Number Name Annual Premium Issue Date
5,432,307 Robert Lowry $ 818 4-22-77
5,432,306 Kenneth Lowry 818 4-22-77

Total $ 1,636

32-703 0-178 -5
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R APPENDIX 'C"
L COMMONWEALTH OF PENNSYLVANIA _EXHIBIT 1

q v INSURANCE DEPARTMENT

é%-_ .
'1'}_,.:7', raumssuns

7130

January 18, 1977

Duane Chapman, Vice President
Bankers Life & Casualty Company
4444 Lawrence Avenue

Chicago, Illinois 60630

Dear Duane:

I am attaching the MacaArthur Group complaint printout
for 1976. You will note a further decline to 161. Previous
years are:

1975 204
1974 261
. 1973 263

t should be noted this was in the face of a 51.3 per-
cent increase in our work load. A statistical analysis of
our work is also enclosed.

Obviously, the reforms you sparked in 1974 are paying

- off in better consumer service.

Very truly yours,

Dl

Kimber A. Wald
Deputy Commissioner

KAW :mf
Attachments
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INSURANCE DEPARTMENT

ranNisuUNL

- ™ Ll "
Q/-’\\q\“-é 123 D COMMONWL ALTH OF PENNSYLVANIA APPENDIX 'C
A\ S EXHIBIT 2
iyl
i

17ian

September 8, 1977

Duane Chapman, Vice President
Bankers Life and Casualty Company
L4484 Lawrence Avenue

Chicago, Illinois 60630

Dear Duane:

Confirming our discussion of today, I am attaching
two copies of the MacArthur Group complaint printout for

the [irst half of 1977. The record continues to improve.

Very truly yours,
/

S
///Lfa T~

Kimber A. Wald

Deputy Commissioner

KAW:mf
Attachrent
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Y APPENDIX 'C"
& Q COMMONWEALTH OF PENNSYLVANIA EXHIBIT 3
W\% INSURANCE DEPARTMENT
RS amnianuno

BRI March 22, 1978

Cuane Chapman, Vice President

Bankers Life and Casualty lInsurance Company
4444 Lawrence Avenue

Chicago, Il1l. 60630

Dear Duane:

{ am attaching a copy of the 1977 MacArthur Group cemplaint
printout. Once again you have had a sharp decline in the face of
a rising complaints volume here. | continue to maintain this is
due to the reforms you instituted in 1974, when your total was
nearly couble the 1977 figurs.

| am also enclosing a comparison of all complaints by coverage
and problem which may be of interest.

Very truly yours,

2l

Kimber A. Vald
Deputy Commissioner

KAW:cb
Attachments
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Senator CriLes. I note and I appreciate very much your digest of
the statement for me. That is very helpful to us.

I note that you do say in your full statement on page 8:

The health insurance policies (not life) written to cover Mrs. Lowry are within
the limits of the annual premium allowed by the company. These were refunded
as we understood Mr. Lowry wished them refunded because of the total premium
being paid by his mother was excessive for her income. We also understand from
subsequent correspondence on which we received copies that Mr. Lowry objected
to our refunding these premiums. If Mr. Lowry would like to continue any of
the policies uninterrupted, we will be pleased to do so. It was not our intention
to vindictively rescind and refund these policies as he suggested.

Mr. Grusss. That is correct, Mr. Chairman.

Senator Carres. I just wanted to make sure Mr. Lowry understood
that because he had said from his statement today that he would like
to have some of those policies or he felt that it might be helpful to
his mother to have some of those policies in force. So it would be the
company’s position if he wanted to continue some of these policies
noninterrupted you would do so.

Mr. Grusss. That is correct, Mr. Chairman.

Company Pouicies To Derecr DupLIcATE SALES

Senator CrrLes. Now, I am interested in reading your full statement
to see that the company does have a policy. Part of these policies that
were returned, as I understand they were returned because your com-
puter picked them up as being duplicate, is that correct ?

Mr. Grusss. That is correct, Mr. Chairman.

Senator CriLes. So this is a check that the company tries to have
to send back a duplicate policy.

Mr. Gruses. Yes, sir.

Senator Crtes. When you do that, when you send that policy back
or in this instance, can you tell me, do you contact the agent? Do you
try to find out why a duplicate policy was written? We have at least
one agent writing several duplicate policies.

Mr. Grousss. Perhaps Mr. Chapman can explain the operation of
the computer as it relates——

Senator CuiLes. We are trying to get at this here and other in-

stances. I am delighted to see what you have in your policy hand-
book that you give your agents, but ig it is just a policy and a hand-
book and 1t never gets translated out into the field other than being
there, then it is nice for the company to say, “We have got this policy.”
But we see that your agents didn’t exactly follow that policy in the
Lowry case. They certainly sold her insurance beyond what she could
pay for and that is against your policy. They gave her duplicate
policies and that is against your policy. There are two or three other
nstances that they covered that are against the policy. I want to know,
how does the policy get interpreted into the field %

Mr. Grusss. Mr. gha man can answer that.

Mr. Crapman. I will answer the part about the home office, Senator.
The policy rules, as we have outlined them here, deal with the acci-
dent and health portion of our controls, and I think they are out-
lined there. The computer checks are people checks, too. You know,
the computer is no smarter than the people who run it and input it
and read the alphabets. '
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The total premium problem came about, as I reconstructed it when
I first looked at it last week, was due to the excess life insurance. If
you will notice the total premium that Mrs. Lowry was paying—
better than $6,000 of that premium was for two life insurance poli-
cies. The first one was issued for approximately $3,000. At that time
our underwriters passed that case because of the total amount of
investments and income that they understood and our subsequent
checks revealed that Mrs. Lowry had. Our files show that the state-
ment made by Mrs. Lowry indicated an estate of somewhere over
$100,000. The underwriter thought the policy should be issued.

The second policy which was issued 1 year later added up to $3,200
additional premium. So when we talk about 68 percent of her pre-
mium, some $6,200——

Senator CuiLes. You mean 68 percent of her income?

Mr. Caapman. Yes. Some $6,200 was represented in two life in-
surance policies. The second life insurance policy was taken—JX cannot
justify its being taken. When it came into the home office, it would
not go through our A. & H. control because we have a different——

Senator CuiLEs. A. & H. is accident and health

Mr. Cuarman. Yes. I am sorry, sir. Accident and health. I am
used to using these terms.

The life insurance has not been recognized by us as needing to come
under this premium control and the reason it has not is that these are
reviewed by underwriters who should be reviewing the total income
and the necessity for this insurance because there is a company prob-
lem here, too, and that is being overexposed on a risk just as a matter
of self-interest, if you will. We don’t want to be on a risk for more
than we should be. How much insurance should you sell without any
need for insurance to someone in this age group 75, 76 yearsold ?

Senator Cuires. That is the prime link your underwriter is looking
at.
Mr. Cuapman. Oh, absolutely. I am merely pointing out that we
did not have a control on life insurance to protect Mrs. Lowry or
someone like Mrs. Lowry. In our own self-interest we should be pro-
tecting ourselves and incidentally not collecting the additional pre-
mium. There was a mistake made. The basic underwriter approved
it and it went through the system without a second supervisory under-
writer’s signature. It should not have been issued.

T would like to back up just a moment and make a few comments.
I have heard what has been said here this morning.

ExForcEMENT OF PoLicy

Senator CHiLEs. Just a minute now. I will be glad to give you that
time. No one has told me yet how this transfer translates down to the
agents. Specifically, in this case, when you sent back three policies as
being duplicates, at least two of which were done by the same agent, it
looks like maybe three were done by the same agent, does anybody ever
say to that agent:

- You are not following the policy of this company because it is no good to have a

policy and to come up and say we have a policy to protect people in this regard if
no one is going to follow up on that.
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Mr. Caapman. We have a procedure which obviously in this case did
not work and this is one of the problems. Frankly, we are embarrassed
by this particular case, and there have been a few others. The procedure
is that the underwriter recognizing the duplicate thcies have been
written does have a procedure to write out a complaint form against
those agents. The complaint form is sent to the manager of the agent
and asks him to answer the complaint, to interview the agent and file
the answer. This goes back to our agency secretary and it is reviewed
for completeness, for adequacy, and 1t becomes a part of his agent’s file.

Senator CHiLes. Can you tell me whether this was done in this case?

Mr. CaarmaN. Yes, it was done in this case.

Senator CarLes. When ? Do you know when ?

Mr. Cuapman. I don’t have the file with me, sir. I know the case of
agent Montgomery’s name was brought up this morning. I know that
agent Montgomery terminated from the company prior to this case
coming to our attention. I know that subsequent to our uncovering this
and making refunds, that agent Montgomery’s records were marked
“terminate for cause” and the Ohio Department was notified of this.

Senator GLENN. Would the chairman yield ?

Senator CHiLEs. Yes.

Senator GLENN. Is he still in the insurance business ?

Mr. Crapman. I do not have any personal knowledge. I would defer
to Mr. Van Kampen, perhaps he knows. I would have no way to check
that, Senator.

Mr. Van Kampen, Senator, I am not sure whether he is in the insur-
ance business. He will never be allowed to return to our company.

Senator GLENN. One of the problems is floating agents from com-
palny to company to company sometimes who may be violating every
rule.

Mr. Van Kampen. Senator, if I might add, when that happens
where an agent is terminated for cause, as Mr. Chapman said, we do
notify the insurance department that it is a termination for cause,
giving all those facts, and hopefully that will prevent this agent from

.going on to work with other companies.
Senator CriLes. I interrupted you. You had some other thought.

Comprany Canxor ALways CatcH UNSCRUPULOUS AGENTS

Mr. CHapMAN. T had just a general comment, having heard what we
have heard this morning. Certainly there are people, and I don’t want
anyone to misunderstand me, in the older age group who cannot take
care of their own affairs. They are victimized by agents. The company
cannot always catch them. :

Mr. Lowry referred in his testimony this morning to the news
releases from Pennsylvania. He referred to the fact that we were one
of the companies that was involved in sales to people over 65. Yes,
that is true. Yes, there were a lot of the rules that you see in our testi-
mony that were installed since that time. A number of people in the
over-65 market need insurance, they want insurance. There is a proper
market there. There is definitely a problem in trying to control the
unscrupulous agent and there is a need on the part of home office
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administration, I think, to get a little smarter and a little more sophis-
ticated in doing so. A

Senator CumLes. Can you tell me what percentage of the premium
income, $120 million that your premium covers over 65—what part of
that are you paying out in claims?

Mr. Gruess. Well, that gets into a loss ratio, Mr. Chairman, and
what we are currently paying out overall. The company’s overall loss
ratio for both individual and group accident and health for 1977 was
sixty-six sixty-sevenths percent as indicated on our annual statements.

Senator CuiLes. Maybe I am asking you some questions that you
don’t have an answer for today.

‘Mr. Grusss. That is right.

Senator CuiLes. Would you speak to that computer of yoursand ask
it if 1t can tell me what you would be paying out of that $120 million
in the way of claims?

Mr. Grusss. We will be glad to do that and provide you with the
information.

Senator CuiLeEs. Give me that for a couple of years if you will—
1975, 1976, 1977. : .

Mr. Gruosss. All right.

If I could add this, Mr. Chairman.

Senator CuivLes. Yes, sir.

Mr. Grusss. Loss ratio figures should not be promiscuously used in
that they are products of actuarial science.

Senator CHires. I don’t intend to be promiscuous about those figures,
I cannot speak for Senator.Glenn.

Senator GLENN. I will follow my chairman’s leadership.

Mr. Gruess. I will be happy to provide you with those figures.

Senator CurLes. All right, sir. If you want to show me some other
breakdowns in addition to the questions I will ask you, that will be
satisfactory, too. .

Mr. Gruess. What are the other.

Senator CarLes. I said if you have some other way you want to
show it, in addition to the question T have asked, that will be satis-
factory, too.

Mr. Grusss. Thank you.

Lire InsurancE PreMiums Exceep UNDERWRITING STANDARDS ?

Senator CHiLEs. You said that the premium Mrs. Lowry was paying
for life insurance in relation to her income exceeded your under-
writing standards. Can you tell me what that standard would be? I
note she was paying life premiums of $8,586 with an income of $13,508.

Mr. Gruess. Mr. Chapman would be most knowledgeable about the
underwriting area I believe..

Senator Cures. Yes, sir.

Mr. Caapman. The total amount of insurance that could have been
written according to our rules on Mrs. Lowry would have been in
the neighborhood of that first policy, $17,000 to $18,000 face amount.
_ Senator CriLes. What kind of commission does your company pay
1ts agents on the sale of full life policies such as those purchased

1 See page 70.
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by Mrs. Lowry? Is that one and a half or what would be your
commission ?
Mr. Grusss. Mr. Van Kampen should be qualified to answer that.
Senator Crres. I might note while he is looking for that, I used to
have something to do with starting a little debit company at one time
in the life insurance business and we had a great ratio. We paid out

ilbout 125 percent. [Laughter.] We don’t have that company any
onger. -

AcEnT’s CoMmMmIssionN : 25 To 65 PErRCENT oF 1-YEarR PrEMIUM

Mr. Van Kawmren. Senator, each policy would vary in commission,
but on our life policies we go all the way from approximately 25 to
65 percent of the first year’s premium which would be the commis-
sion to our agent.

Senator CaiLEs. On the whole life policy, like what we are talking
about here?

Mr. Va~n KamPEN. On the son’s policies—in the neighborhood of
55 percent to 65 percent.

Senator CriLEs. That is on your first-year premium.

Mr. Van KaMPEN. Yes.

Senator CrrLes. Then your retention is what after that?

Mr. Va~v Kampen. Well, it would be based on the premium that
stays in force with the second year, approximately 25 percent renewal
on the Lowry boys’ policies and then graded from the third to the
tenth year at 20 percent. We will be glad to submit for the committee
each of the policy forms* and the actual commission rates.

Senator CrrLes. I think that might be helpful to us.

What kind of commission do you pay the agents who sell the health
insurance policies?

Mr. Vax KampeN. That is more of a front commission and there
again it would depend on the type of policy but generally speaking it
is a premium or commission equal to possibly 300 percent of 1 month’s
premium over the first 6 months of the first year’s premium.

Senator CriLes. Three hundred percent of one month for the first
6 months.

Mr. Van Kanmeen. It would be spread over that period.

Senator CuiLes. Oh, spread over that period.

Mr. Van Kampen. Yes. If the policy was written and didn’t renew
and persisted for the entire year and it was a $10 monthly premium—
we would collect 12 months at $10 premium per month, equalling $120.
Our agent would receive 100 percent of the first month and then 40
percent of the next 5 months—which totals $30 that our agent would
receive, which is 25 percent of the annual premium of $120. Now that
again is a general basis and we would be glad to furnish you with the
commission schedule for all of our health policies.

Senator CuiLes. Would you also when you speak to the computer
give us the loss ratios for each of the four medicare supplements that
you listed on page 2 of your statement ?

Mr. Gruees. Yes, sir, we will.

Senator CHILEs. And then for all four combined.

Mr. Gruess. We will.

! Retained in committee files.
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[Subsequent to the hearing, Mr. Grubbs supplied the following

information :]
Poricy Loss RATIOS

To illustrate the proportion of health insurance premiums paid in claims,
State insurance departments require insurance companies to publish in their
annual statements loss ratios for the calendar year preceding the date of the
statement. Loss ratios are calculated by dividing incurred claims by premiums
earned. For the year 1977, the loss ratio for Bankers Life & Casualty Co. policies
sold to policyholders above age 65 was 55 percent. Loss ratios for senior citizens
policies for 1976 and 1945 were 55 percent and 51 percent, respectively.

The better measure of fair return of premium in claim payments is the ulti-
mate loss ratio, rather than the loss ratio for a particular calendar year. For
various reasons, loss ratios tend to increase as a block of business ages. Thus,
the appropriateness of using calendar year loss ratios to determine whether
policyholders have received a fair return is highly dependent on the average
age of the business for which the loss ratios are determined. The loss ratio for
a very young block of business will be much lower than the average over the
lifetime of that group of policies. The loss ratio for a very old block of business
is generally somewhat higher than the average over its lifetime.

" Loss ratios for calendar years 1975, 1976, and 1977 which were requested for
each of the four categories of senior citizens business referred to on page 2 of
our statement to the committee are for in-hospital benefits supplementing medi-
care part A which constitute 30 percent of our total senior citizens business,
66 percent, 75 percent, 69 percent respectively; for medical-surgical benefits,
which constitute 22 percent of our total senior citizen business, 60 percent, 61
percent, 65 percent respectively; for daily hospital confinement indemnmity
benefits, which constitute 31 percent of our total senior citizens business, 41 per-
cent 43 percent, 48 percent respectively; for extended care (skilled nursing)
facility benefits, which constitute 14 percent of our total senior citizens business,
40 percent, 45 percent, 30 percent respectively. Policies for in-hospital benefits
supplementing medicare part A and medical-surgical benefits were introduced
when medicare became effective. Policies with daily hospital confinement benefits
designed for senior citizens were first sold in 1967. Policies with extended care
facility benefits were not sold until 1972.

We believe that the loss ratios stated above understate the ultimate percentage
of premiums returned to policyholders in benefits. This ultimate percentage
for all categories combined should be close to 60 percent. The premiums we
developed for our current generation of senior citizens health products for the
categories listed above are all calculated on anticipated loss ratios in excess
of 60 percent.

“NAME SWITCHING”

Senator GLENN. You mention a computer alphabetized check when
a new application is received. We have had letters and other suggestions
that salesmen sometimes get around this bv writing the policies in
different forms of the name, using the initials on one policy and a
full name on another policy, to avoid computer detection. Is that
something that you all are aware of is happening, and what kinds of
checks do you have on that ?

Mr. Caapman. Yes, Senator. That has been in the past a very
common practice by an agent who wants to defeat an internal process.
You will also find where there is a husband and wife, some policies
are in the wife’s name and some in the husband’s name. We have
installed an address check and hope to overcome this and we have
found that it results in a considerable improvement over what we
were able to uncover in the past.

Senator Cxires. I note that in the two life policies on Mr. Lowry’s
life and his brother’s life that they were improperly executed. When
were the forgeries discovered by the company ¢
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Mr. Grusss. Our first information that they were not signed by Mr.
Lowry came from Mr. Lowry in our October 18 meeting in 1977, at
which time he said his brother did not sign his application either, so
it was at that time we got firsthand knowledge. Earlier the general
counsel for the Ohio Department of Insurance had called me on the
phone and told me that Mr. Lowry had said that. Consequently, I was
prepared, when I arrived there, to either give the money back, rescind
the policies, or allow them to remain in force although it has been
contrary to our interest, of course, to do so, because we had no repre-
sentations as to their condition of health or anything else.

Senator CuiLEs. These were the policies that were written by the
agent that was terminated for fraud ?

Mr. Grusss. That is correct.

Senator CHiLEs. Senator Glenn.

Senator GLENN. I would like to followup on this signature thing
for just a moment, Mr. Chairman.

This type of policy, is it not the law that you have to have the per-
mission of the person being insured ?

Mr. Grusss. There is such a thing as a signature not by the person
being insured under some instances. It is our usual company rule that
the signature of the insured must appear upon the policy application.

Senator GLENN. If this is illegal and if the signing was illegal, have
steps been taken to internally prosecute those who did this?

Mr. Grusss. Senator, I think if you will examine the signature, we
did not report Mrs. Lowry for signing her sons’ names. I would not
think that her sons would wish us to do this. Certainly we did not
report that she had signed her sons’ names.

Senator GLENN. Let me make a comment on your statement, pages
2 through 5. That is an excellent statement of your policies and what
you expect your agents to live up to, and that is fine. I am sure that
every insurance company in the business has a similar statement of
policy that is excellent and sets the standard that you hope your agents
try to adhere to. However, I would take some exception with your
comment on page 11 that

The principal area that continues to cause problems for our company and for
the insurance industry lies in the area of how to identify the individual who
is no longer capable of carrying on his or her own business transactions.

It seems to me that that is almost an impossible task. We cannot set
a certain age deadline, nor would we try to, where people are beyond
the use of their normal faculties. Some people are absolutely brilliant
at age 100 and others phase out at my age—and maybe I already did,
I don’t know. Anyway you cannot set an age limit, so I don’t think
you can identify the individual who is no longer capable. I think that
sets an impossible goal.

“Weep Outr THE Bap ArpLes”

I think there is a possible goal here, though, and that is sensitizing
your own agents in this area and following up on what kind of poli-
cies they are writing and weeding these bad apples out. It may be a
matter of business for the company, but where an individual is
involved on the recipient end of this, it is absolutely a personal trag-
edy. I don’t know what kind of followup you can do.
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I am very much concerned about what you are doing to weed out

the unscrupulous agent who is not including all of this information
.and is not doing the right job of analyzing and is just business as
usual, take advantage of the elderly, write every policy you can, pass
the name on to another agent who is a buddy in a different company
who then comes back, and economically, at least, rapes this individual
all over again. We wind up with a whole pattern here. There has to
be some way of following this up in the industry or we will have
stringent legislation on the industry.

I hope that you gentlemen in your expertise can come up with some
method of self-policing here. I am not trying to lecture you, but I think
you ought to come up with some method of self-policing so that we
won’t find Federal legislation necessary to, in turn, force State insur-
ance commissions to in turn force you into methods of self-policing
when you could have done this voluntarily to begin with. I would
welcome a comment on this from any of you.

Mr. Groess. Senator, to begin with, if the policyholder is taken
advantage of because he is oversold insurance and if he is, to use your
words, economically raped, so is the company at that time, may I
remind you, sir.

Senator GLENN. I agree, and I am not trying to castigate any of
the insurance companies here necessarily. You provide a vital function
and it is great and Y am glad you do the job you do, but we are trying
to prevent abuses. You gentlemen are in the middle of it, you give us
the advice.

Mr. Gruses. Well, we are, of course, entering new endeavors all the
time in order to protect, frankly, our own economic interest, because
when the policyholder is not treated properly it is a direct damage to
the company when they are oversold. The policies lapse and that is
expensive to the company when they are oversold life insurance and
there is no insurable interest. The casebooks are filled with tragic
things which occur.

Senator GLENN. Let me get to a specific here. On page 10, in the
middle of the testimony, it says:

It was in the process of providing broader and additional coverages that we
created the products which were used by relatively few agents to take advantage
of older individuals through twisting and rolling of previously issued policies. It
should be noted that these agents were at the same time taking advantage not only
of the insuring publiec but of the companies which contracted with them.

Each time abuses have been noted, they have led to new rules and new controls,
both by our company and regulatory agencies. There have been areas where the
abuses have been deemed serious by the company which resulted in stringent
remedial action.

Could you list some of those remedial actions you have taken on
past abuses?

22 A@gENTs TERMINATED IN PENNSYLVANIA

Mr. Cuarman. A previous case. Senator, that has come np here is
the Pennsvlvania situation. I believe that we terminated 1 regional
manager, 2 or 3 district managers, and about 22 agents in that area.
Tn addition, we put in some of the controls we have referred to pre-
viouslv. What can we do? I think we have got to do more of what we
have started to do. Certainly the matter of policing agents on sales to
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people over 65 has got to have more attention and more money put
nto it. When we think that we are going along with improvements,
seeing the complaint ratios improving, we believe we are doing a pretty
good job until we see a Lowry case. Frankly, that kind of case is
shocking, it tells us that we have got to do something with the life
msurance premium and look at the total premium by individual.

Senator GLENN. Do you require adequate financial status informa-
tion on each individual to properly analyze it, as in the Lowry case?

Mr. Caapman. We do on life insurance, Senator, because that is
part of our underwriting. We have to know what the need for that
insurance is. When we get over certain amounts, our self-interest and
that of the individual. So we do ask for financial information. I don’t
think the Lowry case is typical. We missed the impact of that financial
information and we did not have anything that totaled up all those
policies until Mr. Lowry started looking into his mother’s affairs.

Senator GLENN. With health insurance you can’t require any gen-
eral financial statement.

Mr. CHaPMAN. No, sir, we do not.

Senator GLENN. Do you think that is an area that should be included
so );ou have a picture of whether they are getting overextended or
not?

Mr. Crapman. That is a possibility that we have considered, T
personally have trouble with 1t because if you have an agent leading
someone, they can lead them to sign this financial disclosure statement.

“Serr-Poricine Has Gor To Be THE ANSWER”

Senator GLENN. I have trouble with the whole field because I don’t
want to determine the rights of people to determine their own lives,
No. 1, and I don’t want to limit people because of age, No. 2, and I

don’t want to limit the insurance, No. 3. I think you must put on a level
- of supervision that is far more stringent and far more definitive, as
you have said. I make this as an industrywide statement, not just
to your particular company. I think self-policing has got to be the
answer. You gentlemen in the industry will know that something
will be done when abuses are increasing and as people become more
concerned about their health problems and their old age.

This is what we are faced with now, so it seems that your unscrupu-
lons agents are going to have more of an opportunity to take advantage
of people who perhaps are not as able to take care of their own affairs.
So it means there is going to have to be more self-policing in this
industry or we are going to have some kind of legislation to take care
of it. I think it is that important.

If you need a new level of subdistrict manager, one for every five
agents or whatever, there has to be some sort of policing mechanism
that prevents cases like that. I am sure the committee and the staff
would be most happy to work on this, and my office will certainly be
happy to work with you in any way on ideas that you may have. I hope
we don’t have to come through with some big package of legislation
and try to run the insurance business in this area, like we run too many
things from Washington. If there is a need here and people are being
taken and nothing is being done by the industry, then that is certainly
what is going to happen. I am just stating the facts.
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ConceErN Arout Lists Bring PAsSED AROUND

Senator CarLes. How do you think it did happen that vou have all
these different agents from Bankers Life & Casualty calling on Mrs.
Lowry ? How does that practice happen? We are concerned about lists
being passed around and sometimes an agent leaves one company and
carries his list with him. How would that many people get to see her
to do the check ?

Mr. Van Kampen. Senator, I am not sure how this one happened,
but the way it could happen, and I am sure this was part of this situa-
tion, first of all you have the manager who is assigned to a certain num-
ber of agents in his office. Occasionally, when a manager will be train-
ing a new agent, the two people would call—both the manager and
the agent in training.

From time to time, our agents are promoted to management in
another area of the country and those in-force policyholders, the list-
ings are then turned over to the office or to a new agent who goes out
to either service or sell additional coverage, if the need warrants it, and
this would mean that now a different agent would come by. Very pos-
sibly the manager has been promoted and the manager and the new
agent in training would be out servicing a policvholder and would
find out that there was some coverage that was missing or a policy that
we had come out with filled still another gap. It would be offered if it
did not exceed the maximum amount of $50 per month premium to be
paid by any one insured who is 65 or over. In this way several agents
could have called on her.

Hopefully, our agents are not passing on the names of these over-
age people to other people in the industrv. We would react to that for
both reasons, certainly the overager being taken advantage of and
handing over our contracts to the competitor. So we would have a dual
interest there.

Senator CurLes. Well, then it is part of your policy as such for your
managers to try and get the agents to call routinely, or to make calls,
on people that your company has already sold policies to.

Mr. Vanx Kampen. Yes, for several reasons. One would be service,
another would be a copy of every claim that is paid by the company
is sent to our local office and it is the responsibility of our local office
to call on each one of these to make sure that the claim is properly
handled, that all benefits were received, that all bills were submitted
to make sure that they have received the full claim payment.

Lzrss CoNTroL OvVER INDEPENDENT CONTRACTORS

Mr. Grunss. Senator, if I may, I should point out that our agents
happen to be independent contractors. This is not true with all com-
panies in the industry, but ours are independent contractors. Conse-
quently. although we can provide rules and terminate their contract
and notifv the insurance denartment, we don’t have the extent of con-
trol over them that nerhaps if they were employees we would.

Senator CruiLEs. These independent contractors, will they be writing
with other companies?

Mr. Gruees. In most cases not with this company. In most cases
not, but they are still allowed to be.
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Mr. Van Kampen. Hopefully not, sir.

Senator GLenN. Do you have a termination of pages 2 through 6
here, or 2 through 5% If any of those things are violated, do yo
have :

Mur. Grusss. Yes. If they violate company rules, we can terminate
them. Yes.

Mr. Van Kampen. We terminate their contract because they are
an independent contractor. _

Senator Cuires. We thank you for your testimony and look forward
to the submissions that you are going to provide us.

Mr. Groess. Thank you, Senator.

Mr. Vaxn Kamreen. On that, Senator, before we finish, yvou seemed
a bit surprised when I mentioned the commission schedule and T
mentioned 300 percent of 1 month. Maybe we better explain this.
Because of the 6 months, I saw a quizzical look on your face. If the
policy was written and did renew and persisted for the entire year
and it was a $10 monthly premium—we would collect 12 months at
$10 premium per month equaling $120. Our agent would receive 100
percent of the first month and then 40 percent of the next 5 months—
which totals $30 that our agent would receive, which is 25 percent of
the annual premium of $120.

Senator Crives. T understand that.

Mr. Van Kameen. All right.

Senator CraiLes. Our next panel will be Harold R. Wilde, the com-
missioner of insurance for the State of Wisconsin: and W. W. Cooper,
the administrator for health insurance, Florida State Insurance De-
partment.

Mr. Wilde, we are going to call on you first to give us your state-
ment. I understand you are going to talk about medicare and that you
have done considerable work in this area. We are delighted to have
yonr appearance here today.

Your statement in full will be included in the record and if you
rare to summarize in any way, that will be helpful.

STATEMENT OF HAROLD R. WILDE, MADISON, WIS., COMMISSIONER
OF INSURANCE, STATE OF WISCONSIN

Mr. Wipe. Thank you, Senator. As I was sitting here this morning
I have been gradually cutting that statement shorter and shorter.

Senator CHiLEs. As the hour gets shorter.

Mr. Wirpk. I hope that you will ask me some questions concerning
some of the testimony you have heard earlier: for example, phrases
like “independent contractors” and “terminated for cause.” You may
want to have some clarification on those.

Senator CHILES. Good.

Mepi-Gap SaLes No. 1 CoNCERN

Mr. Wipe. I would like to thank vou for the opportunity to speak
here today about an issue which I think has been my No. 1 concern
since T became commissioner of insurance in the State of Wisconsin.

Senator CuiLes. When was that?
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Mr. WiLpe. Three years ago. There are about one-quarter million
senior citizens in the State of Wisconsin who we believe supplement
medicare with some form of private health insurance, and it is our
belief that those senior citizens are probably wasting well into the
millions of dollars.

Senator CurLes. There are still one-quarter of a million there that
have not come to Florida?

Mr. WirpE. Oh, there are well over one-half million senior citizens.
In fact, we are known as the star of the snowbelt. There are elderly
people who move to northern Wisconsin because they like the winters.
Different strokes for different folks.

The most basic waste in medicare relates to the product itself.
Medicare returns 95 cents on the dollar as a benefit. Some private
group insurance normally returns 85 to 95 cents in benefits on every
dollar. Good private individual medicare supplement contracts re-
turn 70 to 75 cents on the dollar. What is the return in actual benefits
on the high commission/low value medicare supplement, nursing
home and indemnity contracts which are marketed most aggressively
to the elderly? A good guess would be 40 percent, if that.

“INEFFICIENCY AND EXTRAVAGANCE IN MARKETING”

The inefficiencies and extravagances built into the marketing of
these health insurance products to the elderly are obscured by the
corilple(\,ixity of the products themselves and the marketing techniques
utilized.

There is no insurance policy sold in our State—and I doubt that
there is any policy sold in any State—which fills all of the gaps of
medicare. None. But there are thousands of insurance policies pur-
chased every week which are thought to fill all the gaps in medicare.
Then another policy is purchased, and then another.

As we have heard this morning; it is not uncommon for us to find
senior citizens in Wisconsin who are spending well over $1.000 a year
on health insurance policies, each of which is duplicative of the other,
and only one of which will pay off in the event of a loss.

How can this happen? Part of the answer lies in the nature of the
“crime.” The victims of one fast talking medi-scare peddler may, all
together, have wasted $100,000 in a year on inadequate or duplicative
coverage. But each victim lost only $200 or $300, so the size of the
crime and the pattern of victimization is rarely recognized.

Many old people don’t even realize thev are victims; some are
enfeebled or infirm and incapable of complaining. They make poor
witnesses in court and in administrative proceedings. It is no surprise,
therefore, that local prosecutors are warv of attemptng to pursue
such white-collar crime: It is costly and difficult.

Nor should it be surprising that the ripoff artist himself frequently
points to the approval of a policy form by the State commissioner
of insurance as evidence of its acceptability.

“REGULATORS ACQUIESCE To MORALLY INDEFENSIBLE PrACTICES”

Government has beern and continues to be part of the problem. State
regulators have too long acquiesced in practices which are morally
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indefensible. I think it is time to call a halt to such acquiescence by
both Government and the private insurance industry. A Government
that creates a medicare program for its senior citizens ought to act to
assure that the gaps and holes in that program are addressed
responsibly.

In Wisconsin we have experienced success, failure, and much frus-
tration over the past 3 years as we have attempted to cope with this
problem in its many dimensions. We have greatly strengthened our
enforcement efforts. We have increased the number of agent license
revocations, suspensions, and forfeitures from a handful in 1974 to
nearly 100 last year. We have fined one company $25,000 and sus-
pended it from the market for over 1 year. We have conducted exam-
mnations of a number of the insurers with the worst records—and
major disciplinary actions may now result. We have distributed di-
rectly or indirectly over 100,000 copies of a booklet we prepared for
senior citizens outlining their health insurance needs and rights and
I'have submitted that booklet for the record.

Senator CHILES. A copy of that will be made part of our record.!

Mr. WiLpE. But, at least until recently, the problem has not shown
signs of lessening.

Here are just some of the examples of what we have come across in
the past 3 years, and these are the kinds of things you heard this
morning. We could go on all day with examples.

Lists CrcuLATED

Agents tell us about lists of “mooches,” or “cripples,” or “marks,”
that have been circulated among the medi-scare peddlers—lists of
infirm or senile old people who will take anything offered to them—
who will “buy the whole load.” We have a list like that in our office
of 150 people, and I think that the example you gave this morning was
an example taken off that list. I can’t think of anything more dis-
gusting in my experience as commissioner than that kind of practice.

We are aware of teams of agents switching from one company to
another company and in the process thousands of people getting
caught in a war as policies are switched from one company to another
company.

We go into a company’s files and we find dozens of medical applica-
tions from particular agents which have been “clean sheeted.” There
is a whole vocabulary. “Clean sheeting” means that you take an appli-
cation from a person over age 65 and where you are supposed to indi-
cate medical history, there is no medical history. Therefore, the person
gets underwritten because he does not show up as having medical
history. Of course, how many people over age 65 don’t have a medical
history ? So when they have a claim, if it is a serious claim, the com-
pany goes back and searches out the medical history. If they find that
the person had a medical history, they retract the claim and refund
the premium. It is a horrible practice, “post-claim underwriting”; but
the clean sheeting is only one part of the process. It is a process quite
frequently engaged in unannounced to the purchaser.

1 See appendix 2, item 1, page 110.

32-703 0 -8 -6
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The agent walks away, gets the purchaser’s signature on the bottom
line, has a whole history and holds it up to the window. That is the
classic example. He forges the signature on a new application and
hands this in clean sheeted. What kind of company gets applications
of people age 65 with no prior health history and does not see some-
thing wrong ? :

“Comreanies OuvcHT TOo CarcH ON”

We go into another company’s files and find stacks of complaints
on a particular agent 6 or 8 inches high—and that company I think
was represented here today. Yet the agent had not been dismissed or
was not dismissed. Stacks of complaints 6 or 8 inches high. How many
complaints does it take before a company decides it is time to boot
the guy out? The answer is, of course, that a guy who can generate
that many complaints can also generate a hell of a lot of business.
He is a good producer, he makes money for the company.

In the course of various investigations we come across evidence of
systematic forgery and routine postdating of applications. This is an
agent practice, but again, the companies ought to be catching on.

If there is some cause for optimism in Wisconsin, I guess it arises
from our experience of the past few months. In January of this year,
a new rule went into effect which required all new policies sold as
“medicare supplements” to senior citizens in Wisconsin to provide
minimum benefit levels and which mandated that whenever an elderly
person in Wisconsin is solicited for health insurance he or she must
receive a copy of the consumer booklet to which I referred earlier
which is produced by our office.

One important byproduct of this rule has been that many of the
inadequate policies previously on the market have been withdrawn.
Another important result has been the creation of the possibility for
elderly consumers to make meaningful pricing comparisons among
health insurance policies such as they have always been able to make
in buying auto and homeowners insurance. For the first time the
senior citizen can see the difference in costs, because the benefits have
heen standardized in the various policies approved under our rule.
The end result is that the policies with ridiculously high expense
ratios cannot meet the minimum benefit requirements of the rule and
still be offered at a competitive price.

Senator Curues. What is your minimum benefit ?

Mr. Wipe. Well, we have a minimum, not in terms of loss ratio,
but in terms of various policies—medicare supplement 1, 2, 3, 4A, and
4B. Each one must have a certain amount of benefits which are speci-
fied quite explicitly in the rule. The end result is that we have a medi-
care snpplement 2, for example, where at this point two or three of
them have been filed at around $200 and we have a number of others
which bave been filed at around $400 to $450. Same -policy.

Now how can that be? The answer is simple. The companies that
are filing them at $200 are viewing them as basically public service
policies, low commission, policies that they write because it is kind
of their obligation in that marketplace in Wisconsin. Low expense,
Jow administrative cost.
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The companies at $400, $450, these are the “drummers,” the guys
who are out there who have the 50 percent, 60 percent commissions,
et cetera, and as a result they have got products that are too expensive,
and they come in and weep copious tears and we feel very sad.

Senator CuiLes. You don’t prevent them writing that policy, you
just try to set forth the procedure wherein the person over 65——

Mr. Wirpe. All policies have been filed on expense ratios of 55 per-
cent or greater, but the expense ratio is a prospective filing. Somebody
here earlier referred to actuarial science. Well, actuarial science is not
always what it is ecracked up to be. I mean one company comes in and
estimates its experience one way and another company comes in
and

Senator CuiLes. Do you have an underwriter who works for you?

Mr. Wirbe. We have an actuary who reviews these things, but our
actuary is often hesitant to second guess their judgments. As I say,
one company comes in and says, “We need a $400 premium at an ex-
pense ratio of 55 percent.” Another company comes in and says, “We
need a $200 premium at an expense ratio of 70 percent.” Qur actuary
accepts them both. Now what we then do is look to the actual
experience.

Senator CHILEs. You are trying to go back and postaudit then ?

Mr. Wirpe. Yes, but then you are talking about 5 years down the
road, and that is a terrible problem with looking to loss ratios. We
are now postauditing policies that were filed 5 years ago, and there
are some with 10-percent loss ratios. There are some with 75-percent
loss ratios, and they come from all over the place. Actuarial science
is not a science.

STANDARDIZED POLICIES

What we like to see is not the department making the judgment
on price, but the marketplace making the judgment on price by having
standardized policies that the consumers can compare. We now have
a circumstance where the consumer can see it is the same policy—it
is $200 with this company and $400 with this company. That 1s in
fact what is happening. The agents who are selling the $400 policies
are going back to their own company and saying: “We cannot sell
this. Either lower the price or we will get out of this.” So, again, that
is the marketplace making the judgment, and we have been publicizing
the price differentials for just that reason.

Senator CurLes. Do you think you are really getting that message
across to the people who are out there buying it?

Mr. Wirpe. Yes, I do. I do. We have purchased public service
advertisements and various things like that to get it across. Yet even
this rule which provides a mechanism for greater standardization of
policies, improved consumer information, elimination of many of the
worst_policies from the market, can easily be misused and our past
experience gives us good reason for caution.

One fear, for example, has been that the medicare peddlers would
use the new policies as a justification for people to replace perfectly
good current policies and subject themselves to new waiting periods
and exclusions, and we have seen examples of this taking place. An-
other problem has been the group policies, such as those offered by the
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AARP—American Association of Retired Persons—policies which
have not been subject to the rule and in fact have not been subject to
State insurance regulation in most States, including Wisconsin.

Despite the problems at this point, we are guardedly optimistic that
the medicare supplement marketplace in Wisconsin may be improving.
We are seeing parallel initiatives in California.

Even if the States do finally do their job, even if they are generally
effective in meeting that responsibility, I don’t think that gets either
the Federal Government or the insurance industry off the hook.

Feperar GovErNMENT OBLIGED To CopE Wire MEeDICARE PROBLEMS

The Federal Government, which created the medicare program and
its gaps, has an obligation to cope with the problems left in its wake.
At a minimum that coping should include:

Extensive information and counseling efforts through the Social
Security Administration and its Jocal offices.

Some sort of Federal initiative to target law enforcement funds to
State attorneys general, local district attorneys, and State insurance
commissioners, to encourage them to pursue and prosecute this type
of insurance fraud, and it is a difficult kind of prosecution to make.

Senator CHiLEs. It is a difficult kind of targeting to make when the
Governor says, “Don’t tie things on your LEAA funds.”

Mr. Wirpe. What we have tried to do in Wisconsin is show some
local district attorneys that it may be a political page 1 issue. That is
the only way, sometimes, you can get them to pay attention. It is a
painful issue because if you are going after this kind of fraud, if the
guy is a very hard peddler, he is worth a lot and he can raise a very
tough defense. It is a sophisticated kind of prosecution to make and
most local district attorneys are not equipped to do it.

Finally, I think that the Federal Government could encourage the
private insurance industry to offer a small number of standardized,
comprehensive medicare supplement alternatives on an open enroll-
ment basis countrywide. I think you can encourage that in a lot of
ways: First of all, by setting up some proposed standards which might
apply countrywide; and second, by using the market power of the
Federal employees who are distributed throughout this country and
who can—in effect—dictate terms at least to some of the major car-
riers; and finally, by using the media power of the Federal Govern-
ment.

As a State insurance commissioner, while I must be wary of
Federal regulatory incursion into areas of State jurisdiction, I believe
that States have many effective options to pursue in combating the
abuses I have identified. I nevertheless welcome your interest and
involvement on this issue because I think there is a Federal moral
responsibility involved, and also becausé I believe your involvement
insures that the insurance industry and the insurance commissioners
will take the issue seriously. In particular, I should say that it pleases
me after having spent a number of yvears listening to tales such as Mr.
Lowry’s and seeing the victims and feeling quite often the frustration,
it pleases me to see some attention at the Federal level to this issue.

Senator Cuires. Thank you, sir. Your prepared statement will be
entered into the record at this time.
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[The prepared statement of Mr. Wilde follows:]

PREPARED STATEMENT OF HARoLD R. WILDE

Eleven and one-half years ago, the Government of the United States put into
effect a program designed to assure adequate health insurance for every elderly
person in America. That program was medicare.

