
Medicare Supplement was not included in the original PDF file.



�������������������
LIFE AND ACCIDENT AND HEALTH COMPANIES—ASSOCIATION EDITION

ANNUAL STATEMENT
FOR THE YEAR ENDED DECEMBER 31, 2002

OF THE CONDITION AND AFFAIRS OF THE

NATIONWIDE LIFE INSURANCE COMPANY
NAIC Group Code 0140 0140 NAIC Company Code 66869 Employer’s ID Number 31-4156830

(Current Period) (Prior Period)

Organized under the Laws of Ohio , State of Domicile or Port of Entry Ohio

Country of Domicile United States of America

 Incorporated 03/21/1929   Commenced Business 01/10/1931

Statutory Home Office One Nationwide Plaza  , Columbus, OH 43215-2220
(Street and Number) (City or Town, State and Zip Code)

Main Administrative Office One Nationwide Plaza
(Street and Number)

     Columbus, OH 43215-2220 800-882-2822
(City or Town, State and Zip Code) (Area Code)  (Telephone Number)

Mail Address One Nationwide Plaza  , Columbus, OH 43215-2220
(Street and Number or P.O. Box) (City or Town, State and Zip Code)

Primary Location of Books and Records One Nationwide Plaza
(Street and Number)

Columbus, OH 43215-2220 800-882-2822-97952
(City or Town, State and Zip Code) (Area Code)  (Telephone Number)

Internet Website Address www.nationwide.com

Statement Contact John A. Reese 800-882-2822-97952
(Name) (Area Code) (Telephone Number) (Extension)

reeseja@nationwide.com 614-677-6688
(E-mail Address) (FAX Number)

Policyowner Relations Contact P. O. Box 182835
(Street and Number)

Columbus, OH 43218-2835 800-547-7548
(City or Town, State and Zip Code) (Area Code)  (Telephone Number)  (Extension)

OFFICERS
President Joseph John Gasper  Secretary Patricia Ruth Hatler  
Treasurer Brian Waggoner Nocco  Actuary Philip Clarence Gath  

VICE PRESIDENTS
John Roscoe Cook, Jr. David Andrew Diamond  Philip Clarence Gath  

Patricia Ruth Hatler  Richard Dale Headley  Michael Stevens Helfer  
David Karl Hollingsworth  David Ralph Jahn  Donna Anita James  
Richard Andrew Karas  Michael Craig Keller  Gregory Samuel Lashutka  

Edwin Pugh McCausland, Jr. Gary Denison McMahan  # Robert Harold McNaghten  
Michael Dean Miller  Brian Waggoner Nocco  Robert Alan Oakley  
Mark David Phelan  Kathleen Dunbar Ricord  # Douglas Craig Robinette  

Robert Allen Rosholt  # John Stephen Skubik  Mark Raymond Thresher  
Richard Michael Waggoner  Susan Ackerman Wolken  

DIRECTORS OR TRUSTEES
Joseph Anthony Alutto  # James Gilbert Brocksmith, Jr. # Joseph John Gasper  

Henry Scarborough Holloway  # William Gerald Jurgensen  Lydia Micheaux Marshall  #
Donald Lee McWhorter  # David Owen Miller  # James Ferry Patterson  #
Gerald Dennis Prothro  # Arden Lee Shisler  # Alex Shumate  #

State of 

County of

Ohio

Franklin
� ss

The officers of this reporting entity, being duly sworn, each depose and say that they are the described officers of said reporting entity, and that on the 
reporting period stated above, all of the herein described assets were the absolute property of the said reporting entity, free and clear from any liens or 
claims thereon, except as herein stated, and that this statement, together with related exhibits, schedules and explanations therein contained, annexed 
or referred to is a full  and true statement of all  the assets and liabilities and of the condition and affairs of the said reporting entity as of the reporting 
period stated above, and of its income and deductions therefrom for the period ended, and have been completed in accordance with the NAIC Annual 
Statement  Instructions and Accounting Practices and Procedures Manual  except  to the extent  that:  (1)  state law may differ;  or,  (2)  that  state rules or 
regulations require differences in reporting not related to accounting practices and procedures, according to the best of their information, knowledge and 
belief, respectively.

