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Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.A
K

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636002105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Alaska

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.A
L

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636001105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Alabama

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.A
R

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636004105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Arkansas

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.A
S

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636052105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........American Samoa

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.A
Z

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636003105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Arizona

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.C
A

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636005105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........California

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.C
O

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636006105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Colorado

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.C
T

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636007105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Connecticut

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.D
C

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636009105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........District of Columbia

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.D
E

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636008105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Delaware

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.FL

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636010105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Florida

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.G
A

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636011105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Georgia

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.G
U

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636053105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Guam

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.H
I

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636012105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Hawaii

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.IA

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636016105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Iowa

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.ID

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636013105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Idaho

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.IL

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636014105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Illinois

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.IN

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636015105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Indiana

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.K
S

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636017105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Kansas

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.K
Y

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636018105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Kentucky

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.LA

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636019105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Louisiana

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
A

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636022105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Massachusetts

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
D

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636021105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Maryland

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
E

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636020105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Maine

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
I

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636023105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Michigan

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
N

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636024105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Minnesota

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
O

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636026105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Missouri

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
P

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636056105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Northern Mariana Islands

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
S

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636025105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Mississippi

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.M
T

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636027105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Montana

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
C

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636034105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........North Carolina

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
D

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636035105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........North Dakota

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
E

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636028105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Nebraska

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
H

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636030105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........New Hampshire

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
J

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636031105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........New Jersey

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....Scottsdale, AZ 85258-2108
Person Completing This Exhibit.....Joshua C. Kopechek Title.....Consultant Accounting.....Telephone Number.....614-677-6125

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

Individual Policies
...................... 8427.......................... P.......................... ......NO......... ....34000............. ................... ................... ................... .01/01/1992 ........................................................... ....................542 .................3,524 .................650.2 ........................4 .......................... .......................... ....................0.0 ..........................
 0199999. Total Policy Experience on Individual Policies............................................................................................................................................................................................... ....................542 .................3,524 .................650.2 ........................4 .......................0 .......................0 ....................0.0 .......................0

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number...................................... Joshua C. Kopechek      614-677-6125

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number...................................... Joshua C. Kopechek      614-677-6125

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



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
M

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636032105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........New Mexico

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
V

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636029105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Nevada

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.N
Y

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636033105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........New York

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....Scottsdale, AZ 85258-2108
Person Completing This Exhibit.....Joshua C. Kopechek Title.....Consultant Accounting.....Telephone Number.....614-677-6125

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

Individual Policies
...................... 8427.......................... P.......................... ......NO......... ....34000............. ................... ................... ................... .01/01/1992 ........................................................... .................1,001 ...................(622) ..................(62.1) ........................3 .......................... .......................... ....................0.0 ..........................
...................... 9033.......................... P.......................... ......NO......... ....34000............. ................... ................... ................... .01/01/1992 ........................................................... .................3,573 .................4,890 .................136.9 ......................10 .......................... .......................... ....................0.0 ..........................
 0199999. Total Policy Experience on Individual Policies............................................................................................................................................................................................... .................4,574 .................4,268 ...................93.3 ......................13 .......................0 .......................0 ....................0.0 .......................0

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number...................................... Joshua C. Kopechek      614-677-6125

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number...................................... Joshua C. Kopechek      614-677-6125

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



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.O
H

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636036105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Ohio

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.O
K

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636037105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Oklahoma

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.O
R

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636038105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Oregon

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.PA

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636039105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Pennsylvania

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.PR

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636054105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Puerto Rico

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.R
I

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636040105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Rhode Island

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.SC

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636041105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........South Carolina

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.SD

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636042105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........South Dakota

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.TN

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636043105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Tennessee

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.TX

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636044105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Texas

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.U
T

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636045105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Utah

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.VA

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636047105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Virginia

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.VI

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636055105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........U.S. Virgin Islands

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.VT

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636046105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Vermont

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.W
A

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636048105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Washington

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.W
I

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636050105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Wisconsin

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.W
V

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636049105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........West Virginia

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE



Supplement for the year 2016 of the NATIONAL CASUALTY COMPANY

360.W
Y

MEDICARE SUPPLEMENT INSURANCE EXPERIENCE EXHIBIT *11991201636051105*
For the Year Ended December 31, 2016

(To Be Filed by March 1)
FOR THE STATE OF..........Wyoming

NAIC Group Code.....0140 NAIC Company Code.....11991
Address (City, State and Zip Code).....
Person Completing This Exhibit..... Title..........Telephone Number.....

1 2 3 4 5 6 7 8 9 10 Policies Issued Through 2013 Policies Issued in 2014, 2015 & 2016
11 Incurred Claims 14 15 Incurred Claims 18

Standardized 12 13 16 17
Policy Medicare Date Date Percent of Number of Percent of Number of

Compliance Form Supplement Medicare Plan Date Approval Last Date Policy Marketing Premiums Premiums Covered Premiums Premiums Covered
with OBRA Number Benefit Plan Select Characteristics Approved Withdrawn Amended Closed Trade Name Earned Amount Earned Lives Earned Amount Earned Lives

NONE

GENERAL INTERROGATORIES
1. If response in Column 1 is no, give full and complete 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.........
2.2  Contact person and phone number......................................

3. Billing address and contact person for user fees established under 41 U.S.C. 1395u(h)(3)(B).
3.1  Address.........
3.2  Contact person and phone number......................................

4. Explain any policies identified as policy type "O". NONE
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