Today, elderly Americans pay far more out-of-pocket for medical attention,
hospitals and drugs, than they did before medicare. In fact, of the $1,218 average
yearly medical bill in 1975 for a person over age 65—medicare paid only $463,
or 38 percent. And this percentage has decreased progressively since 1966, when
medicare started.

It is not my purpose today to critique the Federal medicare program. Its de-
ficiencies speak for themselves:

A program designed to assist the elderly pay hospital and doctor costs, end up
setting off an unprecedented inflationary spiral in those costs, which hurts every-
one (except providers), but most of all, senior citizens on fixed incomes.

Cost control mechanisms built into the program are “too little, too late” and
end up penalizing patients in their pocketbooks, instead of restraining the bills
of doctors and hospitals.

Medicare’s deficiencies have been well documented. So too have been its suc-
cesses, most notably, a broadening of health care availability to America’s senior
citizens and a consistent ability to deliver health insurance benefits at an admin-
istrative cost of 5 cents on the dollar, or less.

What hasn’t been adequately documented, or graphically enough demonstrated,
is the nature of the problems for the senior citizens left in medicare’s wake in the
private insurance system—problems which might be called the “medi-scare in-
surance racket.”

Countrywide, these problems—which are the result of what amounts to an un-
holy alliance between the public and the private sectors to confuse and exasperate
the elderly of America—add up to a multimillion dollar ripoff of our senior citi-
zens. They are nothing less than a national disgrace.

I am convinced that the failure of the private sector to adequately and respon-
sibly address this gouging of America’s senior citizens by some insurers and their
agents in the name of “medicare supplement,” represents the Achilles’ heel of the
private insurance industry in the debate on national health insurance. In few
areas is the record of private insurers less credible.

Paradoxically, because of Government’s role in creating this problem, the con-
clusions Federal policymakers should draw from this sorry situation may be
equally painful.

What exactly is the “mediscare insurance racket”?

It starts with the high cost of health care, and the ( generally quite rational)
fears of senior citizens about their future health needs and the gaps in medicare.

There are the obvious gaps:

The initial deductibles.

The 20 percent copayment for physicians services.

No money for out-of-hospital prescription drugs, eyeglasses, hearing aids.
dentures.

No hospital days after the lifetime reserve is exhausted.

Then there are the less obvious holes :

The patient’s responsibility to pick up the difference between what medicare
calls ‘reasonable and necessary” (as a cost control measure) and what the
physician wants to charge.

Nursing home care in a nonmedicare certified nursing home.

Custodial nursing home care.

When a person anticipates real risks which may drain his or her future re-
sources, it is natural to turn to insurance, as a way of transferring those rigks.

It is estimated that at least one-half of America’s senior citizens, or over 11
million people, do just this—and that they may spend into the billions of dollars
this year on private health insurance, to supplement medicare.

For the smart ones, or the lucky ones, who purchase one comprehensive medi-
care supplement policy from a reputable carrier (frequently one of the “Blue”
plans) and no other health insurance—this insurance can be a relatively good
deal. And they may feel reasonably secure.
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But when you're dealing with a subject which causes you and your peers con-
tinuous and daily worry, when the terms of medicare and health insurance cover-
age in general are extremely confusing and nonstandardized, and when you've
been identified as a target group by a class of hard-selling predator-agents and
companies, it is difficult to be either smart or lucky. Millions make a good choice.
Millions of others do not.

Think of yourself as a 65-year-old widow or widower.

Which of us would not succumb to the charms of an earnest young man at our
door who tells us that the policy we currently have will not fill all the gaps in
medicare, but his will?

What would we know about 100 percent first year commissions—yes, unbe-
lievably, there is one policy which offers such a commission—or the more ‘‘rou-
tine” 65 percent commissions?

What would we know about the economics of an industry where 50 percent or
80 percent expense factors are routine for some companies—leaving 40 cents or
less on the dollar for benefits? Would we understand the all-too-frequent need of
the earnest young man to turn over, churn, or “twist” business, in order to hang
onto the high first year commissions which he depends upon to make a decent
living?

And then we're hit by the next appeal.

It may be for a cancer policy, in the newspaper. Or an “inexpensive” hospital
indemnity policy, at “low group rates,” from a national organization.

Or it may be from another door-to-door agent, telling us that we need a nursing
home policy—after all, medicare doesn’t pay for custodial nursing home care, and
isn’t that our number one fear.

Trouble is, she doesn’t tell us that there is no insurance policy sold in our State
that truly covers custodial nursing home care, and that her policy only pays off
for nursing home stays after hospitalization and after medicare benefits are ex-
hausted—which means, the policy is virtually useless.

But how are we to know this? .

There are approximately one-quarter million senior ciitzens in Wisconsin
who supplement medicare with some form of private health insurance (the figure
may be significantly understated). We have no way of estimating the amount
of money these citizens waste every year in seeking health insurance to fill the
gaps in medicare—but we can guess it is well into the millions of dollars.

The most basic waste relates to the product itself. Medicare returns 95 cents
of every dollar spent as a benefit. “Blue’’ plan group insurance (and some private
group insurance) normally return 85 cents to 95 cents in benefits on every dollar.
The highest value individually marketed medicare supplement insurance policies
return 70 cents to 75 cents on the dollar in the form of benefits.

And what is the return in actual benefits on the high-commission, low-value
medicare supplement, nursing home, and hospital indemnity contracts which are
most aggressively sold to the elderly? A good guess would be 40 percent, if that.

‘A glance at the 1977 Wisconsin Insurance Commissioner’s report and the loss
ratios on Wisconsin business of some of the companies heavily into this market
will confirm this dreary conclusion; and Wisconsin’s experience is not in any
way unique.

‘Ask yourself: How many senior citizens would spend $200 on a nursing home
policy or a medicare supplement policy, if they knew that on the average the
highest return they could expect back on that policy was $80?

The inefficiencies and extravagances built into the marketing of these health
insurance products to the elderly are obscured by the complexity of the products
themselves, and the marketing techniques utilized.

There is no insurance poliey sold in our State—and I doubt that there is any
poliey sold in any State—which fills all of the gaps of medicare. None.

But there are thousands of insurance policies purchased every week which
are thought to fill all the gaps—at least, until the next medi-scare salesman
knocks on the door.

!And then another policy is purchased. And another.

It is not uncommon for us to find senior citizens in Wisconsin who are spend-
ing well over $1.000 a year on health insurance policies, each of which is dupli-
cative of the other, and only one of which will pay off in the event of a loss.

How can we allow such waste? How can we excuse it? Why is it allowed to go
on?
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Part of the answer lies in the nature of the victims: Older people, vulnerable,
afraid for their health and their estates, more likely to blame themselves when
their insurance proves inadequate than the company or its agent.

Part of the answer lies in the nature of the “crime.” The victims of one fast-
talking medi-scare peddler may, all together, have wasted $100,000 in a year on
inadequate or duplicative coverage. But each victim lost only $200 or $300—so
the size of the crime and the pattern of victimization is rarely recognized.

Many old people don’t even realize they are victims; some are enfeebled or in-
firm, and incapable of complaining. They make poor witnesses, and they are re-
luctant to come forward—because they think it may expose their own ignorance
and make them look foolish. :

It is no surprise that local prosecutors are wary of attempting to pursue such
white collar erime. It is costly and difficult.

Nor should it be surprising that the ripoff artist himself frequently points to
the approval of a policy form by the State commissioner of insurance as evidence
of its acceptability.

\Government has been and continues to be part of the problem. State regula-
tors have too long acquiesced in practices which are morally indefensible.

It is time to call a halt to such acquiescence, by both government and private
insurance industry.

A government that creates a medicare program for its senior citizens ought to
act to assure that the gaps and holes in that program are addressed responsibly.

For too many years, the attitude has been, “out-of-sight, out-of-mind”—which
for the senior citizens usually means “out-of-pocket.” Such an attitude cannot
be accepted in a government which, out of a commitment to ‘“compassion” and
“‘competence,” seeks our support for broader government health initiatives.

Nor can the arguments of the private sector against national health insurance
be given much credence, when the performance of some of the insurers in the
medicare supplement market is reviewed. If this is the best the private sector can
do in working with a public program, then it is a powerful argument for a fully
socialized health insurance system—at least for the elderly.

In Wisconsin, we have experienced success, failure, and much frustration over
the past 3 years, as we have attempted to cope with this problem.

We have greatly strengthened our enforcement efforts. We have increased the
number of agent license revocations, suspensions and forfeitures from a handful
in 1974 to nearly 100 last year. We have fined one company $25,000 and suspended
it from the market for over a year. We have conducted examinations of a number
of the insurers with the worst record—and major disciplinary actions may now
result.

We have distributed (directly or indirectly) over 100,000 copies of a booklet
we prepared for senior citizens outlining their health insurance needs and rights.
But. at least until recently, the problem has not shown signs of lessening.

3 Here are just some of the examples of what we have come across in the past
years:

Agents tell us about lists of “mooches,” or “cripples.” or “marks,” that have
been circulated among the medi-scare peddlers—lists of infirm or senile old people
who will take anything offered to them—who will “buy the whole load"—and
we have seen such lists.

Teams of hundreds of agents switch from one company to another, and
thousands of people get caught in the ensuing “war.”

We go into a company’s files, and find dozens of medical applications from
particular agents which have been “clean-sheeted.” How many people over age
65 do you know with no prior health problems? ’

We go into another company’s files, and find stacks of complaints 6 or 8 inches
high on particular agents—yet these agents are still with the company. The
unspoken reason : They’re too heavy producers to be dismissed.

In the course of various investigations, we come across evidence of systematic
forgery and routine post-dating of applications.

Agents tell us about the message they received from their company supervisor
in training : “Don’t worry about the replacement regulations, don’t worry about
the ‘outline of coverage,’ don’t worry about the commissioner. The name of the
game is to make a sale.”

If there is cause for some optimism in Wisconsin, it arises from our experience
of the past few months.
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On January 1, 1978, a new rule went into effect, which re_quireq all new
policies sold as “medicare supplements” to senior citizens in Wisconsin to pro-
vide minimum benefit levels; and which mandated that whenever an eldeply
persen in Wisconsin is solicited for health insurance, he or she must receive
a copy of the consumer booklet produced by this office concerning the health imsur-
ance needs of senior citizens. .

One important by-product of this rule has been that many of the inadequate
policies previously on the market have been withdrawn. Another important result
has been the creation of the possibility for elderly consumers to make meaningful
pricing comparisons among health insurance policies, such as they have always
been able to make in buying auto and homeowner insurance. For the first time,
the senior citizen can see the difference in costs (because the benefits have been
held constant). Policies with ridiculously high expense ratios cannot meet th8
minimum benefit requirements of the rule and still be offered at a competitive
price. Indeed, among the first policies approved under the rule were some at over
$400, offering identical benefits to others priced at less than half that figure.

Yet, even this rule, which provides a mechanism for greater standardization
of policies, improved consumer information, and elimination of many of the worst
policies from the market, can easily be misused—and our past experience gives
us good reason for caution.

One fear, for example, has been that medi-scare peddlers will use the mew
policies as a justification for people to replace perfectly good current policies—
and subject themselves to new waiting periods and exclusions—and we have
already seen examples of this taking place. .

Another problem area has been the “group” policies, such as those offered by
the American Association of Retired Persons, which have not beem subject to
the rule—and have therefore become a source of some confusion to the elderly.

But at this point, we are guardedly optimistic that the medicare supplement
market place in Wisconsin may be improving. We are receiving strong support
in our efforts from elderly groups, and from elements of the insurance industry
itself (most notably, the State life insurance underwriters organization, which
has set up a counseling program).

Even if our effort, and parallel initiatives by California’s insurance department
and other States, do show signs of working, I do not feel, however, that that gets
either the Federal Government or the insurance industry “off the hook.”

The Federal Government which created the medicare program—and its gaps—
has an obligation to cope with the problems left in its wake. At a minimum, that
“coping” should include:

Extensive information and counseling efforts through the Social Security
Administration and its local offices.

The “targeting” of law enforcement funds to State attorney generals, local
distriet attorneys and State insurance commissioners to “encourage” them to
pursue and prosecute this type of insurance fraund.

“Encouragement” of the private insurance industry to offer a small number
of standardized, comprehensive medicare supplement alternatives on an open
enrollment basis country wide (e.g., through use of the market power of Federal
employees and the media power of the Federal Government).

As g state insurance commissioner, I must be wary of Federal regulatory
“incursion” into areas of State jurisdiction. And I believe that States have many
effective options to pursue in eombating the abuses I have identified.

Nevertheless, I welcome Federal interest and involvement on ithis issue—
because I think there is a Federal moral responsibility involved ; but also, for
practical political reasons. )

The insurance industry and State insurance regulators frequently do not seem
to take an issue completely seriously until the Federal Government starts to rat-
tle its “nuclear saber.” In recent weeks. there have been signs, within thé Na-
tiqnal Association of Insurance Commissioners and the Health Insurance Associ-
ation of America—that this issue is finally being given the attention it deserves.

For that—and I am sure for the recommendations with which this committee
comes up—you will deserve the gratitude of this nation’s senior citizens.

Thank you.

Senator CriLes. Mr. Cooper, I am going to take your testimony and
then I will question you both together. :
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STATEMENT OF W. W. COOPER, TALLAHASSEE, FLA., ADMINISTRA-
TOR, HEALTH INSURANCE SECTION, OFFICE OF FLORIDA INSUR-
ANCE COMMISSIONER

Mr. Cooper. Thank you, Senator.

Senator CurLes. We are pleased to have you here from our State.
Your full statement will be made a part of the record * and you may
summarize.

Mr. Coorer. We have problems in this area. We feel the Florida In-
surance Department is setting the pace and controlling the situation
in our State, protecting the hundreds of thousands of senior citizens
that could be taken advantage of. I entered into the record a letter ?
that is a tragic situation. I think the Senator will note this was in
1976. We have not been confronted with such a flagrant situation of
someone being taken advantage of, but we do have problems with it
with some companies concerning advertising.

21 Service OFFICES

We have one control center that we feel is a big tool in our area in
the State of Florida. That is our 21 service offices. The commissioner
for the State of Florida has instructed his staff that each Monday
morning, after these big spreads have come out in the newspapers, to
check into those and see if there is any violation of our rules and regu-
lations in the State of Florida in controlling advertising. This we
monitor constantly. We still have some violations.

Our biggest problem is one of general agents. Another thing that we
have in Florida is that we check companies. We have a regulation in
the State of Florida that companies have to file their training pro-
grams, as has been mentioned here today. A lot of training in the past
has been poor, and poor training manuals put out by companies, but
in the State of Florida they have to file annually their training pro-
grams. We have found that if we review these each year and find a
situation as has been brought out here today, we see that this is cor-
rected.

We verify loss ratios in the State of Florida. As the commissioner
of Wisconsin says, he has a rule and regulation that I think has just
been put in force. We do not have such a rule and regulation but we
have Florida statutes that require that the premium be reasonable in
relationship to benefits provided.

Since Bill Gunter has taken office he has instructed the staff to check
and verify loss ratios. We have started this procedure since he has
taken office and we go back 4 years. You mentioned this 2 moment ago.
We feel like that is a credible experience and we check each year for
the credibility of this contract to be sure that this loss ratio provides
benefits above 50 cents on the dollar.

We have had several companies that we have found that their pre-
mium was not reasonable in relation to the benefit provided. We have
had several of them to revise their complete portfolio to either reduce
the premium or increase the benefits and give refunds to these people
in the State of Florida.

1 See page 86.
2 See page 87.
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We think in Florida that we are doing an excellent job. We know
that Washington has its control and we hope that the other States will
follow in behind Florida and will help control their situations such as
Bill Gunter is doing in the State of Florida. We have revoked numer-
ous agent’s licenses. The word has gotten around in Florida that you
cannot become a fat cat by fleecing the senior citizens or the younger

ago group.
gS(% we I%eel, Senator, that we are doing a pretty good job, but we still

have complaints brought to our attention. We have regional investi-
gators that Bill Gunter has assigned for central Florida, north, south,
southwest Florida, et cetera. We don’t sit back on our duff and wait
until somebody has really been ripped off, we get on top of it immedi-
ately.

SZnator Curies. I will enter into the record at this time the prepared
statement of Mr. Cooper.

[The prepared statement of Mr. Cooper follows 1]

PREPARED STATEMENT OF W. W. COOPER
SENIOR CITIZENS INSURANCE MARKET

(1) The biggest problem Florida has in the area of senior citizens coverage
with respect to medicare supplement contraets, also known as medi-gap, is in
the replacement of these type contracts during the first 12 months of coverage.
Replacement during this initial period of coverage prohibits the insured from
being able to receive benefits for pre-existing conditions. This is because the policy
must be in force usually, from 1 to 2 years, before he is able to collect benefits for
pre-existing conditions. This type of waiting period is common in most contracts,
to prevent antiselection against the company, because of people purchasing insur-
ance specifically to pay for expenses on a pre-existing condition. When a policy
is replaced before a person satisfies this waiting period, he must pay for all the
expenses incurred for a pre-existing condition which causes a further financial
hardship on the senior citizens, which is not necessary. The reason agents re-
place this business, knowing the potential detriment to the insured, is that he
will receive first year commission. A first year commission will average between
35 to 65 percent of the annual premium. When an agent makes a practice of
replacing medicare supplement coverage, it is common to find that an un-
scrupulous agent will return to his own client at the time of renewal of a policy,
and will sell the client a new policy instead of renewing the current policy.

Renewal commissions are approximately 5 to 10 percent of the annual premium.
Therefore, it is more profitable for those agents who are dishonest to sell a new
policy instead of collecting the renewal premium on the current policy. It is not
uncommon for a dishonest agent to represent more than one company, and re-
place one of his client’s policies with another policy issued by a different
company.

(2) Another related problem is a dishonest agent using pressure tactics to
sell the insured more coverage than he has a need for. This is called stacking of
business. [See attachment, page 87.] This is a common occurrence in the medicare
supplement insurance market. There are numerous companies that offer medicare
supplement policies that provide sufficient benefits under one policy, to supple-
ment their medicare parts A and B coverage. Therefore, in most cases, there is
nol.need for coverage under several policies that can be provided under one
policy.

(3) The third most common practice creating problems in the medicare
supplement insurance market is the manner in which these policies are sold.
Some dishonest agents. in order to replace a policy or to sell additional and
unneeded coverage, will misrepresent a policy and use pressure sales pitches.
This results in insureds being confused about what insurance benefits they need
and what they are actually purchasing. We have received complaints from in-
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sureds stating that they were scared into purchasing coverage and not knowing
what they were actually buying. .

(4) The Florida Insurance Department regulates advertising used in Filorida
through the use of guidelines under rule 4-6, which outline the manner in which
advertising may be written. The rule requires that all insurance companies
provide an annual certification that all of their advertising complies with rule
4-6. However, the problem that most often occurs is with a general agent. The
agent will draft his own advertising without prior authorization from the in-
surance carrier. In the medicare supplement insurance market, the most common
violation has been the use of advertising material which is written or designed
so as to mislead the reader into thinking that the material is being distributed by
the agent of the Federal medicare program. Rule 4-6.13(2), states ‘“no ad-
vertisement shall use any combination of words, symbols or physical materials
which by their content, phraseology, shape, color, or other characteristic are so
similar to combination of words, symbols, or physical materials, used by agencies
of the Federal Government or of this State, or otherwise appear to be of such a
nature that it tends to confuse or mislead prospective insureds into believing that
the solicitation is in some manner connected with an agency of the municipal,
State, or Federal Government”.

The Florida Insurance Department has 21 service offices throughout the State
that try to keep a close watch on advertising material being used in their area.

SOLUTIONS

(1) The department is reviewing the annual statements submitted by com-
panies on their experience as to premiums earned and claims paid on each type
policy sold. This review is made to find policy forms that reflect a premium
which is not reasonable in relation to benefits provided. This indicates a policy
that may be designed actuarily so as to provide too small a benefit to the insured.
and too high a profit to the company. The recent investigation by the department
of one such company resulted in the company, at the department’s instructions,
having to update and revise their entire policy portfolio in order to provide
benefits that are reasonable in relation to the premiums charged. The department
is also reviewing request for rate increases to be sure that the company’s actual
cxperience justifies the need for a premium increase. In the majority of such
requests for rate increases, we have found that the actual experience for Florida
policyholders, did not justify the amount of premium increase being requested.

(2) Bill Gunter, as a result of continual problems in the replacement of health
insurance, has proposed a rule which would require that agents give full dis-
closure and comparison of contracts involved in a replacement. This should be
a big help in stopping replacement of insurance which is sold for the sole purpose
of profit to the agent.

(3) The Florida Insurance Department, in order to provide the citizens of
Florida with a better understanding of health insurance, including what a person
should be aware of in a policy, is in the process of publishing a booklet to be given
to the public. This booklet will explain terms, provisions, definitions, exclusions,
and benefits of insurance policies. The booklet will identify what the senior
citizens should look for in a medicare supplement policy.

(4) Market conduct surveillance examinations.

[Attachment]
MarcH 11, 1976.
In Reply please refer to: Our file No. 14-76-663 (Oliver) or various policies.
Mrs. y , complainant. ’

DEAr MR. GREEN: Several recent complaints or inquiries have been brought
to the attention of the Insurance Commissioner’s Office of insurances where
agents of your company have grossly and flagrantly oversold and exploited risks
in this area and other areas of Florida.

The most recent is the case of Mr. and Mrs. . Mrs. , the daugh-
ter of this couple is visiting her parents and found that their cooking range.
refrigerator, and television were not operating. She asked her parents why they
had not had the appliances repaired and was told they could not afford the ex-
pense. When she inquired further her parents told her their insurance was such an
expense they did not have money for other necessities. Copies of checks drawn
on the checking account payable to Insurance Company are attached
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and indicate premium payments on December 5, 1975, $1,747.00, January 9, 1976,
$354.00, January 1, 1976, $143.40, October 13, 1975, $380,00, January 3, 1974,
$134.00, December 26, 1974, $124.00.

In a period of slightly more than a year, these people have paid to your
company $2,882.00 for nineteen policies, which are identified on the attached
paf{es is 82 and Mrs. is 78. In speaking to Mr. on the tele-
phone, his speech is halting and barely audible, which is the result of three
strokes.

Senator CuiLes. You mentioned in your written statement a num-
ber of practices that unscrupulousagents use. I suppose those practices,
some of those still won’t go?

Mr. CoopEr. Senator, we still have some of those. They are not run-
ning as hard and as fast as they were in the past. We checked in gen-
eral. We have the right to go in and check a general agent’s record
even if he is not licensed. Maybe he just sets up an agency and he has
men under him. Any time he is transacting insurance in the State of
Florida we check those records, and this 1s how we find stacking of
policies.

Senator Crires. I am delighted to hear that Florida is doing so
well and I trust then I am not going to get any letters when the press
writes about this hearing, that says there are not any problems in
Florida.

Mr. Cooper. Senator, you will get letters. We get letters every day.
When these ads hit the paper Sunday, Monday, Tuesday, Wednesday,
and Thursday, we receive the letters that we check into, but it is not as
rampant as it wasin the past, sir. '

INDEPENDENT CONTRACTORS

Senator CHiLes. Mr. Wilde, you were talking about independent
contractors. You were going to comment on that and also on someone
being fired “for cause.”

Mr. Wirpe. Yes. First of all, the phrase “independent contractor,”
for example, in Wisconsin, would not be an acceptable kind of ap-
proach. In Wisconsin, we have only one status of insurance salesman
at the moment, which is an agent, and the company is legally respon-
sible for the acts of the agent. Now some companies like to say that
their agents are “independent contractors.” I suspect in a similar fash-
ion to the way that the guy who sells “numbers” somehow is an inde-
pendent. contractor when you try to trace up the whole chain to the
top. I think that the phrase is misleading. Legally, the company is
liable for the actions of those agents. Thev are the company’s agents
and the company is responsible for their deeds, pure and simple, and
so the company has a responsibility to train them.

Senator Cur.es. When you are talking about numbers, you are not
talking about phone numbers ?

Mr. WiLpe. No, I am talking about an analogous structure to some
elements of the so-called organized crime.

Senator CHILES. We call that bolita.

Mr. WiLpe. Second, the “terminated for cause” comment. I am not
going to comment on any particular company, but we have discovered,
and I suspect most insurance departments would discover, that almost
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no agent is ever “terminated for cause.” When agents are terminated,
they are terminated for “nonproduction.”

Senator CHILES. When one gets in a U.S. Senate hearing he might be
terminated for cause. :

Mr. WirpEe. That is not to say they are not terminated for cause, but
I am saying from a departmental standpoint, one of the important
controls we have is when a company has a bum agent and they know he
1s a bum agent, they want to-get rid of him. I accept that fact. Good
companies, bad companies, nobody wants a bum agent—he might steal
from them. Generally, when they get rid of him they are afraid to say
that they terminated him for cause, they are afraid he will sue them
or whatever, so they indicate in their notice to the department that
they terminated him for nonproduction.

Under our rules, if they do that, it is a violation by the company ; and
we are now finding dozens and dozens of these kinds of violations as
we go into company records. When we examine their records we dis-
cover agent X has been dismissed for all kinds of horrible activities and
complaints, yet in our records it shows he was dismissed for nonproduc-
tion.

Senator CriLes. Then you require, as part of your regulations, that
they notify you?

Mr. Wirpe. Absolutely.

Senator CHiLEs. And what the reasons are ?

Mr. WiLpe. Absolutely. As I say, that is a requirement that has been
in place for years. :

Senator CuILEs. Do you license these agents?

Mr. Wipe. Yes. That is why it is so crucial that we get that kind
of evidence, because, as Senator Glenn was referring earlier to the fact
that these guys jump around from company to company; this is very,
very true,

Senator Crires. What kind of results have you had where you
failed to license an agent? Have you been tested ? Has anybody taken
you to court for failure to grant a license ¢

Mr. Wipe No. We have refused licenses to a number of agents in
recent years and we so far have gotten away with it.

Senator CuiLes. Nothing has been overturned ¢

Mr. Wipe. That is right.

Senator CHILEs. So it can be an effective means of getting these peo-
ple out of writing insurance where you have this information ?

Mr. Wirpe. Yes. In fact, I would say that one of the most striking
things is that just one general agent, with a team of a few hundred
subagents, can generate hundreds of thousands of dollars of business
and hundreds of complaints. If you go after that general agent, it is
very hard to get him. They are insulated and protected. But if you go
after them, if you can stop them, you see a literal drop-off in the num-
ber of complaints in the hundreds, just from the prosecution of a few
key agents.

AX AGENT GRAPEVINE

Senator CriLes. Word gets around fast.

Mr. WiLpe. Yes.

Senator Crrres. There is a great grapevine out there among those
agents, is there not ¢
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Mr. WiLpE. Yes, there certainly is.

Senator CuILEs. You mention certain things you think the Federal
Government can do, and you also mention that you see some more
activity on the part of the National Association of Insurance Com-
missioners. Do you think that is really moving? Is there a possibility
for some kind of model law and model regulations, or is the Federal
Government going to have to get into this field, as we have gotten into
so many areas when the job wasn’t being done?

Mr. Wmpe. I think that there are some National Association of
Insurance Commissioners models of minimum standard things in
place now, but in the medicare supplement area it is not very helpful.
There may well be at this point in time some interest in the National
Association of Insurance Commissioners in going to a much more de-
tailed approach, such as California and Wisconsin have gone to, and it
should be said California and Wisconsin have gone in somewhat differ-
ent directions and that suggests the need for some form of uniformity.

I think that there are agencies of the Federal Government, perhaps
the Federal Trade Commission, and others, who have some interest in
this issue. I don’t think at this point there 1s a need for a Federal law
to establish minimum standards, but as I suggested in my testimony, it
would be very appropriate for an agency of the Federal Government.
and the Congress to develop some guidelines as to what you think
would be good and then take the Health Insurance Association of
America at their word and walk back to them and say. “OK, you say
there is a small number of sharks; what about the good guys?” What
are you good guys going to do?

Are you going to offer, countrywide, a few good policies. on an
open enrollment basis, so that anyone can get them—and that are
offered on an accommodation basis—which means they are not high
expense, high commission products? Maybe you can get the private
health insurance industry to recognize what I think is its clear respon-
sibility and if it does not recognize it then I think we may have to come
back to the Federal Government and say what is the Federal Govern-
ment’s responsibility given the fact that a large part of the problem
is created bv medicare and the gaps in medicare. '

Senator Curres. Mr. Cooper, what kind of requirement does Florida
have in regard to standardization of policies?

Mr. CoopEer. In the accident and health field ?

Senator CHILES. Yes.

Mr. Coorer. We have what was put into effect a couple vears ago,
Senator, minimum standards which the commissioner from Wisconsin
mentioned, and they are pretty stringent. We have certain guidelines
that companies have to comply with when they file policy forms, and
if these do not comply with these guidelines then they are not permit-
ted to sell them in our State. Every company had to revise their con-
tracts to bring them into compliance within the State of Florida.

Senator Crmes. Do you have provisions that would reauire the
contract to show what percentage, what is the cost of the accident and
health for each coverage A and B and supplemental coverage ?

Mr. Cooprr. In all areas, Senator. we require in the State of Florida
when a company submits a new policv that they have tn give us a 10
year breakdown on their anticipated loss ratio and we have received
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a little bit of flack from industry in this area because several of the
companies did not want to reflect what they anticipated down the
road. They might have a 10-percent loss ratio on the contract that is in
force in Florida and if we knew it we would withdraw the form which
we have statutory authority to do and we have done so. We feel that
by requesting this anticipated loss ratio that it is going to correct
some of the situations that have been brought out here today.

Mr. WiLpe. Senator, if I could comment, I thought I heard your
question differently. I thought you were asking what was required in
terms of information on the policy.

Senator CuLes. That is what I am trying to find out. What do you
require of the purchaser of the policy so that he will see on the face
of that policy what the expense is for A coverage or B coverage, medi-
care A, medicare B?

Mr. CoopEr. As far as specifics, Senator, we don’t have anything of
that nature. We have an outline that is required to be filed with medi-
care supplements and it tells what they get but it does not go into the
cost of the contract.

Senator CurLes. Well, it sounds like to me from what Wisconsin is
doing and California—is California doing that, too, what you are talk-
ing about?

Mr. Wipe. Well, I am not sure exactly what California requires.
What we require is that on any of these medicare supplement contracts
they must provide a chart in a very simple, readable form of medicare,
what medicare covers, what the policy covers, and what neither covers,
side by side, so that it is very simple for the policyholder to figure out
what 1s not covered and what is covered. I don’t know if California
does that or not.

Mr. CoorEr. That is included in our outline.

Senator CuiLes. That is included ?

Mr. CoopEr. Yes, we include what you get and what you don’t get on
the medicare supplement. I didn’t quite understand your question.

Senator CrrvEs. I am also trying to reach the provision that you are
talking about where some companies would show their expense ratio
was $400 and another would show that it was $200. That would be in
your

Mr. WiLpe. That would be just the basic price of the policy, that
would not be the expense ratio. That comparison, of course, every State
would have. In States that did not have a standardized approach, com-
pany A and company B could both be offering a policy which they call
medicare supplement. Company A could have huge exclusions in it and
have a very high expense ratio and company B could have no exclu-
sions and be a very comprehensive policy yet they could have the same
price.

Senator CriLes. Standardized policy ?

Mr. Cooeer. Right, sir. Our actuary has told us that any contract
written in the accident and health field, that when the company struc-
tured its rates and did not have a 55-percent loss ratio that it could
cause a large increase in premiums down the road within a couple of
years, and this we have found true in Florida after we began to check
exhibits of loss ratios where companies would apply for a 200-percent
premium increase, as the commissioner has mentioned.
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Senator Craies. How prevalent would either of you judge instances

of insurance oversale to the elderly to be?
" Mr. CoopEr. There is quite a bit of it, Senator.

Senator Cames. Can you give me a ballpark figure of what you
would say it is in Florida ¢

Mr. Coorer. Most of these people that we have found, that have
been brought out today, are very insurance minded. They realize
what could happen to their life savings and a lot of them will buy un-
necessary contracts such as these policies. So there are quite a few.
As far as the numbers, it would be hard to say, Senator.

Senator CHiLes. Mr. Wilde. :

Mr. WiLpE. One way of measuring that question would be to look
at the number of people on the medicaid program, which is, after all,
only available to people of moderate or low incomes, the number of
people on the medicaid program who are insured improperly—since
the medicaid program in Wisconsin, and I assume the rest of the
country, has to get reimbursement from private insurance where a
person in medicaid also has private insurance.

20 PERCENT oF MEpICAID RECIPIENTS WITH PRIVATE INSURANCE

Now the State of Wisconsin Department of Health and Social Serv-
ices has done some survey work, and at this point I think it is some-
thing like 20 percent of the people on medicaid have been shown to have
some form of private health insurance. Now there is very little rhyme
or reason to people having that health insurance, since by law they
really have to turn all the money they receive from insurance over to
the State anyway, since they are taking the medicaid benefits and that
is one of the prices of those medicaid benefits.

Some people have told us they think they are about to go off medic-
aid and that’s why they want to hang on to insurance. But a lot of
those people, particularly people with cancer policies and limited
policies of various types, are holding insurance that they should not
be holding, and this 1s an indication of how the marketing tactics have
gotten through to the people who clearly can’t afford it.

I would like to turn your question around a little bit and also say
that the problem in this market is not just one of people being over-
sold too much insurance, it is also a problem of people being oversold
a lot of inadequate insurance so that, for example, they get a stack of
policies, such as you have heard today, rather than getting one compre-
hensive policy, let’s say, to supplement medicare. They get four or five
limited policies which end up costing $100 or $200 more, and when the
crunch comes they find out that those policies are not worth verv much.

Mr. Coorer. This is the reason, Senator, that we have withdrawn
numerous contracts in the State of Florida because of companies that
did not wish to comply with our request.

Senator CHiLES. Some people have suggested to the committee that
some companies, no matter what the training manual of the company
policy says, unofficially encourage agents to disregard the rules as long
as the high volume of sales will continue. Do you have any actual
knowledge of this, either of vou? :

Mr. Coorer. Senator, as far as actual knowledge, we don’t, but we
have been told this and you are going to have some, but most of them
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police their own self in this area because we come down on the com-
pany. As someone stated, we see that it is corrected. As the commis-
sioner of Wisconsin said, contract or no contract.

Mr. Winpk. I think the answer to that question is that that is the case
in this marketplace and has been the case, We have had agents tell us
point blank that vice presidents or whatnot of the company have said
to them, “Ignore the rules, 1gnore the commissioner, that is not what
you are out there for.” As T indicated before, we have come into com-
pany records where we could see a stack of complaints 6 inches high
on the agent and the agent was still there. That tells us something ;
1t tells us that the company values that agent’s production more than
their own_credibility. We know that we have taken action against
agents in Wisconsin and the companies have come in and said: “We
agree with you completely. That guy is a bum; we don’t want any-
thing to do with him.” Then they have licensed him in Illinois.

Senator CurLes. Both of you talked about agents. Do you know
anything when you take this action ? Do you send that to other States,
neighboring States?

Mr. Witpe. Yes, we do and we distribute it. The National Asso-
ciation of Insurance Commissioners distributes a monthly or bimonthly
list of agents whose licenses have been revoked or terminated, but it
is a very inadequate procedure, because a lot of disciplinary actions
don’t necessarily result in revocations, T 1ey may result in forfeitures,
they may result in voluntary withdrawals by the agent, and so on and
so forth. I have no doubt that when a State really cracks down, that it
may be exporting its problems to other States.

Posine As Mepicare REPRESENTATIVES

Senator CrLes. Both of you have talked about agents misrepresent-
ing themselves as agents of the Federal medicare program. I noticed
in some of the material provided to the committee, for example, cards
mailed to people asking them to return the cards if they want infor-
mation or changes in medicare. Can you describe how this type of con-
tract works?

Mr. Wirpe. When weo first started going after this problem 3 years
. ago, Senator, we used to see literally packets of 10,000 and 50,000 of
these cards being mailed out of three or four different agencies. I don’t
know where they got the lists from, probably from some source that
gses motor vehicle records, or some other records that are typed by

ate,

They would send out a card saying : “Medicare changes information.
If you want to know about what is going on in medicare, write to us.”
Then they would systematically follow up on this. Now we have set up
rules which don’t allow that kind of misrepresentation and I think we
have largely cut it out, but it seems to go on in various ways no mat-
ter what we do.

For example, when our new rule went into effect January 1, one of
the first things that happened was that some kind of boilerroom agent
operation was set up north where someone was calling up lists of
senior citizens and saying: “Under the commissioner’s new rule, all
medicare supplement policies have, been abolished; you have to buy

32-703 O~ 78-17
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our new medicare supplement policy.” The ingenuity of the people in
this market is infinite.

Senator CuiLes. Mr. Wilde, what has been the reaction of the insur-
ance companies to your new rules and clarification system for medicare
supplemental policies?

Mr. Wipe. I think I would say, generally, it has been a healthy
reaction. A number of the companies have withdrawn from the
market, which is probably healthy. Some companies have gone into
the market and made what I would call a public service commitment.
They have said that, “We are going to write these policies, not to
make a lot of money, but because we think it is the need.”

As T indicated in my prepared testimony, they have already dis-
¢ributed 100,000 copies of our booklet to elderly people in Wisconsin,
so somebody is out there selling. We have seen the distribution of
prices that I referred to, which is, some companies have come in at
low prices, some at high, and I think that is important for the
consumer.

We have had some problems and one of them, as I indicated in
my prepared testimony, was with the American Association of Re-
tired Persons group policy which does not come under the rule.
There are something like 40,000 people in Wisconsin who have these
policies and many of them are very confused about how they relate
to the rule and what their needs are and how their policies relate.
I would say we have not been too successful, up to now, in trying
to get that situation resolved, but I trust that after “60 Minutes” went
to work, maybe we can resolve it much quicker.

Senator Cmies, Mr. Cooper.

Mr. CoopEr. Referring to the premium, Senator, some of these com-
panies in the past, we have found some would come out with a gim-
mick contract and we would disapprove it due to the fact that the
premium was not justifiable, it would be too low. We could see that
it would create insolvency. We turned those down, we didn’t try to
have the premium too low for benefits provided. This would cause
elm problem. We watched both ends of it, whether it was too high or too

ow.

Senator CuiLes. We thank you both very much for your testimony.
You have been very helpful to the committee and we appreciate it.

This concludes our hearing.

The committee will be looking at this question further and we will
probably be seeking additional information trying to determine what
1s the extent of the problem and how many States are adequately
trying to police the problem. _

[Whereupon, at 12:28 p.m., the hearing adjourned.]



APPENDIXES

Appendix 1

ADDITIONAL MATERIAL SUBMITTED BY
ROBERT E. LOWRY *

ITEM 1. FURTHER COMMENTS OF ROBERT E. LOWRY

Several concerns exist on a highly personal and, I believe, relatively unself-
ish level. These are “awarenesses” which developed as I groped my way toward
the original goal. The light manner in which the problem and complaint was han-
dled in Ohio and the official indifference or unwillingness to initiate action (either
in eriminal charges for the inducement to forgery, or disciplinary for the company
and agents) for behavior which the same officials found “reprehensible” in private
conversations. Add to this the concerns which developed during the contacts and
communications with company representatives; their insensitive reaction to the
factor of financial hardship caused by overinsurance, their insults and
insinuations. ‘

I dou’t give up a fight easily, but I confess that these layers of resistance,
to an appropriate resolution of the problem, were almost overwhelmingly dis-
couraging. After 2 months of effort and having apparently exhausted the remedies
available in Ohio, my only accomplishments were the company’s grudging admis-
sion that two policies were refundable, having been “improperly written,” and
a suggestion that we lapse any other policies found financially burdensome, I tried
to imagine my mother or some other “typical” gentle-mannered elderly person
attempting to fight their own battles in pursuit of a correction to their grievance
on problem along the same path I had traveled. The willingness to admit one-—
has been deceived, the energy to knock on many doors and write innumerable
letters, or the ability to endure bureaucractic delays and indifference may be
lacking. It is not my intention to demean the spirit or capabilities which many
senior citizens retain, but my observations suggest that these types of frustra-
tions and confrontations are neither desired nor needed at this stage of their
lives. In short, I became convinced that neither the systems designed to prevent
insurance exploitation and abuse nor the systems designed to correct such abuses,
after they occur, are adequate in meeting the needs of elderly consumers. This
concern and its exposition became as important as resolution of the specific
family problem.

I've still got a little fight left in me, but these factors were almost over-
whelmingly discouraging. I tried to imagine my mother or some other “typical,”
gentle-mannered elderly person attempting to pursue a correction of their griev-
ance or problem along the same path I had traveled. The system is neither fair
nor adequate to meet their needs when a problem arises. I also learned a few
facts of life about the insurance industry, how powerful it is, both economically
and politically, and how aggressive they appear to be in their relationships
with the various state agencies which regulate their activities. The relevance
of these factors seemed to merit equal emphasis within any presentation of our
insurance problem to the committee,

There is a direct correlation between our exposure of my mother’s insurance
problem and the company’s willingness to take corrective actions in refunds and,
6 months later, to guardedly admit that insurance oversale did occur and tender
an apology. The admissions that something had gone wrong within the com-
pany’s sales and fiduciary relationship with my mother finally occurred under
the bright lights of the committee hearing room with the close attention of

1 See statement, page ‘30.
95)
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Senators and the media. I feel very strongly that the committee needs to be aware
of the very different attitude which this company manifested and the formal
stand it took, in reference to our specific problem and complaint, during the 8
months prior to the hearing date. This earlier attitude is relevant to the com-
mittee's interests since it represents exactly what we would have had to content
ourselves with if the committee had not interceded with a closer examination.
As recently as April 5, Mr. Grubbs wrote to the North Carolina Department
of Insurance and reaffirmed the statements made in an earlier (January 13)
letter concerning my complaint of mistreatment and insurance oversale, The
change of heart and attitude occurred between April 5 and May 16. The com-
mittee’s concern is, I am sure, directed toward the many elderly consumers
whose legitimate complaints are not so publicly exposed or favored by Sena-
torial intervention and who, consequently, may not benefit from a changed
attitude by this or other insurance companies.

Tor this reason. I would like to request that all correspondence between the
company and the North Carolina Department of Insurance be included as infor-
mation supplemental to my testimony. In these and other letters you will note
that the company never recognized nor admitted the possibility of overinsurance,
nor did it ever mention the New York Life policies as the factor which had moti-
vated their refund in December, although this was the reason given to the com-
mittee, Neither the facts of the originating problem nor the information available
to the company, from which their attitude and decisions were presumably
derived, have altered since last fall. The investigation initiated by the North
Carolina Department of Insurance is a positive and energetic response to the
complaint I filed as a resident of that State. The correspondence stimulated by
this continuing investigation provides both public record and documentary proof
that statements made by Mr. Grubbs and other company representatives to a
responsible State regulatory agency vary considerably from the company’s testi-
mony before the committee (in certain key areas including the issue of overinsur-
ance). The point being made is now obvious. If insurance companies feel free
to deal with the consumer in a callous, indifferent manner, and with State regu-
latory agencies in misleading, possibly deceptive statements, to whom do they
respond with the truth? The committee cannot serve as a consumer’s “court of
last resort.”