Joseph John Gasper Glenn Warren Soden, Assistant Secretary David Allen Jacoby, Controller
President Secretary Treasurer

a. Is this an original filing? �����������	������
Subscribed and sworn to before me this b. If no,

14th day of February, 2003 1. State the amendment number 0 
2. Date filed

3. Number of pages attached 0 
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�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Alabama

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &)1"%1"*)% &,1""1%&&" &+1&"1"**% 2�3������
�  ������ %*$,',� %%$(*#� '(�'� ")� &� &� &�&� &�
��� %"%"-4 - �	 &&+#&&&� &(1&)1"**% ""1&(1%&&% &,1""1%&&" "%1&"1%&&% 2�3������
�  ������ "$'#(� "$#)(� ),�"� %� "$'#(� %),� "(�+� %�
��� %"%%-4 5 �	 &&+#&&&� &(1&)1"**% ""1&(1%&&% &,1""1%&&" "%1&"1%&&% 2�3������
�  ������ "+$+"%� #$(#+� +#�*� "&� ,$+#(� %$%(+� #%�+� ,�
��� %"%+-4 6 �	 &&+#&&&� &(1&)1"**% ""1&(1%&&% &,1""1%&&" "%1&"1%&&% 2�3������
�  ������ "*%$++"� "+&$#'&� ('�)� "",� +,$''*� "($+(&� #,�'� %#�
��� %"%*�" � �	 &&+#&&&� &)1&+1"*** ""1&(1%&&% &,1""1%&&" "%1&"1%&&% 2�3������
�  ������ &� &� &�&� &� ($+*+� +$##"� ,+�)� #�

0199999 Total Experience on Individual Policies %+($*(#� ",*$%*+� ('�%� "#,� #*$%(#� %%$+#*� #,�#� +,�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.A
L



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Arkansas

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &)1+"1"*)% &#1+&1%&&" "%1&"1"*)* 2�3������
�  ������ "&$(,(� %$'&*� %,�#� '� &� &� &�&� &�
0199999 Total Experience on Individual Policies "&$(,(� %$'&*� %,�#� '� &� &� &�&� &�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.A
R



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Connecticut

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� %"%"�;*# - �	 &&+#&(&� &'1%)1"**% ""1&"1%&&% &)1&"1%&&" "%1&"1%&&% 2�3������
�  ������ '$&&+� ($"),� ))�+� *� ",*$'+)� "+'$#**� )(�"� %#*�
��� %"%%�;*# 5 �	 &&+#&(&� &'1%)1"**% ""1&"1%&&% &)1&"1%&&" "%1&"1%&&% 2�3������
�  ������ ""$**)� "($,,*� "+)�&� "&� #+&$"(*� +&($(%&� '"�+� +(%�
��� %"%+�;*# 6 �	 &&+#&&&� &'1%)1"**% ""1&"1%&&% &)1&"1%&&" "%1&"1%&&% 2�3������
�  ������ #%*$'&)� +'"$%%+� )(�#� %+&� "$%,,$*),� "$&&#$+"%� )&�&� (*(�

0199999 Total Experience on Individual Policies ##)$'&*� +*+$*('� )'�)� %#*� "$)#,$)*%� "$##)$#+"� ')�,� "$+&'�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.C
T



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Delaware

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &*1"+1"*)% &,1"(1%&&" &"1&"1"**" 2�3������
�  ������ "%$'*(� *$",+� '"�,� )� &� &� &�&� &�
0199999 Total Experience on Individual Policies "%$'*(� *$",+� '"�,� )� &� &� &�&� &�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.D
E



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Florida

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%# � �	 &&+#&&&� "%1"(1"*)% &,1"&1%&&" "%1&"1"**" 2�3������
�  ������ +&($'&&� +%)$))%� "&'�%� %*&� &� &� &�&� &�
��� %"%"64 - �	 &&+#&&&� &+1"%1"**% "%1&+1%&&% &,1"&1%&&" "%1&"1%&&% 2�3������
�  ������ "'$&+(� "+$"%#� ''�&� %&� +"$)+#� "+$#%&� #%�%� %)�
��� %"%%64 5 �	 &&+#&&&� &+1"%1"**% "%1&+1%&&% &,1"&1%&&" "%1&"1%&&% 2�3������
�  ������ "#*$"",� ","$)()� "&"�)� "+#� ""*$&&,� )"$*&,� ()�)� *,�
��� %"%+64 6 �	 &&+#&&&� &+1"%1"**% "%1&+1%&&% &,1"&1%&&" "%1&"1%&&% 2�3������
�  ������ "$,&'$+((� "$"''$"%,� ')�"� "$&%,� %%&$&')� "+"$&%"� ,*�,� "++�

