Enroliment Form
United of Omaha Life Insurance Company

3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175 MuruarzOmani

Emplo eted by the eifibloyer. &t with.an Gsterisk(’)
*Employer Name: Stoughton Hospital Association Effective Date: Group 1D: GOOCANA1
Sub Group ID; Location Code: Class: Ocoupation:
*Salary:; [ Hourly 0O Weekly [0 Bi-Weekly *Date of Hire; Hours Worked Par Week:
2 Monthl O Semi-Menthly O Annually

*SSN/ID Number; *Gender: *Marital Status:

*Street Address:

“City:

*State: *Zip Code:

Semi-Monthly Premium
Amount
{Per Paycheck - 24/Year)

Paid by Employer

Employee Coverage Only

Short-Term Disabilit

Semi-Monthly Premium

Amount
(Per Paycheck - 24/Year)

Paid by Employer
Employes Paid
Employee Paid

Employee and Dependent Coverage

Basic Life and AD&D - Employes
Dependent Life - Spouse
Dependeant L.ife - Child({ren)

The following applies to dependent Life coverage:

- The premium amount for spouse and child(ren)is blended — the same premium amount applies whether spouse coverage, child(ren) coverage, or
both is/are selected.

- The Child{ren) Benefit Amount listed applies to any child age six months or older, A different benefit amount may apply to any child under the age of
six months. Please contact your employer/beneiits administrater for additional information,

- Your dependent child{ren) must be under age 21, or under age 25 if a full-time student, to be aligi

Semi-Monthly Premium

Employee Coverage Only Eftolt Amount
{Per Paycheck - 24/Year)
Voluntary Long-Term Disability O O 86 2/13% up to $10,000 3

Semi-Monthly Premium
Amount
{Per Paycheck - 24/Year)

Employee Coverage Only

Valuntary Life - Employee O $10,000
$50,000
$100,000
$150,000
Other $
Decline
You must complete and submit an Evidence of Insurability form if you are enrclling for Voluntary Term Life coverage in excess of the Guaranteed
Issue Amount (GlA). The form is avallable from your employer/benefits administrator, or is available online at hitp:/Awww.imutualofornaha.comfest,
The GIA Is the lesser of 5 times your annual salary, or $150,000. In no evani shall your amount of insurance exceed 5 times your salary.
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If naming more than one benefi iciary, p[ease attach a parate signed and daled sheet, Benefictaries shall share benefits equally unless otherwise

stated. Same states have laws regarding hensficiary demgnatlon Please consult your employen’benef its admlmstrator for addmonal information,
Frlmary Beneficiary Designation ‘. .

: Re[at|onsh|p Date of Blrth -_
Last Name First Name to Insured (MM/DD/YYYY) SSN
-Address of Benefi_cian/ o
Telephone: (Address, City, State, ZIp):
Secondary Benef:crary Desrgnatlon - L .
- ! L Relationship : Date of Birth
Last Name First Name. to Insured (MMDDIYYYY) SSi

Enrollrnent must occur within 31 days from the date the employee | bacomes eligible ( therwise stated in the applicatde policy). If you are
any coverage, the enrollment fori MUST bé signed a d to authorize payrell deductions. The premium amounts
sed on the final terms’ and cond i icy as well as your age

Should | apply for warved coverage in the future, 1 understand that evrdence of msurablllty may be reqmred acceptable to the underwntmg company,
at my own expense. | understand that if coverage is’ ‘applied for in the future, it must be during an enrcllment period approved by the underwntmg
company or due toa'life change event as cfeﬂned or allowed by the applicable pohcy, and ihat a waltmg penod_may app]y

By stgnlng below l acknow!edge thatl undersland and agree to the above statements and that I have read and understand the benefit summary or
cutline of coverage provided to me for each type of coverage. The above requrrements will apply uniless otherwise stated in the applicable policy, or
unless prohlblted by any applrcable staie or federal law.

Fraud Warning: Any person who knowingly and with infent to defraud any insurance company or ot er person files an appl :
staternent of claim containing any materlally false information or conceals for the purpose of misleading, information concermng any fact miaterial .
tharsto commits a fraudulert insurance ack, which Is 2 erime and subjects such person to ciiminal and clvil penalties. (Nofe: This fraud warning does
nof app.’y fo residents of AL AR, CA. CO, DC, FL, K8, KY, LA, ME, MD, NJ,NM. NY, OH, OR, PR, RL TN, VT and VA. Please rewew the spec:frc
fraud viarning for your sfate of res.'dence if provrded below or vrew it onlme at WWW mutualofomaha com, )
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