ITEM. 2. EXCHANGE OF CORRESPONDENCE BETWEEN ROBERT LOWRY,
THE NORTH CAROLINA COMMISSIONER OF INSURANCE, AND BANK-
ERS LIFE & CASUALTY €O, CHICAGO, ILL.

RareeH, N.C., November 30, 1977.
Attn. : W. Kenneth Brown, deputy commissioner. *

Hon. JoEN R. INGRAM,
Commissioner of Insurance, Department of Insurance, State of North Carolina,
Raleigh, N.C.

DEar COMMISSIONER INGRAM : As a resident of North Carolina since 1974, I have
noted, with considerable satisfaction, your personal concern and the aggressive
efforts of the department of insurance in the provision of guidance and protection
for the consuming public against unfair insurance industry practices. Unfortu-
nately, not all States enjoy such independent and effective regulatory controls
against abusive sales tactics. I feel it is now my responsibility to inform you of
a problem situation facing my family and myself which involves a company
licensed to do business in North Carolina, Bankers Life & Casualty Co. of Chicago.

In August 1977, I visited my ailing mother, Lucille W. Lowry, age 75, at the
Otterbein (retirement) Home in Lebanon, Ohio. Her financial affairs were in a
state of chaos due to recent, extremely heavy (nearly $13,500) investments in
unnecessary insurance coverage with the above company, as deseribed in the
enclosed documents. In examining her papers, I discovered a number of can-
celled checks and bank drafts for premium payments on policies she did not
have in her possession. Upon inquiry. a Banker’s Life agent confirmed the
existence of two identical whole life policies with a principal sum of $2,000, one
on my life (No. 5,432.307) and another on my brother’s life (No. 5.432.308),
for which monthly premiums of $140.44 were being collected by bank drafts.
During the phone conversation, the agent twice suggested that I might wish to
cancel the policies and obtain a full refund. He also stated that the policies had
apparently never been “placed” or delivered to my mother. The company’s reluc-
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tance to deliver the policies emphasized the need to know how life policies could
be created on two adult sons without their knowledge, approval and signatures.

Together with other missing ‘Policies, the two subject policies were finally de-
livered on October 13 during a meeting with the Bankers Life chief counsel, Wm.
Grubbs, in the offices of the Ohio insurance warden, Mr. R. Katz. The two subject
policies had an issue date of Apri] 22, 1977 and all missing policies were stamped
“duplicate,” an identification which I protested. The contract signatures were
not in my brother’s or my handwriting and may have been written by my
mother, but they were witnessed or authenticated by the selling agent, R. M. Mr.
Grubbs commented that these particular policies were “bad” and were not
rroperly written, but that R. M. was no longer with the company. My mother’s
apparent participation in the creation of these questionable contracts was repre-
sented as a serious inconvenience to the company, but Mr. Grubbs said they
would overlook her offense and we would be permitted to choose whether to
continue the policies in force or rescind them for a full refund of premiums.

Subsequent to the meeting on October 13, the company supplied three other
missing policies which my mother had purchased in March 1977 on the lives
of her three grandchildren, two of whom are my children with residence in
Raleigh. The policies have an issue date of April 6, 1977 and they had apparently
never been delivered to my mother, but were stamped “duplicate” when received.
I had requested that the company provide me with an accounting for all monies
paid in as premiums on life policies. The accounting was sent along with the
children’s policies, but the dollar amounts do not correspond with the cancelled
chiecks and bank drafts in my possession relating to items #2 and 4 of the en-
closed list, the two major life policies.

Mr. Grubss had agreed to maintain all policies in force until November 14
so as to provide time for the family to study the recently supplied policies and
determine which policies, of the entire insurance program with this company,
should be maintained. Following consultations with my mother, my brother
and other advisors, I wrote to the company on November 3 with the details of
our decision (copy enclosed). The relatively small health, accident and childrens
Irolicies were not of major concern, although they certainly form a part of what
is considered the oversale of insurance programs to an elderly woman. My letter
requested rescission and refunds on three major life policies and one health
policy representing exorbitantly expensive and totally unnecessary coverage in
view of her pre-existing insurance program.

As indicated, the company has offered to rescind and refund the two highly
questionable policies written on my brother’s and my lives. While we regard
them as undesirable and are offended by their manner of creation and existence,
no decigion has, as yet, been reached in reference to accepting the offer pend-
ing further legal consultations and your investigation of the matter. I do protest,
most strongly, that a contract concerning my life or death, however well-mean-
ing, was accomplished in another State without my knowledge and a financial
commitment was created which I would have to assume upon my mother’s death.
I respectfully request vour investigation of this situation and the general business
practices of Bankers Life & Casualty Co. of Chicago as they may relate to the
citizens of North Carolina.

Sincerely,
RoBerT E. LOoWRY.

STATE oF NORTH CAROLINA,
DEPARTMENT OF INSURANCE,
December 19, 1977.

Re: Various Policies, Mrs. Lucille W. Lowry, Lebanon, Ohio.

DoNALD CLARKE,
Manager, Claim Review Department,

Bankers Life & Casualty Co.,

Chicago, I11.

Dear MR. CLARKE: Your attention is directed to the attached letter, with
enclosures, of November 30, 1977 from Robert E. Lowry.

After carefully reviewing the letter and enclosures and discussing this matter
with Mr. Lowry, it is our observation that since a citizen of North Carolina has
been involved in the manner alleged that we have an obligation to become con-
cerned with his interests and with the sales practices which caused his involve-
ment,
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Because of this we request that you furnish this office with a complete report
surrounding this matter and responding specifically in detail to each and every
charge of Mr. Lowry.

If it is found that all or any of these charges are correct we also request that
you inform this department what measures you have taken to determine that
such practices will not occur in this State involving our citizens.

We are concerned with the welfare of all citizens with respect to sales prac-
tices and tactics but must necessarily be especially interested in any improper
application of such practices with respect to our elderly population.

Your prompt reply is expected.

Very truly yours,
FRED L. SEAMAN,
Assistant Deputy Commissioner,
Consumer Insurance Information'Division.

BANKERS LIFE & CasvuaLTry Co.,
Chicago, Ill., January 13, 1978.

Attn. : Mr. Fred L. Seaman, Assistant Deputy Commissioner, Consumer Insurance
Information Division. )

Re: Your December 19, 1977 letter concerning Lucille W. Lowry—my January 3,
1978 letter.

JorEN RANDOLPH INGRAM,

Commissioner of Insurance,

State of North Caroling,

North Carolina Insurance Department, Raleigh, N. C’

DEAR MR. SEAMAN: This is a followup to my January 3 letter concerning Mr.
Robert BE. Lowry—your letter of December 19, 1977.

I have reviewed the entire file and have completed a policyowner review of all
coverages applied for by Mrs. Lowry.

1. Here's a review of the coverages that were issued for Mr. Lowry. On No-
vember 9, 1973, we issued a No. 717 Medical-Surgical Policy, No. 747 Extended
Care Facility Policy and No. 780 Hospital Indemnity Policy, all of which were
under Policy No. 730,576.561. We don’t feel the sale of these policies would have
been detrimental to Mrs. Lowry.

2. The Hospital Indemnity Policy, No. 780, was converted and replaced to a
747 Hospital Indemnity Policy, the current form essentially replacing the No.
780 form, under policy No. 730,576,561.

8. On April 19, 1976, the Company issued a No. 774 Intensive Care Policy to
Mrs. Lowry under policy No. 760,175,115, This is supplemental insurance which
provides a benefit of $50 per week for hospital confinement plus additional
benefits of $100 a day for intensive care in the hospital.

4. On December 16, 1976, there was issued a No. 764 Hospital Medicare
Supplement Policy to Mrs. Lowry, policy No. 760,392,452 which was a guar-
anteed issue. In retrospect, this Medicare Supplement probably should not have
been issued because of the existence of other coverages. Apparently, since this
particular product was a guaranteed issue, it did not become personally reviewed
by an underwriter.

5. On April 22, 1977, a Traffic and Travel Accident Policy was issued to
Mrs. Lowry.

6. On April 2, 1977, an Intensive Care Policy No. 770,150.792 was issued, but
was voided as Mrs. Lowry already had a plan of this kind in force.

7. On April 22, 1977, the Company issued policies 5,432,306 and 5.432.307
which were life insurance policies for Kenneth and Robert Lowry. I am attach-
ing photocopies of the applications which show the signatures of Mr. Kenneth
Lowry and Mr. Robert Lowry. We have since learned that Mr. Robert Lowry
and Mr. Kenneth Lowry may not sign the applications, but were signed by Mrs.
Lowry. We refunded the entire amount of $842. This action was taken imme-
diatelv when we did discover these were not properly signed.

8. On April 6, 1977, we issued three Juvenile Estate Life Policies on Mrs.
Lowry’s grandchildren ; nolicies 5,423.861. 5,423.862 and 5.423.863.

9. Mrs. Lowry was also owner of four policies on her life: policy 5.393.843.
issued December 15, 1976. That nolicy was vrided as of the issue date. Policy
4,854,476 was issued June 14, 1976 : policy 5,248 470 was issued on June 3, 1975:
policy 5,413,376 was issued on March 2, 1977.
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10. It did appear from our review, of the underwriting file for Mrs. Lowry,
that the life policies could have had a definite need. The files would reflect that
at the time of issue, Mrs. Lowry was in a strong financial position.

11. We are concerned with the abuse of the senior citizen in the sale of
insurance. We have taken action to attempt to curb such abuse when we have it.

12. As a means of assuring fair treatment of senior citizens, Bankers Life
and Casualty Company has established several rules concerning abuse in the
sale of Accident & Health insurance to senior citizens.

13. The most important of the current rules are: (1) For individuals 65 or
over, the maximum allowable premium, including substandard, for all Accident
& Health policies for all companies, is $50 monthly. We have established exten-
sive computer systems involving a computer check of all in-force business when
a new application is received. Our agents are required to carefully review a
prospective insured’s current coverage and note such coverages on the appli-
cation. (2) A policy for an age 654 policyholder, which has been lapsed less
than 12 months must be reinstated, upgraded or exchanged. Such a policy lapsing
over a 12 month period can be rewritten, but such rewrites are limited to one
in a 12-month period. (3) The Company will not allow any switching of an
over-65 policy to another policy in Bankers or any affiliated Company regardless
of any explanation given by the agency associate.

14. These rules have heen adhered to by the Company. For example, to
monitor the success of our rules, I reviewed the computer records on rejection
of applications for the reason that a person over 65 has $50 per month in
accident and health premiums.

Percent of

Number of allA & H,

Month rejections premiums
November 1977__ 130 6.6
October 1977__ __ 98 4.1
September 1977 83 3.4
August 1977_____ 70 2.7
July 1977 64 3.0

15. We carefully train our agency associates to use common sense under-
writing in the saie of insurance to the senior citizen. We tell our agents when
selling health insurance to people in the over age 65 market, that we, the Com-
pany, and the agent incur legal, social and moral responsibilities to help these
people identify their proper insurance needs and prevent situations that would
constitute overinsurance or undue financial hardship. Qur agents are made
aware that because of the prospect’s age, the normal anxiety relating to the
increased possibility of illness, and ever increasing hospital and medical costs,
that such a person is quite susceptible to being taken advantage of. We teach our
agents to review the finances of a senior citizen prospect, We tell our agents to
judge an applicant’s ability to pay not by how much he has in the bank, but
on the actual income they have from their pension or other retirement as well
as social security.

16. The Life policies written by ex-agent R.M. on the lives of Robert and
Kenneth Lowry appeared to have been signed by Mrs. Lowry rather than her
two sons. The Company issued these policies on the assumption the applica-
tions were signed by Robert and Kenneth Lowry. When the purported applicants
contended otherwise, we made refund and rescission as requested. Our attorney
for Agents Licensing matters is also investigating the matter to determine if
ex-agent R.M. should have his file in the Insurance Department and the Com-
pany indicate “termination for cause”.

17. We issued the duplicate policies mentioned in Mr. Lowry’s November 30,
1977 letter, since it was apparent Mrs. Lowry could not locate the original
policies.

18 The Company has granted a full refund of all premiums we received for
all applications of Mrs. Lowry. All policies issued were rescinded. This action
was explained to Mr. Robert Lowry on December 5th.

19. On October 13th, Mr. William Grubbs of our Company met with Regional
Sales Manager, William Tobin, Mr. Robert Katz and Mr. William White of the
Ohio Insurance Department, along with Mr. Lowry. Our Company explained
Mrs. Lowry’s coverage to the Department and Mr. Lowry at that time, along with
an accounting of all premiums for all of the policies she purchased.’
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20. It was agreed at that time, that Mr. Lowry would notify Mr. Grubbs before
November 14th as to whether or not be wished rescission of the two policies
issued for Kenneth and Robert Lowry. We did not hear from Mr. Lowry as to
his decision.

21. The decision to grant the refund was not based on the Company’s con-
clusion that Mrs. Lowry was overinsured or was mistreated in the sale of these
policies. We made the refund as an accommodation for Mrs. Lowry, considering
her apparent present circumstances.

If you have further questions, please feel free to write or call. Thank you
for the time and attention you have given this matter. ’

Sincerely,
MicHAEL J. DRESSENDORFER,
Government Relations Department.

STATE OF NORTH CAROLINA,
R DEPARTMENT OF INSURANCE,
i T Raleigh, N.C., March 29, 1978.
Re: Lucille W. Lowry and Robert Lowry.
MicHAEL J. DRESSENDORFER,
Government Relations Depariment,
Bankers Life & Casualty Co., Chicago, I11.

DEAR MR. DRESSENDORFER : Your file will reveal that you furnished this office
a report on January 13, 1978 with a supplemental letter on January 18, 1978 en-
closing material omitted from the first letter.

In keeping with our normal practice we have supplied the complainant, Robert
Lowry, with a copy of your report and we now have the attached response from
him addressing the contents of your letter which he has numbered by paragraph
for convenient reply.

We are aware that the refunds for all policies sold Mrs. Lowry have been made
and that the agent reportedly making the sale of this life insurance on Mr. Lowry
is under investigation. We also realize that all of these transactions occurred
in another State, however, the nature of the charges brought against your com-
pany which is licensed in North Carolina are of sufficient scope to make it neces-
sary that we interest this Department further in this matter on the premise
that we monitor the conduct of all companies when charges of this nature arise
regardless of where they occur.

We consider this a fundamental obligation to our citizens which we are required
to protect by law. .

In reviewing Mr. Lowry’s comments we find interest in and request explana-
tion of the following numbered items on the basis that if he is correct, we are
entitled to further explanation.

These items are No. 7, No. 8 No. 10, No. 11, No. 12, No. 13, No. 14, No. 15, No. 16,
No. 17, No. 18, No. 21. :

We trust that you will furnish a complete response to the questions and obser-
vations of Mr. Lowry as promptly as possible.

Very truly yours,
FRED L. SEAMAN,
Assistant Deputy Commissioner,
Consumer Insurance Information Division.

Attn. : Mr. Fred L. Seaman, Assistant Deputy Commissioner, Consumer Insurance
Information Division.

Re Analysis/Reésponse to Bankers Life & Casualty Co. letter of January 13, 1978
to the North Carolina Department of Insurance.

Hon. JoEN R. INGRAM,

Commissioner of Insurance, Department of Insurance, State of North Carolina,
Raleigh, N.C. )

DEAR MR. SEAMAN: In order to facilitate an understandable discussion of the
various issues touched on, I have numbered the paragraphs on the accompanying
copy of the Company’s letter. Please read each numbered paragraph in the
Company letter and then refer to the corresponding item number in the analysis/
response. Certain issues or subject areas not mentioned in the Company letter,
but considered relevant to the overall problem, are discussed in my analysis. For
convenience, Mr. Dressendorfer is referred to as Mr. “D”. :
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1. This original, three-part Health policy No. 730,576,561 may have been the
most reasonable policy of the entire program. (The annual premium was $220.91.)
However, the later “conversion” of the Hospital Indemnity portion considerably
increased the cost.

2. With the removal of the Hospital Indemnity portion, the premium on the old
policy was reduced to $109.64. The Hospital Indemnity coverage paying benefits
of $14.28 per day (per Mr. Grubbs and Mr. Tobin) had apparently cost $111.27
per year. The new, “converted” Hospital Indemnity policy No. 770,052,917 had an
annual premium of $284.72 which resulted in a cost increase of $173.45 (2569,),
yet benefits only increased to $30.00 per day. The very high cost of this converted
policy is felt to be disproportionate to the small increase in benefits and, for this
reason, I requested rescission and refund on this policy in my November 8 letter
to the Company. I suggest that possibly the real reason for the salesman’s sug-
gestion to.convert was: a.) to accomplish a new policy sale or, b.) to remove
Mrs. Lowry from a policy coverage not “cost efficient” to the Company (the rates
for which could only be raised by class and throughout the state). Within some
circles this sales tactic is considered a form of “twisting”.

3. This Intensive Care coverage was certainly the favorite of the various
Bankers agents in that at least two (and possibly three) duplicate policies were
apparently sold to Mrs. Lowry and subsequently refunded. I had planned to
maintain this coverage for the time being.

4. Mr. D. recognizes this policy as inappropriate in view of existing coverage.
The selling agent who suggested it was quite familiar with the existing coverage.
Thus far, this is the only admission of possible oversale or inappropriate cover-
age by the Company . .. out of the entire 16 sales accomplished within a period
of two years. :

5. This was a relatively inexpensive coverage and we had decided to maintain
the policy. The policy was delivered seven months after its issue date,

6. As previously mentioned in Item No. 3, this was the third (and second dupli-
cate) sale of this same Intensive Care coverage. The second sale was in December,
1976 by Agent Walsh, This is puzzling because Walsh was the same Agent who had
sold the original coverage only nine months earlier, in April, 1976. The subsequent
repeat sales were each increasingly expensive: No. 1 $73.09, No. 2 $109.64, No. 3
$129.82,

The excuse provided by the Company for such duplicate sales was an absence of
records or client’s file maintenance at the local offices. The fact that Agents from
two separate Bankers offices in Dayton, Ohio were working (with) Mrs. Lowry
was also tendered as a possible reason for confusion and duplicate sales. Mrs.
Lowry had entrusted the planning of her insurance program to the Bankers “pro-
fessionals” and obediently followed their guidance. She was, in fact, confused as
to what coverage she had ag were, apparently, the Agents who were intent on sell-
ing her still more policies. Her handwritten notes reveal that she was receiving
conflicting guidance from the various Bankers Agents, including conflicting advice
as to which of her health policies with other companies should be kept or dropped.

7. The Company is quite sensitive regarding the manner of creation of these
policies and their subsequent handling of the resultant problem. A number of mis-
leading statements which attempt to portray an openness and promptness of cor-
rective action are contained in Company correspondence to myself and to investi-
gating officials. In light of this, the key question becomes, “On or about what date
did the Company discover that the policy applications were improperly or fraudu-
lently completed ?’

In mid August, I discovered the existence of two mysterious policies, which
apparently concerned my brother and I, through the canceled premium checks in
my mother’s possession. Bankers Agent Paul Grooms was contacted and asked to
provide information as to the nature of the policies since they were not in Mrs.
Lowry’s possession. On August 25, Mr. Grooms telephoned to inform me that the
policies were on me and my brother’s lives. that they had been issued on April 22,
1977, but had never been delivered to Mrs. Lowry. Twice during the conversation,
Mr. Grooms suggested that the policies might not fit our needs and that he would
be willing to order their cancellation and provide a full refund of all premium
payments. The Company seemed curiously reluctant to make delivery of these
policies. (At this time, T was still unaware that the Company had similarly failed

to deliver four other policies issued in April.)
My suspicions aroused by the number of selling Agents involved, the apnearance
of oversell and the extremely high premium outlay to this one Company, I refused
to sign a Company statement of “Lost Policy” and requested both the missing
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policies and an accounting of all policies through Mr. R. Katz, Warden for the
Ohio Department of Insurance. The two subject policies were finally delivered
during the October 13 meeting with Mr. Grubbs and Mr. Tobin in Mr. Katz’ office.
At that time, I stated that the signatures on the application forms were not mine
or my brothers and that both were possibly signed by Lucille Lowry. “Our” signa-
tures were, however, witnessed or authenticated by selling Agent Ronald Mont-
gomery. If the Company did not know that the applications were improperly
signed by the time Mr. Grooms suggested cancellation in August, they were in-
formed of such on October 13.

A check for $842.24 identified as an “Issue Date Refund” (copy enclosed), for
the two subject policies, was subsequently reccived from the Company on Decem-
ber 12, 1977. Interestingly enough, this Company check No. 495917 was stamped
with a date of issuance of October 7, 1977. While no request for a refund on these
policies had been made. Mr. Katz had asked for copies of the original application
forms in his letter of September 28 to the Company. It is reasonable to assume
that the Company had some motive for issuing.the check at that time, possibly in
preparation for the scheduled meeting on October 13. Further, the check was
probably in Mr. Grubbs’ possession during the meeting, but no request for refund
was made and the check was never shown nor offered. In view of the above
deseribed events which strongly suggest that the Company had prior knowledge
of the improper creation of these policies, how can Mr. D. now claim that the
refund “action was taken immediately when we did discover these were not
properly signed.”?

A number of reasonable questions arise which are relevant to any examination
of this Company’s business practices, controls against abusive sales tactics,
promptness and adequate in taking necessary corrective action, and candor in
dealing with investigating officials or regulatory agencies.

(2) When did the Company discover the policies were not properly created?

(b) Why were the policies withheld and not delivered until nearly six months
after date of issue?

(c) Why were the policies stamped ‘“Duplicate” when finally delivered: was
this not a rather obvious method of covering up for the long delay in delivery?

(d) Why did Agent Grooms suggest that I might wish to cancel the undelivered
policies on August 25 with the offer of a full refund?

(e) Was Mr. Grooms' suggestion not prompted by his or the Company’s dis-
covery of an improper, if not illegal, act by one of their agents?

(f) When was selling Agent Montgomery dismissed and on what grounds?

(g) If representatives of the Compnany had prior knowledge of the imvproper
creation of these policies, why was there no one with the honesty, integrity and
courage to bring this to the attention of the client and stop the collection of
monthly premium payments?

8. These grandchildren policies were acceptable and no cancellation was re-
quested. As with the policies described above, these were not delivered until six
months after issue date and were incorrectly stamped “Duplicate”.

9. This is correct.

10. The issues and subject matter touched on in this paragraph are worthy of
a much more detailed statement of justification, particularly in view of my
frequently expressed complaint regarding oversale. It would be most approvriate
and interesting to learn what “definite needs” the life policies were intended to
meet. Mrs. Lowry had the following life insurance coverage in force at the time
of purchasing the various Bankers policies :

LIFE INSURANCE, LUCILLE W. LOWRY

Year of Death

Company Status - issue benefits
Midland Mutual_ _.______ o aoo_ 1924 $1,000
Union Centraf___ [ 1960 2,000
New York Life_. 1932 5,000
Do._.__... 1954 5,000
Do__.. _. Annual premium 1968 25,000

D0, e e e 1968 25,000

Total Yife insurance coverage in force pius ac- : -
cumulated dividends . e cccmm e me e mmem 63,000
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Mrs. Lowry has no one dependent upon her for support. Her two married sons,
ages 43 and 46, are and have been independently self-supporting for many years.
Who was dependent upon future death benefits from these policies? As one of the
two designated beneficiaries to the policies listed above and to the more recently
purchased Bankers Life policies, T am not unaware of the comforts which can be
derived from receipt of “windfall income”, but neither my brother nor I are de-
pendent upon these future benefits. What constitutes the “definite need” described
in the statement by Mr. D? I suggest the possibility that the “financial needs” of
the selling agent were a much stronger factor in the creation of these life policies
than any concern for Lowry heirs or sound estate planning, particularly in view
of existing coverage.

“The files” referred to by Mr. D. appear to contain the key information which
serves as the basis for the Company’s interpretation of “definite need” and their
determination that, “at the time of issue, Mrs. Lowry was in a strong financial
position”. During the October 13 meeting, I was denied access to these files by Mr.
Grubbs. His position was that the Company’s first obligation was to protect the
“best interests” and privacy of their client, Lucille Lowry, and that revelation of
the confidential, privileged information contained in these files would not be in
keeping with this obligation.

Mr. D.’s reference to Mrs. Lowry’s “strong financial position” at the time of
issue and his much more pointed statement in paragraph No. 21 regarding “her
apparent present circumstances” attempt to suggest an altered or deteriorated
financial situation due to causes beyond the Company’s knowledge. It has been my
contention that the deteriorated “present circumstances” were directly attribut-
able to the rapidly growing financial involvement with the Company which repre-
sented an unbearable drain on her income and resources for the payment of in-
surance premiums. The facts are that one of Mrs. Lowry’s important income pro-
ducing assets, her savings accounts, were being gradnally reduced due to large
withdrawals for the payment of annual and quarterly premiums. Fortunately,
both her income as beneficiary of the trust account and her Federal benefits have
increased somewhat.

In both Mr. Grubbs’ letter of December 5 and in the present letter from Mr. D.,
the Company has conveniently portrayed itself as “accommodating” an unfor-
funate person who has fallen on hard times. They have consistenly avoided a
direct and detailed response to the charges contained in my letter of November 3
to the Company :

(a) That an appropriate evaluation was not accomplished of Lucille Lowry's
existing insurance covearge, her present residential circumstances and financial
ohligations, and, most importantly, her real need and ability to pay for so much
additional insurance. The Company’s vague references to a “review of the (se-
cret) underwriting file” does not constitute an adequate justification of their
actions nor an explanation of “definite need”.

(b) That the accomplishment of sizteen separate sales of insurance policies
(less four cancellations and refunds) within a two year period was an obvious
abuse by Company representatives which clearly demonstrates an irresponsi-
bility within the fiduciary relationship of advisor and client.

(¢) That the resulting financial committment to annual premium payments
amounting to $9,158.61 represented approximately 689 of Mrs. Lowry’s annual
income and thus constituted not only an unreasonable financial burden. but an
indefensible abuse of her confidence and an unconscionable, possibly malicious,
attack on her resources.

The circumstances and facts detailed above certainly betray the ineffectiveness
of the Company’s training program or code of behavior which is so eloquently
described by Mr. D. in paragraph No. 15 of his letter.

11. It would be reasonable to ask how long the Company has seriously evidenced
a concern for protecting senior citizens from abuse in the sale of insurance. I'was
informed, by a senior official of the Pennsylvania Department of Insurance, that
Bankers Life and Casualty had been seriously involved in abusive practices of
sales of unnecessary insurance to Pennsylvania senior citizens during 1973 and
1974. It would be relevant to know to what extent they were involved there and
what corrective actions were required by the authorities.

If, for a moment, one could assume that an improper sales practice was called
to the Company’s attention in 1974, what excuse or justification now exists for
agents of the same company to practice similar abusive sales tactics in the neigh-
boring state of Ohio or elsewhere in 1975, 1976 or 19777 Can either agents or
Company home office officials dare to claim they were unaware that such prac-
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tices, as described in the enclosed Pennsylvania press release, were no longer
to be tolerated? You will note that a majority of the condemned sales practices
described in the press release checklist were accomplished in the Company’s deal-
ings with Mrs. Lowry. With the present evidence of the Company’s behavior 5o
readily apparent, can this company properly claim to be effectively self-
regulating?

12. Mr. D. has now narrowed the scope of his explanation to the field of Acci-
dent and Health insurance. Some of the Health policies sold to Mrs. Lowry were
considered execessive and of doubtful value, but the major strain on her financial
resources was caused by the various expensive life policies. With reference to
sales of life coverage, would not similar rules be equally appropriate “as a means
of assuring fair treatment of senior citizens”?

13. Mr. D. has stressed the importance of the described rules designed to pre-
vent abuse of senior citizens. Unfortunately, Mrs. Lowry was not a beneficiary
of this “protection”. The premiums for her Banker’s Health and Accident policies
averaged $47.68 per month in addition to her Blue Cross, Blue Shield and other
previously existing Health coverages. (This amount is, of course, apart from the
premiums Mrs. Lowry was paying the Company for her life insurance policies’ . . .
averaging $715.53 per month!) ’

The establishment of “extensive computer systems and checks of all in-force
business”, as described by Mr. D., are worthless if the applications do not detail
such other coverages. He states, “Our agents are required to carefully review a
prospective insured’s current coverage and note such coverages on the applica-
tion.” Why was this not done in the case of Mrs. Lowry? On most of the attached
application forms there is simply the scrawled notation, “Medicare and BL&C”.
Only on the original application for Health policy #730,576,561, issued in No-
vember, 1973, was the Blue Cross mentioned, but no other coverages were de-
seribed. No indications of monthly or annual premium amounts for existing cov-
erages were included on the application forms despite a specific block which ré-
quests such information.

There seems to be little point to a recitation of “Company Rules”, the “careful
training programs” and good intents of the Company if its representatives ignore
them. The existence of rules, mottos and codes of behavior may serve a practical
purpose, however, in advertising and public relations. They can be referred to with
pride or conveniently trotted out to stifle some complaint or defuse an investiga-
tion by a regulatory official. The defense strategy is all too obvious, “That (inci-
dent) could not have happened because the Company rules don’t allow it.” or,
“If it did happen, that certainly was not the way those agents were trained or
told to behave.”

During the October 13 meeting, Mr. Grubbs mentioned that the Company had
experienced a turnover of approximately 2,000 agents during the past year. His
meaning, I assume, was to suggest that hard working, honest and faithful repre-
sentatives were hard to find. With such a turnover, I would also assume that
training programs are less effective than might be desired. This is a Company
problem and I sincerely resent the fact that Mrs. Lowry was used as a training
ground and that their problem has become our problem. The point is clear : rules
may exist, but their usefulness to the consumer is minimal if they are not enforced
and if agents are not checked by supervisors as to compliance. After having care-
fully “reviewed the entire file”, Mr. D. decided to include a description of certain
Company rules and training guidance. I am surprised, but pleased that he included
these for they have been ignored in nearly every instance in the specific case of
Mrs. Lowry. Are we expected to believe that she is a unique exception and that
other senior citizen clients in North Carolina, Ohio, Pennsylvania and elsewhere
will benefit from the protection afforded by these rules? The Company’s past
track record suggests otherwise.

14. Mr. D. says, “These rules have been adhered to by the Company.” At the
risk of appearing overly repetitious, I must again point out that this is not a truth-
ful or accurate statement (see above). As I have mentioned previously, the Com-
pany’s handling of our complaint has been deceptive rather than frank and their
correspondence concerning the situation is riddled with statements which are
intentionally misleading. Their decision to deal with me, the perceived antag-
onist, in this manner was not unexpected, but I am very much surprised that the
responsible Company officials would risk jeopardizing their considerable business
interest in this state by utilizing the same deceptive tactics in their official re-
sponse to the inquiry made by the North Carolina Department of Insurance.
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It is interesting to note the steady increase in both percentage and npmber of
rejections from July through November, 1977 in the compute_r flz'tta provxdgd. But,
why is there no data prior to July? I suggest the strong possibility that t}us Com-
pany rule is a new one (i.e. as of May or June, 1977) and that compliance by
agents is increasing as news of the rule spreads.

In recognition of the pride with which Mr. D. presents_ thq Company‘ rules
established for the protection of senior citizens, perhaps if will l?e pons_1dered
nitpicking if I point out what appears to be an area of serious omission in rule
No. 1if the rule is intended to avoid overloading or strain on the client’s bu‘dget
and resources. Average, necessary expenditures for housing, food, medications,
transportation and, in some cases, life insurance premiums are factors whose
relevance cannot be denied and which must figure in any equation designed to
evaluate a client’s capability to assume additional financial committments. Rather
than setting some arbitrary dollar amount as a maximum allo‘yable premium ob-
ligation, I suggest that a safer, more equitable premium maximum could pe es-
tablished as a percentage of average monthly income. For thousands of 911ents,
the $50.00 maximum could represent 259% or more of average monthly income
and would be excessive. When were these rules created and what circumstances
prompted their creation? They may form a part of some corrective actions which
were required by another state’s regulatory agency.

15. The validity or truth of the first sentence in this paragraph is clearly (_lis-
proved by a review of the correspondence and case history detailing Lucille
Lowry’s financial overinvolvement with the Company. The following, rather
laudable, Company interpretation of appropriate business ethics and practices
again appears to deal exclusively with the subject of Health insurance sales.
Is this a safer ground for the Company’s posturing of virtue and moral concern
for the client’s welfare? There is a definite avoidance of any mention of the
ethics involved in life insurance planning and sales throughout the Company’s
correspondence. This ommission is puzzling and perhaps deliberately mislead-
ing within the context of a discussion or investigation concerning policies re-
quiring an annual premium expenditure of $9,158.61, of which 949, is life
insurance premiums. The Company’s ploy seems rather transparent with their
“Let’s talk about what I want to talk about” attitude. Are we to assume, and
be fairly warned, that the Company amd the agents do not similarly “incur
legal, social and moral responsibilities to help these people identify their proper
insurance needs and prevent situations that would constitute overinsurance
or undue financial hardship” in the sale of life insurance?

The paragraph’s last sentence is particularly commendable, “We tell our
agents to judge an applicant’s ability to pay not by how much he has in the
bank, but on the actual income they have from their pension or other retirement
as well as social security”. While this statement probably refers to premium
outlay for Health coverage, it seems equally appropriate, with few exceptions,
to the planning for a life insurance program. The Company obviously does not
see the correlation or rejects the applicability of this judgemental factor to the
sales of life insurance coverage. The “guidance’” received by Mrs. Lowry resulted
in the creation of a Bankers insurance program with an average monthly pre-
mium obligation of $763.21 representing 689, of her average monthly income. Of
this amount, $715.53, or 63.5% of monthly income, applied to payment of pre-
miums on expensive, unnecessary life insurance policies. The Company’s assess-
ment of this situation. as expressed by Mr. D. in paragraph No. 21, is that Mrs.
Lowry was neither mistreated nor overinsured in the sale of these policies. We
may conclude, therefore, that the history of sixteen policy sales within a two year
time frame and the resulting financial committment to premium expenditures
reaching 689 of a client’s income is, in the Company’s view, aceeptable and per-
haps even standard business practice. We have also established the apparent
existence of a double standard within the Company rules and sales guidelines
(Health vs. Life coverages) which were ostensibly designed to protect the elderly
client from abusive practices. -

16. Once again, either Mr. D. has not reviewed the files of correspondence care-
fully or the Company has experienced yet another communications “misunder-
_stapdmg”. He says, “we made refund and rescission as requested”. As previously
indicated, I clearly stated, at the Oct. 13 meeting in Columbus, Ohio and again in
my l'ette.r of November 30 to Commissioner Ingram, that the signatures on the
applications were not mine nor my brother’s. No request for refund or rescission
on these two highly improper policies was even made pending possible civil or
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criminal prosecution. The decision to refund was made by the Company alone
and was undoubtedly in recognition that a wrongful act had been committed,
and to avoid possible legal action. -

Under the circumstances, I feel it is appropriate to inquire the date on which
Mr. Montgomery became “ex-agent Montgomery” and the reasons for his ter-
mination. Was there a connection between his sale of these policies to Mrs. Lowry
and his termination? Is the act of encouraging and authenticating the improper
signing of applications considered a “cause” for termination? Was his super-
visor, Agent LaBovick, who generally accompanied him on the sales visits to
Mrs. Lowry and co-brokered one sale with Montgomery, also held partly respon-
sible for what transpired? In a company which claims to be so concerned about
propriety of conduct with senior citizen clients, why would nearly six months
have to elapse before an investigation is initiated to determine whether or not
Montgomery’s termination should be identified as “for cause”? To which Insur-
ance Department would Mr. Montgomery’s file be referred, Illinois or Ohio?

17. This paragraph is partially true, but the Company persists with the insin-
uation that Mrs. Lowry lost the original policies despite Agent Grooms’ state-
ment to me that the policies had never been delivered. The sentence is yet
another example of the skillfully crafted phraseology which avoids an outright
falsehood, but attempts to deceive through misleading the reader. In effect, it
is true that “Mrs. Lowry could not locate the original policies”, but this is
because she never had them in her possession. I suggest it is now high time that
the Company provide proof of an earlier, original policy delivery. At the same
time, proof of earlier, timely delivery could be provided for Accident policy
#1770,149,043 issued April 22, 1977 and the three Juvenile policies #5,423,861;
#5,423,862; and #5,423,863 issued on April 6, 1977. All of the above policies
were finally delivered during or shortly following the October 13 meeting and
were erroneously stamped “Duplicate”.

The Company’s “lost policy” insinuation is particularly hard to accept when
all other Company policies were located in Mrs. Lowry’s safe deposit box at the
Lebanon bank. Rather neatly filed in her apartment was nearly every other docu-
ment relating to her contacts with the Company ; cancelled checks, refund check
vouchers, sales brochures, envelopes and booklets with notes of decisions
reached during meetings with agents from Bankers. It is unknown whether the
non-delivery of these six policies was an act of oversight, negligence or embar-
rasment at the discovery of oversale and improper acts.

18. The Company has apparently “granted” a full refund of all premiums paid
in by Lucille Lowry. This rescission and refund of all policies was not requested in
my November 3 formal letter to the Company. The Company’s decision to re-
seind all policies was very definitely not explained, nor was it even mentioned
in Mr. Grubbs’ letter of December 5. The heading of Mr. Grubbs’ letter listed
only the Life policies '#4,834,476, #5,248,470, #5,413,376 for which rescission
and refund had been requested, plus the policies #5,432,306 and #5,432,307 on
Robert and Kenneth Lowry, for which rescission and refund was not requested.
No other policies or coverages are described or referred to in the letter.

Mr. Grubbs' letter closes with, “we herewith enclose a full refund of the
premium we have received. The policies issued herein are, as of this date, re-
scinded and are under no force and effect”. No mention nor explanation was
provided concerning the rescission of the eight other Health, Accident and Juve-
nile policies. only one of which, Health policy No. 770,052,917, it was our inten-
tion to rescind. The Company’s actions in this regard came as a complete sur.
prise. Were we to interpret this blanket cancellation as a petty act of revenge for
having requested undelivered policies, adjustments and corrections in Mrs.
Lowry's insurance program? Or, in view of our questioning the sales tactics,
the frequency of visits and sales, and the number (two and three) of salesmen
arriving together, was this a ‘“closing of the books” on an elderly and trouble-
some client? While we were not enormously pleased with the Company’s past han-
dling of her insurance program, due to her advanced age, we had decided to
maintain some of the Health and Accident coverage for the time being. Indeed,
Mr. Katz' letter of December 14 (copy enclosed) indicates his interpretation of
the Company’s December 5 communication as encompassing refunds on Life poli-
cies only and he urges that we consider continuation of appropriate Health
coverages.

Thus, we now have a situation wherein the original series of abuses involving
improper documents and the oversale of insurance have been unnecessarily
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complicated by intentionally misleading statements from Company officials
and, finally, by the undesired cancellation of all coverage for this elderly woman.
This behavior can scarcely be regarded as the corrective actions of a respectable
business firm which proclaims a concern for protecting the interests of senior
citizens and recognizes the Company’s “legal, social and moral responsibilities
to help these people”. It seems appropriate that a company’s image and reputa.
tion should be based on the realities of what it does rather than upon its artfully
prepared statements of intentions.

During the meeting on October 13, Mr. Grubbs cited “clerical error” as the
culprit in certain questionable practices involving altered signature blocks and
unsigned application form copies within policies. The same excuse will probably
be offered when the Company is reminded that each Health and Accident policy
sold to Mrs. Lowry contains the clearly labeled statement, “The Company may
not cancel this policy”. Is this not simply one more “rule” or policy statement,
designed to protect the best interests of the client and the public image of the
Company, which is conveniently forgotten or set aside when necessary?

In the event of a serious complaint regarding the blanket cancellation of all
policies, the Company’s defense posture is already prepared. A break down of
communications or a “misunderstanding” of Mr. Grubbs’ instructions will have
occurred in the office that issued the check. Certainly Mr. Grubbs’ letter of De-
cember 5 makes no mention of cancellation of Health policies and very clearly
spells out the policy numbers of the Life policies which were being cancelled.
Aware that the unrequested cancellation of all Health policies would leave this
elderly client without insurance protection and, aware also that such an action
would be viewed negatively by others, the deed was accomplished unobtrusively
simply by failing to mention the Health policies within the letter. Mr. Grubbs
was mindful of the need to avoid stimulating a negative reaction among the dis-
tinguished and lengthy list of individuals who were scheduled to reccive copies
of his December 5 letter. I strongly suggest that it was the intent of that letter
to confound and placate the readership while appearing to bring the entire matter
to “an amicable conclusion”. Again the question may reasonably be asked ; can
the above described handling of this problem situation be considered standard,
proper or acceptable business practice?

19. Mr. Grubbs and Mr. Tobin did interpret much of Mrs. Lowry’s insurance
program during the October 13 meeting. The premium accounting explanation,
became overly complicated and time consuming so I requested a written ac-
counting for all Life insurance premiums paid in. This accounting was received
subsequently, but, as indicated previously, their figures do not tally with the can-
celled checks in my possession.

20. This is essentially true. My formal response to the Company on November 3
did mention the two subject policies, but indicated that no decision had, as yet,
been reached as to their disposition. This position was taken on the advice of
legal counsel.

21. This paragraph is particularly significant in that it appears to represent
the Company’s overall assessment or evaluation of the quality of service pro-
vided to Mrs. Lucille Lowry within an extensive business relationship. The
statement may reasonably be interpreted as Company conclusion that Mrs.
Lowry was not mistreated and was not overinsured in the sale of these policies.
In his letter of December 5 to Senator Adlai Stevenson, Mr. Grubbs stated, “We
feel we have acted in good faith in regard to Mrs. Lowry’s purchases”. With
these statements providing a frame of reference, we may deduce that the Com-
pany maintains an unusually liberal approach toward its definition of what
constitutes acceptable or standard business practice.

The Company has concluded that no mistreatment took place in the sale of
twelve separate, largely unnecessary, insurance policies within a two year period
and the resultant creation of a finapcial burden in annual premiums amounting
to $9,158.61 or approximately 689 of the elderly client’s income. No mistreatment
occurred in the preparation of applications and sale of two undesired policies on
the lives of adult sons, nor in the non-delivery of these and other policies. The
presence of two or three aggressive young Agents during a sales visit would not,
from the Company’s viewpoint, constitute inappropriate pressure tactics. Over-
insurance with new Bankers policies did not occur, according to the Company,
despite the existence of a variety of Health coverages and more than adequate
Life coverage with other companies. Finally, within the same context, the Com-
pany possibly intended no mistreatment in its action of an abrupt, unrequested
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cancellation of all Health insurance coverages for this client. It is fortunate,
_indeed, that most business firms have a much more conservative attitude in re-
gard to acceptable business practices and factors which would represent mis-
treatment, particularly with respect to dealings with senior citizens.