0199999 Total Experience on Individual Policies "$*)&$%"'� "$('&$***� )#�#� "$#(*� +'&$*"'� %%($+#(� ("�&� %,(�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.FL



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Georgia

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� ""1"'1"*)% &,1+"1%&&" &'1&"1"*)* 2�3������
�  ������ %($*''� +($,+%� "+,�#� %&� &� &� &�&� &�
��� "*%# � �	 &&+#&&&� &*1"*1"*)* &,1+"1%&&" &'1&"1"**% 2�3������
�  ������ #($%(,� %#$,'%� ,+�"� #%� &� &� &�&� &�
��� %"%"<- - �	 &&+#&&&� &)1%)1"**% ""1&"1%&&% &,1+"1%&&" "%1&"1%&&% 2�3������
�  ������ #$%&%� ($"'"� "#(�*� ,� "$+&+� ,%#� #&�%� %�
��� %"%%<- 5 �	 &&+#&&&� &)1%)1"**% ""1&"1%&&% &,1+"1%&&" "%1&"1%&&% 2�3������
�  ������ ",$%'*� %'$##%� "'*�(� "#� *$*%+� "&$(++� "&'�%� "&�
��� %"%+<- 6 �	 &&+#&&&� &)1%)1"**% ""1&"1%&&% &,1+"1%&&" "%1&"1%&&% 2�3������
�  ������ #++$#'&� +,*$)",� )+�&� %)"� "%+$,#)� *&$%*"� '+�"� '*�

0199999 Total Experience on Individual Policies ,%($"*+� #,#$,+%� )(�#� +(%� "+#$''#� "&"$##)� ',�+� *"�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.G
A



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Illinois

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� ""1%&1"*)% &(1%(1%&&" "%1&"1"*)* 2�3������
�  ������ "&$&&,� "+$',"� "+'�#� ,� &� &� &�&� &�
��� %"%% 5 �	 &&+#&&&� &,1+"1"**# "%1"*1%&&% &(1%(1%&&" "%1&"1%&&% 2�3������
�  ������ &� &� &�&� &� %$*%*� #$+,'� "#)�)� "�
��� %"%+ 6 �	 &&+#&&&� &,1+"1"**# "%1"*1%&&% &(1%(1%&&" "%1&"1%&&% 2�3������
�  ������ )$)&(� #$,'&� ,"�*� ,� #$'#&� )##� "'�)� +�

0199999 Total Experience on Individual Policies ")$)""� ")$+%"� *'�#� "&� '$((*� ,$%&"� ('�)� #�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.IL



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Indiana

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &*1%"1"*)% &,1%"1%&&" "%1&"1"**" 2�3������
�  ������ ,*$,)%� #"$+",� (*�+� +(� &� &� &�&� &�
��� %"%"9� - �	 &&+#&&&� &"1&*1"**, ""1&#1%&&% &,1%"1%&&" "%1&"1%&&% 2�3������
�  ������ "$"(&� "$)(&� "(&�+� %� #$*(&� )$&%"� "("�'� (�
��� %"%%9� 5 �	 &&+#&&&� &"1&*1"**, ""1&#1%&&% &,1%"1%&&" "%1&"1%&&% 2�3������
�  ������ ""$)'(� %$***� %,�+� *� &� &� &�&� &�
��� %"%+9� 6 �	 &&+#&&&� &"1&*1"**, ""1&#1%&&% &,1%"1%&&" "%1&"1%&&% 2�3������
�  ������ (,$#&+� #*$)#'� '(�%� +(� "%$,+#� "&$%%*� )"�(� '�

0199999 Total Experience on Individual Policies "+)$&%"� *($&%"� (*�(� )+� "'$#*#� ")$%,&� "&#�+� "+�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.IN