Despite the Company’s apparent conviction that no mistreatment occurred
within its business relationship with Mrs. Lowry, a decision was reached to
cancel and refund all thirteen policies then in force although cancellation had
been requested only on four of the most expensive coverages. Mr. D. says, “We
made the refund as an accommodation for Mrs. Lowry, considering her apparent
present circumstances.” For the record, Mrs. Lowry’s “present circumstances,”
as of December 5, were no worse than they had been in September when the
complaint alleging oversale was first filed with Ohio authorities and the Com-
pany was notified. This relatively minor point is mentioned only to show the
time frame within which the Company apparently experienced a change of
heart; a period wherein the Company became aware of the interest and concern,
on the part of Federal officials and consumer oriented groups, for a satisfactory
resolution of Mrs. Lowry's problem and complaint. The fact is that the only
“geccommodation” offered by the Company, during the October 13 meeting, in-
volved the cancellation and refund of the two fraudulently created policies, a
thirty day grace period for the family to consult and render a decision as to
which policies of the program would be maintained, and a suggested “adjust-
ment” to the program by lapsing the life policies.

While the two extremely expensive Life policies represented 70% ($6,455.00)
of Mrs. Lowry’s annual premium payments to the Company, the suggestion
to lapse these was rejected. Though considered undesirable and unnecessary,
it is common knowledge that Life policies which are lapsed within two or
three years of their issue date provide a negligible return of the dollars
invested due to their minimal cash value. Convinced that these policies rep-
resented the grossest example of overinsurance and exploitation, I requested
rescission and full refund on these as a more appropriate and logical alternative
or solution. In his December 5 letter, Mr. Grubbs chose to avoid mention of
my alternative request and insinuated that my letter of November 3, containing
the request, was never received. Surprisingly, he commented on my failure to
“gdvise us if your mother wished to allow the two life policies on herself to
lapse. We have not heard from vou in this regard.” After referring to the policies
as fulfilling a “definite need”, he said that, “a refund wouldn’t be due under any
rule or law”. Yet, despite the various Company statements of righteous and
correct behavior, of conviction that neither overinsurance nor mistreatment had
occurred, a blanket cancellation and full refund for all policies was made. “as
an accommodation for Mrs. Lowry, considering her apparent present circum-
stances’.

This statement’s suggestion of Company compassion and generosity is highly
suspect in view of the earlier rigidity of their position. The “present circum-
stances” referred to were a direct result of Mrs. Lowry’s deepening involvement
with the Company and are a subject of discussion in paragraph #10. I submit
that the Company’s ultimate decision to “accommodate” and refund was moti-
vated primarily by the desire to remove both itself and the problem issue from
the focused attention of increasing numbers of concerned officials and observers.
Certainly the Company was aware of the issue’s appearance of: impropriety in
the type and frequency of sales contacts with Mrs. Lowry ; insurance oversale,
in view of all prior existing coverage; and exploitation of a senior citizen's con-
cerns and resources through the creation of a contractual burden equalling 68%
of her annual income.

The “accommodation” made by the Company was offensive and petty in its
seemingly vengeful cancellation of all coverage. It is imperfect in that the Com-
pany refuses to admit or recogitize the occurrence of excesses in its sales contacts
and contracts with Mrs. Lowry, to apologize to her for these excesses, and to
provide assurances that the questionable practices will not be repeated with
other elderly clients. The “accommodation” is incomplete due to its failure to
address the issue of compensation for the anguish and actual expenses suffered
by Mrs. Lowry in the effort to correct this problem situation, as detailed in
Item #3 of my November 3 letter to the Coompany. Was this letter not received
by the Company ? . .

To prevent future abuses of the elderly in the sale of insurance programs,
adequate safeguards must exist within the companies themselves and, in the
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event of their failure, easily accessible and effective mechanisms for remedy
are needed at the state and Federal level. Based upon our experience, effective
safeguards are not utilized by this Company. 1 suggest that the mere refund of
$14,100 will not serve as an adequate deterrent to future abuses, whereas a
close monitoring and investigation of the Company's business practices would
have a. positive effect. Is this case history one of which the Company is proud?

Thank you for the opportunity to review the Company’s letter of explanation.
As has been repeatedly shown, the realities and facts of their business practices
are very frequently at odds with their public relations pronouncements.

.Sincerely,
RoBerT E. Lowry.

BANKERS LiFe & Casuvarry Co.,
Chicago, IlNl., April 5, 1978.
Attention : Mr. Fred L. Seaman, assistant depaty commissioner, consumer insur-
ance information division.
Re: Lucille W. Lowry and Robert Lowry.
Hon. JouN RANDOLPH INGRAM,
Commissioner of Insurance, State of North Carolina, Raleigh, N.C.

DeAR MR. SEAMAN : This will acknowledge your letter of March 29, 1978 with
attachments concerning the captioned matter directed to Mr. Michael J. Dressen-
dorfer, which has been handed to me for answer.

Please be advised that I have carefully reviewed your letter and attachments
together with the file,

You have requested a response to 12 paragraphs of Mr. Lowry’s undated letter .- -’

to you, which is attached. I believe the answers to the questions posed by Mr.
Lowry in his letter to you can be found in Mr. Dressendorfer’s letter to you
dated January 13, 1978.

Shortly after the advent of the federal legislation commonly lumped together- -

and called Medicare, in 1966 Bankers Life and Casualty Company which, as-you
know sells approximately 999, of its business through agents licensed in the
state in which they operate, the Company decided to provide coverage of the
initial deductible and co-insurance factors left uncovered by that legislation. As
the Company gained experience in selling this coverage, rules were enacted gov-
erning the sale of products to those persons over the age of 65, in order to prevent
abuses in the sale of insurance products to them. During the early 1970s, the com-
pany provided that the maximum allowable premium including substandard for
all accident and health policies would be $35.00 monthly—since raised to $50.00.

We have established extensive computer systems involving a computer check
of all in-force business’ when a new application is received. Our agents are
required to carefully review a prospective insured’s current coverage and note
such coverages on the application.

Incidentally, in the third paragraph of your above indicated letter, the state-
ment that “agent R. M. is under investigation” is not correct; our records indi-
cate he was terminated September 10, 1977.

As you point out in your letter, a refund for all policies sold to Mrs. Lowry has
been made and the transactions herein occurred in another state, but in addi-
tion, I would like to emphasize that the State of Ohio in which the transactions
occurred, made a complete investigation including a four-hour informal hear-
ing, and found it unnecessary to take any disciplinary action against the
Company.

It appears to me to be non-productive and inappropriate for either your Depart-
ment or the Company to expend any further time and funds on this matter. I am
certain that I don’t need to remind you the administrative costs of answering
correspondence and reviewing files becomes a factor in the computation of
premium rates which the insurance-buying public of North Carolina must pay.

We have done our best to satisfy Mr. Lowry and to answer your questions, and
regrettably no matter what we do, it doesn’t appear to me that we will be able
to satisfy Mr. Lowry.

Thank you for the time and attention you have given this matter.

Sincerely,
WiriaAM E. GrUBBS,
Director of Government Relations.

32-703 0-78 - 8

¥
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. ADDITIONAL MATERIAL SUBMITTED BY HAROLD R.
WILDE?*

ITEM 1. BOOKLET ENTITLED, “HEALTH INSURANCE ADVICE FOR

SENIOR CITIZENS,” PREPARED BY THE OFFICE OF THE COMMIS-
SIONER OF INSURANCE, STATE OF WISCONSIN

HEALTH INSURAHNCE ADVICE
For
SEHNIOR CITIZENS

THE PURPOSE OF THIS BOOKLET IS TO HELP SENIOR
CITIZENS DECIDE WHETHER OR NOT TO PURCHASE PRIVATE

HEALTH INSURANCE TO HELP SUPPLEMENT THE MEDICARE
PROGRAM,

Prease Reap It CareFuLLY:

Prepared By

State of Wisconsin
Office of the Commissioner of Insurance
123 West Washington Avenue
Madison, Wisconsin 53702

1978

! See statement, page 75.
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INTRODUCTION

Medicare, and Medicare supplement insurance, are
complicated. Don't be embarrassed if you have trouble
understanding some items.

As you go through this booklet, jot down any questions
that you may have. If the person trying to sell you a
policy cannot answer those questions (and a good agent
should be able to), feel free to contact the insurance
company involved, your loca! Social Security office,
or the Office of the Commissioner of Insurance.

IF YOU ALREADY HAVE INSURANCE TO SUPPLEMENT MEDICARE,
PLEASE READ THE FOLLOWING VERY CAREFULLY!

LR IR R 2R

A WORD OF CAUTION ON REPLACING YOUR PRESENT POLICY.

A new state rule requires all Medicare Supplement
policies to bear a special state-approved label and
contain a minimum level of benefits., This rule is
meant to make it easier for you to understand your
health insurance needs and to compare health insurance
policies you might purchase. But don't think that
your old policy is inadequate or needs to be replaced,
just because it isn't "up to date." Any decision

to replace an old health insurance policy should be
made extremely cautiously.

Replacing any health insurance policy with new
insurance may subject you to new waiting periods and
new exclusions for various health#onditions.
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I. GENERAL INFORMATION ON MEDICARE SUPPLEMENT INSURANCE

Medicare supplement Insurance is insurance sold by
private insurance companies to fill in some of the
"gaps" In the federal Medicare program. These "gaps"
are outlined in detail on pages 7 1o 9 of this
bookiet.

The foliowing general information should be heipful
to anyone who Is considering the purchase of this
type of Insurance coverage.

I. MEDICARE SUPPLEMENT INSURANCE IS SOLD ONLY BY
PRIVATE INSURANCE COMPANIES.

It is not sold or serviced by either the state or
the federal government. Although the Office of
the Commissioner of Insurance "approves" all policy
forms used by insurance companies, it does not
recommend particular companies or policles. Do
not be confused by misleading advertising or by
agents who suggest that Medicare suppiement
Insurance Is a government-sponsored program. |f
an insurance agent telils you he or she is from
the government and later tries to sell you a
policy, please report that agent's name to the
Commissioner's office.

2. NOT EVERYONE NEEDS INDIVIDUAL MEDICARE SUPPLEMENT
INSURANCE .

Anyone who is eligible for Medicaid (Title 19 - the
federal medlcal assistance program for low-1ncome people)
does not need to purchase any private health insurance.
This program pays almost all the health care costs for
anyone who is eligible. To find out about your eligibil-
ity for Medicald, contact your county social services
department.

Many people have health insurance as part of a
group while they are empioyed. |f you are covered
by a group plan, find out before you retire if this
coverage can be continued or converted to suitable
Medicare supplement coverage when you reach 65. |f

i
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your spouse is included in your group health plan,
find out what happens if he or she reaches 65 before
you do. Group insurance is usually less expensive
and often provides more coverage than insurance
purchased individually.

If you are eligible for Medicare (but not Medicaid) and
do not have other insurance, you have two choices.

The first is to rely entirely on Medicare and expect
to pay any other health care costs yourself. These
costs can be substantial for persons with long-term
i1inesses.

The second cholce is to purchase an insurance policy
to supptement Medicare. The types of policies which
are currently available to supplement Medicare are
described on pages 9 - I3. The coverage which is best
for you depends primarily on the state of your health,
and your abllity to pay the necessary premiums.

3. NO INSURANCE POLICY WILL COVER EVERYTHING WHICH
MEDICARE DOES NOT.

Medicare excludes certain types of medical expenses.
So_do Medicare supplement policies. Some items which
are frequentiy excluded from Medicare supplement
policies are: Private duty nursing, routine check-
ups, eye glasses, hearing aids, dental work, cosmetic
surgery, custodial care in nursing homes, psychiatric
care and self-administered drugs. (An exception to
this is a Medicare Supplement | policy - explained

on page 0 - which offers some coverage for
prescription drugs and psychiatric care.)

MEDICARE PAYS ONLY FOR CHARGES WHICH ARE CONSIDERED
"USUAL AND CUSTOMARY" AND SERVICES WHICH ARE CONSIDERED
""REASONABLE AND NECESSARY." MOST MEDICARE SUPPLEMENT
POLICIES FOLLOW MEDICARE GUIDELINES.
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This means that:

a. If you are charged more for a service than
Medicare thinks Is reasonable, neither Medicare
nor your Insurance policy will pay the dlfference.
For example, if a surgeon charges you $400 for an
operation and Medicare decides $300 is a reasonable
charge, Medicare will pay 80% of $300, the
insurance company will pay 20 of $300 -- You wil!
be left with the difference. That is, you will have
to pay the difference between the actual and the
reasonable charge. (Before paying this amount, you
may want to contact your doctor and see if he or she
wlll reduce the charge.)

b. |f you recelve a service which is not conslidered’
medically necessary by Medicare (cosmetic surgery,
for example) most insurance poticles will not cover
this expense.

TRY TO PURCHASE ONLY ONE MEDICARE SUPPLEMENT POLICY.

Purchasing the most complete Medicare supplement
policy which you can afford is much better than
purchasing several incomplete policies. Duplicating
coverage is both costly and unnecessary.

SHOP AROUND.

Try to talk to several agents and companies before
deciding which policy is best for you. The POLICY
CHECKLIST on the inside back cover will help you

keep track of the coverage and cost of each policy.

THE LAW REQUIRES AN AGENT TO LEAVE YOU AN OUTLINE
COVERAGE WHEN SELLING YOU A POLICY.

The OQutline of Coverage Is very important. Read it
carefully! 1t should contain the following Information:

a. A clearly worded chart which summarizes the benefits
provided by Medicare Parts A and B, and the Medicare
supplement benefits provided by the policy == and.
indicates what expenses are not covered by elther.

[
b. The name and address of the compqhy. / }
'/‘ "1
' / '
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7. MANY MEDICARE SUPPLEMENT POLICIES ARE WRITTEN WiITH
WAITING PERIODS AND LIMITATIONS AND EXCLUSIONS.

Many health insurance policies have some waiting
periods before coverage begins. This may apply to
1iInesses or physical disorders which are new or
which existed prior to the purchase of the policy,
or both.

Many policies exclude coverage for pre-existing
conditions completely -- others for a limited period
of time only. Sometimes if you have a medical history
invoiving a particular health problem, the insurance
company will not insure you for expenses connected
with that problem. |If that Is the case, the

Insurance policy will have a separate page attached
when you receive It. The condition which is to be
exciuded must be identified specifically on this page.

If the pollcy excludes pre-existing conditions for a
timited period of time, this information must be
clearly stated in the policy. The waiting period
for coverage of pre-existing conditions cannct be
longer than 12 months if the condition has not been
explicitly excluded from coverage. General infor-
mation on exclusions may also be Included in the
"definitions" and "limitations and exclusions"
section of the policy.

* X ¥ X X X H X X

REMEMBER

BE SURE TO ASK THE AGENT ABOUT THE LIMITATIONS AND
EXCLUSIONS OF THE POLICY AS WELL AS ANY WAITING
PERIODS BEFORE COVERAGE BEGINS.
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OMITTING SPECIFIC MEDICAL INFORMATION REQUESTED ON

YOUR APPLICATION CAN BE VERY COSTLY.

9.

DO NOT BE MISLED BY AGENTS WHO INDICATE THAT YOUR
MEDICAL HISTORY ON AN APPLICATION IS NOT IMPORTANT.

When you complete an application for individual health
insurance which includes medical information, be sure
that all medical questions are answered completely and
accurately. If an agent helps you fill out the appli-
cation, do not sign it unless you have had a chance to
read it and make sure that all the medical information
requested is included. 1f you omit medical information
and the insurance company finds out about it later, the
company may deny your claim and/or terminate the policy.

POLICIES WHICH CAN BE RENEWED AUTOMATICALLY OFFER AN

ADDED PROTECTION.

Be sure and ask the agent or company about the
"renewability" of the policy.

10. MAKE CHECKS PAYABLE ONLY TO THE INSURANCE COMPANY.
DO NOT PAY CASH OR MAKE A CHECK QUT TO THE AGENT.

And be sure you have the agent's name, address and
Wisconsin agent's |license number and the name and
address of the cempany from whom you are purchasing
the policy.

11. EVERY INDIVIDUAL HEALTH INSURANCE POLICY PURCHASED
IN THE STATE OF WISCONSIN COMES WITH A GUARANTEED
10-DAY FREE LOOK.

State law gives you 10 days after you actually

receive a policy to make sure It's right for you. If
you are at all dissatisfied with it, you can return it
to the company and receive a full refund of your
premium.

You should use these i0 days to:
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a. Read the policy carefully and make sure it
offers the benefits you expected, and

b. Check for any limitations, exclusions or waiting
perlods. |If specific medical conditions are to be
excluded from coverage, this is the time you will
find out about it.

If the language Is too difficult to understand,
ask someone who understands Insurance to help you
figure out what the policy is offering.

If the application is part of the insurance
contract, you will recelive a copy of it with the
policy. Read it carefully to make sure that it
has not been changed in any way and that all the
medical information is completely accurate.

12. POLICY DELIVERY, AND REFUNDS ON POLICIES SHOULD BE
MADE PROMPTLY BY INSURANCE COMPANIES.

If you do not recelve your policy within a month, or
if there Is a delay in rscsiving a refund, call or
write the insurance company and inform them of your
problem.

13. BE VERY CAREFUL WHEN PURCHASING INDIVIDUAL HEALTH
INSURANCE FROM AGENTS OR COMPANIES WHOSE NAMES ARE
UNFAMILIAR TO YOU.

14. KEEP A COPY OF YOUR HEALTH INSURANCE POLICY (and any
other insurance policies) IN A SAFE PLACE.

It Is a good idea to choose somsone ahead of time who
can take over your affalrs in case of a long-term or
serious Iliness. This person should know where all
your records are kept.
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II. EXPLANATION OF MEDICARE AND MEDICARE “GAPS."

Medicare is the health insurance program administered

by the Social Security Administration for peoplie over
65 and some people who are disabled. It is designed

to pay many, but not all, of the health care costs
incurred by senior citizens and other eligible

persons. The chart below gives a brief outline of those
costs which Medicare does and does not pay.

A booklet entitled Your Medicare Handbook is available
free from any Social Security office. It gives a
detaiied explanation of Medicare and how it works.
Read It carefully before purchasing any supplemental
insurance!

Medicare is divided into two types of coverage:
Hospltalization Insurance (Part A) which pays hospital
bills and Medical iInsurance (Part B) which pays doctors'
bills and some other charges. Compare the items
Medicare will not pay with the supplemental insurance
policy you are considering to see how many "gaps" are
covered. The deductible figures are for 1978 only and
are subject to change periodically.

REMEMBER: MEDICARE IS WRITTEN WIiTH INITIAL PAYMENTS
(DEDUCTIBLES) FOR WHICH THE INDIVIDUAL 1S RESPONSIBLE.

If you can afford to pay these deductibles out-of-
pocket, the savings you will realize in paying for
supplemental insurance policies may be considerable
(f.e., having these deductibles covered by an insurance
policy will result In a higher premium than for similar
policies which do not cover deductibles). The policies
discussed in Section |1} may or may not cover these
deductibles.
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PART A - HOSPITAL INSURANCE BENEFITS

HOSPITAL IN-PATIENT (Semi-private Room and Board, General
Nursing, and Miscellaneous Hospital Services)
FOR EACH BENEFIT PERIOD

First 60 Days: YOU PAY THE FIRST $144.00 IN EACH
BENEFIT PERIOD.
Medicare pays the balance.

6ist - 90th Day: YOU PAY $36.00 PER DAY.
Medicare pays the balance.
91st - 150th Day: YOU PAY $72.00 PER DAY DURING THE
(60 Day Life Time RESERVE PERIOD.
Reserve Period): Medicare pays the balance.

Beyond 150th Day (or YOU PAY ALL COSTS.
when your reserve days
are exhausted)

POST HOSPITAL CARE (in a facility approved by Medicare,
provided you have been in the hospital for three
days, go to the approved facility within 14 days and
meet several other conditions.) MEDICARE DOES NOT
PAY FOR CARE WHICH 1S CUSTODIAL ONLY. VERY FEW
PATIENTS IN NURSING HOMES QUALIFY FOR MEDICARE

BENEFITS!
NURS ING HOME CARE
First 20 Days: Medicare pays the entire cost.
Next 80 Days of YOU PAY $18.00 PER DAY.

Continuous Confinement Medicare pays the balance.

HOME HEALTH CARE

Home Health Care YOU PAY FOR VISITS BEYOND 100 AND ANY
(after Hospital SERVICES NOT COVERED BY MEDICARE.
Confinement) Medicare pays for 100 visits per

benefit period (1f you quality).

Blood YOU PAY FOR FIRST 3 PINTS.
Medicare pays the balance.
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PART B - MEDICAL INSURANCE BENEFITS

Physicians Services
Inpatient Services

Outpatient Medical Services
and Supplies at a hospital

Outpatient Physical and
Speech Therapy

Ambulance

EACH CALENDAR YEAR YOU PAY A
$60.00 DEDUCTIBLE AND 20% OF
ALL REASONABLE CHARGES.
Medicare pays the balance.

NOTE: YOU ARE FULLY RESPONSIBLE
FOR THOSE CHARGES WHICH MEDICARE
DECIDES ARE NOT REASONABLE AND
NECESSARY.

Prescription Drugs

YOU PAY FOR SELF-ADMINISTERED
PRESCRIPTION DRUGS AND NON-
PRESCRIPTION DRUGS. Medicare
pays for all drugs administered
by trained professionals.

Home Health Care

YOU PAY FOR VISITS BEYOND 100
AND NON-COVERED SERVICES.
Medicare pays for 100 visits
per year (if you qualify).

.Dental Care, Eye Care,
Hearing Alds, Routine
check-ups

YOU PAY FOR ALL THESE ITEMS.

Blood

YOU PAY FOR THE FIRST 3 PINTS
AND 20§ AFTER THAT. Medicare
pays for 80% after first 3
pints,
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I11. MEDICARE SUPPLEMENT INSURANCE:
CATEGORIES 1 THROUGH 4

The Office of the Commissioner of Insurance recently
adopted a rule which establishes four categories of
Medicare supplement Insurance policies.

The purpose of this rule is to help senior citizens who
are purchasing Medicare supplement insurance choose

the policy which is most appropriate for their needs.
The rule provides for easily understandable categories
of Medicare supplement Insurance and appropriate benefit
standards for each of these categories.

All policies sold in Wisconsin for the purpose of
supplementing Medicare must now fit into one of

four categories and be appropriately labeled. NO POLICY
SHOULD BE PURCHASED TO SUPPLEMENT MEDICARE WHICH IS
NOT LABELED AS A MEDICARE SUPPLEMENT I, 2, 3,

4a or 4b. A "I" policy is the most complete

(and most expensive) policy. Policlies numbered "2"
and "3" are progressively less complete (and probably
less costiy). A "4a" policy supplements Part A of
Medicare only. A "4b" poiicy supplements Part B of
Medicare only. .

REMEMBER:

I. The benefits provided in these policies will
generally be tied to Medicare benefits. Few, If any,
will pay expenses not considered "reasonable and
necessary" or "usual and customary" by Medicare. The
charts on pages 12 and 13 give detailed information
on what is or is not covered by each policy. Keep in
mind that these are minimum standards. Some policies
may be soild with extra benefits.

2, Most of the policies are written with maximum
dollar amounts or day limits. |f these limits are
reached, you are responsible for any additional costs.

3. Poiicies in any of the categories may or may not
cover the initial deductibles under Medicare Part A
and Part B. Keep in mind that including the initial
deductible increases the cost of the policy by a sub-
stantial amount.
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MEDICARE SUPPLEMENT |

A policy labeled "I" is the most complete Medicare
suppiement policy. [t will pay most of your medically
necessary health care expenses left unpaid by Medicare.
in addition, these policies will cover most prescription
drug expenses and some psychiatric treatment costs.

The minimum limits for a Medicare Supplement | are:

a.‘ $22,500 per benefit period for both Part A
and Part B; or

b. $15,000 per benefit period for Part A and
$7,500 per year for Part B.

MEDICARE SUPPLEMENT 2

Policlies in this category supply major, broad-based
protection against catastrophic and less serious
ilinesses. Number "2" policies do not have to pay and
usually do not pay for prescription drugs or psychiatric
treatment.

The minimum limits for a "2" policy are:

a. $15,000 per benefit period for both Part A and
Part B; or

b. $10,000 per benefit period for Part A and
$5,000 per year for Part B.

2" pollcies cover almost as wide a range of items as

"I" policies, but the maximum you can coliect will usually
be lower for a "2" than a "I" policy. A "2" policy need
not cover blood, prosthetic devices, durable medical
equipment (home oxygen, wheelchairs, etc.), prescription
drugs or extensive outpatient psychiatric care.

REMEMBER

* % % N X X ¥ H X * ¥

THESE ARE MINIMUM BENEFITS. INSURANCE COMPANIES MAY
CHOOSE TO PROVIDE EXTRA BENEFITS ON SOME POLICIES.



MEDICARE SUPPLEMENT 3

The coverage for a category "3" policy is selective
but substantial. A "3" policy will pay many of the
most -important expenses not covered by Medicare.

A "3" policy need not cover home health care without
previous hospitalization, drugs which are not self-
administered, outpatient speech therapy, certain diagnostic
tests, independent lab tests, surgical dressings, pros-
thetic devices, durable medical equipment, blood,
prescription drugs or extensive outpatient psychiatric
care.

The minimum timits for a “3" policy are:

a. $6,500 per benefit period for both Part A and
Part B; or

b. $5,000 per benefit period for Part A and
$1,500 per year for Part B.

MEDICARE SUPPLEMENT 4

This category includes two types of limited or specialized
policles.

"4a" policies provide payments for Medicare Part A
(hospital) expenses only. A 4a policy will pay up to a
maximum of $15,000 per benefit period for Part A expenses.
There is no coverage for Part B expenses.

"4b" policies supply broad coverage of Medicare Part B
(medical) expenses. There is no coverage for Part A
expenses. Coverage extends to at least $7,500 per year.
"4b" policies are not required to cover prescription drugs
or extensive outpatient psychiatric care. There also

may be a large deductible in "4p" coverage - up to

$500 per year. This decreases the cost of the policy

but makes the policyholder liable for most of the

medical expense of a short illness.



FOUR CATEGORIES OF MEDICARE SUPPLEMENTS COMPARED

Caution: This chart outlines Minimum Provisions. It does not show variations among policies
in each category or the options, deductibles and exclusions which could affect your coverage.

MEDICARE PART A M.S. | M.S. 2 M.S. 3 M.S. 4a M.S. 4b
LIMITS:  $15,000 $10,000 $5,000 $15,000
YOU MAY HAVE TO PAY THE INITIAL DEDUCTIBLE FOR EACH BENEFIT PERIOD
I. Hospitalization NO COVERAGE
to 90th day : Yes Yes Yes Yes
2. 60 Extra
Hospital days- )
usable once Yes Yes 30 days only _ Yes

3. Skilled Nursing

Facility after Yes Only to 100th  Oniy to 100th Yes
Hospital day day
4, Health care aft
Home after
Hospital Yes Yes No Yes
5. Blood: First 3
pints Yes No No Yes
6. Custodial or rest . No No No \V

care in nursing
facility or at home -

¥zl
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MEDICARE PART B M.S. | M.S. 2

LIMITS: $7,500 $5,000
You may have to pay up
per year

M.S. 3

$1,500
to $60.00 deductible

M.S. 4A

M.S. 4B

$7,500
Up to $500 de-
ductible per yr

Physiclans

Services,

Hospital or

Office (Ex-

cluding office

routine exams) Yes Yes

Yes

NO COVERAGE

Yes

Health Care at

Home without

previous

hospitalization Yes Yes

No

Yes

Outpatient

Services at

Hospital :

Emergency Room

Lab Tests

X-rays Yes Yes
Medical Supplies

Yes

Yes

Drugs (not self-
administered) Yes Yes

Yes

qcl



4. Outpatient

Speech Therapy Yes Yes No Yes
5. Other Services

& Supplies:

(Diagnostic,

X-ray at home) Yes Yes No Yes

Ambulance (if

Medicare

approved) Yes Yes Yes Yes

Independent Lab

Tests Yes Yes No Yes

Surgicatl

Dressing Yes Yes No Yes

Prosthetic

Devices (Organ

substitutes) Yes No No. Yes

Durable Medical

Equipment

(prescribed) Yes No No Yes
6. Blood: Flrst 3

pints + 20% Yes No No Yes
7. Prescription

Drugs At least 75% No No No
8. Psychiatric 50% up to End

Selvices Maz. gf $1,000 50% up 50% up 20% up

to $500 to $500 to $500

(outpatient)

921
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IV. LIMITED POLICIES: Nursing Home, Hospital Confinement
Indemnity, and Specified Disease

THE POLICIES DISCUSSED BELOW ARE ALL LIMITED IN NATURE:
They are not adequate substitutes for the broader health
care protection provided in a Medicare supplement policy.

I. Nursing Home Coverage. Most coverage for confinement
in a nursing facility which is Included in a Medicare
supplement policy is for Skilled Nursing Facilities
approved by Medicare. Although the number is growing,
there are few of these in Wisconsin at this time.

If you buy a separate policy for nursing home care (not

a Medicare supplement policy), the coverage or reimbursement
must be effective for any nursing home |licensed by the State
of Wisconsin which provides skilled nursing care. However,
such policies are not related to Medicare in any way and

you must be careful that the policy fits your overail

needs. REMEMBER: LENGTHY CONF INEMENT IN A HOME WHICH
INVOLVES REST CARE OR CUSTODIAL CARE (CARE THAT DOES NOT
REQUIRE MEDICAL TREATMENT) RATHER THAN SKILLED NURSING CARE
IS NOT COVERED UNDER ANY POLICY ON THE MARKET TODAY.

2. Hospital Confinement indemnity Insurance. Hospital
confinement indemnity Insurance policies pay a fixed amount
per day for a specific number of days and may not pay if you
have Medicare or other coverage. Hospital confinement
indemnity coverage frequently is not effective until after
you have been hospitalized for a specified period of time.
Such policies are not related to Medicare and may not be
necessary if you have a good Medicare supplement policy.

3. Specitied Disease Coverage: Policies which protect
the insured person from a single disease or group of
specified diseases are not Medicare supplements. The . -
value of such coverage depends on the chance that you
will contract the specific disease covered. Although
some diseases covered by such policies are not rare
(cancer or heart disease, for example), many are uncommon.
These policies should not be purchased as an alternative
1o Medicare suppiement insurance. Any specified disease
policy should have the words "This is a Limited Policy -
Read it Carefully" printed on the face of the policy.
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V. HOW TO FILE A CLAIM

In order to get the most from your Medicare supplement
insurance policy after you purchase it, it is important
to file a claim properly. The following checklist
should be helpful. ’

1. Keep an accurate record of all your health care expenses.
It is probably a good idea to keep the record with your
health insurance policies.

2. Whenever you receive treatment, make sure to present
both your Medicare card and any other insurance cards
which you have. '

3, File all claims promptly. With each claim payment from
Medicare, you wiil receive an "Explanation of Benefits."

If the insurance company regquests this in order to figure
out its share of the cost, make a copy of it to send to the
insurance company. When you send in a claim, write down the
date you mail it. Keep copies of any information you have
concerning services received, the dates of services and the
person or persons who provided the services.

4. Many large clinics will provide a special billing to be
submitted to your insurance company. |f your physician
does not, make sure that you are provided with an

itemized bill. This bill should include the date, type of
service, and amount charged for each service performed.
There must also be a diagnosis, or "symptoms and
complaints,”" for each item of expense.

5. Insurance companies will not accept cllnlc or hospital
statements which show only the "balance due." You can

speed up claim handling 1f you make sure any required claim
form is completed properly, that itemized bills are attached
and that copies of the Medicare Explanation of Benefit forms
are submitted, if required.



129

1 you have a specific complaint, refer it first to the
insurance company involved. |f you do not receive satis-
factory answers from the company, piease contact:

Office of the Commissioner of Insurance
123 West Washington Avenue
Madison, Wisconsin 53702 (608) 266-0103

NOTICE: The Wisconsin Association of Life Underwriters
conducts periodic counseling sessions for senior citizens.
Please contact:

Wisconsin Association of Life Underwriters

4513 Vernon Boulevard
Madison, Wisconsin 53711 (608) 233-7085

for more information about this program.
Other sources of information are Social Security offices

and county Soclal Services departments located throughout
the state.
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POLICY CHECKLIST

Name of Company/Agent:
Type of Policy:

Cost of Policy:

Limits of Policy: Part A

Part B
Total

Part A (Hospital) YES

Hqsplfallzafion .
Initial Deductible ($144)

NO

61 - 90th Day ($36)

60 Reserve Days ($72)
Nursing Home

21 - 100th Day ($18)

Home Health Care
(after hospitalization)

Blood

Part B (Medical)

Physicians_Services

Home Health Care (without
hospitalization)

Outpatient Services
(which ones)

Other Services & Supplies

Ambulance

Lab Tests

Surgical Dressing

Prosthetic Devices

Durable Medica! Equipment

Blood

1

Prescription Drugs

Psychiatric Services

Extra Benefits of policy
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ITEM 2. “OUTLINE OF COVERAGE” LETTERS REQUIRED AND
APPROVED BY THE WISCONSIN INSURANCE COMMISSIONER

OU’I'I.INE OF COVERAGE — POLICY FORM LIC-6030 W

B Retain tor your records

MEDICARE SUPPLEMENT 3 POLICY

The Wisconsin Insurance Commissioner’s Office has established four
categories of Medicare Supplement Insurance and Minimum benefit )
standards for each. These range from the most comprehensive
(Medicare Supplement 1) to the least comprehensive (Medicare
Supplement 4). For an explanation of the differences between this-“3"
policy and policies in the other categories, consult the Commissioner’s
pamphlet “Health Insurance Advice for Senior Citizens” which you
received with the application for this policy. Do not buy this policy if you
did not get this pamphlet and were not given a chance to revnew this
Outline of Coverage provided you.

READ YOUR POLICY CAREFULLY. - This outline of coverage, including the
This cutline of coverage provides a following chart, provides a very brief
very brief description of some description of some of the important
important features of your policy. provisions of Medicare as they apply
This is not the Insurance contract for the calendar year 1978. We suggest
and only the actual policy provisions that you get In touch with your local
will control. The policy Itself sets Social Security Otfice or obtaln one
forth, in detall, the rights and of their publications to obtain more
obligations of both you and your complete and current detalls of the
insurance company. It Is, therefore, coverage provided.

important that you Read Your

Policy Carefully!

Neither ITT Life nor its representatives
are in any way connected with the
Federal Medicare Program or Social
Security Administration.

ITT ITT Life Insurance Corporation
EXECUTIVE AND MARKETING OFFIcE manEnroLts, wwssizs warsiszio (B 12 1P R O Y B
’ JAN 12 1273
Toll Free Customer Service Telephone 1-800/826-6941 [Faivimeal A & @

“ INSURANCE DEPARYMENT
00C-400.W 1178 STATE OF WISCONSIN
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GUARANTEED RENEWABLE-ADJUSTABLE PREMIUMS *

Your poticy Is renewable for your entire litetime by the payment of premlums in etfect at the time of renewal.

There are two things that could causs your premium to be dlfferent than it was at the time your policy was issued. They
are:

1. The dollar amounts shown in the chart on the followlng page are based upon gulath tor the

year 1978. These amounts may vary from year to year, but your ITT Life policy is designed to adjust to these varlations
8o that the shown In the =% Covered” should always remain the same. Of courss, your premium will
alao vary up or down to reflect such changes, but any future premium will be based on your age when your policy was
issued and in direct proportion to the benefit adjustment.

2. ITT Life may also adjust premiums based upon the loss experience within your state but only if the identical
adjustment is made on all policies in your state that bear form LIC-8030 W. Adjustment can never be made based upon
your individual experience.

MAXIMUM BENEFITS

PART A - The benefit payable for Part A E. is $50,000. per benefit period. A benefit period begins on
the first Gay you are hospitalized and ends when you have not been confined to a Hospital or Nursing Home for 60
consecutive days, at which time your full maximum benefit amount of $50,000. is restored.

PART B - The benefit payable for Part 8 is $5,000. per year ing on January 1st and
ending on December 31st. Each calendar year stands on [ts own with a new $5,000. maximum benefit amount.

PRE-EXISTING: CONDITIONS

The g p i wlll not be d for the first six months your policy Is In force, but will be
covered thereafter:

1. Conditions which have been diagnosed or treated in the 24 months prior to the policy eftective date.

"2, Thep of sy
months of the policy date.

which would cause a person to seek medical advice and which occur within 12

NOT COVERED

Pollcy fits payabte will not any f| examinations for prescribing hearing aids;

payable by Medicare. Y°“f policy also does not cover: 5. Orthopedic shoes or other supportive devices for

1. War or act of war, whether declarad or not; the feet;

2. Dental care, unless required as the result of injury 6. Personal comfort items;
to sound natural teethr; 7. Injury or sickness for which benefits are provided by

3. Cosmetic surgery unless required as the result of an C or Employer's Liability
accidental injury; Laws;

4. ine phy inati or 8. Outpatient treatment for: mental disease of
eye glasses or eye examinations for the purpose of disorder as shown in Part VI, Paragraph 2, In your
prescribing eye glasses, hearing aids or policy.

There may be instances where all costs of an Extended Care Facility (Skilled Nursing Home) will not be
covered. The chart on the next page shows the conditions that must be met for Medicare participation.

EXTENDED CARE ALTERNATE BENEFIT. If your confinement to an Extended Care Facllity (Skilled Nursing
Home) does not qualify for Medicare participation, you may still be gligible to have your policy help pay for
the first 30 days. The daily benefit payable will be that by the Dep: of Health
and Social Services. Your confinement must begln within 24 hours of hospital discharge and be certified as
necessary by a physiclan.

ADDITIONAL BENEFITS. Your policy will have benetlta for tuberculosis and kidney disease attached by rider

in with




133

TGO O T R DN R POLICY.

, For further details, conditions and limitations you may consult:
""e for Medicare — your local Social Securi
-~ for ITT Life’s policy — the policy itself (Form LIC-6030-W).

Administration Office.

compined)
*
TTEMS OF MEDICAL EXPENSE MEDICARE YOUR ITT LIFE POLICY covered REQUIREMENTS NOT COVERER
Conlii namom
] general nu we
N First1 60 days Modicars pays afl but (TT Life pays first $144 100 You must be etigible
first 3144 3 for Medicare,
&4 615t 10 90th day Ilddl'u'nmmmm ITT Utts pays $38 por day 5 100
per
1 50 reserve days uuz;nmmmm ITT Lite pays $72 per day F| o muicasr:drr“;‘er::
per H once u: I
15151 day and thereattes No Paymsmt ITT Lita pays 100% [daity 100 Portion of expens:
fosm and bosrd Emited to axceeds $50,000
i one benefit period
Extended Care Facil Y The facility must be Neither Medicare
(Skilled Nursing Home) Medicare participat- | ITT Lite wilt pay tc
First 20 days Madicars pays all Na Pryment § 100 m‘:n;m 'sn:nal- oc:l'!c:'lf‘!:};ls cust
i 215110 100th day ltdﬂl:l'nmyunhmﬂl (TT Life pays $18 per day k] 100 |'I$LM,::ﬂnek‘s"rmur:{mF
per Quire e
; pating facility.
| alternate benefit.
34 Home Health Care Pays tuil cost up to 100 }
8 (posi-hospital oligible visits per Visits over 100 pe.
3 nursing/therapy) beneflt period. No Payment 100 benefit period
Bloog — 1st 3 pints No Payment 1TT Lite pays up to $35 per pint 100 Excess of 335 pery
Madicare pays 20 Mo Payment 100
No Payment ITT Lits pays $60 108 Musths e..:yr:;lz and
miu
No Psyment No Payment 0 WY
ITT Lite am not re-
Quire that you be
3 enrolled in pant B
s Medicara
tHeme Health Care Service Pays tufl cost up to 100 No Payment - 00 Visits over 100 pe
] (Nursing/Therapy) sligibie visits per year § year
i+ Outpatient Services : g
{hospital, office, home)
physicians, 80% of cost | 20% of cosl E 100
room, lab, x-ray, radi-
y. splints, casts, i
dressings, etc., drugs not -3
seff-administered, 8
ambulance 3
g Speech and Physical . g 20% of reasonable
fy Therapy 80% of rassanable cost | No Payment 80 cost
Prosthetic Devices 80% of rsssenable cost | Mo Payment i 80 20% of reasonabie:
Durable Megica! Equip. 80% of rassonabie cast | Ne Payment 80 20% of reasonabla
By Blood 15t 3 pints No Payment No Pyyment z 0 No &"—"é?' :;Iess
5 pitalized.
8lood after 3 pints Pays All No Payment 100
Mo Psyment No Peyment 0 Total Cost
mmuumuszso No Pzymest fimited Excess of $250
per year

Y Life
necessary charges. If Msduu )
e figures above would be difterent.

perr.emaq

nt on charges that are

Congitions for Medicare payment in Skilleg Nursing Facllity.
1. Mus! foflow 3 days of hospitat confinement.

LYY

. The tacility’s Utilization Review Committee

hospital discharge.

Must be for the same condition that reguired hospital confinement,
. Must enter within 14 days of
Your doctor must certity thal you need and rewve the daif

cars provided by the facility.
iy vider

approves of your-stay.

and . The chart above is based on *reasgnable and
Life were to disaflow ali or part of any charge as not being reasonable and necessary. then, of course, the
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P Wﬁh@m Life and Casualty Company
"’“D 4 x"-' Madison, Wisconsin

I &
J \ OUTLINE OF COVERAGE FOR RELIABLE'S

;P}fﬁi o v ?A{;:i;\ EDICARE SUPPLEMENT 3
STATE

The Wlsconsm State Insurance Commissioner’s Office has
established four categories of Medicare Supplement insurance
and minimum benefit standards for each. These categories range
from the most comprehensive (Medicare Supplement 1) to the
least comprehensive (Medicare Supplement 4). For an explana-
tion of the differences between this “3” policy and policies in the
other categories, consult the Commissioner's pamphlet “Health
Insurance Advice for Senior Citizens” which you received with
the application for this policy. Do not buy this policy if you did
not get this pamphlet and were not given a chance to review the
Outline of Coverage provided you.

" Reliable Is an Insurance y offering |\ to L M s hospital, medical, ical and

skilled nursing home benefits.

NEITHER RELIABLE NOR ITS AGENTS ARE IN
ANY MANNER CONNECTED WITH MEDICARE.

THINGS YOU SHOULD KNOW'ABOUT MEDICARE AND RELIABLE’S GR 645

ilnnoco%cm!s . Unreasonable Charges
Neither Medicare nor Reliable. will pay for charges Medicare will' not pay for charges it considers un-

- which | Y. reasonable. Reliable will pay its full share of the actual
: charges you Incur.

E ! Nolf‘ d by Medi

" Certain types of exp are not atall by , such as: routine physical examinations; eyegtasses or
hearlng alds or inatl for them; pi p or n drugs you buy yourself; self-administered in-
jections; and others. Nelther Medicare nor Reliable will pay benoms lor these types of expenses.

What is a Skilled Nursing Home?

Under the Medicare program, a Skilled Nursing Home is an institution or a portion of an institution certified as a
Skilled Nursing Facility by Medicare.

Under Reliable's GR 845, a Skilled Nursing Home is an Institution or a ponlon of an Institution which Is licensed in
your State to provide Skilled Nursing Care and which regularly engages in providing such care. Under Rellable’s policy
definition, the Institution need not be certified by Medicare as a Skilled Nursing FacHlity.

. Under both Medi and R , a Skilled N g Home does not include an lnstllu(lon ora portlon of an in-
stitution which is licensed to provide a lesser degree o! care such as i 3 p 5 ding, or
custodial care.

To determine whether an Institution is certified by Medicare as a Skilled Nursing Home, check w|th the Adminis-
trator of the institution or with the Soclal Security A To e wh a Skilled Nursing Home is
licensed in your state to provide Skilled Nursing Care, check with the A of the Insti or with the State

Department of Health and Social Services. |
What Skilled Nursing Care is covered by this Policy?

- Not alf nursing home are d by this Policy. Neither Medicare nor this Policy will pay for custodial or
rest care. To be covered by this Policy, Skilled Nursing Care must: (1) be care regularly and customarlty glven in
patients of a Skilled Nursing Home; (2) be under the supervision of a g nurse, (3) Include the keeping
ol your medlcal records on a daily basls; (4) be based on a planned proqram of observation and treatment by a
given to you at least once every 30 days by a physiclan; and (6) include
cenmcaﬂon by 2 physlclan {other thari a podiatrist) that you need on a dally basis and actually receive services or care

whlch as a practical matter can be provided only in a Skilled g Home on an i lent basis.
and Limitations under Rellable’s GR 645
~Rellable's plan does not cover: (1) plastic surgical lons for , (2) dental care except surgery
of the Jaw or the setting of fractures ol the Jaw or fsclal bones, (3) simple rest or custodlal care, (4) outpatient care for
mental lliness- or-dt {5) war, deck L , or (6) that part of any covered -expense payable by
Medicars or any other g health program, work s P law or any other law of the United States
- oraState.
Pre-existing Conditions
-Therels no age for a loss ing during the first 365 days after the effective date of the policy It caused

by a condition ] pﬂor to the effective date of the policy.
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Renewsbility
~This pollcy Is G R for your lifetime at the rates in torce at the time of renewal. [f the premium is
paid on time, Reliable cannot reduce any benefit period or amount, or add any restrictive provision whatsoever.
Tuberculosis and Kidney Disease T:
Additional benefits may be payable under rider Form 246R attached to your policy.
Maximum Stated Bensfits
Maximum Benefits payable by Reliable’s GR 645;
To Supplement Medicare Part A: $25,000 per benefit period
To Supplement Medicare part B: $1,500.00 per calendar year

Here is a Y of benefits paid by Medicare and Retiable’s GR 645
Notcovered By GR645 Will Pay, To Medicare
Either Medi Stated Maxi 3 Wilt Pay:
° or GR645;
MEDICARE PART A ELIGIBLE EXPENSES*
- Hospitalization
First 60 Days (Initial Medicare Part A deductible of
$144.00) $144.00 the balance
61st-90th day $36.00 per day the balance
91st- 150th day (Lifetime Reserve Period) $72.00 per day the balance
Beyond 150th Day 20% of hospital 80% of Hospital
(or when your Lifetime Reserve expense plus Expense Other than

Days are exhausted) balance of daily  Room & Board plus

Room and Board $50.00/day Room and

Board
- Skilled Nursing Home (if confined in hospital 3 days ina
- row and within 14 days thereafter confined in a Skilled
Nursing Home for covered Skiliea Nursing Care of same
. sickness or injury) (If confinement is not covered by Medi-
care, first thirty days may be covered under Rider 288R)
First 20 days entire balance
21st to 100th day $18.00 per day the balance
Post-Hospital Home Health Care (per benefit period) 100% beyond 100% of 100
visits paid by visits per
Medicare benefit period
Part AorB :
Blood First 3 Pints the balance
after 15t 3
. Pints
MEDICARE PART B ELIGIBLE EXPENSES*
Yearly Deductible $60.00ifincurred  $60.00 if incurred
{151 $60.00) while not hospi- while hospital
tal confined confined
. Treatment by a Physician (other than by a member of your
family) ]
Outpatient services billed by Hospital: Emergency Room .
and Outpatient Clinic (except physical therapy and 2% 80%
speech pathology), Splints, Casts, Laboratory Tests,
X-rays & Radiology
Ambulance

Independent Lab Tests, X-Rays not Bllled by Hospital,
Outpatient drugs and biologicals which must be pro-
fessionally admi , prosthetic devices, durable 20% 80%
medical equipment used in your home, physical or
speech therapy, surgicat dressing.

Blood (per yean) 1st 3 pints plus 80% after 15t
20% of balance 3 pints
Home Health Care 100% beyond 100% of 100.
- visits paid by visits per year
Medicare (May payin
PartAorB addition to
Medicare Part
A 100 visits.)
“This chart, required by Wisconsin law, is only a brief d p of Med! It that: (1) the stated
are Medi eflgible exp ; (2) Med) pays only and Y charges; and (3) the Medicare Part B

$60 yearly deductible Is pald. This chart does not completsly explain the detalls, conditions, or limltatlons of Medicare
or the facts or circumstances under which Medlicare benefits may or may not be payable. For further explanation of
-the details, conditions, and limitations of Medicare, do not rely on this chart but Instead consult the U.S.Soclal
S ty Administration or Its Medi publi

This Outline of Coverage is only a brlef summary of the poticy and is not the contract of insurance. The policy itself
sets forth the rights and obligations of the Insured and the insurer. )
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ITEM 3. EXCERPTS FROM PUBLIC TESTIMONY AT A HEARING OF NEW
WISCONSIN INSURANCE RULES GOVERNING SALES OF MEDICARE
SUPPLEMENTS, APRIL 20, 1976, BEFORE COMMISSIONER OF INSUR-
ANCE, STATE OF WISCONSIN

LT. GOV. MARTIN SCHREIBER

“Abuses have been reported to us on a regular basis and also reported to the
.State and other local consumer agencies. I don’t think anything could be more
revealing than the elderly person being sold supplemental coverage and then
discovers its benefits do not cover medical costs of other major illness. Un-
fortunately, this kind of result has been the rule rather than the exception.

“Unfortunately (the elderly’s), critical need for insurance protection has
forced the elderly to seek and embrace almost any insurance policy that offers
to fill in this medicare gap.”

STATE SENATOR TIM CULLEN, CHAIRMAN, WISCONSIN SENATE SPECIAL COMMITTEE
ON AGING

“The unserupulous agents and companies concentrate on the small towns and
rural areas of Wisconsin where senior citizens are less likely to be active in senior
citizen groups and be warned of potential abuses.”

JANE M. SADUSKY, INVESTIGATOR, CONSUMER FRAUD AGENCY, PORTAGE AND
MARATHON COUNTY DISTRICT ATTORNEYS OFFICE

“Complaints reveal a pattern of sales practices characterized by misrepresenta-
tion, scare tactics, and pressure selling. These practices are common to certain
firms that are the subject of recurring complaints.

“In the past month alone we have received 24 complaints and are in the
process of interviewing complainants and obtaining statements.

“A salesman appeared unannounced and claims he had been referred to these
people by their cousin. The complainants already had a supplemental policy and
informed the salesman of this. He urged them to cancel it, claiming that the
company was going to raise its rate without announcing it and it was in financial
trouble and was likely to go broke within the year. . . . The salesman claimed
that his company paid a $225 surgical deductible which medicare did not. When
the complainant responded that she had never heard of such nor received any
notice of it he insisted that the social security office was not telling people
about it in order to ‘rip them off.” When the complainant requested a brochure
about the coverage he refused to provide anything on the grounds that insurance
agents, like physicians, were not allowed to advertise.”
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ITEM 4. EXAMPLES OF MISLEADING MAILINGS AND SOLICITATIONS
WHICH MISREPRESENT THE RELATIONSHIP BETWEEN PRIVATE
HEALTH INSURANCE PLANS AND THE FEDERAL GOVERNMENT;
SUBMITTED BY OFFICE OF COMMISSIONER OF INSURANCE, STATE

OF WISCONSIN

BUSINESS REPLY MAIL

NOTOLTAGH STAMP WICTLTANY (F MARTO ™ IISF UNITID STATES

Postage Will Be Pold By:

WISCONSIN AGENCY
Senior Citiren Information

3225 West Center Strees
Milwsukee, Wisconsin 53210

SENIOR CITIZEN INFORMATION CARD

PLEASE COMPLETE EACH QUESTION

Your replics will be a great help in evaluating your total coverage: So we may pm'vid.c you with complete
information on lcalth Insurance alternatives for senior citizens to help meet today’s rising cost of lealth

¥ M [
and Medical Seivices.

NO POSTAGE NECESSARY = = = ~ MAIL TODAY

“"

’

. WISCONSIN AGENCY = REPAESENTING OLD EQUITY LIFE -

WISCONSIN AGENCY -
Senior Citizen Information
5225 Waest Center Stront
Milwsukee, Wisconsin 53210

QuEsTIoNNA

L FRLE el

Yes No .
[0 ' AM COVERED BY MEDICARE -
) 0 D Port A D Pert B
! Yoo Mo .
O O 14ave suPPLEMENTAL CovERaGE
Yos Ne
O O 1 uave coverace For a skiLLep

NURSING FACILITY
My dote of Birth;

Month Yoar, .

Day

EVANSTON, ILLINOIS

[

WO PARTOF THE STATE ORFEOLAAL SOVEMMMENT |,

e .
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Shnsusance @/Wy Chownies

P.0. BOX 4181
MADISON, WISCONSIN 53711

MEDICARE CHANGES INFORMATION

EFFECTIVE JANUARY OF THIS YEAR NEW CHANGES IN MEDICARE WHICH
AFFECT YOU

To The Senior Citizen Addressed:

In January of this year, certain changes were made concerning Medicare which you
should know about as they personally affect you.

Many people do not fully understand what benefits are payable under Medicare and what
expenses the Senior Citizen himself must pay.

‘Medicare was enacted to help our Senior Citizens pay the ever-rising cost of Hospital and

Medical Services; however, Medicare does not pay the entire bill. As you know some ex-
pense is left for you to pay in addition to Medicare. Now, with these new changes effective
this January there are more expenses left for the Senior Citizen to pay.

As it is very important that you know about these changes, complete and mail the enclosed

- postage-free card immediately, so that we may have our representative furnish you com-

plete information concerning the new changes in Medicare. Of course, this is not spon-
sored by nor connected with the Federal Government, and there is no obligation.

Sincerely,

Shsurance @/W Chornies



EFFECTIVE JANUARY 1, 1976

The cost of Medicare to people over 65
S increased 13%
in addition to

'-g_.“JANUARv 1,1975

ERAIA “when

The cost of Medicare to people over 65
“ae oo increased 9.5%

ﬁeturn enclosed card for complete information.

MAIL THIS CARD TODAY
NO POSTAGE STAMP REQUIRED

D' I would like to have further information concerning the changes in Medicare.

[ | would like further information concerning skilled nursing home and extended care in-
surance coverage.

] would like to have further information concerning how the changes in Medicare atfect my
Supplemental Insurance.

681
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MEDICO LIFE INSURANCE COMPANY

3860 LEVENWORTHSTREET + OMAHA NEBRASKA

INFORMATION
REGARDING CHANGES
IN MEDICARE

To The Senior Citizen Addressed:

On January first, certain changes were made concerning
Medicare which you should know about as they personatly
affect you.

Many people do not fully understand what benetfits are
payable under Medicare and what expenses the Senior Citi-
zen himself must pay.

Medicare was enacted to help our Senior Citizens pay the
ever-rising cost of Hospital and Medical Services; however,
Medicare does not pay the entire bitl. As you know, some ex-
pense is left for you to pay in addition to Medicare. Now,

~ with these new changes effective January first there are
more expenses left for the Senior Citizen to pay.

As it is very important that you know about these
changes, complete and mail the enclosed postage-free card
immediately, so that we may rush you complete information
and give you a full explanation of the new changes in Medi-
care.



141

(Front) FIRST CLASS
- Permit No. 3205
Madison, Wis.

BUSINESS REPLY MAIL
No Postage Necessary if mailed in the United States

Postage will be paid by

MEDICO LIFE INSURANCE COMPANY
INSURANCE ADVISORY SERVICES
P.0. BOX 4181

MADISON, WISCONSIN 53711

(Back)

[3J 1 would like to have further information cdnceming the
. «.~ changes in Medicare.

g 1 would like further information concerning "Medico,"
Medicare and Skilled Nursing Home Coverage.

My age is
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- Appendix 3

. ADDITIONAL MATERIAL SUBMITTED BY BANKERS
LIFE & CASUALTY CO.* OF ILLINOIS

ITEM 1. LETTER FROM MICHAEL J. DRESSENDORFER, GOVERNMENT
RELATIONS DEPARTMENT, TO KATHLEEN M. DEIGNAN, SENATE
SPECIAL COMMITTEE ON AGING, DATED JUNE 23, 1978

Dear Ms. DEIGNAN: Enclosed is the information our company promised to
furnish the committee at the June 13, 1978, meeting.

Here are our agent’s contract form 710-1 and the commission schedules 1787—
J, 71720, and 7049C. .

In addition, here are copies of policy forms GR-75J, GR-74B, GR-764A, and
GR~74J. These policy forms represent our current portfolio of over-age 65 ac-
cident and health insurance policies. As you will note, the policy forms fit the
four categories enumerated in our written statement to the committee on May
16. I am also enclosing copies of policy summaries ; these summaries will enable
you to determine the benefit levels for the policy forms. I have included our
field office bulletin No. F-74-4 and manager’s sales brief FOB F-74-4 which dis-
cuss our maximum premium rule.

i am furnishing you with copies of our agent complaint procedure® I am
including the June 1, 1978 version and the May 1, 1976 version. The differences
involve changes to reflect additional routing copies of the form 1122 to our data
processing department and incorporation of form 2428 which has been used for
several years by our claim department in the complaint procedure.

‘We will be happy to answer any further questions you have.

Very truly yours,
MICHAEL J. DRESSENDORFER.

1 See statement, page 53.
2 Retained in committee files.

(143)
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ITEM 2. AGENT'S CONTRACT FORM

BANKERS LIFE AND CASUALTY COMPANY
AGENT'S CONTRACT

2. EFFECTIVE DATE

This contract shall take effect on J19 .
3. APPOINTMENT '
The Company hereby appoints as its Agent the above named for the purpose of soliciting and procur-

licati for policies of i sold by the Company. This appoi shall continue until

ing app
terminated as provided in paragraph 20 hereof.

4. INDEPENDENT CONTRACTOR

It is the intent of the parties that the Agent is and shall be an independent contractor. Nothing herein
contained nor any of the acts of the Agent pursuant hereto shall be construed as creating the relationship
of employer and employee.

5. TERRITORY

This contract does not confer on the Agent lusive repr ion of the C y in any territory,
and the Company may appoint other Agents in the same territory. .

6. COMPENSATION

As compensation in full for the performance of services of the Agent as authorized in_this contract,
the Company will pay commissions as set forth in the attached Schedules of C issi Said Sched-
ules may be altered, decreased, modified or withdrawn at any time by the Company, and effective upon
any business written by the Agent subsequent to the effective date of the change.

7. AUTHORITY

While this contract is in effect, the Agent has the authority to:

(a) procure applications for insurance issued by; the Company and payments thereon, and to issue re-
ceipts for the monies so collected; .

(b) deliver policies issued on applications so procured, provided the first premium has been paid;
() give service to policyholders of policies so written so as to maintain the policies in force;

t t of lapsed polici

(d) endeavor-to procure for rei

8. LIMITATIONS OF AUTHORITY

The authority given in this contract is subject to the provisions and limitations contained herein, and
the Company’s manuals, rate books, rules and regulations. The Company may, from time to time, prescribe
rules ing the duct of the busi covered herein and amend its manuals, rate books, rules and
regulations. This contract does not give the Agent any authority to represent the Company, except as
specifically set forth herein, nor any authority to alter, modify, waive or change the insurance contracts
written by the Company, nor to commit the Company in any respect regarding liability 6r payment of
claims, nor to commit nor incur liability on behalf of the Company in any respect. The authority herein
granted shall end upon termination of this contract.

9. ORTS, LICENSES AND TAXES

(a) The Agent agrees to advise the. Company of any change of address of his regular place of business,
and. further agrees to furnish the Company with all information concerning business that he has writ-
ten for the Company. .

710-1

1. PARTIES ]
THIS CONTRACT is made in duplicate between BANKERS LIFE AND CASUALTY COMPANY of
Chicago, Illinois, hereinafter called the “C y,” and )
of , hereinafter called the “Agent.”
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(b) The Agent shall prepare and file all reports and returns required of him by any municipal, state or
federal statute or regulation, and shall pay all taxes levied against him by same. (This provision
shall not be construed as requiring the Agent to pay premium taxes or any other taxes levied against
the Company.) The Agent shall pay for the renewal state agent license fees, and any occupational
license fee required under local ordinances. The Agent is to secure and maintain such other munic-
ipal and state licenses necessary for him to conduct business, and he shall not write insurance unless
properly licensed.

COLLECTION OF PREMIUMS—SUBMITTAL OF APPLICATIONS—DELIVERY OF POLICIES

(a) The Agent will report and remit all C pany ies received or coll d in accordance with the
Company’s rules governing collections; and he hereby agrees that he receives and holds said funds

in a fiduciary capacity as trustee until remitted to the Company, and further agrees not to com-
mingle or divert them in any manner. .

(b

-

The Agent shall i diately submit lications to the Company, make no alterations in the text
nor the terms of the application, nor modify nor alter any representations made by or for the appli-
cant therein without the written authority of said applicant. .

{c

All policies sent to the Agent shall be delivered promptly to the applicant and, whenever such
delivery cannot be made, the Agent agrees to return eacb such policy to the Company with a written
report stating the specific reasons.

INDEBTEDNESS

The Company may deduct any indebtedness due or to become due at any time from the Agent to the
Company from any commissions or other payments due hereunder without limitation of the Company’s
other legal or equitable remedies as regards indebtedness. Said indebtedness shall be a first lien on all
payments due or to become due the Agent.

REFUNDS

Whenever a premium has been refunded to an applicant or policyholder in accordance with the rules
and regulations of the Company, the Agent agrees to immediately return to the Company any commis-
sions received as a result of that business,

BOOKS, SUPPLIES AND DATA

The Company will supply rate information, sales manuals and forms for the solicitation of applications
for insurance. Upon termination of this contract, all rate books, manuals, records, policyholder cards,
supplies, sample policies and other materials so furnished to the Agent shall concurrently be surren-
dered and delivered to the Company. The Agent agrees at any and all times to hold all names, policy-
holder cards or other contact data furnished him by the Company in a fiduciary capacity, and he agrees
at all times not to divulge such names, policyholder cards or other contact data to any other company or
agency and to return the same to the Company upon demand.

ADVERTISING X
No promotional material, a&vertising circulars, radio or TV broadcasts or other advertising, in any

form, shall be made, published or circulated by the Agent unless written approval of the Company
shall have been obtained. : .

. PROMOTE INTEREST

The Agent shall promote the interest of the Company as contemplated by this contract and shall con-
duct himself in a fair, honest, lawful and courteous manner so as not to adversely affect the business, good
will, or reputation of the Company, nor shall he assist any competitive insurer by referral of Agents,
materials or otherwise to the detriment of the Company.

NO WAIVER *
No act of forbearance or toleration on the part of the Company in favor of the Agent in respect to provi-

sions of the contract, either ‘expressed or implied, shall be construed as a waiver by the Company of any
of its rights hereunder.

10-1




146

17. SURETY BOND
The Agent agrees to furnish bond in amount and surety isfi y to the C y for the faithful
discharge and perf of all the duties and obligati of this ct

18. NON-ASSIGNABILITY .
‘No assignment of this contract nor of any benefit to accrue hereunder, in whole or in part, shall be valid
or in any way binding on the Company without its prior written consent.

19. RIGHT TO REJECT APPLICATIONS AND REMOVE POLICIES FROM SALE

The Company reserves the right to reject any application for insurance submitted hereunder without

specifying the reason therefor. It reserves the right to remove from sale any policy of insurance from

the territory or parts thereof assigned to the Agent, and it may increase or decrease the premiums
_ charged for any policy issued by it. :
20, TERMINATION OF CONTRACT

(a) Either party may terminate this contract at will by giving notice to the other party‘ of his intention
to terminate this contract. :

(b) Upon the termination of this contract commissions will be paid as set out in the attached Schedules.
The Agent agrees that nothing herein gives, or is intended to give, the Agent any right, claim, title
or interest of any kind in or to any special ts or funds established by the Company includ
ing, but not limited to, any account which has as its purpose the promotion of the health, safety and
welfare of its employees and agents, and that he has no right, title, claim or interest therein.

(c) The Company may terminate this contract immediately for cause. For cause means any violation
by the Agent of the terms of this contract and includes, but is not limited to, fraud, failure to remit
funds, or failure to secure and maintai y li

(d) If this contract is terminated for cause as herein defined, no issions or other p
or allowances shall be payable.

(e) Upon termination of this contract for any reason, all liability to the Company hereunder shall im-
mediately become due and payable.

21. CAPTIONS ,
The captions and sub-captions contained in this contract are for the purpose of convenience and shall
not be construed as limiting or expanding the text.

22. ENTIRE CONTRACT

This contract and the Commission Schedules referred to herein supersede all previous contracts be-

tween the parties, if any, and constitute the entire contract between the parties. The contract can be

changed or modified in behalf of the Company only by the written consent of the President or a Vice

President of the Company.

IN WITNESS WHEREOF, this Contract was ted on this day of i 19,

at Chicago, Illinois.

BANKERS LIFE AND CASUALTY COMPANY
By -
President
Witness: .. ’ Agient

710-1
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ITEM 3

CAREER AGENT'S HEALTH COMMISSION SCHEDULE

Subject to phs I through 22 of the Caresr Agent’s Contract, to which this Schedule is attached, and

a1 long as the Career Agent is actively performing under the terms of the Career Agent’s Contract, the Com-

pany will allow, and the Career Agent will accept as full and complste compensation, (less application fee,
L A . c o Qehadil

if any), in with the 8

1. COMMISSION PERCENTAGES

Type of Contract Initial Subsequent

(a) Renewable at Option 100% of 1stand  30% of 3rd through 6th mo.
Disability Income Policies 2nd mo. premi jum as collected by C. y

(b) Guaranteed Renewable and Collectively 100% of 1st and  40% of 3rd through 6th mo.
Renewable (Franchise & Association) 2nd mo. premi fum as coll d by Company
Disability Income Policies

(c) All other Ry ble at Option polici 100% of 1st mo. 309 of 2nd through 6th mo.
(including Collectively Renewable P-7 & P-7A i premium as collected by Company
Franchise Policies)

(d) Guaranteed R ble and Collectively 100% of 1st mo. 40% o-f 2nd through 6th mo.
Renewable (Franchise & Association) i premium as collected by Company
Hospital-Surgical, Medical or Surgical,

& Hospital Indemnity Policies

(e) Commission percentages on Benefit Riders, for which premium is charged, is the same as the Policy
to which the Rider is attached, unless otherwise indicated in other rules published by the C y.

(f) In addition, the Career Agent may retain additional issic puted as foll

(1) In the case of R ble at Option policies, the Career Agent may retain 10% of the difference
between the Annual Premium and commission due on the first six (8) months, when the Annual
Premium is collected at time of sale.

(2) In the case of Guaranteed and Collectively Renewable policies, the Career Agent may retain 109
of the difference between the Annual Premium and six (8) full monthly premiums in addition to
the regular commission, when the Annual Premium is collected at time of sale. R

(8) The Company may, from time to time, grant additional commission as a bonus, based upon the volume
of business the Career Agent has in force at semi-annual intervels, The formula for such bonus will be
at the sole di jon of the Company. Any such bonus shall become payable when so declared by the
Company, and then only if and upon the express condition that the Career Agent is at that time
actively performing under the provisions of the Career Agent’s Contract. Nothing herein tained
gives, or shall be construed to give, to the Career Agent any vested or earned interest or any claim in
any such bonus, regardless of the date of termination of this Contract, and the same may or may not
be paid solely at the option of the Company. It may be withheid, increased, decreased, or discontinued,
at any time solely at the discretion of the Company.
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, COMMISSION WHEN BALANCE OF dUARTERLY; SEMI-ANNUAL, OR ANNUAL PREMIUM
IS COLLECTED ON DELIVERY ’

If the writing Career Agent eoll;cu the balance of a quarterly, d 1, or ] premium on de-
livery, or within 30.days following date of issue, the Career Agent may tain, according to-the above
Schedule, the commission due on the balance of the first-year’s premi 1lected, This applies to Health

Policies issued on a monthly, quarterly, or eemi-annual basis. (This does not apply to PPSP or Payroll
Deduction.)

. REINSTATEMENTS, UPGRADES, OR EXCHANGES

The commission paid to the Career Agent shall be in accordance with the Company’s last published rules.
. VESTED DISABILITY INCOME COMMISSION AFTER TERMINATION OF CONTRACT
Commission on Disability Income premiums shall be vested and paid subject to the following:

(a) Disability Income monthly premium in force is that premium in force under the Career Agent's
number at time of termination.

(b) Reinstated Career Agents will be eligible for vested commission under their assigned Career Agent
number on a “Reinstated Career Agent” basis.

(c) Commission will be five percent (5%) of all Disability Income monihly premium in force, less a
gervice charge of one-half of one percent (% of 19).

(d) Commission may be vested and paid for 2 maximum of ten (10) years.

{e) The vested period shall begin only after the Career Agent has pleted eight (18) tive
months of active service, and shall be credited on a month-for-month basis after the eighteenth
(18th) month through five (5) years of service, and on a year-for-year basis after five (5) years

of service.

(f) Vested commission wiil be paid to the Career Agent monthly until such vested monthly commis-
sion (gross amount) due the Career Agent falls below $25.00.

(g) In the event of the Career Agent’s death, Renewal Commission will be paid as set out above, sub.
ject to the service fee. - .
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ITEM &4

CAREER AGENT'S LIFE COMMISSION SCHEDULE

Subject to paragraphs 1 through 22 of the Career Agent’s Contract, to which this Schedule is at-
tached, and as long as the Career Agent is actively performing under the terms of the Career
Agent’s Contract, the following Life commissions shall be allowed for Life policies and Life riders
approved and issued by the Company. Such commissions shall be allowed on policies maintained
in force by Waiver of Premium or Policy Loan provision, and to policy reinstatement, if the Career
Agent collects the full premium in default. Commission on premiums paid in advance of the cur-
rent policy year shall not be paid until the policy year the premiums are due.

1. LIFE INSURANCE PLANS AVAILABLE AND COMMISSION PERCENTAGES

Plan No.

12B
020
29A

030
464

52B

52N
53A

Policy Plan

Joint Whole Life
20 Pay Life - Return of Premium
Whole Life (Par)

30 Pay Life - Retum of Premium
Retirement

Income At

Age 65 (Par)

Single Life Decreasing Term
10 Year Term

15 Year Term

20 Year Term

25 Year Term

30 Year Term

Annual Renewable Term
Joint Decreasing Term

. 10 Year Term

101
105
111
120

*129

1165

168
170
195
198

15 Year Term

20 Year Term

25 Year Term

30 Year Term

Preferred Risk Whole Life
Whole Life - Par
Executive Ordinary Life
20 Pay Life

In Wisconsin and Connecticut only
In Wisconsin and Connecticut only
In Wisconsin and Connecticut only

20 Pay Life-Par

Life Paid-Up at Age 65

Juvenile Limited Payment Life

Life Modified at Attained Age 70 0-55 M/0-58F

Life Paid-Up at Age 95
Life Paid-Up at Age 98

1787-J (Career Agent)9-77

32-703 O-178-10

2nd 3rd-10th
Age 1st Year Year
At Year Renew. Renew.
Issue Comm. Comm. Comm.
1870 65% 256% 2%
0-45 65% 25% 2%
60-64 55% 15% 2%
65-69 40% 15% 2%
70-74 35% 15% 2%
75-80 30% 15% 2%
0-35 65% 25% 2%
0-40 65% 25% 2%
41-45 60% 20% 2%
46-50 45% 15% 2%
51-55 30% 15% 2%
18-60 40% 15% 2%
18-60 40% 15% 2%
18-55 45% 20% 2%
18-50 45% 20% 2%
18-45 45% 20% 2%
18-65 40% 15% 2%
18-60 40% 15% 2%
18-60 40% 15% 2%
18-55 45% 20% 2%
18-50 45% 20% 2%
18-45 45% 20% 2%
15-65 65% 25% 2%
0-70 65% 25% 2%
10-70 65% 25% 2%
0-65 60% 20% 2%
66-70 55% 20% 2%
71-75 50% 20% 2%
76-80 45% 20% 2%
0-39 60% 20% 2%
40-64 55% 20% 2%
65-69 40% 20% 2%
70-74 35% '20% 2%
75-80 30% 20% 2%
0-40 65% 25% 2%
41-45 60% 20% ©-2%
46-50 50% 15% 2%
51-55 40% 15% 2%
0-14 55% 25% 2%
70% 25% 2%
0-70 60% 15% 2%
0-70 60% 15% 2%
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2nd 3rd-10th
Age Ist Year Year
At Year Renew.’ Renew.
Plan No. Policy Plan Issue Comm. Comm.’ Comm.
299 Whole Life 60-80 35% 5% 2%
320 20-Year Endowment 0-65 45% 20% 2%
365 Endowment at Age 65 0-30 66% 25% 2%
31-35 60% 25% 2%
36-40 55% 25% 2%
41-45 45% 20% 2%
4650 35% 15% 2%
51-55 25% 15% 2%
3856 Endowment at Age 85 0-50 65% 25% 2%
51-55 60% 25% 2%
56-60 55% 25% 2%
61-64 45% 20% 2%
395 Family Insurance * 60% 25% 2%
418 Endowment at Age 18 0-3 30% 15% 2%
. 49 20% 15% 2%
428 20 Pay Endowment at Age 65-Retum
of Premium-Par 0-45 65% 25% 2%
440 Joint Life 20 Year Endowment - 0-60** 45% 20% 2%
504  5-Year Level Convertible Term 15-60 35% 10% 2%
505 5-Year Level Renew. & Convert. Term 15-60 35% 10% hi
507 TF&A 5 Year Renew. & Convert. Term 0-65 35% 15% 2%
510 10-Year Level Convertible Term 15-55 40% 10% 2%
511 Executive Decreasing Term-Convertible
10-Year Term Period 15-60 40% 10% 2%
15-Year Term Period 15-60 40% 15% 2%
20-Year Term Period 15-55 45% 20% 2%
25-Year Term Period 15-50 45% 20% 2%
515 15-Year Level Convertible Term 15-50 50% 15% 2%
551 Joint Life-Last Survivor Term-Level  18-50**** 60% 5% 5%
565 Level Term to Age 65 15-40 60% 25% 2%
41-45 55% 20% 2%
: 46-49 50% 15% 2%
623  Juvenile Estate Builder 0-4 20% — -
. 5-14 25% - -
Renewal at Age 23 (treat as new issue) 23 65% 25% 2%
698  Single Premium Endowment
Maturing in 20 Years or more bkl 3% - -
Maturing in 10-19 Years | REEEX 2%% - -
4 Maturing in less than 10 Years *Ekkk 2% - -
400 Retirement Annuity 0-65 25% 20% 2%
In the state of Washington
And Tennessee 0-65 20% 20% 2%
1401 Retirement Income Rider 0-65 60% 15% 2%
In the State of Washington
And Tennessee 0-65 " 20% 20% 2%

1787-J (Career Agent)9-77
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3rd-10th 11th &
Age st 2nd Year Year Thereafter
At Year Ren. Serv. Ren. Serv. Service
Plan No. Policy Plan 1ssue . Comm. Comm. Fee Comm. Fee Fee
474 Retirement 15-19 55% 10% 5% 15% 1.5% 1.5%
income at 20-24 50% 10% . 5% 1.5% 1.5% 1.5%
Age 70 - 25-29 45% 10% 5% 1.5% 1.5% 15%
Par. 30-34 40% 10% 5% 1.5% 1.5% 1.5%
35-44 35% 10% 5% 15% 1.5% 15%
484 Retirement 45-49 30% 10% 5% 1.5% 1.5% 15%
Income at 50-54 25% 7% 3% 15% 1.5% 15%
Age 70 - 55-59 20% 7% 3% 1.0% 0.5% 1.5%
Non-Par 60 15% 5% 2.5% 1.0% 05% -

Special Service Fees

2nd- 21st
10th Year
Age 1st Year 2nd- 11th- and
- At Year Renew. 10th 20th there-
Plan No. Policy Plan Issue Comm. Comm. Year Year after

404 Retirement Annuity 15-25 27% 1.0% 3.0% 2.5% 1.5%

at age 70 - Par. 26-35 24% 1.0% 2.5% 2.5% 15%
36-45 20% 1.0% 2.0% 2.5% 1.5%
46-50 17% 1.0% 15% 2.5% 15%
51-55 14% 1.0% 1.5% 2.5% -
56-60 10% 1.0% 1.5% 2.5% -
6163 7% 0.5% 1.0% et -
64-65 5% 0.5% 1.0% - -
66-67 4% 0.5% 1.0% - -
68-69 3% 0.5% 1.0% - -

Special Service Fees are payable only to an active career agent who provides the necessary service
as determined by the Company. Section 3 of the Career Agent’s Life Commission Schedule does
not apply to the 47J, 48J or 404 Policies.

Age Single
. At - Premium
Plan No. Policy Plan Issue Comm.
04A Single Premium ' All 3%
Deferred Annuity Ages
690 Single Premium All 3%
Immediate Annuity Ages :
(Individual)
691 Single Premium All 3%
Immediate Annuity Ages

(Joint and Survivor)

4th-5th 6th-10th 11th &

Age  1st 2nd Year 3rd Year Year Year _ Thereafter
Plan Policy At Year Ren. Serv. Ren. Serv. Ren. Serv. Service Service
No. Plan  Issue Comm. Comm. Fee Comm. Fee Comm. Fee Fee Fee
02A Flexible 1860 20% 6% 5% 2.5% 5% 2.5% 25% 2% - 1.5%
’ Premium 61-69 6.5% 2% 3% 2% 25% 2% 25% 2% -

Annuity

Additional new money contributions for ages 18-60 is 20% for all years; for ages 61-69, 6.5% for
all years. . .

Commissions/Service Fees are payable for the years shown or to the Policy Anniversary nearest
age 70, if earlier.

1787-J (Career Agent)9-77
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NOTE: On Military Risks in the first 3 pay grades, reduce commission by 25% of that shown.

*  Issue Ages: Applicant (Primary Insured) 18-45] Provided Primary. Insured is
between 7 years younger and
Insured Spouse 1752 ) 12 years older than spouse
Insured Children” 15 days - 18 birthday

**  One of the applicants must be at least age 15 and neither may be over age 60. Any
applicant under age 15 will be treated as age 15.

bl Renewal Commission as follows: 3rd to 5th Year 2%
. 6th Year 20%
7th to 10th Year 2%

*¥*%*  The Average of both actual ages must be between 19-45.
*¥¥xk  Policy can be used for virtually any combination of Issue Age and Endowment Period.

2. COMMISSION ON BALANCE OF QUARTERLY, SEMI-ANNUAL, OR ANNUAL
COLLECTIONS

If the balance of a quarterly, semi-annual or annual premium is collected on delivery, or
within 30 days following date of issue, the commission due on the balance of the First Year’s
premxum that is collected may be retained by the Writing Career Agent or split according to
prior agreement according to the above Schedule. This applies to all Life policies issued on a
monthly, quarterly, or semi-annual basis. (This does not apply to PPSP or Payroll Deduc-
tion.)

3. SERVICE FEE

From the 11th to the 20th year, inclusive, an active Career Agent will also receive 2% of the
Renewal Premium collected as a Service Fee on all Life business in force on a premium
paying basis, with the exception of L-507 and L-511 (10 Year Term) and those plans for
which special service fees are indicated.

4. COMPENSATION PROVISIONS

(a) The Company may, from time to time, determine the right to commissions, the amount
and the period of payment thereof, in the following cases: (1) policies and riders here-
after introduced; (2) reinstated, reissued, or changed policies; (3) policies where part
or all of the risk is reinsured; (4) conversions of Term Life policies or riders, provided
no commission is allowed on conversion of a Group policy; (5) renewals of Renewable
Term policies; (6) policies issued with substandard or flat extra ratings.

(b) Commission on Life riders is the same percentage as the policy to which the rider is
attached, unless otherwise indicated in other rules published by the Company. '

5. VESTED COMMISSIONS AFTER TERMINATION OF CONTRACT

(a) If this contract is terminated after the Career Agent has ten (10) years continuous ser-
vice, or upon reaching age 65, whichever comes first, or as a result of the Career Agent’s
death or total and permanent disability as defined in paragraph 5 (b) of this Schedule,
renewal commissions shall be vested and paid as set out in paragraph 1 of this Sched-
ule, as long as such commissions equal or exceed $200 in any calendar year.

(b) If the Career Agent, due to illness or injury, is unable to perform as a Career Agent of
the Company in accordance with the terms of this contract for a period of six (6)
months, and shall require the regular attendance of.a licensed physician, and is certi-
fied to be in such a condition by such licensed physician, then the Career Agent shall be
considered totally and permanently disabled.

(c) If this contract shall be terminated prior to the time the Career Agent shall qualify
under any of the conditions set out in paragraph 5 (a) above, then only commissions
on first-year premiums shall be paid.

1787-J(Career Agent)9-77
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SUPPLEMENT TO BANKERS LIFE AND CASUALTY COMPANY

CAREER AGENTS AND AGENTS LIFE COMMISSION SCHEDULE

Plan No. Policy Plan Age At 1st 2nd 3rd-10th
Issue Year Year Year
Comm. Renew. Renew.
Comm. Comm.
1579 Annual Renew. 0-65 50% Same as policy to

Term which attached.
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A ITEM 5
CAREER AGENT'S GROUP COMMISSION SCHEDULE

Subject to paragraphs 1 through 22 of the Career Agent's Contract, to which this Schedule is attached,
the Company shall pay commissions at the rates shown below, provided the Career Agent: (1) is con-
tinuously and actively performing under the terms of the Career Agent’s Contract; (2) is continuously
recognized by the policyholder as Career Agent for the Group Policy, and (3) services the Group Policy
in a manner satisfactory to the Company.

Regular Scale Leve] Scale
. newal % 2nd % 10 Yr.

Annual Premium % 1st Year through 10th Yrs. Level Graded
First $1,000* 209% 5% 6.5%
Next 4,000* 20% 3% 4.7%
Next 5,000* 15% 1.5%, 2.85%
Next 10,000* 12.59 1.5% 2.6%
Next 10,000* 10% 1.5% 2.35%

*Or any part thereof

ABOVE COMMISSIONS TO BE PAID AS FOLLOWS:

1. Group (over 25 lives):

-~

(a) Regular Scale

(b

-

At option of Career Agent with Company approval—Level Scale

Upon election by the Company—Level Scale

~

{c

(d

-~

Business previously in force, in whole or in part, in another insurance company, ‘within six (6)
months of effective date of the business placed with our Company—Level Scale

(e

~

Group with Annual Premium in excess of $30,000, or on any case where a special agreement
is required, commissjons and overwrite to be determined by the Company.

7049-C Career Agent—8-76
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ITEM 6. FIELD OFFICE BULLETIN

OVER-INSURANCE - SENIOR CITIZENS . F.0.B., F-74-4

The attached bulletin establishes a néw_rule for writing
Health Insurance in the Senior Citizen market.

The maximum allowable monthly premium for Health Insurance
will be '$30,00 per individual, based upon the standard pre-
mium for that person at age 65 for all Health Insufahco
policies .in force and applied for in all companies,

This new rule is a necessary rcinforcement of our senior
~citizen "common sensc underwvriting” guidelines as spelled
out in F,0.B. No. F~71-41, which bulletin rcmains in full
forco and effect,

-Along with your Compqny, many State Inqurqnce Dcpartmentq,
are becoming concerncd about the ptoblcn of over-insucing -
persons over 65, The Company's attitude toward Senior
‘Citizens is that they should own adequate Health Insuirance,
However, with few exceptions, everyone over «ge 65 is cover-
éd by both Part A and Part B ol Medicare hovdfore, thair
primary Health- Insurance nceds can be adcquqtﬂly Lovprcd by

" Medicare Supplement Policies, Extended Carve Facility Policies
and/or llospital Indemnity Policies, it there is a need and
they can afford them,” Excessive cov01abc must be avoided,

It is the responstbtlltv of evely sales manager to sce that
his agents fully understand the new rule governing sales of
~ Health Insurance to this market, along with the importance

of using common sense undevwriting,"” DPlease review this

bulletin very carefully with your agents using the exenples
“shown, and also review with your agents F,0.B, No, F-7l-41,
"Common Scnse Undeanxtlng. . -

Place thls_bullpt;n in your Bulletin_file.
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BANKERS LIFE AND CASUALTY COMPANY

FIELD OFFICE BULLETIN NO. F-74-4
DATE: 1/28/74
RE: OVER-INSURANCE ~= SENIOR CITIZENS

TO: ALL SALES MANAGERS AND AGENTS

Recently, there have been indications that many policyholders in the
over-65 age market have been sold excessive amounts of health
insurance; amounts that would constitute over-insurance far beyond
their means. In addition, in some cases, the amounts of premium
involved are inconsistent with the incomes of the applicants.,
Remember, it is not in the best interest of-the policyholder to be
paying premiums on policies which he or she docs not really need.

Effective immediately, for individuals age 65 or over, the maximum
allowable monthly premium for all health insurance policies in force
or applied for with all MacArthur insurance Companies and other
companies is $30. 'This includes 1411 Business. This does not
include premiums pald for Part B of Medicare. Remember, $30 is the
maximum allowable premiums; individual financial circumstances may
indicate that an even lower premium would be prudent.