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Kentucky

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &*1%'1"*)% &,1"#1%&&" "%1&"1"**" 2�3������
�  ������ #&$'%(� %%$'&*� ,,�)� +(� &� &� &�&� &�
��� %"%"=� - �	 &&+#&(&� &(1%)1"**# ""1&#1%&&% &,1"#1%&&" "%1&"1%&&% 2�3������
�  ������ &� &� &�&� &� #%+� "*,� #(�"� "�
��� %"%%=� 5 �	 &&+#&(&� &(1%)1"**# ""1&#1%&&% &,1"#1%&&" "%1&"1%&&% 2�3������
�  ������ "($+%&� )$&#)� #*�+� "#� ($)%+� ($,*,� *(�'� (�
��� %"%+=� 6 �	 &&+#&(&� &(1%)1"**# ""1&#1%&&% &,1"#1%&&" "%1&"1%&&% 2�3������
�  ������ ()$&*(� (%$)(,� *%�+� ##� "*$)%+� ""$&&(� ,,�,� ""�
��� %"%*�" � �	 &&+#&(&� &*1%'1"*** ""1&#1%&&% &,1"#1%&&" "%1&"1%&&% 2�3������
�  ������ &� &� &�&� &� ,$#)&� +*%� '�%� #�

0199999 Total Experience on Individual Policies "%,$"#%� *+$(%%� '#�)� *#� +%$,#*� ")$"))� ,,�*� %%�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.K
Y



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Maine

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� "&1&(1"*)% &(1"#1%&&" "%1&"1"*)* 2�3������
�  ������ +$,#)� "$#%(� #&�%� %� &� &� &�&� &�
0199999 Total Experience on Individual Policies +$,#)� "$#%(� #&�%� %� &� &� &�&� &�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.M
E



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Maryland

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� %"%"20 - �	 &&+#&&&� &)1%'1"**% "%1&*1%&&% &"1%,1%&&% "%1&"1%&&% 2�3������
�  ������ )$)&#� '$,#"� ),�'� "+� #$+%%� #$+'*� "&"�+� (�
��� %"%%20 5 �	 &&+#&&&� &)1%'1"**% "%1&*1%&&% &"1%,1%&&% "%1&"1%&&% 2�3������
�  ������ ,$)*,� )$'"+� "#'�)� '� ,#$+*'� #,$()*� )#�&� ('�
��� %"%+20 6 �	 &&+#&&&� &)1%'1"**% "%1&*1%&&% &"1%,1%&&% "%1&"1%&&% 2�3������
�  ������ ,)"$"*)� #,'$+#+� ')�'� ##"� (%"$')#� )%,$,(&� "+%�)� #,&�

0199999 Total Experience on Individual Policies ,*,$)*'� #'+$,*'� '*�,� #("� ()&$,&+� )',$(%)� "%)�'� ,%+�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.M
D



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Minnesota

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

2
�"�&**& � �	 &&&&&&'� "%1+"1"**+
2�3������
�  ������$�
�����3�3�5���� ++$(*)� )"$,'%� %#%�"� %,� &� &� &�&� &�

0199999 Total Experience on Individual Policies ++$(*)� )"$,'%� %#%�"� %,� &� &� &�&� &�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�����3�3�5�����2�3������
�  ������� ����3�����3����2�����	�����������/�����	���

360.M
N



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Mississippi

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &)1%#1"*)% &#1%'1%&&" &(1&"1"**% 2�3������
�  ������ ,)$+#%� #&$%%'� (*�&� +)� &� &� &�&� &�
��� %"%" - �	 &&+#&&&� &(1%%1"**% ""1")1%&&% &#1%'1%&&" "%1&"1%&&% 2�3������
�  ������ "$&",� "#� "�#� &� &� &� &�&� &�
��� %"%% 5 �	 &&+#&&&� &(1%%1"**% ""1")1%&&% &#1%'1%&&" "%1&"1%&&% 2�3������
�  ������ ""$**'� *$(#%� )&�#� *� &� &� &�&� &�
��� %"%+ 6 �	 &&+#&&&� &(1%%1"**% ""1")1%&&% &#1%'1%&&" "%1&"1%&&% 2�3������
�  ������ %+'$(&+� "+'$(%'� ,'�*� "+(� +&$()"� %#$(%'� )&�+� "'�

0199999 Total Experience on Individual Policies +&)$*,'� ")'$,"&� (&�'� ")+� +&$()"� %#$(%'� )&�+� "'�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.M
S
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�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Ohio