The $30 per month limit is based upon a standard premium at age 65

and not on the dollar amount actually being paid. With a prospect
over age 65, the agent must therefore:

. Determine existing in-force coverage.

. Based on similar MacArthur Insurance Companies coverage sold,
find standard monthly rate at age 65 for all policies.

Total all monthly rates,

Subtract from $30.00,

. If answer' is greater than 0, that is the "available monthly
premium’ which can be written using the following formula:

(2,00 X B g

For plan of coverage desired, find standard monthly rate at
age 65. If this exceeds amount obtained in #4, rcduce coverage
to point where it doesn't exceed amount in #4. :

NOTE: If after reducing to the minimum benefits of plan
desired, the rate still exceeds the "available monthly
premium' that plan may not be written. Tho only plan

that may be written at that point, Is one that does
not excced‘the "available monthly premium .,

If that {s the casc - only that plan/benefit can be
sold at the actual age/rate.

For example, assumé¢ Sam Smythe is 75 years old and has cirrhosis

of the liver (Qualified Risk Point Value of 75). He is paying

$15 in standard monthly health insurance premiums on policies

purchased at age 65. IHe recently purchased a 717 on which he pays

a rated premium of $11.70 monthly. In determining the standard

monthly rate at age 65, the $15 would rematn unchanged. The $11.70
- paid for the 717 would be adjusted downward to $5, altogethoer the
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total being (15 + 5) $20. Subtracting $20 from $30 lecaves $10
which is the amount of standard monthly premium (at age 65) which
may be written on Sam Smythe. For instance, a 774 with an actual
premium (age 75 with Qualified Risk Point Value of 75 for cirrhosis)
of $16.15 can be written since the standard rate at age 65 for this
policy is 36.

For a second example John Jones,is age 65, He purchased a 780 policy
last year when he was 64 for $7.70. Since the premium at age 65 is
$8.80 for this policy, the premium must be adjusted upward. In
addition he has purchased other policies since hc turned 65,
with monthly premiums of $15. Mr. Jones is now applying for a
764A with a premium of $4.00. Since $1.00 + $8.80 + $15 equals .
$27 .80 the 764A can be written.

Finally, with the implementation of the $30 monthly health premium
limit, incrcased emphasis is placed on listing all information
concerning insurance now in force or applicd for with this or other
companies on the application. An accurate and thorough job of
reporting this data will serve to speed Home Office handling of

all Senior Citizen.health insurance applications.
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ITEM 7. MEDICARE SUPPLEMENTAL POLICY FORMS, OUTLINES OF
' COVERAGE"®

BANKERS LIFE AND CASUALTY COMPANY
4444 West Lawrence A venue, Chicago, Illinois 60630

OUTLINE OF COVERAGE
For Medical-Surgical Policy GR-75J
(Retain this for your records)

BENEFITS

The Medical-Surgical Policy provides for each insured family member:
For Doctor Calls
Up to $10 for each treatment at home:
Up to $5 for each treatment in the hospital, nursing home, convalescent home, rest home,
extended care facility, or in a doctor's office.
Doctor calls start with the first treatment for accident, third treatment for sickness, and
are limited to one treatment per day.

Total payments for each insured family member shall not exceed $600 for any ore
accident or any one sickness. -

For Surgé-ry
From $6 up to $600 bascd on the nature of the operation as set forth in the surgery
schedule. '

Benefits will be paid for both doctor calls and surgery if each service is performed by a
different doctor. If the same doctor provides the doctor calls and the surgery, then
benefits either for the doctor-calls or surgery, whichever is greater, but not both, will be
payable.

Miscellaneous Expense Benefits
" Up to $25 for Radiologist’s services:
Up to $15 for Pathologist’s services:
For Anesthetist's services; 15% of the Surgical Benefits payable, or $10, whichever i«
greater. '
The above benefits are not available when the services are performed by hospital
employees.

EXCEPTIONS
The Medical-Surgical Policy does not cover loss due to:

Mental disturbance without demonstrable organic disease; dental operations or dental
treatment; any act of war: services rendered by any agency of the Federal Government,
including Veterans Administration; services rendered by any agency of a State Government,.
unless the Insured is legally obligated to pay for such services: any injury or sickness covered
by any Workmen's Compensation or Occupational Disease Law.

Conditions commencing within the six months prior to the effective date of coverage are not
covered for a period of six months after the effective date of coverage.

RENEWAL CONDITIONS

The Medical-Surgical Policy is renewable for life as long as premiums are paid on time. The
Company may change premium rates only on a class basis.

You have a ten day right to examine the policy and return it for any reason for a full refund.
This is an outline of coverage for the Medical-Surgical Policy Form GR-75J and is not a contract.
The policy itself sets forth the rights and obligations of both you and the insurance company.
It is therefore imperative that you READ YOUR POLICY carefully.

1 Complete policy forms retained in committee files.

471-G
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BANKERS LIFE AND CASUALTY COMPANY
4444 West Lawrence Avenue, Chicago, [L 60630

OUTLINE OF COVERAGE

-For Skilled Nursing Facilty Policy Form GR-74B
(Retain this for your records)

The poliey provides Skilled Nursmg l-acnllty Benefits only, which are supp]emental to Part A of
Medicare.

BENEFITS
The Skilled Nursing Facility Policy provides for each insured Family member the following:

1f a Family member is confined in a Skilled Nursing. Facility within 28 days after a confinement of
Jar inore consecutive days in a hospital due to injury or sickness, the Company will pay during the -
21st th ‘ough the 100th day of confinement, the following:

The ri+m and board expense incurred (not to exceed the reasonable and customary charge {or semi-
private accommodations); the expense incurred for services and supplies including regular
nursing seryices: medicines and drugs: medical supplies such assplints and casts; use of appliances
and equipment such as a wheelchair, crutches and braces: physical occupational and speech
therupy: and vther medically necessary services and supplies, but not to exceed the amount of
Medicare DeJuetible for which the Family member is responsible. At the vme of application, this
amount i~ $18.00_ per day.
F.xpenses due o niedical of surgical services provided by a physician, surgeon on intern;
services of a private duty nurse or other private duty attendant; blood of blood transfusion;
custodial care; and personal comfort or convenience items such as telephone, radio or
television furnished at the Family members request, are not covered.

During the 101st through the 400th day of confinement in a Skilled Nursing Facility. the (nmp iy
will pay the above benefits, but not to exceed $15 per day.

if the insured Family member is noteligible or does not qualify to receive payments under any Federal
Medicare |egislation or plan. the benefits provided by the policy will be paid as though the insured
Family member was eligible or qualified to receive such payments.

If vhanges are made i Medicare benefits which effect the benefits provided by the policy. an
appropriate adjustment in benefits will automatically be made with an appropriate adjustment in
premium, if necessary.

EXCEPTIONS

The Skilied Nursing Facility Policy does not cover loss incurred while under the influence of any drug
r-t administered by a physician.

Conditions commencing within the six months prior to the effective date of coverage are not covered for a
period of six months after the effective date of coverage.

Other Insurance in this Company — Only onc of these policies can be effective for the family at any one
timme. If more than one is effective. the Company will return all premiums paid for all other such policies.

RENEWAL CONDITIONS

The Skilled Nursing Facility Policy is renewable for life. The Company may change premium ratesona
vlass basis.

You have a ten day right to examine the policy and return it for any reason for a {ull refund.

This is an outline of coverage for Skilled Nursing Facility Policy Form GR-74Band is not a contract. The
policy itself sets forth the rights and obligations of both you and the insurance company. It is therefore
imperative that you READ YOUR POLICY carefully.

3862A-G
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BANKERS LIFE AND CASUALTY COMPANY
4444 West Lawrence Avenue, Chicago, Illinois 60630

OUTLINE OF COVERAGE

For Guaranteed Renewable For Life Hospital Confinement Indemnity Policy Form GR-74J
(Retain this for your records)

BENEFITS

The policy provides the following Hospital Indemnity for an insured family member for each day of hos-
pital confinement, beginning after the applicable Elimination Period, if any, but not to exceed the Bene-
fit Period for any one accident or any one sickness.

Hospital Confinement Indemnity Benefit Period Elimination Period

Insured $ 10 or $20 ar$30Daily 365 Q. days

Insured's spouse $10 or $20 or$30 Daily 365 0 _days
EXCEPTIONS

The policy does not cover loss due to: Mental disturbance without demonstrable organic disease.
Conditions commencing within the six months prior to the effective date of coverage are not cov-
ered for a period of six months after the effective date of coverage.

RENEWAL CONDITIONS

The policy is renewable for life as long as premiums are paid on time. The Company may change the
premium rates on a class basis.

You have a ten day right to examine the policy and return it for any reason for a full refund.
This is an outline of coverage and is not a contract. The policy itself sets forth the rights and obligations

of both you and the insurance company. It is therefore imperative that you READ YOUR POLICY
carefully.

4476-G
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BANKERS LIFE AlMD CASUALTY COMPANY
4444 W. Lawrence Ave., Chicago, Illinois 60630

OVER-65 HOSPITAL EXPENSE POLICY
REQUIRED DISCLOSURE STATEMENT

Form GR-764A

(1} Read Your Policy Carefully—This disclosure statement provides a very brief description of the
important features of your policy. This is not the insurance contract and only the actual policy
provisions will control. The policy itself sets forth in detail the rights and obligations of both you
and your insurance company. It is, therefore, important that you READ YOUR POLICY
CAREFULLY! — ~

(2 Medicare Supplement In-Hospital Expense Coverage— Policies of this category are designed to
provide, to persons insured, coverage for in-hospital expense incurred. as a result of a covered
accident or sickness, which are not covered under Part A of Medicare subject to any limitations
set forth in the pohcy Coverage is not provided. for physicians or surgeon fees. Basic hospital or
basic medical insurance coverage is not provided.

{3) The Over-65 Hospital Exnense policy provides Supplementary Hospital Benefits which are based
upon the Federal Medicare Program. As of January 1, 1978 the GR-764A provides the following
supplementary benefits, during each benefit period, when you are confined in a hospital as a result
of injury or sickness.

The initial Medicare deductible—$ 144.00
8.35 per day from the 61st through the 90th day of hospital confinement.

$72  per da-y from the 91st through the 150th day of hospital confinement (or as long as
Lifetime Roserve under Medicare is availabie}.

From the 151st day tcr when Lifetime Reserve is exhausted), 100 of all usual and customary
expense for hospital services and medical supplies, including semi-private room and board (or
Private, if such facility was medically necessary and used during the period of Medicare coverage).
However, this would NOT cover medical or surgical services provided by a physician or surgeon.
Nor would it cover the services of a Private Duty Nurse except as provided below.

After the 60th day of hospital confinement, the GR-764A pays the expense incurred for the services
of a Private Duty Nurse (other than a member of your family) up to $20.00 per day as long as you
are hospitalized— UP TO A MAXIMUM OF 100 DAYS.

AUTOMATIC BENEFIT EXTENSION —If the hospital benefits provided by the Federal Medi-
care Program change, then the benefits provided by the GR-764A policy shall also change to supple-
ment ‘the new hospital benefits provided by Medicare. Any premium adjustment that may be

. necessary will be explamed on the first premium notice following such change. \

{41 The GR-764A does not cover you during the first 60 days from date of issue, for any hnspi}al
confinement caused by a condition for which you’ve been medically treated or advised prior to
policy issue. It does not cover loss due to mental illness, without organic disease; services rendered
by any agency of Federal Government, including Veterans Administration; services rendered by a
‘State Government agency, unless yvou are legally obligated to pay for the service.

(51 The Over-65 Hospital Expense Policy is renewable for life or until the aggregate benefits paid
or pavable equal $25,000 as long as premiums are paid on time. The Company may change pre-
mium rates on a class basis.




Appendix 4

STATEMENTS AND LETTERS FROM INDIVIDUALS AND
ORGANIZATIONS

ITEM 1. STATEMENT OF MARY M. BACH, STAFF ATTORNEY, CENTER
FOR PUBLIC REPRESENTATION, MADISON, WIS.

The Center for Public Representation is a public interest law firm engaged in
issues impacting on the elderly. For the past several years, the Center has been
actively involved in the Medicare supplement area. In addition to conducting
advocacy training on the problems of Medicare and private health insurance, the
Center has pushed for more administrative control over sales and advertising
practices, greater disclosure to consumers and minimum standards.

Access for Senior Citizens, a project of the Center for Public Representation,
is a new direct services program providing advocacy for the elderly in ten Wiscon-
sin counties. The project is staffed by benefit specialists working under attorney
supervision who provide assistance in the broad area of government benefits. ASC
has found, to its surprise, that after six months of operation, private health
insurance problems constitute the largest single issue affecting our clients and
account for almost one-fourth of the total caseload. Related issues in the Medicare
and Medical Assistance program bring the total to well over one-half. Attached is
a Service Summary which provides a breakdown of the ASC caseload from
September 15, 1977 through February 28, 1978.* i

Also attached is a comment written by the ASC benefit specialist in Grant
County which describes in some detail the types of issues we are encountering.

The Center for Public Representation and Access for Senior Citizens are-
particularly concerned about the sale of limited insurance such as cancer insur-
ance and the sale of Medicare supplement and other health insurance to Medical
Assistance-eligible people. Attached are copies of correspondence related to
these two issues.

We are most pleased that the Committee is beginning to investigate this matter
of grave concern to the elderly, and we would welcome the opportunity to provide
the Committee with additional information.

ITEM 2. STATEMENT OF JO PEBWORTH, BENEFIT SPECIALIST, AC-
CESS FOR SENIOR CITIZENS PROJECT, CENTER FOR PUBLIC REP-
RESENTATION, MADISON, WIS.

The majority of people over 65 and on Medicare have different requirements for
private health insurance than the rest of the population. Because they are on a
fixed income, usually Social Security benefits-—often supplemented with interest
or dividends on their “life’s savings”’—their biggest concern is the possible re-
duction of income or assets. Adequate health insurance is essential in case of a
catastrophic illness or accident to protect income and assets and the income assets
produce. However, because a retired person’s income is not affected by illness or
injury beyond hospital, medical and nursing home expenses, indemnity plans are
not necessary.

Medicare is a tremendous help for the elderly. Part A insures a person against
the average hospitalization with only $144 deductible. Part B covers a major
part of surgical and medical expenses. However, expenses incurred for cata-
strophic illness and accident will not be adequately covered by Medicare alone.
Additional insurance is essential for most elderly people. Even adequately insured
persons face many extra charges not covered by either Medicare or by private
health insurance.

1 Retained in committee files.

(162)
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In the past seven months, in my work as Benefit Specialist in Grant County,
I've worked with 191 individuals over 60. One hundred three of these clients had
problems concerning insurance. All 103 were confused about how Medicare and
private health and nursing home insurance pay. Some of my clients simply
wanted their coverage reviewed and explained to them. Others needed advice on
what to buy. Some had too much insurance. Some had inadequate coverage. Many
needed help submitting claims. In the following report I'll explain the problems
I’ve encountered in each area.

TO0 MUCH INSURANCE-—24 CLIENTS

People over 65 often have too much insurance because they :

(1) Don’t understand Medicare.

(2) Don’t know what they need, but know Medicare won't pay everything.

(3) Are afraid of cancer and accidents.

(4) Are worried about going to a nursing home some day.

(5) Are disoriented, forgetful and confused. Some don’t realize that they have
existing policies in force. Others won't show an agent what policies they do al-
ready have.

(6) Have run into sales people who neglected to explain coverage adequately
or who sold more coverage than a person needed, or who didn’t check to see if
a person was on Medical Assistance (but some elderly people I've met didn’t
realize they were on Medical Assistance or how it paid).

(7) Often find it very hard to turn down a salesman.

The clients I have worked with who had too much insurance usually have at
least one adequate Medicare supplement and perhaps a skilled nursing home
policy. Their additional coverage usually includes two to five accident indemni-
ties and a cancer plan. A few have had two or three Medicare supplements and
some have been sold intensive care plans. They are often paying $200 to $6C0 or
more annually for unnecessary coverage. Through explaining and listing a client’s
policies and premiums, the policy holder realizes how much he actually is spend-
ing on insurance and that he or she can cut down his or her insurance costs drasti-
cally and still maintain very adequate coverage. The amount people spend on in-
surance for simply adequate comprehensive coverage is very high. Medicare Part
B costs $89.40 and a Medicare supplement from $200 to $500. Add a skilled nurs-
ing home plan and the cost per individual can run over $800 a year for health
insurance. Counseling is essential to explain how private insurance works with
Medicare and to show how a person can reduce their insurance costs.

HELP WITH INSURANCE CLAIMS-—17 CLIENTS

Once an elderly person has been in the hospital, even with adequate in-
surance and Medicare, coping with Medicare and private insurance claims can be
a nightmare.

(1) Often one hospitalization results in bills from four of five doctors each
having different “rules” for the patient to follow in submitting claims to Medi-
care and private insurance.

(2) After claims are submitted many people don’t understand how the bene-
fits are determined. The confusion usually arises over the difference in the amount
billed and the amount allowed by Medicare.

(3) Many people don’t submit claims when they are eligible for benefits. One
client with insurance covering prescription drugs had never submitted a claim.
She is eighty-six and has been on set medication for years. Other clients have
stopped submitting claims when the process became too lengthy and confusing.

(4) A few clients were completely confused by the claims processes and
couldn’t submit a claim without help.

(5) Once a hospital would not take the extra step necessary to resubmit claims
for eligible benefits.

(6) Some insurance companies send classic letters of confusing information,
understandable only if a person has a complete past record of correspondence
and billing at their disposal, i.e. the insurance company knows what they are
talking about ; the client has no idea.

(7) Elderly people often lose Explanation of Medicare Benefits, riders to
policies, and sometimes even checks.

For many of the 17 people I've helped with insurance claims. an explana-
tion of how their claims were paid—checking amounts against bills—was all
that was necessary. We pore over Explanation of Medicare Benefits, the Medicare
Handbook, insurance policies, explanation of benefit letters, and usually it all
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comes clear and no mistakes have been made. This is a confusing, frustrgting
experience, even for me, and I've seen lot of bills, Explanation of Medicare
Benefits and insurance settlements. It is a frightening thing for an elderly person
to think that (s)he may have been cheated, or that (s)he may have not made
a claim correctly, or (s)he should have gotten more money and (s)he can’t
understand why or what or who or how. Medicare and one Medicare supplement
paying on a single hospital stay can be a nightmare of confusion for an elderly
person. A few cases have been very complicated. The client and I just cry
together and keep on trying.

INADEQUATE INSURANCE COVERAGE—S8 CLIENTS

Clients who have inadequate coverave may :

(1) Believe Medicare is sufficient. Since Medicare alone pays as well or better
than lots of insurance people may have had before reaching 65, they believe
they don’t need further coverage. Usually they are not prepared financially
to co-insure with Medicare.

(2) Think an indemnity plan or disease plan is sufficient. Unfortunately in-
surance agents often sell a policy with a daily hospital indemnity and a surgery
schedule and imply (or mistakenly think themselves) that this is all a person
needs to supplement Medicare. .

(8) Have purchased packages of insurance which may be incomplete. The
AARP plans are an example of this, and there are others sold in Grant County.

I've had eight clients with private insurance that did not adequately supple-
ment Medicare. Most of these had indemnity plans, some with surgical schedules.
Sometimes the plans were limited, i.e. accident or cancer policies. It requires
a knowledge of all the health plans available to residents of Grant County
to be able to counsel people on how to supplement existing insurance. Fortu-
nately with the new rules for Medicare supplements in Wisconsin, a lot of the
“guess work” is taken care of in this area.

NEED ADVICE ON WHAT TO PURCHASE—16 CLIENTS

Shopping for a Medicare supplement is somewhat easier now in Wisconsin
with the new state rules enacted by the Commissioner of Insurance. However:

(1) There are presently problems with prices of qualifying plans. As of today
only one plan can be honestly recommended.

(2) Because most companies don’t have a qualifying Medicare supplement
to market right now—many people will buy indemnities and surgery schedules
to supplement Medicare.

(3) People approaching eligibility for Medicare don’t understand how it pays.
The Medicare Handbook is excellent but still confusing to some elderly people.

(4) People with existing coverage don’t realize they can often convert to a
Medicare supplement with the same company for a lower premium.

(5) Some people refuse to purchase Medicare Part B.

(6) People don’t understand pre-existing condition clauses.

I've advised 16 people on what to purchase. As of May 1, there was only one
Medicare supplement in Wisconsin I could advise a client to purchase, because
of its rating (2) and cost ($17 less than any other plan regardless of rating).
I use the Insurance Commissioner’s booklet, “Health Insurance Advice for
Senator Citizens” 1978, to explain Medicare supplements and find it a valuable
tool.

NURSING HOME COVERAGE—EVERY CLIENT

Because one out of five elderly people in the U.S. will spend some time in a
nursing home during a lifetime, nursing home bills pose a real threat to a person
with a limited income and assets to protect. In Wisconsin at this time there is
no adequate insurance for all types of nursing home care. There is “Nursing
Home” insurance available and it is marketed widely in Grant County. The
policies themselves are adequate for two to four years of skilled nursing care in
a state-approved nursing home. As nursing homes are used more and more as a
recuperative step between the hospital and final recovery at home, skilled nursing
home policies can be an important part of an elderly person’s total insurance
coverage (depending on a person’s asset level and possible eligibility for Medical
Assistance). These policies, the nursing home coverage in many Medicare sup-
plements, and the coverage Medicare provides are often confusing to elderly
people because :
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(1) They don't understand the difference between Skilled and Custodial Care,
and therefore don’t realize a nursing home plan won’t pay on all nursing home
bills.

(2) Most nursing homes are not covered by Medicare.

(3) They don’t realize that Medicare rarely pays for nursing home care be-
cause of strict regulations in Medicare-approved homes for care to meet Medicare
standards for payment.

(4) Many Medicare supplements and nursing home riders and policies only
pay when Medicare pays in a Medicare-approved home.

(5) Strict requirements must be met before any skilled nursing home will pay.

I spend time with each client explaining custodial and skilled care and where
and how Medicare pays for care in Grant County nursing homes. Recently I've
developed a speech to give to senior citizen groups on nursing home coverage—
it takes a good 15 to 20 minutes to explain nursing home insurance. Emphasis
must be placed on the inadequacies of Medicare in tais area and also how a person
should examine his or her own finanecial situation to determine whether a nursing
home policy is advisable in his or her case. A nursing home stay is often devas-
tating financially because often income-producing assets must be dispersed to
pay for care. The tragic situations are: a wife or husband outside the nursing
home depleting life's savings until the nursing home resident is eligible for
Medical Assistance, or the single person, returning home to a reduced income
after depleting income-producing assets to pay for a lengthy nursing home stay.

SUMMARY

The problems I've encountered concerning insurance to supplement Medicare
are caused by ignorance on the part ot people selling insurance and of people
buying insurance and of people collecting insurance claims. Ignorance on the
part of elderly consumers is understandable because this is a very confusing
area. Unfortunately published statements often add to the confusion.

“Insurance to supplement Medicare and Medicaid” when Medicaid needs no
supplement.

“Medicare pays for the first 20 days in the nursing home” when very few
nursing homes are Medicare approved. Medicare, in fact, pays for only around
3% of the nation’s nursing home bill.

There is a lot of education necessary in all segments of the health care system
from consumers, to insurance salespeople, to doctors, to Medicare clerks, to
hospital social workers, to Social Security Claims Representatives. Many of
these people are excellent in their ability to counsel on Medicare and insurance;
some aren’t. Unfortunately for the person 65 or older it’s difficult to become
knowledgeable on all the facets of health care and insurance. Getting advice
from someone not well acquainted with the health care financing picture in his
or her town or county can be disastrous.

The answer to most complaints is education and someone to call for help
RIGHT NOW when things are golng wrong. I want to see more health care
financial management counseling done on a local level. The health insurance
counseling and help with claims that I provide is inadequate for the number
of elderly people in the area I serve. From my work so far I believe the great
majority of people over 60 in Grant County need information and/or advice
on insurance. Many need help submitting and understamding insurance claims.

Presently I provide group counseling through speaking on Medicare and Medi-
care supplements and mursing home insurance at senior citizen clubs or on the
radio. I provide individual counseling at a client’s home or other location (office,
nutrition site, senior citizen club). This counseling includes an explanation of
existing policies and Medicare, and discussion of the client’s unique problems
(including financial situation if necessary). If help with claims is necessary,
this is provided. In all cases the client is encouraged to take necessary action
once (s)he understands what must be done. Otherwise I help with claims. In all
cases follow-up is provided.

The attached letter describes a case I'm working on with a couple which has
become a short course on insurance counseling and filing claims. I'm not only
concerned with this couple’s latest hospitalization, but with past medical care
as W_ell. They had too many policies: a group health plan, AARP plans, three
Medicare supplements, a nursing home plan, cancer plan, and accident plans.

32-7-3 0 -78 - 11
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They had no knowledge of which policies were in force. Before I started working
with them they had many doctors and hospitals submit claims on policies that
were not in force at the time. Even now when they receive benefits, they are
reluctant to apply them to their medical bills, and they are retuctant to drop any
policies that are in force. They have no family in the immediate area to assist
them in filing claims. I have been able to recover about $475 for this couple so far.
They illustrate practically all the problems elderly are apt to encounter with
Medicare and private insurance. And because of their nursing home bill (in a
Medicare-approved skilled nursing -home no less!) all the money I-can collect
from every one of their policies still won’t come close to paying for their health
care in 1977.

ITEM 3. LETTER TO RICHARD AUDETAT, GRANT COUNTY COMMISSION
ON AGING, LANCASTER, WIS, FROM DENISE HILL, PLATTEVLLE
MUNICIPAL NURSING HOME, PLATTEVILLE, WIS, DATED MAY 1,
1978

DEAR MR. AUDETAT: I would like to comment on the recently developed posi-
tion of Benefit Speclalist for Grant County. I am the social worker at the
Platteville Municipal Hospital and Nursing Home, and I am approached often
by patients, residents, and families with questions regarding Medicare and
insurance. My knowledge of such matters is limited, and in one case in particular
I called upon Jo Pebworth for help. The case involved a married couple who
had been in our nursing home for several months. They were about 90 years
old, and had been handling their own financial affairs. Their children lived out
of town, and they were not willing to let their friends and neighbors get very
involved in their business. During their stay in the nursing home, I had many
discussions with them regarding their financial resources, Medicare, and their
insurance coverage. They were not eligible for Title XIX, and had minimal
coverage in the nursing home by Medicare Extended Care. They had limited
financial resources, and were very concerned about the cost of their nursing
home care. During the course of our discussions I discovered that they had
numerous insurance policies, (at least 8 or 9 each), some of which they thought
covered nursing home care. Unfortunately, they had no copies of the policies
with them, and their records at home were incomplete and disorganized. I
worked closely with the couple and with our nursing home insurance clerk to
try to uncover the facts about their insurance coverage. It was quite time-
consuming for the insurance clerk and myself, and very frustrating and worri-
some for the couple. When the couple was discharged to their home in October
1977, we were still awaiting replies from several insurance companies, and their
bills were still pending. At this point, I explained the situation to Jo Pebworth,
and asked her to help us. Since I have neither the time nor the expertise to
do the amount of follow-up that would have been necessary after their discharge,
the availability of a Benefit Specialist proved to be an invaluable resource. I
have spoken with this couple several times since their discharge, as well as
with Jo. It has been a very time-consuming case for her, also, and they have
told me how grateful and relieved they are for her assistance. By corresponding
with insurance companies, identifying overlapping policies, and advising them
as to which policies are necessary, she has enabled them to significantly reduce
their premiums. By working with me and with our insurance clerk, she is gradual-
ly straightening out their nursing home bills. In addition to saving them money,
Jo has been able to save them countless hours of worry and frustration. Had
there been no Benefit Specialist to call on, I honestly do not think the outcome
would have been nearly as favorable. ;

This rather lengthy narrative is just one example of an instance in which
a Benefit Specialist was a valuable resource. I hope that such an involved
case won't come up again, but I have learned that the lack of information
regarding Medicare and insurance is widespread, especially among the elderly.
The accessibility of knowledge and skilled intervention in this area is a neces-
sity for Grant County.

Sincerely,
Deryse HILL.



Appendix 5

“WHAT YOU SHOULD KNOW ABOUT HEALTH INSUR-
ANCE WHEN YOU RETIRE,” PUBLICATION OF HEALTH
INSURANCE INSTITUTE, WASHINGTON, D.C.

Introduction

This short booklet is designed to give you the practical
information you need to know about Medicare and about the use of
private insurance after you retire to help you avoid the costly
expenses associated with periods of illness requiring hospitalization
and surgery.

Because the gaps in Medicare can add up to considerable
expense, private insurance companies have developed a number of
gap-filling coverages.

In the following pages, we will introduce you to the meaning
of some common health insurance practices; we'll analyze how
Medicare works in practical terms and we'll show you how
supplementary policies can fill in the gaps.

Obviously this little booklet won't turn you into a health
insurance expert. But we hope we can give you enough under-
standing of these important government and private health
programs to enable you to deal more confidently with the choices
available to you.

On the next few pages are plain language definitions of health
insurance terms. Once you have read through them, the rest of
the booklet should be easy to understand.
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Some common health insurance practices

Health insurance policies can appear confusing. Because they -
are legal contracts, they employ precise legal language. We
won't try to tell you what all the terms mean. But we can describe
in everyday language the concepts those words spell out legally.
The concepts employed by both the Medicare program and by
private insurers are marked with an asterisk.

*Deductible: An initial amount of health expenses for

which you are not compensated.
*Co-insurance: A percentage of a health expense for

which you are responsible after paying
the deductible amount. A policy that uses
co-insurance typically would pay up to
80 percent of a given expense, and you
would pay the remaining 20 percent.

Pre-existing Condition: A current health problem which you had
prior to becoming insured.

Exclusion — In connection with a pre-existing condi-
tion, it means that the policy will not pay
benefits for illness arising from that

) condition.

Waiting Period — It means benefits will not be paid for a
pre-existing condition until after you have
had the policy for a specified period of
time.

Elimination Period: This applies to a certain type of plan
called a “hospital income policy”, in .
which benefits may not be paid under the
elimination period for the first several
days of hospitalization. Elimination
periods vary from policy to policy and
from company to company. The result is
their length can be selected: the longer
the elimination period, the lower the cost
of insurance. But you are less likely to’
receive benefits for a short period of
iliness.
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*Benefit Maximum:

Lifetime Maximum:

Reinstated Benefits:

Entrance Age:

Guaranteed Renewable:

Conditionally Renewable:

Renewable
at Company Option:

The limit a policy will pay for a given
benefit. A benefit can be expressed either
as a length of time (for example, 60 days
of semi-private hospital room charges),
or as a dollar amount (for example, $350
for a certain procedure).

Most plans have an upper limit on the
total benefits they will ever pay. This life-
time maximum is commonly quite high.
Some policies will restore the lifetime
maximum according to a specified sched-
ule during periods when you are not
drawing benefits.

The age up to which the company will
sell you a policy. Entrance ages vary
considerably from company to company
and some policies can be bought at any
age.

The company agrees to continue insuring
you up to a certain age as long as you
pay the premium; and it cannot raise
your premium unless it raises premiums
for a particular class, such as everyone in
your geographical area with the same
kind of policy. Some policies are guaran-
teed renewable for life.

The company will continue insuring you
as long as it continues to insure people in
your state with the same kind of policy.
The company reserves the right to stop
insuring you as an individual. However,
you cannot be cut off from receiving
benefits under the policy in the midst of
an illness.
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Medicare

Medicare was never meant to be an all-inclusive health
insurance program. It is designed mainly to relieve people aged 65
and older of the major part of medical costs associated with
hospitalization, surgery and lengthy periods of recovery.

Local Social Security offices keep a booklet on hand which
describes in detail how it all works. Deductibles and co-payments
are periodically changed and it is sound practice to keep a current
copy handy.

The summary that follows shows how Medicare works and
what it does not cover.

Medicare Part A (Hospital Insurance)

The first part of Medicare (Part A) is primarily a hospital
insurance program. After you pay a deductible amount of $144,*
Medicare pays for 60 days of full hospital care for each spell of
illness, including all of the charges customarily associated with a
hospital bill, such as the semi-private room rate, meals, regular
nursing services, laboratory and X-ray fees, intensive care costs,
operating and recovery room, drugs, casts, dressings, splints and
in-hospital therapy services.

If a spell of illness goes beyond 60 hospital days, you become
responsible for a $36* daily co-payment, up through the 90th day.

In effect, the program provides for most of the cost of 90 days
of hospitalization each spell of illness.

In addition, the program provides a 60-day “lifetime reserve”
of hospital days against which you can draw, should any spell
of illness extend beyond 90 days. You must pay $72* for each day
you use the “reserve.”

Medicare Part A also pays toward extended care in a skilled
nursing home, as well as part-time skilled nursing care at home. It
works this way: -

After a hospital stay of at least three consecutive days,
Medicare helps pay for up to 100 days of extended care in a skilled
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nursing facility, provided the nursing is certified as being

connected with the illness that put you in the hospital. As with

the hospital coverage, the nursing home benefit pays the charges
normally associated with these facilities. The first 20 days of

nursing home care are paid in full; the next 80 days of care requires
an $18* daily co-payment from you. Your eligibility depends upon
your need for skilled medical services. The program does not

cover custodial care in a nursing home.

Medicare Part A also provides for 100 home nursing visits
by skilled paramedical personnel. These benefits can include
therapy, skilled medical services, and supplies and equipment
provided by home health care agencies.

Medicare Part B (Medical Insurance)

The second part of Medicare, the one you pay premiums
for, helps pay for physician and surgeon services both in and out of
a hospital.

It works this way:

After you have paid a $60 deductible amount, the program
will pay for 80 percent of reasonable medical charges; you are
responsible for 20 percent of those charges.

The key word here is *“reasonable” and Medicare determines
what is a reasonable charge. It could be considerably below a
physician’s normal fee. Some physicians accept that figure but
others do not.

So the basic question to ask when seeking medical services is:
Will your physician or surgeon accept Medicare “assignment’’ —
that is, accept only what Medicare will pay the doctor?

If so, your out-of-pocket expenses are limited to the deductible
amount of $60, plus 20 percent of the doctor's charges. If not,
your out-of-pocket expense will be (1) the deductible amount,

(2) the 20 percent co-insurance and (3) that part of the doctor’s
charges in excess of Medicare's definition of a “reasonable” charge.

Aside from physician and surgeon benefits, Medicare Part B
has a number of other benefits — most of them subject to the

*Deductibles 2nd co-payments cited were those in effect as of January 1, 1978.
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deductible and 20 percent co-insurance features. Remember, you
do not pay the deductible every time you use one of these
services. Once it is paid for — it is done with for the calendar year.

Other Medicare Part B benefits pay toward diagnostic tests,
prosthetic devices, medical supplies, independent laboratory tests,
certain ambulance services, radiology and pathology services, and
administration of drugs that you cannot administer yourself,
physical and speech therapy services and limited out-patient
psychiatric, chiropractic and dental surgical care. Emergency room
and out-patient clinical benefits are also included.

The Part B program, like Part A, includes 100 home visits
by skilled paramedical personnel. These can be used after the 100
visits of the Part A program are exhausted, or independent of a
‘stay in a hospital, provided your illness is covered under Part B of
Medicare.

A close look at the gaps

Medicare Part A (the hospital part) does not provide for all
costs, but the gaps usually do not create big out-of-pocket hospital
costs if you are ill for only a short while. The $144 deductible,
which you pay, can usually be met by people living on a retirement
income and the co-payments do not start until the 61st day.

However, a long illness and recovery period could mean
some sizable costs. Your co-payments of $36 a day from the 61st to
90th day could run up your part of a hospital bill to more than $1,000.
And if you had to use the “lifetime reserve” each day would cost
you $72 in co-payments.

A working knowledge of Medicare can sometimes reduce
this potential expense. If your illness looks as if it may last a long
time, you and your physician should discuss whether the latter
part of your treatment can be managed in a skilled nursing facility
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instead of the hospital. From a cost point of view, this transfer
should be made before you would have to begin co-payments. If
you are eligible, the first 20 days in a nursing facility are paid by
Medicare and the remaining 80 require daily co-payments by you of
$18—substantially smaller than the $36 hospital co-payments.

And if the remainder of your recovery can be managed at
home, you can also cut costs. Part A provides for 100 home health
care visits per benefit period in connection with an illness that
required hospitalization, while Part B provides another 100 visits.

This brings us to the gaps in the Part B program (the
professional service part). These are less well-defined in dollar
terms. You will recall that with Part B you would have to pay a $60
vearly deductible amount. But the rest of the gaps are expressed
not in dollars, but in percentages of the bills. Since Part B pays
for 80 percent of reasonable charges, bear in mind that important
word “reasonable.” If, for example, your doctor bills are higher
than Medicare allows as reasonable, you become responsible
for not only the 20 percent co-payment, but for everything over
the allowable charge as well.

Furthermore, private duty nursing, which is sometimes
required, is not covered. Nor are prescription drugs that you might
require after you leave the hospital.

So, taken together, there is a sizable risk of incurring some
substantial out-of-pocket costs under Medicare.

Closing the gaps

First let's face the uncomfortable realities. As people age and
become more prone to illness, the cost of insuring against illness
goes up. Also, the longer you put things off, your choices of
insurance policies become fewer.

So, assuming you've got several years before you reach age
65, let’s examine what's available beforehand.
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Before age 65 . . . Group insurance

The first thing to do is to check your group health insurance
plan where you work, or in your professional or fraternal
organization.

There has been a trend among new group plans to continue
some coverage after retirement, with some employers paying part
or all of the costs.

If that's the case with your plan, examine the benefits with
your employee benefit personnel to see if those benefits cover the
gaps we've discussed. If they do, take advantage of the privilege
of continuing your health insurance when you retire, because group
insurance benefits are often less expensive than what you can
buy as an individual. You still may find it advantageous to continue
a group plan that doesn’t fill in all the Medicare gaps, and purchase
an individual plan for those that remain. .

Another point on your group insurance: Find out if there is
a Health Maintenance Organization (HMO) in your area which
accepts Medicare enrollees. If there is, your group health insurance
in most cases automatically gives you the option of joining it.

An HMO is a community medical service plan. Its annual fee
entitles you to its health facilities, professional services and
supplies. HMOs which accept Medicare members compute the
dollar-value of your Medicare benefits, plus the value of your
supplementary group coverage, and charge you in dollars what it
takes to meet their annual fee.

There is a reasonable chance your current group insurance,
if it can be carried over into retirement, will serve as an adequate
supplement to Medicare. There's also a chance that you don’t
have a group plan, or that your present plan is either inadequate or
won’t carry over. In that case you must then consider . . .

. . . Individual insurance

Let's next explore a couple of approaches you can consider
prior to retirement.

Major Medical. This is a policy which individuals sometimes
add to their basic group health insurance coverage, if it's not
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provided by the group. It carries a deductible amount, which you pay,
but which often can be met by the basic group plan. Major medical
insurance has a co-insurance feature, for example 20 percent of
expenses, which you pay; the insurance company pays 80 percent.
Lifetime maximums under major medical insurance are quite high.

If your individual major medical policy is guaranteed
renewable for life, it can extend the range of Medicare for you
(since you can continue it into retirement) and it may cover
hospital co-payments and some of your out-of-hospital, out-of-
pocket costs. But you must check with the insurance company that
issued it to determine precisely what benefits are available when
you reach age 65.

It may be worthwhile to continue your policy into retirement,
because almost all individual policies bought after age 65 include
a waiting period, during which a prior health problem is not
covered by the insurance. Here you would be vulnerable to out-of-
pocket expenses from an ailment you were treated for beforehand.

There is another type of policy which you may want to consider
buying prior to age 65.

Hospital income Policy. This is a limited policy but has wide
uses. Its benefits are paid only when you are hospitalized, but
these benefits are in cash, which can be used for any purpose ~—
filling Medicare gaps, extending Medicare’s range, paying for
anything that Medicare and other supplementary insurance doesn’t
pay for, including prescriptions at home, private duty nursing,
out-of-pocket physician’s charges and for building up a health cost
reserve against future illness.

There are many types of hospital income policies. They are
available either through agents or directly from insurance
companies by mail. Like ahy product line that offers many choices,
these policies require care in matching the plan to the need. They
will also require periodic updating because their benefits are in
dollars and health care costs continue to rise. And, as in the case of
most individual major medical policies, hospital income policies
contain a waiting period if you are presently ill, or have been
recently ill, which is a reason for making your purchase before
age 65.
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If you are carrying over some health insurance into retirement,
a hospital income policy can be useful in filling small gaps in an
overall health insurance plan before age 65. How this type of policy
can be used after age 65 will be discussed in the next section of
this booklet.

After retirement . . .

If you've carried no private health insurance over into your
retirement, there are choices available to you when you become
eligible for Medicare. Two basic types of policies are available —
the aforementioned hospital income policy, and the so-called
wrap-around policy. And there are different ways to buy them —
through agents, directly from companies by mail or through
associations of retired individuals.

The big difference between the “wrap-around policy” and the
hospital income policy is the type of benefits they pay. Each can
serve as a satisfactory way to fill in the gaps that Medicare
does not pay.

The wrap-around policy . . . This policy typically pays a high
proportion of health expenditures Medicare doesn’t pay for:
First-day hospital deductible amount of Medicare Part A and the
co-payments that begin on the 61st hospital day. Such a policy may
also pay the $60 deductible amount associated with Medicare
Part B and the 20 percent co-payment on physician and medical
services you would ordinarily be responsible for.

Wrap-around policies typically will pay for a substantial part
of a number of other health services not fully covered or not
covered at all by Medicare, such as out-of-hospital prescription
drugs, medical appliances and equipment.

Often these policies in effect, extend the number of hospital
days covered under Medicare and they may also pay for the
co-payments involved in a skilled nursing home stay.

Wrap-around policies vary somewhat from one another, but
generally they fulfill their definition — that is, they wrap around and
fill in the gaps of Medicare.
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Wrap-around policies are available through agents of a number
of insurance companies; through Blue Cross-Blue Shield
organizations; and through at least two major retirement
associations,

The hospital income policy . . . As noted, this kind of policy
pays its benefits in cash on a daily basis when you are hospitalized.
Because Medicare covers most of the cost of up to two months
of hospitalization, many people set aside the early benefits of these
policies against out-of-pocket costs that develop later in a spell
of illness.

If a hospital stay doesn't generate big out-of-pocket costs, the
benefits that are paid in cash under a hospital income policy
can be banked to establish a health cost reserve against future
illness.

To review, these plans deliver cash. It's up to you to pay
the out-of-pocket costs as they arise.

In purchasing one or more of these policies, these are the
elements to take note of as you match plan to need:

Pre-existing condition clause: This clause varies from policy
to policy. Such a condition may delay the start of coverage for the
condition from one to two years, or for as little as three months.
The longer the period, usually the lower the premium — but also the
longer your vulnerability to out-of-pocket costs if a pre-existing
health condition requires treatment.

Daily benefit amount: Hospital income plans provide benefits
ranging from a low of $10 a day to $80 a day. Some plans increase
the daily cash benefit when hospitalization goes beyond a stated
length of time.

Elimination period (sometimes called benefit waiting period):
Some policies begin paying on the first day of hospitalization; others
have different waiting periods. The longer the waiting period,
generally, the lower the premium, and the likelier you will receive
no benefits during a short illness.

Duration of benefits: Most of these policies pay their cash
benefits from one to two years, as long as you are hospitalized.
Some pay for less than one year; some for an unlimited duration of
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a hospital stay. Some include benefits — usually at half the
hospitalization benefit rate — for skilled nursing home stays which
follow a period of hospitalization. ’

Entrance age: Many of these policies are written for retirees
and can be purchased by people in their middle 60s, or 70s, and 80s.
Some have no entrance age limit. '

Renewability: It comes in three forms:

« Guaranteed renewable for life.

« Conditionally renewable, which means the company can’t
drop you as an individual policyholder, but it can cease to
renew that particular policy in a given geographical area.
Optionally renewable, which means the company has the
option of ending your policy, at the end of a policy year,

or when a premium falls due. You cannot, however, be cut
off from benefits that are already begun during a covered
hospitalization period.

Licensing: If the company is licensed to sell insurance in your
state you will have recourse to your state insurance commissioner
should a dispute arise.

Retirement assoclations . . . There are several associations of
retired individuals that offer supplementary insurance. Membership
fees in these associations are nominal and, in addition to offering
insurance plans, they provide other programs of interest to retirees.

Typically, the health insurance plans they offer are wide
ranging, permit enrollment regardless of previous health history and
have fairly short waiting periods for pre-existing conditions.
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Talking it out

The following hypothetical conversation was developed from
questions people frequently ask about supplementing Medicare.

Q. What is the first contact I should make?

A. Your local Social Security office. And do this at least
several months before you reach 65. At work, contact your
employee benefits person to find out if your group health insurance
can be continued after 65 as a supplement to Medicare.

Q. What if it can be continued?

A. Check the benefits carefully to be sure there are no big
gaps in insurance protection left between your plan and Medicare.
If there aren’t, most of the problem is non-existent.

Q. Most of the problem?

A. Remember that even with the ma jor health protection
gaps covered, there will be out-of-pocket expenditures. Sometimes
these can be financed from current income or savings. But if it
looks like these may be a burden, you should consider an individual
policy to cover the extras.

Q. What if I can’t continue my group coverage — or if
continuing it deesn’t seem advantageous?

A. There are basically two kinds of individual supplementary
insurance plans you can buy: A “wrap-around policy” (described
on Page 12) and a hospital income policy (described on Page 13).

Q. Where are they available?

A. Wrap-around policies are available through agents of
some insurance companies; through at least two retirement
associations; and at several of the area Blue Cross-Blue Shield
organizations. Hospital income policies are available from insurance
companies, either through agents or directly by mail, and from
retirement associations.

Q. Hospital income policies pay only when you are hospital-
ized. Wouldn't this duplicate Medicare coverage?

A. True, they pay benefits only upon hospitalization. But .
they pay their benefits in cash, which you in turn can use to pay for
any out-of-pocket costs that develop.
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Q. Which is better?

A. Each has its strengths. Wrap-around policies generally
try to do the job for you by covering the obvious gaps in Medicare,
and by extending benefits beyond Medicare levels. Also because
they pay their benefits as a percentage of the actual costs, these
policies tend to respond automatically to inflation with higher
benefits. This, in turn, is naturally reflected in periodic premium
rises.

Hospital income policies pay their benefits in the cash you
need to pay what Medicare does not, but you have to keep an eye on
rising health costs. If they outrun your coverage, you might have
to buy an additional policy — supplementing the supplement,
so to speak.

Q. If that happens should I drop one policy for another
with higher benefits?

A. Not necessarily. Often it's more advantageous to buy
another policy for its additional cash benefits. A new policy will
probably not cover a pre-existing health condition for a time,
but this is usually not the case with a policy you already own.

Q. What about the ‘“elimination period” where benefits
are not payable immediately? Is it best to get first day coverage in
the policy [ buy?

A. Again, not necessarily. Decide if you can balance the
benefits you want against the premiums you can afford. You may,
for example, be able to pay for a short stay in a hospital out of
your own pocket. If you think you can weather the first week
without supplementary health insurance benefits, you could buy a
policy with an eight-day elimination period and cut your premium
by half. Also, some policies are specifically written to pay costs
associated with Medicare co-insurance, which begins on the 61st
day of a hospital stay and rises only after the 90th day. While
premiums for such a policy are relatively low, the plan might not
provide any cash for you to put aside against co-payments under
Medicare Part B, or for health expenses you might have after
leaving the hospital. A policy with a shorter elimination period
would do this. For this reason, many retired people use the less
expensive, long-elimination period policies as an extra supplement.
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Q. If I've got ample supplementary coverage, should 1
consider dropping the Part B section of Medicare?

A. Never. Part B Medicare premiums are subsidized by the
government, which means you get more for your dollar than
through any other approach. Private health insurance is designed to
dovetail with the Medicare program, not compete with it.

Q. Are nursing home benefits included in supplementary
health insurance policies?

A. Skilled nursing home benefits may be. Custodial nursing
home benefits, no. The general rule is if the patient requires
professional nursing services in connection with an illness, it's
covered. If it is custodial, it's not covered.

Q. What about nursing care at home?

A. Medicare provides for specified types of home nursing
care. Some private health insurance policies also do this.

Q. Is private duty nursing in the hospital included in any
policies I might buy?

A. Yes.

Q. Can I buy more than one such policy and have them both
pay me?

A. That depends. Two hospital income policies will each
pay their benefits, but generally, it’s in your own interest to avoid
over-insurance. A “wrap-around policy”, and a hospital income
policy often will both pay. But two wrap-around policies could
cause problems, because the benefits likely would exceed the actual
charges. It doesn’t make sense to profit from an illness, and
insurance companies usually follow this rule.

Some final tips

* As you can see, both the Medicare program and many
private supplementary health insurance plans are designed to keep
you from going broke because of medical bills. So you have a
continuing stake in not over using expensive health facilities.

32-703 0 -78 - 12
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« Start a health emergency fund of your own. There will
always be some out-of-pocket expenses associated with a period
of illness, even with Medicare and a sound supplementary health
insurance plan. If possible keep your emergency fund in a joint
savings account so someone else can get to it'when it’s needed, if
you can't.

« Skilled nursing services, either in a nursing facility or at
home are made available — if you meet the qualifications — to
help you avoid the higher costs of long periods of hospitalization.

¢ Your choice of physicians and surgeons should depend
on your confidence in their skills. But don’t hesitate to ask them
about their fees and how they are to be paid.

» Your choice of supplementary health insurance should be
made very carefully. Investigate, weigh benefits, compare, ask
questions and don’t be satisfied until you get plain-language
answers

¢ Claim forms should be made out carefully and fully. If
they're not, delays may result, costing you money and concern.

« Check your bills and watch for deductible amounts which
you must pay first.

« Don’t overinsure. There are a lot better things to do with
money in retirement than to pay premiums that duplicate or
overlap other insurance coverage.

+ Keep your health insurance up to date. Some policies adjust
to inflation better than others. But health cost inflation is
particularly virulent. So make sure the benefits of your policies
have not been outdistanced. Review them annually.

+ Don't drop one policy and buy another with similar benefits
merely because the second one looks a little better, or is a little
less expensive. You could delay benefits under a brand new policy.

« Use your health emergency fund to cover small expenses.

« Keep your health insurance policies in one place that is
readily accessible and tell those close to you where they are. Then
rhake a list of the policy numbers and the companies that issued
them in case the originals are lost or misplaced.
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DECISION BY CALIFORNIA DEPARTMENT OF INSUR-
ANCE REGARDING AMENDMENTS AND ADDITIONS TO
REGULATIONS RELATING TO INDIVIDUAL DISABIL-
ITY POLICIES DESIGNED TO SUPPLEMENT MEDI-
CARE, DATED MARCH 21, 1978

STATE OF CALIFORNIA,

DEPARTMENT OF INSURANCE,
San Francisco, Calif.
In the Matter of the Proposed Amendments and Additions to the Regulations of
the Insurance Commissioner Relating to Individual Disability Policies Designed
To Supplement Medicare

Ruling No. 221; File No. RH-191

DECISION

The attached Proposed Decision of Peter Groom, Deputy Insurance Commis-
sioner, is hereby adopted by the Tngurance Commissioner of the State of Cali-
fornia as his Decision in the above-entitled matter.

IT IS SO ORDERED this 21st day of March, 1978.

' RogGer L. McNITT,
Chief Deputly Insurance Commissioner.

PROPOSED DECISION

The above-entitled matter came on regularly for hearing in accordance with
Notice published and disseminated pursuant to law before Peter Groom, Deputy
Insurance Commissioner, in San Francisco, California, on November 1, 1977, in
Los Angeles, California, on November 2, 1977, and in San Diego, California, on
November 3, 1977, at which times exhibits, statements, arguments and contentions,
both written and oral, were received. At the conclusion of the hearing the matter
was submitted for decision, subject to the record being continued open until the
close of business on December 7, 1977, to allow the filing of further statements and
exhibits with respect to the matters covered by the hearing.

The matter having been duly heard and considered, the following PROPOSED
DECISION and ORDER are hereby made.

HISTORY

California Insurance Code § 10293(a) authorizes the Insurance Commissioner

to withdraw his authorization for issue of individual hospital, medical and surgi-
cal policies if he finds that the benefits such policies provide are unreasonable in
relation to the premiums charged therefor. The regulations promulgated pursuant
to the cited section (Title 10, California Administrative Code, Chapter 5, Sub-
chapter 2, Article 1.9) establish.a 50 percent “benchmark” loss ratio (subject to
certain corrections) as the minimum which a policy may attain and still be deemed
to provide reasonable benefits relative to premiums. The regulations require that
loss ratios for policies subject thereto be separately reported in a supplemental
exhibit attached to insurers’ Annual Statements.

Late in 1976, this Department’s attention was drawn to the fact that a number
of individual Medicare supplement policies issued in California did not appear to
be attaining loss ratios of at least 50 percent. A list was then developed of all
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such policies and the loss ratios therefor, pursuant to Title }0, California _Admin-
istrative Code § 2222.13, which provides that the Gomm1s§1oner may review the
loss ratios of any policy *. . . at any time that he determines S}lc_h review Fo be
advisable or necessary”. This list confirmed that numerous individual Medicare
supplement policies were attaining loss ratios below 50 percent. . .

Medicare supplement policies differ from other types of hospital, medical apd
surgical policies in several respects. Basic benefits payable‘under such policges
have changed almost annually since the inception of Medicare beqause of in-
creases in Medicare deductible and co-payment amounts. Although clau}l am0qnts
are usually modest, claim frequencies are high, which suggests hlgl} cla}ms
expense ratios. However, Medicare fiscal intermediaries perform the basie cl_al.ms
adjustment, which tends to balance the high claim frequencies when _determmmg
final expense ratios. In view of these and other factors, it was decided t(_) hold
public Investigative Hearings to gather information about the economics of
Medicare supplement insurance, with a view toward determin_ing whether the
509, benchmark loss ratio, established before the advent of Medicare, was appro-
priate for Medicare supplement policies. These Investigative Hearings were con-
ducted on January 4, 5 and 6, 1977, in San Francisco, Los Angeles and San Diego
respectively, before Joseph P. Powers, Deputy Insurance Commissioner. A rep-
resentative group of insurers active in the marketing of Medicare supplement
policies was requested to attend the hearing and present pertinent data. Members
of the public were also invited to testify.

No information received during the Investigative Hearings suggested that
individual Medicare supplement policies should be subject to any less stringent
loss ratio requirements than any other type of hospital, medical or surgical
coverage. Indeed, the “High Level” individual Medicare supplement plans offered
by Northern California Blue Cross and Southern California Blue Cross attained
loss ratios in the range of 759% to 90%, and representatives of these organizations
felt comfortable with loss ratios in that range.

Generally, public witnesses were less concerned about the cost of Medicare
supplement policies than with their design and solicitation. Many witnesses told
of purchasing policies which they thought provided broad protection and then
finding, at time of claim, that they were covered for only a small portion of the
expenses not paid by Medicare. Others complained that the policies were so com-
plicated that they were unable to determine what was covered. Finally, numerous
instances of questionable solicitation practices were brought to light. The new
and amended regulations proposed in the Notice of Hearing in this matter, dated
September 29, 1977, addressed these problems.

EXPLANATION

The testimony and the statements received at the hearings on the proposed
regulations having been considered, the following actions are taken regarding
the numbered items in the KExhibit attached to the Notice of Hearing in this
matter dated September 29, 1977. The amended regulations appear in the Exhibit
attached to this Proposed Decision.

(1) The “follow-up form”, set forth in the proposed Article 8, was intended
to enable insurers to monitor the actions of their producers more effectively so
as to reduce the incidence of misrepresentation, replacement of existing policies
with new ones upon which higher commissions are paid, and “loading-up” of
insureds with many duplicating policies. The forms were also intended to provide
a direct line of communication between the insured and the insurer independent
of the producer soliciting the policy. The proposed Article 8 of Subchapter 1 is
not adopted.

The proposed “follow-up form” received little support from public witnesses
or industry representatives. Several witnesses criticized the form as adding to
the proliferation of pieces of paper which accompanies the delivery of most
insurance policies today and noted that the form overlapped the already required
Supplemental Disclosure Form, thus contributing to possible confusion of in-
sureds. It was also stated that insurers have difficulty in getting insureds to
respond to mail communications, even where a response is to the insured’s per-
sonal advantage. One witness stated that a response ratio of 50 percent was sel-
dom achieved in the best of circumstances. With such a low probable response,
the usefulness of the form in monitoring producers’ activities would be doubtful.
Also, most industry representatives objected to the additional administrative
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expense which use of the forms would entail, which expense would be passed
along to insureds in increased premiums. It should be noted that although several
of these representatives were requested to submit expense projections after the
hearings, no such information was ever received. Finally, several industry rep-
resentatives felt that the required offer of rescission was inconsistent with Insur-
ance Code §10276 and that the proposed article provided insurers with too
little guidance as to what was to be done with the information which would be
collected from the returned follow-up forms.

Several witnesses stated that the Supplemental Disclosure Forms, use of which
had become mandatory only six months before the Investigative Hearings in this
matter, appeared to be working well. Indeed, most of the public testimony con-
cerning insureds who were confused about what they had purchased involved
policies issued before use of such Forms had become mandatory. There was
considerable agreement among the witnesses that establishment of independent
lines of communication between insurers and insureds had some merit and it
was suggested that the Disclosure Forms could be modified to provide for it.
This suggestion has been incorporated in the amended Disclosure Forms Regula-
tions discussed below.

(2) The amendments proposed to § 2220.29 were to increase the minimum hos-
pital indemnity benefit to $15 per day and to prohibit the labeling of policies
subject to that Section as Medicare Supplement Policies. The proposed amend-
ments are adopted. (See Item 1 in the attached Exhibit.)

The increased hospital indemnity benefit was opposed by industry on the
grounds that the necessary increased premium might prevent some less-affluent
prospective insureds from purchasing any type of coverage. Although this is a
primary consideration whenever a minimum benefit is increased, it seems un-
likely that an appreciable number of persons would be prevented from buying
this product. On the other hand, the expenses for which such coverage is gen-
erally purchased have increased substantially in the five years since the previous
$10 per day minimum benefit was established. Also, the $15 per day minimum
benefit is consistent with Insurance Code §10291.5(b) (9), which prohibits re-
ductions on account of age exceeding 50% and the minimum $30 per day mini-
mum benefit for those under 65.

There was no opposition to the proscription against labeling a hospital in-
demnity policy as being supplemental to Medicare, it being accepted that this
type of policy is not a true Medicare supplement coverage.

(3) The principal amendments proposed to § 2220.30 were to require that both
Parts of Medicare be supplemented by any “Medicare Supplement Policy”, but
with a proviso that coverage could be limited to expenses incurred while hospital
confined. The proposed amendments also posited a “Catastrophic Medicare Supple-
ment” policy which would provide supplemental benefits on a “blanket” basis
subject to a “corridor deductible.” The proposed amendments, further modified
as discussed below, are ADOPTED. (See Item 2 in the attached Exhibit.)

Several witnesses pointed out that requiring coverage of the Part A Medi-
care deductible perpetuated the “dollar trading” situation that the proposed sub-
paragraph (¢) was intended to eliminate. Therefore, coverage of the Part A
deductible will remain optional with the insurer, as provided in the prior
regulations.

Industry representatives expressed considerable opposition to the requirement
that both Parts of Medicare be supplemented by a Medicare supplement policy. *
Several insurers stated that their Part A-only supplemental policies were their
best sellers and were concerned that the addition of Part B coverage would
increase premiums to the extent that fewer persons would purchase supplemen-
tal policies. Some insurers seemed to believe that, so long as the premium-benefit
ratio was reasonable for a policy, the philosophy of the Minimum Benefit Law
was respected, even though the benefits provided were quite modest. However,
Insurance Code § 10291.5(b) (7), pursuant to which Minimum Benefit Standards
are promulgated, specifically excepts consideration of premium from the determi-
nation of what constitutes a benefit of “real economic value”. The principal bene-
fits provided by most Part A-only supplemental policies are for the initial de-
ductible and for the co-payments for days of hospitalization after the 60th day
of confinement during a Medicare benefit period. As the average hospital stay
for a person over 65 years of age is approximately 12 days (American Hospital
Association, 1974), the principal benefit payable under most Part A coverages
will be that for the initial deductible. Since the premium for that benefit is in the
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range of one-third of the deductible amount, there is some doubt that the initial
deductible should be insured at all. In 1974, Medicare paid less than 40% of
the overall health costs of Medicare beneficiaries, but Part A of Medicare covered
over 60% of all the expenses covered by it. (Private Health Insurance Supple-
mentary to Medicare—A Working Paper-—Special Committee on Aging, U.S.
Senate, December, 1974.) Therefore, it is concluded that, for most persons, the
need is greater to supplement Part B of Medicare than to supplement Part A,
and Part B coverage is made mandatory in the amended regulation. Much of
the concern over the high premiums which would be required to supplement both
Parts of Medicare was in the context of the initial proposal that Part A initial
deductibles be covered. The deletion of required coverage for the Part A deducti-
ble should ameliorate to some extent the premium impact of the mandatory
Part B coverage. ’

There was no testimony opposing the restrictions on coverage for the Part
B annual deductible as the annual premium for unrestricted coverage of said
deductible exceeds one-half of the deductible amount itself. Such “dollar-trading”
is not economic insurance, since it amounts to the insured and the insurer merely
exchanging dollars with one another to cover a type of loss which most insureds
will incur with considerable regularity. Furthermore, it is an unequal exchange
because of the relatively high proportion of expense to the benefit paid.

Considerable public testimony was received objecting to permitting any re-
striction on coverage for pre-existing conditions, as Medicare covers all pre-
existing conditions. Industry representatives were quite concerned about “anti-
selection”, since the coverage in question is voluntary. In recognition of the
public concern over coverage for pre-existing conditions and the existence of
many policies which contain six-month pre-existing conditions provisions, the
proposed regulation has been amended to provide a six-month waiting period
for coverage of conditions treated during the six months preceding the policy
date.

It was pointed out that Part B of Medicare pays benefits on a calendar year
basis, rather than a “per cause” basis, and subparagraph (b) has been amended
accordingly. No testimony was received concerning the $1,000 minimum benefit
per calendar year for Part B.

“Grading of Policies”. At the Investigative Hearing of January, 1977, con-
siderable support was expressed for a system by which Medicare supplement
policies would be categorized or “graded” depending upon the coverage they
provided. This Department carefully considered such an approach and examined
the regulations then being proposed in Wisconsin, which established five dif-
ferent types of policies, ranging from a Part A-only supplement to one which
covered virtually all expenses not paid by Medicare. However, such a system
necessarily assumes something akin to a set of standardized forms, as relative
grades would mean little if one policy provided more ancillary benefits (such
as extensive nursing benefits) than another, but did not provide one of the re-
quired basic coverages for a particular grade. Furthermore, there is such a vast
range of possible supplemental benefits to Medicare that it would be difficult
to consider them all properly in a comprehensive grading system. Finally, In-
surance Code § 10291.5(g) prohibits the Commissioner from prescribing stand-
ard forms of disability policies, while his authority under Insurance Code
§10291.5(b) (7) is limited to the setting of minimum benefit levels.

Nevertheless, the amended Supplemental Disclosure Form regulations (dis-
cussed below), recognize three basic categories of Medicare supplement policies,
which categories are named descriptively, rather than by ‘“grade”, so as to
avoid implications that one category is necessarily inferior to another relative
to the needs of the prospective insured. These categories are “in-hospital”, “in-
and-out-of-hospital” and “catastrophic” Medicare supplement policies and are
reflected in the amended § 2220.30.

“Catastrophic Coverage”. There was call from some public witnesses for a
policy which would “cover everything”, but those witnesses gave little con-
sideration to the premium consequences of requiring such coverage. Related to
this was the consistent complaint that Medicare characteristically underpays
its portion of coverages under Part B. on grounds that the charges made by
providers of services are excessive. As traditional Medicare supplement policies
provide benefits based upon Medicare’s determination of proper charges (eg.,
pay 25% of what Medicare pays under Part B for a particular service). the in-
sured may still be faced with a substantial liability after exhausting Medicare
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and supplemental policy benefits. In response to this problem and the call for
broadly based supplemental coverage, the amended regulations establish guide-
lines for “Catastrophic Medicare Supplement Coverage’”, which, in essence, would
be administered in much the same way as a comprehensive group major medical
plan. Based upon the insurer’s latest standards of what constitutes “usual, cus-
tomary and reasonable” charges for the services rendered, such a policy would
pay the difference between such charges and what Medicare pays. An annual
“corridor deductible” is permitted to enable premiums to be kept at a reasonable
level. Of course, the Commissioner has no authority to require that such a
coverage be made available, although we understand that some group supple-
mental plans are set up along these lines. It is hoped that carriers will offer
coverage of this type on an individual basis, thereby filling most of the gaps

in Medicare coverage. '

“Special Medicare Supplement Policies”. The final paragraph of §2220.30
recognizes the Commissioner’s authority to approve limited Medicare supple-
ment policies such as those providing nursing home benefits. However, the
Commissioner does not contemplate approving Part A-only or Part B-only
Medicare supplement policies under this exception.

“Skilled Nursing Benefits”. Meaningful testimony was received concerning the
value of and the need for substantial supplementation of Medicare’s skilled
nursing facility coverage. One insurer representative testified that almost one-
half of the benefits paid under his company’s broad coverage Medicare supple-
ment policy were under the private duty nurse and nurse-at-home benefit. As
considerable reservations were expressed concerning the impact on premiums
of requiring that Part B of Medicare be supplemented in all policies, it was
decided not to require at this time that extended care facility and home health
visits be supplemented. However, the amended Standard Supplemental Disclosure
Forms for in-hospital and in-and-out-of-hospital policies now specifically reflect
whether such coverage is provided.

(4) The amendment proposed to §2222.12 was to establish a separate loss
ratio category for Medicare supplement policies and to set a minimum ‘“bench-
mark” loss ratio for that category at 60%. The amendment, modified to require
a 55% loss ratio, is ADOPTED. (See Item 3 in the attached BExhibit.)

Strong insurer opposition was encountered to any increase in the present
“benchmark” loss ratio of 50%. Insurers made the point that, to be assured of
attaining a 609, loss ratio, they would have to aim for a 659 or a 709 loss ratio,
which might make such coverages unprofitable, especially for agency companies.
This argument was urged, however, in the context of the now withdrawn proposal
that loss ratios be based upon California-only experience, which would not be
credible for many companies.

A producer complained that agents would perhaps bear an unfair portion of
the burden imposed by the proposal because an increase in the loss ratio bench-
mark would result in a reduction in commissions, which are already modest
because of the relatively low premiums charged for most Medicare supplement
policies. This was corroborated by several insurer representatives.. Although it
was generally admitted that sales through individual agents may not be the most
economical method by which to market Medicare supplement coverages, it was
accepted that the personal contact and service provided by individual agents
is very important to many consumers. .

Those opposing the increased loss ratio requirement did not believe that any
jurisdiction required more than a 509, loss ratio. However, several states includ-
ing Nevada and Florida, have regulations or guidelines requiring loss ratios in
excess of 50%. Florida, like California, has a large number of senior citizens,
and we understand that the Insurance Commissioner of that State is reviewing
the loss ratios being attained by individual Medicare supplement policies issued
to citizens of his state. (Florida has the highest percentage of persons 65 and
over of any state. Administration on Aging, U.S. Department of Health, Educa-
tion. and Welfare, 1973.)

Most senior citizens are on fixed. low incomes. In 1975, the average income of
those over age 65 was $4.800. compared to an average income for the age group of
18-64 of $12.400. Additionally. one out of every six seniors is existing at the
noverty level, versus one out of every ten persons in all other age groups. (U.S.
Department of Commerce statistics quoted in T.amb and Duffy. The Retirement
Threat, J. P. Tarcker. Inc.. Los Angeles. CA 1977). In view of the characteris-
tically low and shrinking disposable income of the elderly, we find that they
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constitute a proper separate class for the purposes of determining appropriate
loss ratios. However, because of the concern express_ed 'b.y many al}o_ut the
impact of a 609% benchmark loss ratio on the availability og individually
solicited policies, the required loss ratio is hereby set at 55%. Th}s Department
will not monitor the reaction of the insurance industry to the _mcreased lpss
ratio “benchmark” to see if it affects the number of companies marketing
Medicare supplement coverage. . .

(5) The amendment proposed to § 2222.19 was to require that the loss ra.tlo
requirement of § 2222.12 be based upon California loss experience and to require
explicitly that experience for Medicare supplement policies be reported in the
supplement to the Annual Statement. The proposed amendment is ADOPTI“{D.
amended to delete the requirement for California-only experience and to require
that individual Medicare supplement policies be specifically identiﬁed. in the
supplement to the Annual Statement. (See Item 4 in the attached BExhibit.)

Most industry representatives opposed the requirement that loss ratios, for
the purpose of Article 1.9 of Subchapter 2, be based on California experience
only, because the resulting premium volume for many insurers would be so small
as to lack actuarial credibility. They pointed out that loss ratios on small preminm
volumes tend to vary widely from year to year, so that, to be sure of exceeding
the benchmark loss ratio, higher target loss ratios must be established, thereby
compounding the reduction in the margin for profit and expenses resulting from
the increased loss ratio requirements of § 2222.12, as amended. No testimony was
received regarding the explicit requirement that Medicare supplement policy loss
ratio experience be reported.

The industry’s opposition to requiring California-only experience is well-taken.
No regulatory purpose is served by acting upon statistics which may not be
credible and the amendment, as adopted, leaves it to the discretion of the insurer
whether to report California or nation-wide experience.

This Department’s review of loss ratios in conjunction with our Investigative
Hearings of January, 1977, was considerably complicated by the failure of
many Annual Statement Supplemental Exhibits to identify those policies pro-
viding Medicare supplement coverage. The new requirement that such policies
be identified is consistent with the establishment of a separate loss ratio class for
them in § 2222.12.

(6) The proposed amendment to §2536.8 was intended to draw prospective
insureds’ attention to the fact that out-of-state group plans might not be subject
to California laws. However, several witnesses pointed out that the proposed
requirement would tend to suggest to California consumers that complaints
concerning such plans be referred to the Insurance Commissioner of the state
in which the master policy was delivered, whereas this Department has a strong
interest in receiving all complaints about insurers doing business in this State.
Also, this requirement would have impacted many legitimate group insurance
plans based on out-of-state master policies and would have tended to place them
at a competitive disadvantage compared to domestic group plans. For these
reasons, the proposed amendment is NOT ADOPTED.

(7) The: proposed amendment to § 2540.4(b) makes it consistent with the
requirement stated in § 2540.5(k) that paragraph [2] be included in Supple-
mental Disclosure Forms for use with Medicare supplement policies and is
ADOPTED. (See Item 5 in the attached Exhibit.)

(8 and 9) The proposed amendments correct an ambiguity in Ruling No. 200A
of November 24, 1975, are technical in nature and are ADOPTED. (See Items 6
and 7 of the attached Exhibit.) :

(10, 11, and 12) The amendments proposed to the Standard Supplemental
Disclosure Forms for use with Medicare supplement policies responded to the
interest expressed by many public witnesses in some means to categorize or
“grade” such policies. (See “Grading of Policies”, in paragraph 3, above.) The
proposed amendments also reflected the amended minimum benefit require-
ments. Those amendments, further modified as discussed below, are ADOPTED.
(See Items 8 through 11 in the attached Exhibit.) .

Although the follow-up form discussed in paragraph 1, above, was not adopted.
several witnesses expressed their belief that opening up a line of communication
directly between insureds and insurers was a valuable concept. It was suggested
that this could be accomplished by incorporating the effect of the originally
proposed § 2192.3(e) in the Disclosure Forms for Medicare supplement policies,
.and this has been done in the adopted amendment, along with appropriate in-
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structions. To make doubly sure that Disclosure Forms are properly delivered,
so that this direct line of communication will be established, the regulation is
further amended to require that insurers establish affirmative procedures for
ensuring such delivery. Although the modified amendment describes, by example,
- several acceptable affirmative procedures for ensuring such delivery, insurers
are allowed discretion to develop other reasonable procedures.

As discussed previously (paragraph 1, “Skilled Nursing Benefits”), consider-
able testimony regarding the importance of skilled nursing facility coverage was
received. Although such coverage is not required at this time, the amended
Disclosure Forms state whether or not it is provided.

Several witnesses pointed out that paragraph [2] for the “in-hospital” and
the “in-and-out-of-hospital” policy Disclosure Forms was much less readable
than the same paragraph in the “catastrophic” policy Disclosure Form. Those
paragraphs have been re-drafted to make them more readable. The statement
of the computation of the co-payment benefit for Part B was modified to ree
ognize that some insurers provide benefits therefor in different ways.

READABILITY

Many complaints were received concerning the difficulty of understanding
Medicare supplement policies. Most are complicated in design and abstruse and
legalistic in text. Complicated design will always be a problem with Medicare
supplement policies because of the complexity of Medicare, but it is obvious that
most insurers have made little effort to simplify the text of such policies. Al-
thvugh Insurance Code § 10291.5(a) (2) (added in 1974) directs the Commission-
er to ensure “. . . that the language of all (individual disability) insurance poli-
cies can be readily understood and interpreted”, the Commissioner is given no
authority to promulgate standards for evaluating the readability of policies.
However, pursuant to this Bulletin No. 78-7, dated March 1, 1978, the Com-
missioner now requires that Flesch Readability Test Scores accompany all sub-
missions of individual disability policies and benefit riders. It is hoped that this
requirement will draw insurers’ attention to the lack of readability of many of
their products. One major insurer has already submitted an “easy-to-read” in-
and-out-of-hospital Medicare supplement policy to this Department for approval.
Using the “sampling” approach of Flesch Test scoring, the policy achieved a score
of 73, which is considered to be a sixth grade reading level which would be
attained by approximately 909, of the United States population. By contrast,
another widely marketed broad-coverage Medicare supplement policy attained
a score of 40, which is considered to be a “high school or some college” reading
level which would be attained by approximately 33% of the United States popu-
lation. (Flesch, Rudolph. How to Tcst Rcadability ; Harper & Brothers, New
York, N.Y. 1951.)

iISome insurers have stated that they have not attempted to improve the read-
ability of their disability policies because of required and hard-to-read statutory
language, primarily the Compulsory Uniform Policy Provisions (Insurance Code
§ 10350, et scq.). Indeed, one of these provisions attains a Flesch Test score of 16,
which is considered to be ‘“very difficult” and which is typical of scientific or
professional writing. However, Insurance Code §§ 10350 and 10369.1 permit the
Commissioner to approve language in lieu of the statutory Uniform Provisions
so long as such language is not less favorable in effect to the insurance than the
statutory language. ’

IEFFECTIVE DATES

In order that insurers will have adequate “lead time” in which to comply
with these amendments and in order that new policies and disclosure forms may
be introduced coincidentally with the expected revision of Medicare benefits, the
amendments set forth in the attached Exhibit will be effective on January 1,
1979, except for those pertaining to Minimum Benefits Standards (§§ 222029 and
2220.30) which shall be effective on May 1, 1978 However, insurers are en-
couraged to comply with the amended Standard Supplemental Disclosure Forms
set forth in the attached Exhibit (Subchapter 3, Article 12.2, §§2540.5(k)
through (n)) for policies complying with the amended Minimum Benefit Stand-
ards as soon as possible.

Insurers should note that, pursuant to Insurance Code § 10291.5(d), this De-
partment intends to withdraw authorization of all Medicare supplement policies
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authorized prior to May 1, 1978, to be effective December 31, 1978. Formal noti-
fication of such withdrawal of authorization will be sent to insurers later this
year.

ORDER

Wherefore, It Is Hereby Ordered, by virtue of the authority vested
in the Insurance Commissioner by §§ 790.10, 10291.5(c), 10293(a) and 10608 of
the Insurance Code of the State of California that the proposed additions and
amendments to Chapter 5 of Title 10 of the California Administrative Code be
hereby made a part thereof.

CERTIFICATION

I hereby certify that the foregoing constitutes my Proposed Decision in the
above-entitled matter as a result of the Hearings held before me, as the duly
authorized Deputy of the Insurance Commissioner on November 1, 1977, at San
Francisco, California, November 2, 1977, at Los Angeles, California, and Novem-
ber 3, 1977, at San Diego, California, and I hereby recommend its adoption as the
Decision of the Insurance Commissioner.

Dated : March 6, 1978.

PETER GROOM,
Deputy Insurance Commissioner.

ExXHIBIT.—CALIFORNIA ADMINISTRATIVE CoDE, TITLE 10, CHAPTER 5

1. Amend Subchapter 2, Article 1.5, Section 2220.29 to read : “Insurance Issued
to Persons Eligible for Benefits Under Medicare.”

2220.29. Hospital Indemnity Policies. A daily hospital benefit, provided on
other than an expense incurred basis and issued to a person eligible for benefits
under Medicare, shall be deemed not sufficient to be of real economic value to
the person insured if:

(a) It provides a daily hospital benefit of less than $15, payable for less than
60 days, or if it is a hospital benefit for mental disorders, and the period of time
the benefit is payable is less than 30 days; or

(b) The elimination period, if any, exceeds one day for sickness benefits and
one day for accident benefits ; or

(¢) The benefit is subject to any waiting period other than a waiting period
for conditions specified in § 2220.10(b) ; or

(d) It excludes coverages or provides reduced benefits for exceptions, limita-
tions or reductions other than those specified in § 2220.8 ; or

(e) It contains a pre-existing condition provision other than as specified in
§ 2220.30(d). )

A hospital indemnity policy conforming to this Section may not be labeled or
described as a Medicare Supplement Policy.

2. Amend Subchapter 2, Article 1.5, Section 2220.30 to read :

2220.30. Medicare Supplement Expensc Policies. A policy designed to supple-
ment Medicare shall be deemed not sufficient to be of real economic value to the
person insured if: -

(a) It fails to provide supplemental benefits to Part A of Medicare in the
amounts of the co-insurance payment required for the 61st through the 90th day
of hospital confinement and the co-insurance payment required for the lifetime
reserve ; and

(b) It fails to provide a supplemental benefit in the amount of the co-insurance
payment required by Part B of Medicare of at least $1,000 per calendar year
payable either while the insured is hospital confined, or payable regardless of
whether the insured is hospital confined ; or

(c) It provides a supplemental benefit to the Part B deductible for a calendar
year during which the insured is not hospital confined ; or

(d) It contains a pre-existing condition provision less favorable to the insured
than one which excludes coverage for more than six months after the effective
date of the policy for a condition for which medical advice or treatment was
recommended by a physician or received from a physician within six months
before the effective date of the policy ; or

(e) It is subject to any exceptions, limitations or reductions (other than as
specified in this Section) which are not consistent with the exceptions, limita-
tions or reductions permissible under Medicare, other than a provision which
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provides that coverage is not provided for any expenses to the extent that any
benefit is available to the insured person under Medicare ; or

(f) It indemnifies losses resulting from sickness on a different basis than
losses resulting from accident ; or

(g) It is designed in such a manner that the benefits will not be increased
automatically to coincide with any changes in the deductible amounts and co-
insurance percentage factors of Medicare coverage.

(h) This Section does not prohibit “Catastrophic Medicare Supplement Cov-
erage” which provides benefits on a “blanket basis” for all expenses deemed by the
insurer to be usual, customary and reasonable in the treatment of conditions
covered in whole or in part by Medicare and which provides a maximum life-
time benefit of at least $25,000, subject to a deductible amount not to exceed
$1,000. Such coverage may be subject to reasonable internal limits relating to
psychiatrie treatment and preseription drugs.

A policy issued to provide coverage for persons not eligible for benefits under
Medicare which continues in force and provides coverage on a reduced basis for
such persons when they become eligible for benefits under Medicare and pro-
vides benefits not less than the benefits required by this section, shall be deemed
to meet the requirements of this-section if the reductions relate to reducing or
eliminating coverages to the extent that such coverages are provided or are
available to the insured persons under either Part A or Part B of Medicare.

The Commissioner shall not approve any policy or rider benefit under this
section when the payment of any item of expense or any benefit are subject to
unreasonable conditions precedent to eligibility for and payment of such bene-
fits. The Commissioner shall apply all applicable sections of the Insurance Code
and this Article when making a determination pursuant to Section 2220.7 of this
Article, that a policy or rider designed to supplement Medicare benefits will be of
real economic value to persons insured thereunder. This section shall be con-
strued to provide regulatory protection to the residents of California eligible for
Federal Medicare benefits.

3. Amend Subchapter 2, Article 1.9, Section 222212, to read: .. . (ii) 85
per cent if the premium is at a lesser rate or (iii) 55 percent if the policy is de.
signed to supplement Medicare.

4. Add a new paragraph to Subchapter 2, Article 1.9. Section 2222.19 to read :
Policies designed to supplement Medicare shall be identified as such. .

5. Amend Subchapter 3, Article 12.2, Section 25540.4(b) to read as follows:
(b) Drafting Instructions for Paragraph [2]. Bach benefit enumerated in the
prototype description of the category of coverage shall be stated, regardless of
whether the policy with which the disclosure form is to be used provides that
benefit. Unless provided otherwise, this paragraph may be omitted if the op-
tional text appearing in parentheses in Paragraph [4] is used in that paragraph.
This paragraph may also he omitted if no such optional text appears in Para-
graph [4] of the appropriate prototype form.

6. Amend Subchapter 3, Article 12.2, Section 2540.5(e) [4] to read as follows:
[4] Ezceptions, Reductions and Limitations of This (Policy). (Benefits are not
provided for physicians’ or surgeons’ fees nor for miscellaneous hospital services.)
[C[l‘he floregoing se{tence may be modified to reflect the benefits provided by the
policy.

7. Amend Subchanter 3, Article 12.2. Section 2540.5(h) {4] to read as follows:
[4]) Ezceptions, Rcductio\ns and Limitations of This (Policy). (No benefits are
provided for any loss resulting from sickness.) [The foregoing sentence may be
modified to reflect the benefits provided by the policy.]

8. Repeal Subchapter 3. Article 12.2, Section 2540.5(k) and add a new Section
2540.5(k) to read as follows:

(k) Disclosure Forms for Medicare Supplement Policies: Additional Instruc-
tions. The following Prototype Standard Supplemental Disclosure Forms shall
not he used with policies issued to persons eligible for Medicare which do not
sunplement Medicare on an expense-incurred basis.

Paragraph [2] shall not be omitted from the following Prototype Standard
Supplemental Disclosure Forms. The name. address and telephone number of a
representative of the insurer or the General Agent shall be inserted in the blank
in the sentence following Paragraph [61. (Such representative may not he the
agent. if any, who solicited or delivered the policy.) Such representative shall
be located in this State unless a toll-free “800” telephone number is specified.

Insurers shall establish affirmative procedures for ensuring that Medicare
Supplement Policy Disclosure Forms are properly delivered pursuant to Insur-
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ance Code § 10601 (e) and 10605, where solicitation is made on an other-than-
direct response basis. Such procedures could include physically attaching dis-
closure forms to field-issued policies; requiring return to the insurer of copies
of disclosure forms signed by prospective insureds; or requiring separately
signed acknowledgements of receipts on applications for insurance when such
applications are returned to the insurer. (This requirement shall not be inter-
preted to mean that insurers need not establish reasonable procedures for en-
suring that other categories of disclosure forms are properly delivered to pros-
pective insureds.)

" 9. Add Subsection (1) to Subchapter 3, Article 12.2, Section 2540.5, to read as
ollows :

(1) Prototype Standard Supplemental Disclosure Form for Policies Providing
In-Hospital Medicare Supplement Coverage. “In-Hospital Medicare Supplement
Coverage” provides benefits, principally on an expense-incurred basis, to supple-
ment the coverage provided under both Parts of Medicare for hospital-confined
beneficiaries.

[COMPANY NAME]
IN-HOSPITAL MEDICARE SUPPLEMENT COVERAGE
OUTLINE OF COVERAGE

For(Policies) Issued in [insert year]

[1] Read Your (Policy) Caerefully. This outline of coverage provides a very
brief description of some important features of your (policy). This is not the
insurance contract and only the actual (policy) provisions will control. The
(policy) itself sets forth, in detail, the rights and obligations of both you and
(your insurance company). It is, therefore, important that you Read Your
(Policy) Carefully! ’

[2] In-Hospital Medicare Supplement Coverage. This type of coverage is mainly
designed to supplement your Medicare coverage while you are in the hospital.
It will pay some of the dollar deductibles and percentage co-payment charges
which you would have to pay without it. In general, it will not help pay your
share of expenses for treatment outside the hospital.

[3] Benefits of This (Policy). [Alternate text in parentheses in this paragraph
shall be selected depending upon the coverage provided by the policy. The
Medicare deductible and co-payment charges for the year of policy issue shall
be inserted in the blanks.]

To Supplement Medicare Part A Hospital Insurance, this (policy)

(a) (Pays) (Does not pay) the initial deductible amount for hospitalization
during a Medicare Benefit Period. This year that amount is § ! [The preced-
ing sentence may be omitted where the initial deductible is not paid.]

(b) (Pays) (Does not pay) benefits for the first sixty days of hospitalization
during a Medicare Benefit Period. [ Disclose benefit, if any].