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &'1",1"*)% &,1",1%&&" &#1&"1"**% 2�3������
�  ������ (&%$+&&� +*"$&#)� (#�*� +++� &� &� &�&� &�
��� "),' � �	 &&+#&&&� "%1+&1"*)' &,1",1%&&" &#1&"1"**% 2�3������
�  ������ +$&(+� "$)&%� ,)�)� %� &� &� &�&� &�
��� %"%" - �	 &&+#&&&� &+1%&1"**% ""1&"1%&&% &,1",1%&&" "%1&"1%&&% 2�3������
�  ������ ")$)"#� ($"(,� +%�)� %,� *$,((� #$#**� #'�&� "'�
��� %"%% 5 �	 &&+#&&&� &+1%&1"**% ""1&"1%&&% &,1",1%&&" "%1&"1%&&% 2�3������
�  ������ "%*$,(&� *($"""� '#�%� "%*� "%'$&")� **$%)'� ')�%� "+%�
��� %"%+ 6 �	 &&+#&&&� &+1%&1"**% ""1&"1%&&% &,1",1%&&" "%1&"1%&&% 2�3������
�  ������ "$(*&$#"*� "$&**$,&(� (,�&� "$"()� +#($%%)� %%)$)'#� ((�"� %,+�

0199999 Total Experience on Individual Policies %$###$",(� "$,*#$(+%� (,�%� "$(,'� #)%$)"%� ++%$((&� ()�*� #&%�

��� <.""&&& - �	 &&+&,&&� ""1%'1"**% ""1"#1%&&%
���	��	�����6����5������
<�	� #"$%",� +&$&('� '+�&� '*� ""$***� %($+(#� %"*�'� %+�

��� <.""&&& � �	 &&+&,&&� ""1%'1"**% ""1"#1%&&%
���	��	�����6����5������
<�	� %$#%%$&&+� "$,**$*,*� ((�"� "$'&%� %)($&+&� "*+$(&(� ('�'� %&"�

��� <.""&&& 7 �	 &&+&,&&� ""1%'1"**% ""1"#1%&&%
���	��	�����6����5������
<�	� #$'*($+%+� +$',#$'&#� ')�+� %$%#)� "*%$&%#� "&($*("� ,,�'� *&�

0299999 Total Experience on Group Policies '$%,*$,#"� ,$+)#$'+&� '#�%� #$&%*� #*&$&,+� +%($*+"� ((�'� +"#�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.O
H



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Oregon

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &%1&,1"*)( &(1&"1%&&" &"1&"1"*)* 2�3������
�  ������ +$,+%� "$'#'� #*�,� %� &� &� &�&� &�
0199999 Total Experience on Individual Policies +$,+%� "$'#'� #*�,� %� &� &� &�&� &�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.O
R



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Pennsylvania

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� ""1+&1"*)% &,1&'1%&&" &)1&"1"*)* 2�3������
�  ������ %(,$*+&� "(($+(#� (%�(� "#(� &� &� &�&� &�
��� "*%( � �	 &&+#&&&� &)1&+1"*)* &,1&'1%&&" &'1&"1"**& 2�3������
�  ������ %**$"+%� %"*$+,&� '+�+� "(#� &� &� &�&� &�
��� %"%"�- - �	 &&+#&(&� &*1&#1"**% ""1%&1%&&% &,1&'1%&&" "%1&"1%&&% 2�3������
�  ������ "($%,%� '$+%%� #,�"� %"� #,$'+,� %#$%*'� ,+�"� (&�
��� %"%%�- 5 �	 &&+#&(&� &*1&#1"**% ""1%&1%&&% &,1&'1%&&" "%1&"1%&&% 2�3������
�  ������ "#*$#*(� *&$'&'� (&�'� "%%� %*"$#,,� ")($)((� (#�"� %%*�
��� %"%* � �	 &&+#&(&� &*1&#1"**% ""1%&1%&&% &,1&'1%&&" "%1&"1%&&% 2�3������
�  ������ "$''#$(#%� "$%&+$#&(� ('�)� "$&,%� "$##*$),&� *"*$+"&� (+�#� )&*�

0199999 Total Experience on Individual Policies %$,&,$#,%� "$()'$"#*� ('�+� "$,&,� "$')'$&#&� "$"+&$#'+� (+�+� "$&*)�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.P
A



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Rhode Island

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� "%1+"1"*)% &"1%+1"**" &"1&"1"*)* 2�3������
�  ������ &� >"'? &�&� &� &� &� &�&� &�
0199999 Total Experience on Individual Policies &� >"'? &�&� &� &� &� &�&� &�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.R
I



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF South Carolina

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� "&1&(1"*)% &#1%,1%&&" &#1&"1"**% 2�3������
�  ������ "&,$"*"� '*$(#&� ',�'� )"� &� &� &�&� &�
��� %"%"
� - �	 &&+#&&&� &%1&,1"**+ ""1&,1%&&% &#1%,1%&&" "%1&"1%&&% 2�3������
�  ������ ,$%#&� %$+&(� ##�&� (� "$*&#� %*'� ",�(� %�
��� %"%%
� 5 �	 &&+#&&&� &%1&,1"**+ ""1&,1%&&% &#1%,1%&&" "%1&"1%&&% 2�3������
�  ������ +%$%"%� ",$,+(� #)�%� %,� "&$(",� #$'+'� ##�(� '�
��� %"%+
� 6 �	 &&+#&&&� &%1&,1"**+ ""1&,1%&&% &#1%,1%&&" "%1&"1%&&% 2�3������
�  ������ ,",$#&)� +#($,+)� ('�%� %*"� ),$#(&� %*$"'*� +#�"� ,&�
��� %"%*
� � �	 &&+#&&&� &'1%#1%&&& ""1&,1%&&% &#1%,1%&&" "%1&"1%&&% 2�3������
�  ������ &� &� &�&� &� ($+'#� %$('"� #"�*� ,�

0199999 Total Experience on Individual Policies (,)$&,"� ###$&%&� ('�,� #&+� "&#$+,+� +($))#� +,�+� (#�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.S
C



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Tennessee

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &*1&"1"*)% &,1+"1%&&" &(1&"1"**% 2�3������
�  ������ **$#*#� *($)((� *'�#� ,(� &� &� &�&� &�
��� %"%";� - �	 &&+#&&&� &(1+&1"**% ""1"*1%&&% &,1+"1%&&" "%1&"1%&&% 2�3������
�  ������ **(� %$'&"� %'"�%� "� "$*&'� (#&� ++�(� %�
��� %"%%;� 5 �	 &&+#&&&� &(1+&1"**% ""1"*1%&&% &,1+"1%&&" "%1&"1%&&% 2�3������
�  ������ "($*#,� )$,),� ,&�'� ""� '$('"� #$%&,� ,#�)� #�
��� %"%+;� 6 �	 &&+#&&&� &(1+&1"**% ""1"*1%&&% &,1+"1%&&" "%1&"1%&&% 2�3������
�  ������ #,"$'#(� +##$''(� '(�+� %,%� #($)*%� "'$,((� +'�,� %(�
��� %"%*;� � �	 &&+#&&&� &+1"&1%&&& ""1"*1%&&% &,1+"1%&&" "%1&"1%&&% 2�3������
�  ������ &� &� &�&� &� ($+*)� %$),(� ##�(� ,�

0199999 Total Experience on Individual Policies ,(*$")"� #,%$*%)� '*�(� +%&� (%$)()� %,$%('� #&�%� +'�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.TN



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Texas

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� %"%";� - �	 &&+#&(&� &(1&%1"**# ""1"+1%&&% &(1",1%&&" "%1&"1%&&% 2�3������
�  ������ %$'#)� %('� *�'� +� ",$&&%� %&$,,(� "+'�&� "(�
��� %"%%;� 5 �	 &&+#&&&� &(1&%1"**# ""1"+1%&&% &(1",1%&&" "%1&"1%&&% 2�3������
�  ������ "$#',� +##� %+�+� "� "+$+%'� )$&%&� (&�%� '�
��� %"%+;� 6 �	 &&+#&&&� &(1&%1"**# ""1"+1%&&% &(1",1%&&" "%1&"1%&&% 2�3������
�  ������ *"$+,%� (&$#('� ((�%� ##� '%$%,+� +*$"(&� ,#�%� +,�

0199999 Total Experience on Individual Policies *,$,',� ("$&')� (+�*� #)� "&&$,)%� ('$'+(� ('�+� ,)�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.TX