(e) Pays the co-payment charges for the 61st through the 90th day of hospi-
talization during a Medlcare Benefit Period. This year, that charge is $——
per day of hospitalization.!

(d) Pays the co-payment charges for the “lifetime reserve” of 60 days of
hospitalization. This year, that charge is $—— per day of hospitalization.

(e) (Pays) (Does not pay) the cmpayment charges for the 21st through the
100th day of confinement in a skilled nursing facility. This year, that charge
is $—— per day of confinement.’ [The preceding sentence may be omitted where
skilled nursing facility confinement is not covered.]

[(f) Other benefits to supplement Medicare Part A Hospital Insurance.]

To supplement Medicare Part B Medical Insurance, this (policy) :

(a) (Pays the calendar year deductible amount for any year during which
you are hospitalized. This year, that amount is §——1)

(Does not pay the calendar year deductible amount.)

(b) Pays the co-payment charges for medical services provided while you
are hospitalized. These charges are 259, of the benefits paid by Medicare Part B
Medical Insurance. This (policy) will not pay more than $—— per calendar year
for these co-payment charges. [If co-payment charges for medical services are

Footnotes at end of article.
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computed on some basis other than the benefits paid by Medicare, the preceding
sentence shall be replaced by a brief explanation of that basis.]

[(c) Other benefits to supplement Medicare Part B Medical Insurance.]‘

[4] Ezceptions, Reductions and Limitations of This (Policy). This (policy)
does not pay benefits if you are not confined in a hospital or a skilled nursing
facility. [The preceding sentence may ble modified to reflect the coverage provided
by the policy. In addition to the requirements of Section 2540.4(d), this para-
graph shall state that benefits are not payable for custodial care, for expenses
deemed by Medicare not to be reasonable or necessary nor for convenience items.
Other items excluded from coverage by Medicare need not be stated unless they
relate directly to benefits provided by the policy.]

[5] Renewability of This (Policy).

(6] Premium for This (Policy).

If you have questions about this (policy), please write or call R

10. Add Subsection (m) to Subchapter 3, Article 12.2, Section 2540.5, to read
as follows :

(m) Prototype Standard Supplemental Disclosure Form for Policies Providing
In-Hospital and Out-of-Hospital Medicare Supplement Coverage. “In-Hospital
and Out-of-Hospital Medicare Supplement Coverage” provides benefits, prin-
cipally on an expense-incurred basis, to supplement the coverage provided under
Medicare, whether or not treatment is received while hospitalized.

[COMPANY NAME]

IN-HOSPITAL AND OUT-OF-HOSPITAL MEDICARE SUPPLEMENT
COVERAGE

OUTLINE OF COVERAGE
For (Policies) Issued in [insert year]

[1] Read your (Policy) Carefully. This outline of coverage provides a very
brief description of some important features of your (policy). This is not the in-
surance contract and only the actual (policy) provisions will control. The
(policy) itself sets forth, in detail, the rights and obligations of both you and
(your insurance company). It is, therefore, important that you Read Your
(Policy) Carefully!

[2] In-Hospital and Out-of-Hospital Medicare Supplement Coverage. This
type of coverage is designed to supplement your Medicare coverage regardless
of whether you are in the hospital. It will pay some of the dollar deductibles
and percentage co-payment charges which you would have to pay without it.
However, it may not pay all your share of expenses for treatment.

[3] Benefits of This (Policy). [ Alternate text is parenthesis in this paragraph
shall be selected depending upon the coverage provided by the policy. The Medi-
care deductible and co-payment charges for the year of policy issue shall be
inserted in the blanks.]

To Supplement Medicare Part A Hospital Insurance, this (policy) :

(a) (Pays) (Does not pay) the initial deductible amount for hospitalization
during a Medicare Benefit Period. This year that amount is $——* [The pre-
ceding sentence may be omitted where the initial deductible is not paid.)

(b) (Pays) (Does not pay) benefits for the first sixty days of hospitalization
during a Medicare Benefit Period. [ Disclose benefit. if any.]

(¢) Pays the co-payment charges for the 61st through the 90th day of hospitali-
zation during a Medicare Benefit Period. This year, that charge is $—— per
day of hospitalization.?

(d) Pays the co-payment charges for the “lifetime reserve” of 60 days of
hospitalization. This year, that charge is $—— per day of hospitalization.!

(e) (Pays) (Does not pay) the co-payment charges for the 21st through the
100th day of confinement in a skilled nursing facility. This year, that charge is
$—— per day of confinement.! [The preceding sentence may be omitted where
skilled nursing facility confinement is not covered.]

[(f) Other benefits to supplement Medicare Part A Hospital Insurance.]

Footnotes at end of article.
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To supplement Medicare Part B Medical Insurance this (policy) :

(a) (Pays the calendar year deductible amount for any year that you are
hospitalized. This year that amount is &——)

(Does not pay the calendar year deductible amount.)

(b) Pays the co-payment charges which are 25 percent of the benefits paid by
Medicare Part B Medical Insurance. This (policy) will not pay more than $2 per
calendar year for these co-payment charges. [1f co-payment charges for medical
services are computed on some basis other than the benefits paid by Medicare, the
preceding sentence shall be replaced by a brief explanation of that basis.]

[ (¢) Other benefits to supplement Medicare Part B Medical Insurance.]

(4) Bazceptions, Reductions and Limitations of This(Policy). [In addition to
the requirements of Section 2540.4(d), this paragraph shall state that benefits
are not payable for custodial care, for expenses deemed by Medicare not to be
reasonable or necessary nor for convenience items. Other items excluded from
coverage by Medicare need not be stated unless they relate directly to benefits pro-
vided by the policy.]

(5) Renewability of This (Policy).

(8) Premium for This (Policy).

If you have questions about this policy, please write or call ——

11.'Add Subsection (n) to Subchapter 3, Article 12.2, Section 2540.5, to read as
follows:

(n) Prototype Standard Supplemental Disclosure Form for Policies Providing
Catastrophic Medicare Supplement Coverage. “Catastrophic Medicare Supple-
ment Coverage” provides benefits to supplement Medicare on a ‘‘blanket” basis
for all expenses deemed by the insurer to be usual, customary and reasonable in
the treatment of conditions covered in whole or in part by Medicare. Benefits may
be subject to lifetime maximum of no less than $25,000. Coverage for psychiatric
treatment and prescription drugs may be subject to reasonable internal limits.

[COMPANY NAME]
CATASTROPHIC MEDICARE SUPPLEMENT COVERAGE
OUTLINE OF COVERAGE

(1) Read Your (Policy) Carcfully. This outline of coverage provides a very
brief description of some important features of your (policy). This is not the
insurance contract and only the actual (policy) provisions will control. The
(policy) itself sets forth, in detail, the rights and obligations of both you and
(your insurance company). It is therefore, important that you Read Your (Pol-
icy) Carefully!

(2) Catastrophic Medicare Supplement Coverage. This type of coverage is de-
signed to pay the difference between what Medicare pays and the usual, cus-
tomary and reasonable expenses of treatment of any medical condition ‘covered
at least partly by Medicare. However, benefits may be reduced by a deductible
amount and only limited benefits may be payable for psychiatric treatment and
prescription drugs.

(3) Benefits of This (Policy). [This paragraph shall briefly describe the opera-
tion of the policy in accord with Section 2540.4(c), above.]

(4) Ezceptions, Reductions and Limitations of This (Policy). [In addition
to the requirements of Section 2540.4(d), this paragraph shall state that benefits
are not payable for custodial care, for conditions not covered at least in part by
Medicare, nor for convenience items. Other items excluded from coverage by
Medicare need not be stated unless they relate directly to benefits provided by
this poliey.]

(5) Renewability of This (Policy).

(6) Premium for This (Policy).

You should not purchase this policy unless you can afford to pay the deductible
of $ [insert deductible amount] before receiving benefits under this (policy).

- [The preceding sentence may be omitted if the policy does not provide for a da-
ductible amount.]

If you have questions about this policy, please write or call

1 These benefits will be increased to match any increases in Medicare deductible amounts
or co-payment charges.



Appendix 7

ITEM 1. “PUBLIC REGULATION OF PRIVATE SUPPLEMENTS TO MEDI-
CARE AND MEDICAID IN OREGON,” BY RON WYDEN,* EXCERPT FROM
CONNECTICUT LAW REVIEW, VOL. 9, NO. 3, SPRING 1977

The rise of “consumer power,” while transforming political life in
many states, has largely bypassed the elderly, one of America’s most
yulnerable and exploited consumer groups. Even in Oregon, whose
citizens have shown great enthusiasm for innovative legislation in
many fields,! entrenched business groups and state agencies refused,
until recently, to recognize the special problems of the elderly. The
difficulties of the elderly have been particularly acute in the field of
health insurance.? Older consumers, ill informed about medicare and *
medicaid often make poor decisions about private supplemental in-
surance. Many insurance salesmen take unfair advantage. Yet the
Oregon Insurdance Department failed to act.

But in 1976 a coalition of senior citizens rights activists con-
froated Oregon’s insurance commissioner. After a state-wide publicity
campaign, the coalition secured the adoption of administrative rules
which require insurance agents to distribute forms outlining medi-
care-medicaid benefits to prospective purchasers of supplemental
policies. The senior citizen husbanding a fixed income no longer has

* J. D. University of Oregon School of Law; Member lowa State Bar, Ron Wyden is
now the Legal Services Developer for the Elderly for the State of Oregon. Title 11 of
the Older Americans Act provides federal funds for this position, which involves
statewide coordination of public legal services for the elderly. Title HI, Older Ameri-
cans Act of 1965, 42 U.S.C. §§ 3001-3055 (Supp. 1975).

1. Oregon has traditionally heen regarded as a state receptive to political change. M.
BARONE, D. MATTHEWS, C.. UniFusa, THE ALMANAC OF AMERICAN Povitics, 706-08
(1975). The Oregon legislature has passed innovative laws dealing with subjects such as
land use planning (see, ¢.g., Fuller, Oregon’s New State Land Use Planning Act—Two
Views, 54 ORE. L. REv. 203 (1974); Symposium: Land Use Planning in Washington and
Oregon, 10 WILLAMETTE L.J. 320 (1974)), nondisposable bottles (see Not&, The Oregon
Bottle Bill, 54 ORE. L. REv. 175 (1974)), and aerosol sprays (see Kadera, Orc;.,nn Asks
Nationwide Ban on Acrosol Sprays, The Oregonian, Dec. 24, 1975, at A9, col. 3 (Port-
land, Oregon); Straub Signs Bill Banning Cans Using Fluorocarbon Propellant, The
Oregonian, June 17, 1975, at A16, col. 6 (Portland, Oregon).

2. The Oregon insurance industry has been described as.slow to take the reform
spirit. See generally M. DOTTEN, OREGON HEALTH INSURANCE POLICIES: SOME
FINDINGS AND RECOMMENDATIONS (1973) (available from the Cnnsumcr Research
Center, University of Oregon, Eugene, Oregon).
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to guess the value of each extra dollar spent on insurance. The suc-
cessful campaign to change Oregon’s regulation of supplementary
health insurance has shown that the elderly can effectively pressure
state agencies. Positive results may follow in other areas subject to
state regulation.

For millions of Americans who are no longer covered by em-
ployer-paid health insurance plans and cannot afford complete private
coverage, health care is only possible through medicare and/or
medicaid. However, medicare pays for only a share of the health
costs of the elderly, and this share has steadily diminished since the
inception of the program.® For this reason, a significant proportion of
the elderly purchase one or more private health insurance policies,
dubbed “medigaps,” in the hope that they will cover those health
care expenses not covered by medicare.* Elderly persons who pur-
chase these policies take a calculated risk. Medigap premiums take a
significant bite out of a fixed income; paying them can be a hardship.
Yet a large medical bill not covered by insurance is a disaster which
"can wipe out the lifetime savings of those unprotected by insurance.

Before the adoption of the new regulation in Oregon, the pur-
chase of medigap policies was made even more risky by poor draft-
ing and unprofessional salesmanship. Fine print and 150 word sen-
tences were common.5 The unstandardized policies often proved of
little value because they were so filled with contractual “gobble-
dygook”® that many elderly could not comprehend them.? Many in-
surance agents emploved scare tactics® to persuade some seniors? to

3. The Chairman of the Senate Special Committee on Aging, Senator Frank Church
of Idaho, has stated that medicare now covers only about 38 percent of the average
medical costs of persons 65 and up. Future Directions in Social Security: Hearings
Before the Senate Special Comm. on Aging, 94th Cong., 1st Sess. 1814 (November 24,
1975). -

4. The elderly spend over half a billion dollars on premiums for private health in-
surance policies each year. SENATE SPECIAL COMM. ON AGING, 93p CONG., 2D SESS., A
WORKING PAPER, PRIVATE HEALTH INSURANCE SUPPLEMENTARY TO MEDICARE, 1
(1974) [hereinafter cited as SENATE SPECIAL COMM. ON AGING, WORKING PAPER].

5. M. DOTTEN, supra note 2, at 7-10.

6. H. SHAPIRO, HOw To KEEP THEM HONEST 126 (1974).

7. R. GuarinO & R. TRUBO, THE GREAT AMERICAN INSURANCE Hoax 88 (1974);
Health Insurance for Older People: Filling the Gaps in Medicare, 41 CONSUMER REP.
27-34 (Jan. 1976).

8. Deceptive or Misleading Methods in Health Insurance Sales: Hearing Before
the Subcomm. on Frauds and Misrepresentations Affecting the Elderly of the Scenate
Special Comm. on Aging, 88th Cong., 2d Sess. (May 4, 1964).

9. The term “seniors,” referring to the group variously called “the eclderly,” or
“senior citizens,” is not a word of art, but seniors prefer it to other forms.
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purchase as many as four or five supplemental policies that extended
the same basic coverage.1?

This situation cried out for regulation, and a statutory framework
existed to provide it. Since Congress, under the McCarran Act,!! has
firmly committed insurance regulation to the states, every state has
an insurance department, an insurance code, and a system of regula-
tion for the sales practices of private health insurance companies.1?
State legislatures normally delegate vast discretion to their insurance
commissions to govern insurance transactions “in the public inter-
est.”13 In practice the commissions may rubberstamp the whims and
wishes of the insurance industry.!4 Like most state regulatory agen-
cies, these commissions invariably have small budgets and smaller
stafls, and a reputation of sympathy toward the industry they are
supposed to be regulating.'® Nevertheless, in some states, such as
Massachusetts and Pennsylvania, the insurance commissioners have
used their discretionary power to publish educational forms—“buyer
guides”—that offer informational tools to help consumers make more
intelligent choices about health insurance.18

The passivity of the Oregon Insurance Commission, which had
never published any buyer guides, had always disturbed consumer
activists. Several public interest groups and their lawyers decided
that their clients needed educational information on health insurance
and on May 14, 1976, they petitioned the Insurance Commissioner to
adopt new administrative rules to cure the deficiency.!” The pro-

10. Medigap policies often cither fail to cover what the purchaser assumed was
being covered, or duplicate existing henefits. See SENATE SPECIAL COMM. ON AGING,
WORKING PAPER, supra note 4, at 24-27. Insurance agents ¢an sell such policies by
taking advantage of the seniors’ legitimate fear that illness means financial ruin, R.
BUTLER, WHY SURVIVE? BEINC OLD IN AMERICA 312-13 (1975); see Bernard, Why Peo-
ple Become the Victims of Medical Quackery, 55 AM. J. OF PUB. HEALTH 1142 (1965).

11. 15 U.S.C. §§ 1011-1012 (1971).

12. Hanson, The Private Insurance Industry and State Regulatory Activities as Al-
ternatives to Federally Enacted Comprehensive National Health Insurance Legislation,
6 ToL. L. REv. 677, 696 (1975).

13. J. GREGG, THE HEALTH INSURANCE RACKET AND How TO BEAT IT 140 (1973).

14.  Shapiro, supra note 6, at 2. ’

15. K. DAvis, ADMINISTRATIVE LAw 37 (3d ed. 1972).

16. Letter from Roy V. Proctar, Deputy Commissioner, Oregon Department of
Commerce, Insurance Division, to Sandra Blischke, Legal Intern and Assistant to Steve
Goldberg, Marion-Polk Legal Aid Service, Inc. (June 8, 1976) (on file at the Marion-Polk
Legal Aid Service, Inc., Salem, Oregon).

17.  The petition was filed on behalf of five organizations (the Marion County Home
Health Agency, the Mid-Wilkinette Valley Council of Governiments, the Area Agency
on Aging, the Gray Panthers, and the Salem Area Seniors) and two individuals. The

32-703 O-178-13
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posed rules required insurance agents selling or attempting to sell
health insurance supplementing medicare to hand out a form outlin-
ing the senior’'s medicare coverage, and to inquire of the prospective
policyholder whether he or she is, or is about to be, eligible for
medicaid.'8 In cases of such eligibility, the proposed rules required
the agent to give out a second form outlining the coverage available
under medicaid before accepting any application’ for insurance sup-
plementing medicaid.'® These handouts were not intended to be ab-
stract éxplanations of federal health insurance. Instead, each form was
to contain blank spaces which the insurance agent would be required
to fill in with information showing how the policy to be sold covered
one or more of the gaps in medicare or medicaid.20

‘The petitioners asserted that the Insurance Commissioner had
~ample authority to promulgate the rules under existing Oregon law,
One Oregon statute gives the Commissioner general rulemaking
authority,?! and a second statute provides that “[t]he Commissioner,
by rule, may require any agent who sells, or attempts to sell insur-
ance to provide each prospective insured such information as the
Commissioner considers necessary to adequately inform the prospec-
tive insured regarding the insurance transaction. . . .”22 The petition-
ers requested a hearing so they could present these views orally. In
written testimony they ‘argued that the adoption of the rules would
allow elderly consumers to understand their medicare and/or medi-
caid coverage, to detect any gaps in that coverage, and to select the
proper supplemental insurance, thus avoiding duplication of bene-
fits afforded by the medicare and medicaid statutes.23

individuals, elderly clients of Marion-Polk Legal Aid Service, Inc., had had bad experi-
ences with medigap insurance salesmen. '

18. Described as Forin A, this one-page factsheet outlined the senior’s medicare
benefits. ’ )

19. Described as Form B, this onc-page factsheet outlined the senior's medicaid
benefits. i

20.  Written Testimony in Support of Petition to Propose Rule (May, 1976) (on file at
the office of the Oregon Insurance Commissioner, Salem, Oregon). (The proposed rule
required health insurance companies to disclose certain information to purchasers of
health insurance policies supplemental to medicare and medicaid, and was codified as
ORE. ADMIN. RULES 836-52-105, 836-52-110) (Insurauce Division).

21. “In accordance with the applicable provisions of ORS 183.310 to ORS 183.500
the Commissioner may make reasonable rules necessary for or as an aid to the effectua-
tion of the Insurance Code. . ..” ORE. REV. STAT. § 731.244 (1975).

22. ORE. REV. STAT. § 743.021 (1973).

23. See Petition to Propose Rule (June 25, 1976). This is the rule referred to in note
20 supra. '
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When the petition to propose the rules was filed, the petitioners
informed the state’s major newspapers of their action, expecting a
‘news feature that would publicize their proposals.24 Initially, all of
the papers declined to write stories. Perhaps they thought that health
insurance for the elderly was a topic of little interest to their readers,
but some senior activists have suggested that the press rated the
petition’s chance of success against the Oregon insurance companies
as too low to justify press coverage.?®

On June 8, 1976, the request for a hearing was denied and thus
legal channels for the activist groups were blocked. But Deputy
Commissioner Roy V. Proctor’s letter on behalf of Insurance Com-
missioner Lester Rawls unlocked a more effective approach—pub-
licitv. Proctor wrote that “we do not feel that conducting a hearing
on the subject [of supplementary medical insurance] will accomplish
vour objective.”28 He made it clear that the Insurance Commis-
sioner felt that the elderly did not need additional assistance with
their supplementary medical insurance by stating that “[existing rules
give us the authority to] restrict policy forms . . . and analyze the
difficulties of senior citizens in clearly understanding the policies they
intend to purchase.”?” This objection could not counter the petition-
ers’ arguments, for regardless of the potential of existing rules, they
were ineflective as applied. Furthermore, by concluding his letter
~ with the assertion that “these [existing] rules do not permit us . . . to
advise each purchaser as to the need for advisability of purchasing a
specific policy, 28 Proctor showed either that he failed to understand
the thrust of the petition, or that he wished to avoid the entire provi- -
sion’' by misreading the proposals.

The seniors coalition quickly responded. They informed the me-
dia, the Governor and the Insurance Commissioner that the function
of regulatory agencies was not to give advice to individuals.2? They

24. Among the papers contacted were The Oregonian, of Porttand, The Oregon
Statesman, of Salem, and The Eugene Register-Guard, affiliated with the University of
Oregon in Eugene. The seniors coalition issued-a standard press release, which they
expected the newspapers to pick up as a matter of course.

25. Interview with Gray Panther member Elizabeth Fink, Eugene, Oregorf (June 2,
1976).

26. See letter from Roy V. Proctor, supra note 16.

27. Id.

28. Id.

29. Letter from Hugh M. Hanna, Program Chairman, Mid-Willamette V.l”u Council
on Governments, Area Agency on Aging, Salem, Oregon, to the Honorsble Robert
Straub, Governor, State of Oregon (June 24, 1976) (ou hile at the Marion-Paolk Legal Aid
Scrvice, Ine., Salem, Oregon).
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repeated again that they only wished the Commissioner to give

generalized informational resources to the elderly to permit them to.

make intelligent choices about private health insurance coverage.30
This time they found that their advocacy paid off. Proctor’s letter
received extensive publicity; the Portland Oregonian, the state’s
largest paper, covered their story,3 and the wire services and other
newspapers soon followed. On July 8, 1976, the petitioners received
a_ letter from Governor Robert Staub stating that he had been “in
touch” with the Insurance Commissioner [whom Staub had the legal
authority to replace] and that the rulemaking hearing so doggedly
sought by the petitioners would be scheduled soon.32
On July 20, 1976, notice was filed with the Secretary of State of
a public hearing to be held September 1, 1976, to consider proposed
administrative rules 836-52-105 and 836-52-110.33 The notice declared
that the purpose of the rules “is to prescribe information that any
agent, who sells or attempts to sell health insurance providing ben-
efits that supplement Medicare and Medicaid, must furnish to inform
such persons adequately regarding the insurance transaction.”®® From
July until September 1, 1976, senior citizen groups around the state
publicized the upcoming hearing at. food distribution centers,
churches, senior citizen centers, and other places frequented by el-
- derly persons.3% The results of their efforts were stunning: on Sep-
tember 1lst between four and five hundred seniors journeyed to the
state capital in Salem and overflowed the largest hearing room.36
Those who could not sit on a table or on the floor inside listened to
the proceedings from loudspeakers in the hallway.
The seniors coalition carefully staged the hearing as a theatrical

30. Senior Citizens Win Hearing on Health Insurance, The Ortg()nmn July 17, 1975,
at Al12., col. 5 (Portland, Oregon).

31. Id. The Oregonian has the widest circulation of any paper in the state: 200,000
daily. The state’s other major newspapers and both major wire services also filed stories
at this point.

32. Letter from The Honorable Robert Straub, Governor, State of Oregon, to Hugh
M. Hanna, Program Chairman, Mid-Willamette Valley Council On Governments, Area
Agency on Aging, Salem, Oregon (July 19, 1976) (on file at the Marion-Polk Legal Aid
Service, Inc., Salem, Oregon).

33. Onre. REv. STAT. § 183.335 (1975) lists the prerequisites for the adoption of ad-
ministrative rules.

34. ORE. ApMiIN. RULES 836-52-105 (Insurance Division).

35. See Press Release, Marion-Polk Legal Aid Service, Inc. (Aug. 20, 1976) (on {ile at
that office in Salem, Oregon).

36. Senior Citizens Want Plain-Talk Insurance, The Oregon Statesman, Sept. 2,
1976, at 1, col. 2. ,
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event, with dramatic testimony and appropriate props. Several
seniors were supplied with magnifying glasses symbolizing their op-
position to the tiny print in medigap policies. Thirty seniors testified
in favor of the proposed rule at the all-day hearing.3? Grace Lepray,
eighty-six years old, testified that she had purchased four policies
with identical coverage from the same agency:3®

I said to him [the agent who came to her door], “why are

you writing out that policy?” and he said, “Never mind; it

will help you.” He kept coming back and selling me
* policies. :

“The same agent?” she was asked.

No, . . . The first agent came twice, then he got a heart
attack and another guy took his place and wrote another
couple policies. . . .

Mrs. Lepray concluded her testimony by saying that although she was
confused, she felt that the two agents who dealt with her had her
best interests in mind: “They just said, ‘Trust me.’ 39

After the seniors had spoken, opponents of the proposed rules
testified. Most of the nation’s biggest insurance companies sent rep-
resentatives to the hearing or transmitted written testimony on the
proposed rules.4® But not every representative testificd, and few of
those who did spoke against the proposed rules. Most sought to calm
the sea of seniors which surrounded them by telling stories about
their own aged parents living on fixed incomes back home in Middle
America.#! No one seemed willing to challenge the general concept
of the proposed rules. As one company spokesman said of the hear-
ing, “It seems inappropriate to attack any proposal which seeks to
better inform prospective insureds about their coverage. . . ."42 Only

37. Oldsters Ask for Help in Buying Medical Insurance, The Eugene Register-
Guard, Sept. 2, 1976, at 11, col. 3. Those testifying included Chet Arterburn, spokesman
for several retired insurance salesmen. : ‘

38. Insurance Gobbledygook Scored, The Oregonian, Sept. 2, 1976, at Bl, col. 4.

39. Elderly Jam Capitol, Ask Simple Form, The Oregon Journal, Sept. 1, 1976, at 3,
col. 4.

40. Written testimony on the proposed rules is on file in the office of the Oregon
Insurance Commissioner, Salem, Oregon.

41. Insurance Gobbledygook Scored, supra note 38.

42. Letter from Gerald F. Bevan, Vice President, National Home Life Assurance
Company, Liberty Park, Pennsylvania, to the Honorable Lester L. Rawls, Commissioner
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John P. Hamma, a lawyer with the Health Insurance Association of
America, a Chicago-based organization of the nation’s largest health
carriers, dared to mention caveat emptor. In his view, “[Tlhe burden
is on the buyer to decide what he or she wants.”3

More substantial criticisms were made in written testimony
submitted after the public hearing.44 Pacific Northwest Life of Port-
land, Oregon, argued that the responsibility for informing elderly
citizens of their medicare and medicaid positions properly rested with
the Department of Health, Education, and Welfare, not with private
insurers: “You are imposing requirements on agents that should be
imposed on the Social Security Administration. . . .45 Other insurers
thought that the rules would be ineffective, or even counterproduc-
tive. Wabash Life Insurance Company of Indianapolis, Indiana,
wrote: “The only persons who will comply with the spirit and intent
of this proposed regulation are those who are already serving the
public in a conscientious manner.”#® Mutual of Omaha of Omaha,
Nebraska, stated that with “a signed disclosure statement of the type
proposed . . . it will be almost impossible to successfully prosecute an
agent charged with misrepresentation if he can produce an applicant’s
signature acknowledging [that the proper information had been sup-
plied].”#7 Nationwide Mutual Insurance Company of Columbus,
Ohio, admitted that the proposed rules had some merit, but argued
that group, blanket, franchise, and group conversion policies should
be exempt from the requirements, because these policies are usually
sold to groups that are more insurance conscious.48

of Insurance, State® of Oregon, Salem, Oregon (Aug. 9, 1976) (on file at the Commis-
sioner’s office). .

43. Insurance Gobbledygook Scored, supra note 38.

44. Many insurance companies wrote to the Commissioner. The ﬁtatements cited in
the text are representative.

45. This lctt(,r is on file at the Office of the Insurance Commissioner, Salem,
Oregon. . . ’

46. This letter is on file at the Office of the Insurance Commissioner, Salem,
Oregon. .

47. This letter is on file at the Office of the Insurance Commissioner, Salem,
Oregon. .

48. This letter is on file at the Office of the Insurance Commissioner, Salem,
Oregon. The theory that groups are wise insnrance shoppers seems to have been shat-
tered by recent reports showing that the seven million members of the American As-
sociation of Retired People have not been well served by their health insurer, Colonial
Penn Group of Philadelphia. See generally Health Insurance for Older People: Filling
the Gaps in Medicare, supra note 7; Colonial Penn Alleges Errors in CU report, 41
CONSUMER REP. 185 (April 1976); Colonial Penn Group and the American Association



203

458 CONNECTICUT LAW REVIEW [Vol. 9:450

After the seniors’ impressive showing at the hearing, and Gover-
nor Straub’s message, the battle for adoption of new rules was as
good as won. Another important struggle, involving the ultimate
shape of the regulations, took place behind the scenes. After the
hearing the senior citizen groups heard rumors that the Commis-
sioner’s stafl had: prepared alternate responses for the Commissioner
to adopt on the disclosure issue—and had shown them to the insur-
ance carriers, but not to the petitioners.4? The seniors thought this
unfair and wanted to protest publicly until.one of their attorneys in-
troduced them to the facts of life in the regulatory arena: agency staff
has the power to make ex parte contacts with those on one side of a
disputed issue, without affording the same privilege to other
parties—even those who introduced the proposal.3® The seniors con-
cluded that protest might tip the hidden power struggle against
them. )

On December 21st—over three and a half months after the
hearing—Insurance Commissioner Rawls announced at a press con-
ference that. he had filed Administrative Rules 836-52-105 and

836-52-110 with the Oregon Secretary of State. Since March 1, 1977,.

all .insurance companies selling medigap supplementary coverage
have had to comply with the disclosure requirements set forth in
these rules.5! Though senior rights groups generally praised Commis-
sioner Rawls for his decision,52 the forms required by the new ad-
ministrative rules were a watered-down vérsion of those originally
drafted by the elderly petitioners. First, the adopted forms are not
printed in large type, as the seniors repeatedly urged at the public
hearing.53 Second, they do not include information about the average

Jor Retired Persons Hace an Unusual Relationship: You Might Even Call it Incestuous,
FORBES, April 1976 at 185. .

49. Interview with Steven Goldberg, Attorney for the Petitioners, in Salem, Oregon
(Dec. 3, 1976).

50. F. COOPER, I STATE ADMINISTRATIVE LAw 198-99 (1965). )

51. See Supplemental -Policies Clarified, The Oregonian, Dec. 22, 1976, at 1, col. 5
(Portland, Oregon).

The proposed forms were designed by Attorney Goldberg and the auther. Forms is-
sued by Herbert Devenberg, former Pennsylvania Insurance Commissioner, were used
as models. In our view no consumer pamphlet could have solved the medigap problem
in Oregon. An effective solution had to involve requiring the insurance companies,
through state regulation of sales practices, to be responsible for providing customers
with more information.

52. See Elderly’s Insurance Forms Clurified, The Oregon Journal, Dec. 21, 1976, at
2, col. 2. :

53. The public hearing was taped, and this tape can be heard in the Office of the
Insurance Commiissioner, Salem, Oregon.
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length of an elderly person’s stay in an Oregon hospital, data the
petitioners had argued was necessary for low-income seniors attempt-
ing to balance a policy’s cost against the likelihood that it would be
needed.54
Commissioner Rawls’ rejection of the proposed enforcement pro-
vision is a third major weakness of the new rules. The clause pro-
posed by the seniors provided for rescission at the option of the in-
sured, at any time, if the informational forms were not distributed.
Within fifteen days of notice of rescission, the insurance company
would have been required to return all money paid by the insured,
regardless of whether the company had - made payments on the
" policy.%® This stringent clause would have given enforcement power
to the seniors themselves. In practice, enforcement may be difficult
without such a provision.5¢
The most important failure of the rules adopted by the Commis-
sioner, and one which has drawn vocal and organized criticism from
~ Oregon senjors groups,57 is their misleading statement of a crucial
distinction in medicare coverage. For the first twenty days of the
medicare benefit period the older person in a skilled nursing facility
pays nothing. Medicare pays for the whole cost. However, the same
person in an intermediate care facility, providing less intensive care
than the skilled nursing facility, pays the entire expense. While Ad-

54. The material sought to be included by the petitioners was provided by the Pro-
fessional Activities Studies Group at the University of Michigan. The material stated
that for individuals 65 years of age or nl(ler the average length of stay in a hospital was
9.2 days in 1974.

55. The enforcement provision proposed by the petitioners contained a “penalty”
clause:

I an insurance agent fails to fully complete the prescribed disclosure form at
the time of the sale of the policy the insured may rescind his or her purchase of
the policy at any time. The letter of rescission shall be in writing and mailed to
‘the insurance agent. Within fifteen (15) days of the mailing of the letter, all
money paid by the insured shall be returned, irregardless of whether any pay-
ments were made by the company under the policy. Disputes as to whether or
not the disclosure form was fully complete should be resolved by the Insurance
Commissioner.
Letter from Steven Goldberg, Attorney for the Petitioners, to Ruth Shepherd, Executive
Officer, Governor’s Commission on Aging (Dec. 13, 1976) (on file at Ms. Shepherd’s
office, 315 Public Service Bldg., Salem, Oregon).

56. Interview with Steven Goldberg, Attorney for the Petitioners, in Salem, Oregon
{Dec. 15, 1976).

57. Letter from Hugh M. Hanna, Program Chairman, Mid-Willamette Valley Council
On Governments, Area Ageney on Aging, Salem, Oregon, to Lester Rawls, Insurance
Commissioner, State of Oregon (Jan. 10, 1977) (on file at the Marion-Polk Legal Aid
Service, Inc., Salem, Oregon).
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ministrative Rule 836-52-110 gives the rule for skilled nursing facil-
ities, it does not mention intermediate care facilities.58 The form only
hints at the differences with a small print caveat: “Caution: You
should check whether nursing facility qualifies for Medicare.” Elderly
consumers, ignorant of the distinction, often purchase supplementary
policies that do not fill the crucial gap. One Salem, Oregon, social
worker has stated, “I spend about 50 percent of my day trying to
explain it . . . . [T]heir policies do not cover what Medicare does not
cover—intermediate care.”>® Of course, a careful insurance purchaser-
would buy both kinds of coverage, but elderly consumers are not
provided with information to aid them in making that choice.

Whatever the value of the rules actually adopted when compared
to those proposed, they will mean little if they are not used. Though
some newspapers printed stories, the Insurance Department has
never publicized the rules. Senior activists, who have long under-
stood how hard it is to communicate with the hard-to-reach elderly,80
believe that without extensive publicity Oregon seniors will have lit-
tle awareness of their newly won rights.

On balance, however, Oregon’s senior activists have achieved a
meaningful reform. No other state has provided the elderly with such
a valuable- source of information to aid in the purchase of health in-
surance. The eflorts of the citizens paid off—the Commissioner had
little choice but to act when confronted with such a showing of senior
political muscle.

The Oregon experience with supplementary medical insurance
demonstrates that state regulatory agencies can be fertile ground for
seniors and their advocates interested in government reform. While
the federal government operates many significant programs for the
aged, such as social security and medicare, many other services im-
portant to seniors such as insurance,®! nursing homes,®2 and utili-

58. See Form Aims to Cut Confusion on Health Policies, The Oregon Statesman, Dec.
22, 1976, at 7A, col. 1 (Salem, Oregon). Although most patients are placed in inter-
mediate care facilities, medicare pays none of the cost. See Letter from Hugh M.
Hanna, supra note 57; sec generally Soc. SEC. ADMIN., YOUR MEDICARE HANDBOOK;
HEALTH INSURANCE UNDER SOCIAL SECURITY (1970) (available free from the Social
Security Administration, Washington, D.C.).

59. Form Aims to Cut Confusion on Health Policies, The Oregon Statesman, Dec.
22, 1976, at 7A, col. 1 (Salem, Oregon).

60. See generally Zborowski & Eyde, Aging and Social Participation, 17 J.
GERONTOLOGY 424 (1962).

61. See note 11 and accompanying text supra.

62. See. e.g., Brown, An Appraisal of the Nursing Home Enforcement Process, 17
ARriz. L. REv. 304, 321-22 (1975); Staff Report, What To Do About Nursing Homes, 6
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ties,8 are dominated by the states. Most state regulatory agencies
are created by enabling statutes that vest them with wide discretion
to act in the public interest—discretion that can be used, as it was by
Commissioner Rawls, to implement new methods of serving the el-
derly. The political support necessary for the enactment and en-
forcement of administrative rules is often easier to generate at the
state level than at the federal level. Many seniors have time to visit
the state capital for agency meetings, but they do not have the health
and finances to travel to Washington, D.C. Greater participation by
seniors and their advocates might also be a valuable antidote to in-
dustry lobbyists, and might possibly reduce agency favoritism to in-
dustries that serve the elderly, such as hearing aid and prescription
drug manufacturers. There can be no doubt, after the Oregon experi-
ence with supplementary health insurance, that senior citizens have
the power to bring “buvers guides,” “hotlines,” and consumer com-
plaint centers into existence.

Juris DocToR 30 (1976). See Hackler, Expanston of Health Care Providers’ Liability:
An Application of Darling to Long-Term Health Care Facilities, 9 CONN. L. Rev.
462 (1977) for discussion of federal regulation of nursing homes.

63. See. e.g., Mello. Public Utility Raté Increases: A Practice Manual for Adminis-
trative Litigation, 8 CLEARINGHOUSE REV. 411 (1974).
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ITEM 2. DECISION BY OREGON DIVISION OF INSURANCE REGARDING
INFORMATION INSURERS MUST DISCLOSE TO PROSPECTIVE PUR-
CHASERS OF HEALTH INSURANCE TO SUPPLEMENT MEDICARE AND
MEDICAID, DATED DECEMBER 21, 1976

* In the Matter of the Adoption of
Oregon Administrative Rules chapter
836, section 52-105 and 52-110,
relating to information insurers must
disclose to prospactive purchasers of
health insurance to supplement
Hedicare and Medicaid.

ORDER OF ADOPTION
1C-72

P LN I

ORDER

The attached Proposed Decision of Wilfred W. ¥ritz,
Executive Assistant, is hereby adopted by the Insurance
Commissioner of the State of Oregdn 2s his Decision in the
above-entitled matter. -

:2 / =2
IT IS SO ORDERED this day of December, 1976.

Irfsurance Commissioner

* Proposed Decision not attached

NUDER OF ANOPTION
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Chaptcr €35.

INSURARCE POLICIES

Division 52. Healtnh Insurance

836~52-105 STATUTORY AUTHIRITY; PURPOSE; EFFECTIVE DATE.

(1) O5R 836-52-105 to 636-52-110 are adopted pursuant to' the general
ruleraking authority of the Cormissionsr in ORS 731.244 and the spacific
authority in ORS 743.021 for the Comnissioner to issuz rules regérding
infcrmation that must ba furnish;_»;') to prospactive insureds.

(2) The purpose of the rulzs is to prescribe thz information that
an agent or insurer vho effects a sale of health imsurance that is
supplomental to federal tiedicare insurance must furnish to adequately .
inform the prospective insured regarding the insurence transaction.

(3) The effective date of OAR 836-52-105 to B36-52-110 is
darch 1, 1977.

836-52—li0 ,INE‘OI-?MATIO‘\‘ TO BE E‘URNIS.HED PRDS?_E.‘CTIVE.‘ INSUR.E-ZD-. an -
agent or insurer t'effecting 2 sale of health insurance p:-ovidi;ag banefits
that supplement federal Medicare insurance benefits shall deliver the ‘- E
form set forth as Exhibit I to OAR 836-52-105 to 836-52-110 to the

" insured not later than the time of delivery of the policy. The agent or’

insurer shall complete and sign the prescrikbed form.
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SUMMARY OF MEDICARE BEZNFEFITS AND INSURANCE

The State of Oregon requires an insurance company selling health insur-
ance to an individual covered by Medicare to provide the following
information. Future changes in federal law may change Medicare benefits,
with resulting changes in the insurance policy benefits. .

MEDICARE INSURANCE POLICY
PAYS

In-patient Hospital Benefits

First 60 days of Medicare You pay lst § .

- . benefit period Medicare pays balance.

Next 30 days of continuous You pay 1lst $

confinement (6lst - 90th per day.

day) Medicare pays balance.
Next 60 days, while one- You pay $ per

time reserve lasts (91lst - day.

150th day) Medicare pays balance.
After 150 days of continuous You pay full amount.

confinement Medicare pays nothing.

Skilled Nursing Facility Benefits*

(*Caution - you should check whether nursing facility qualified for Medicare.)

First 20 days of Medicare You pay nothing.
benefit period Medicare pays 100%
Next 30 days of continuous You pay $ per
confinement (2lst -~ 100th day.

day) Medicare pays balance.

Medical Service Benefits

Physician services, medical You pay 1st $
supplies, ambulance, pros- each calendar year.
thetic devises and other Medicare then pays 8C$
covered services of further Medicare

approved charges and
you pay the balance of
charges.

Il |

. (The space below may be uscd to describe insurance benefits Hot related to
Medicare)
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More information:

1. This policy has been approved for sale in Oregon as required by law. Such
approval is in no way a recommendation or endorsement.

2. Physician fees and other medical service charges may exceed charges approved by
Medicare. In such instances, you are obligated for the difference.

3. (a) 1If the policy is labeled "Guaranteed Renewable' the insurance company must
continue the policy as long as you pay the premium. The company has the
right to increase the premium, but not to make any changes in the policy.

¢b) If the policy is labeled "Renewable at the Option of the Company,” the
insurance company may terminate the policy on any premium due date.
(Check your policy for details.)

4. Generally speaking, if the application you completed for your policy asks
medical questions, pre-existing conditions are covered from the date the policy
is issued. If no medical questions are asked, medical conditions you had prior
to the application are not covered until the policy has been in force for the
time required by the policy. (Check your policy for details.) .

5. Generally, neither Medicare nor private insurance will pay for convenience
items not necessary in the treatment of your medical condition.

The Insurance Commissioner makes the following recommendations:

1. That you check with your local Social Security office to obtain more specific
details of your Medicare benefits, if you have further questions about
Medicare. The other side shows only a summary of the basic Medicare benefits.
Some Medicare benefits are available that are not shown.

2. That you buy one policy for your health insurance needs. You will generally
save money by doing this rather than buying several limited policies.

3. If you are eligible for Medicaid, insurance to supplement Medicaid is not
recommended.

4, After you receive your policy, make sure you have the coverage you thought you
bought. If not satisfied, return the policy to the company within 10 days for
a full refund of premium directly from the company. Companies are required to
make immediate refunds directly and not through their agents.

This form is required by the Insurance Commissioner of the State of Oregon to be
delivered with any health insurance policy designed to supplement Medicare benefits.

Date Summary Prepared:
Policy Form NO.:
Insurance Company lssuing Policy:
Summary Delivered by:

(Agent of Above Company)

O