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF Virginia

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%% � �	 &&+#&&&� &*1%'1"*)% &,1""1%&&" &%1&"1"*)* 2�3������
�  ������ "#%$#'+� "&)$'&'� '(�+� )*� &� &� &�&� &�
��� "*%, � �	 &&+#&&&� &%1%'1"*)* &,1""1%&&" &'1&"1"**% 2�3������
�  ������ "'%$,*)� "+&$%'#� ',�,� "&*� &� &� &�&� &�
��� %"%"@- - �	 &&+#&&&� &'1+&1"**% ""1%"1%&&% &,1""1%&&" "%1&"1%&&% 2�3������
�  ������ ($()#� "+$&,#� "*,�+� *� "$)"'� *",� ,&�#� +�
��� %"%%@- 5 �	 &&+#&&&� &'1+&1"**% ""1%"1%&&% &,1""1%&&" "%1&"1%&&% 2�3������
�  ������ (($'#'� #%$%"&� (+�%� ('� "+$,+,� #$)'(� +(�&� ",�
��� %"%+@- 6 �	 &&+#&&&� &'1+&1"**% ""1%"1%&&% &,1""1%&&" "%1&"1%&&% 2�3������
�  ������ )++$+*%� ,'#$(,%� (*�&� ,)*� ,&+$%#"� +*"$)+%� ''�*� +#*�

0199999 Total Experience on Individual Policies "$%%"$)*#� )()$)*'� '"�"� )(+� ,")$,*+� +*'$(%+� '(�'� +('�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.V
A



�������������������
 SUPPLEMENTAL EXHIBIT FOR THE YEAR 2002 OF THE NATIONWIDE LIFE INSURANCE COMPANY

 MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT
FOR THE STATE OF West Virginia

NAIC Group Code &"#& � NAIC Company Code (()(*
Address (City, State and Zip Code) �	������$����	�#+%",�%%%&�
Person Completing This Exhibit 
	���-��.�����
Title 
�����	���-��	�����/�0�����	�� Telephone Number ("#�%#*�'*,%

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 1999 Policies Issued in 2000, 2001, 2002
11 Incurred Claims 14 15 Incurred Claims 18

Compliance 
with OBRA

Policy Form 
Number

Standardized 
Medicare 

Supplement 
Benefit Plan

Medicare
Select

Plan 
Character-

istics 
Date

Approved

Date
Approval 

Withdrawn

Date
Last

Amended
Date

Closed
Policy Marketing Trade 

Name
Premiums 

Earned

12

Amount

13

Percent of 
Premiums 

Earned

Number of 
Covered

Lives
Premiums 

Earned

16

Amount

17

Percent of 
Premiums 

Earned

Number of 
Covered

Lives

��� ",%+ � �	 &&+#&&&� &*1%%1"*)% &,1+&1%&&" "%1&"1"**" 2�3������
�  ������ +,#$,(%� %%"$#&&� (%�#� %,&� &� &� &�&� &�
��� %"%"A@ - �	 &&+#&&&� &%1%'1"**% ""1&'1%&&% &,1+&1%&&" "%1&"1%&&% 2�3������
�  ������ +$&(&� "$"'+� +)�+� +� #$(",� "$&,,� %%�*� (�
��� %"%%A@ 5 �	 &&+#&&&� &%1%'1"**% ""1&'1%&&% &,1+&1%&&" "%1&"1%&&% 2�3������
�  ������ ,"$,*+� +#$)%#� ('�,� ,"� #$*%*� *+*� "*�"� ,�
��� %"%+A@ 6 �	 &&+#&&&� &%1%'1"**% ""1&'1%&&% &,1+&1%&&" "%1&"1%&&% 2�3������
�  ������ ()*$*"%� #*&$'+'� '"�"� ##,� ""#$+%#� ()$+',� ,*�)� ',�
��� %"%*A@ � �	 &&+#&&&� &)1&%1"*** ""1&'1%&&% &,1+&1%&&" "%1&"1%&&% 2�3������
�  ������ &� &� &�&� &� %$)(,� "$#%'� #*�)� %�

0199999 Total Experience on Individual Policies "$&**$"%'� '#)$"+#� ()�"� '#*� "%($'++� '"$'*(� ,(�'� ))�

0299999 Total Experience on Group Policies &� &� &�&� &� &� &� &�&� &�

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give complete and full details:

2. Claims address and contact person provided to the Secretary of Health and Human Services as required by 42 U.S.C. 1395ss(c)(3)(E) for this state.
2.1   Address: �7�
�
��8�����9����#""���5������
����������	��$��6�	��3��+%,&"�
2.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1   Address: �7�
�
��8�����9����#""���5������
����������	��$�6�	��3��+%,&"�
3.2   Contact Person and Phone Number: 7�����
��:����),&�#+%�"'&&�%%&'�

4. Explain any policies identified above as policy type "O".
�

360.W
V
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