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Washington Producer Information — Please Complete

Producer Name Agent Writing Number
or Social Security Number

ay

Preferred Method of Communication (Select one)
D Phone D Fax D Email Contact info:

%

%

Commission Share Commission Code

Required only if you are not
appointed or licensed or are
changing brokerage firms

Note: Producers must be under the same commission code to share or split commissions. Please update your contact

information at http://www.mutualofomaha.com/.

Application Submission Checklist — United World Life Ins. Co. Medicare Supplement Coverage

[ ] Provide Applicant with the Guide to Health Insurance for People with Medicare

[ ] Provide Applicant with the Outline of Coverage
e (alculate the premium based on age at application date

e Tobacco rates do not apply during open enrollment or guaranteed issue situations

[ ] Complete the Calculate Your Premium form to determine rate
[ ] Application (complete in full)

Sections A & B: Plan and Applicant Information
e Select plan
e Enter Requested Effective Date

¢ Indicate where the policy is to be mailed
Section C: Medicare Information

¢ |nclude applicant’s Medicare number on the application. This number is required for electronic
claim processing. If this number is not available at time of application, the applicant/agent must
provide this number by calling 1-877-617-5587 once it is received. If not already covered by

Medicare, indicate “eligibility” and “enrollment” dates.

Section D: Household Premium Discount Information
¢ Indicate if eligible for a Household Premium Discount

Section E: Previous or Existing Coverage Information
e Please complete ALL questions in full

For Sections F and G — Refer to the Open Enrollment/Guaranteed Issue worksheet to help identify eligibility.

Section F: Please answer all of the following questions

e [feither Applicant A or B answered “YES” to BOTH questions 7(a) and 7(b) OR question 8 in

Section F, they can skip to Section |
Sections G & H: Health/Medication Information

e Do NOT answer if applicantis in an open enrollment or guaranteed issue period

Section I: Agreement and Authorization
e Make sure applicant(s) sign and date the application

Section K: To be Completed by Producer
e Make sure producer(s) sign and date the application

[ ] Complete the Method of Payment form and return with the completed application

e Use premium determined by the Calculate Your Premium form
e The full modal premium is collected at the time of application

[] Complete Replacement Notice and leave a copy with the applicant (if applicable)

[ ] Provide Applicant with Premium Receipt signed by agent (if applicable)

Note: An interviewer may call to verify/confirm the information provided on the application.

This form is required if splitting commissions.

W143406_WA
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Open Enrollment and Guaranteed Issue Worksheet

If any of the following situations apply, applicant is in an open enroliment or guaranteed issue period:
(Situations may vary by state and coverage may be limited. Please refer to the Underwriting Guide for

ELIGIBILITY FOR OPEN ENROLLMENT
Applicant is:
» atleast 64 % years of age (in most states) and within six months before or after his/her effective
date for Medicare Part B, or
* covered under Medicare Part B prior to age 65 (eligible for a six-month open enrollment period
upon reaching age 65)
Note: Coverage cannot be effective until your Medicare coverage is effective.
ELIGIBILITY FOR GUARANTEED ISSUE
Evidence of eligibility is required for the following situations.
Applicant:

* isinthe original Medicare plan, has an employer group health plan (including retiree or COBRA coverage) or
union coverage that pays after Medicare pays, and that coverage is ending

* isinthe original Medicare plan, has a Medicare Select policy, and moves out of the Select plan's service area

* loses coverage due to their Medicare supplement insurance company's insolvency or at no fault of the
applicant

* the applicant leaves their Medicare supplement plan because the company has not followed rules, or has misled
the applicant

If Medicare Part A eligibility date is before 01/01/2020, applicant has the right to buy Medicare supplement Plan
A, B, C, F, High Deductible F, K or L that is sold in the applicant’s state by any insurance company.

If Medicare Part A eligibility date is on or after 01/01/2020, applicant has the right to buy Medicare supplement
Plan A, B, D, G, High Deductible G, K or L that is sold in the applicant’s state by any insurance company.

Applicant was enrolled in a Medicare Advantage (MA) plan, and:

* theplanis leaving the Medicare program or stops service in the applicant's area, or the applicant moves out
of the plan's service area (applicant must switch back to original Medicare)
* the applicant leaves the plan because the company has not followed rules, or has misled the applicant

If Medicare Part A eligibility date is before 01/01/2020, applicant has the right to buy Medicare supplement Plan
A, B, C, F, High Deductible F, K or L that is sold in the applicant’s state by any insurance company.

If Medicare Part A eligibility date is on or after 01/01/2020, applicant has the right to buy Medicare supplement
Plan A, B, D, G, High Deductible G, K or L that is sold in the applicant’s state by any insurance company.

* the applicant decided to switch to original Medicare within the first year of joining a MA plan when first
eligible for Medicare Part A at age 65

Applicant has the right to obtain their Medicare supplement policy back if that carrier still sells it or, if not
available:

* [f Medicare Part A eligibility date is before 01/01/2020, applicant has the right to buy Medicare supplement
Plan A, B, C, F, High Deductible F, K or L that is sold in the applicant’s state by any insurance company.

* |f Medicare Part A eligibility date is on or after 01/01/2020, applicant has the right to buy Medicare
supplement Plan A, B, D, G, High Deductible G, K or L that is sold in the applicant’s state by any insurance
company.

Applicant was enrolled in a Medicaid plan or state-specific variation of a Medicaid plan, and:

* the applicant's state has Guaranteed Issue or Open Enrollment Rights for the loss of Medicaid or state-
specific variation of a Medicaid plan

Reference the Underwriting Guidelines for states that have Guarantee Issue or Open Enrollment Rights for loss of
Medicaid or state-specific variation of a Medicaid plan.

Acceptable Evidence of Eligibility (Can vary by situation, refer to Underwriting Guide):

a. Copy of the applicant’'s MA plan’s termination notice

b.  Copy of the letter the applicant sent to his/her MA plan requesting disenrollment

c. Signed statement that the applicant has requested to be disenrolled from his/her MA plan

d. Certification of group coverage

e.  Copy of the termination letter from employer or group carrier

f.  Image of insurance ID card (ONLY allowed if your MA plan is being terminated)

g. Copy of the termination letter that the applicant received regarding their state Medicaid plan or
state-specific variation of a Medicaid plan

M27788_0819
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% MutuarOmana

Underwritten by

Calculate Your Premium

United World Life Insurance Company
A Mutual of Omaha Company

3316 Farnam Street

Omaha, Nebraska 68175

PLEASE COMPLETE

Medicare Supplement Insurance Plan

Applicant A

ApplicantB ___

Before you begin: Please go to the Height and Weight Chart on the next page to determine your eligibility for
coverage, unless you are in an open enrollment or guaranteed issue period.

Your monthly payment is your last premium entered (Step
#3 or #4).

To determine other payment schedules, multiply your
monthly premium by:

3 to pay 4 times a year (quarterly)

6 to pay twice a year (semiannually)

12 to pay once a year (annually)

$119.52 monthly
payment

$358.56 quarterly
payment

$717.12 semiannual
payment

$1,434.24 annual
payment

Steps Example Applicant A Applicant B
Rate displayed is
used for calculation
purposes only.
#1 | Age 65
Write in your age at the time of signing the application.
ZIP Code
Indicate your ZIP Code used to determine your rate. 51502
#2 | Premium $128.52
Write in your Med supp plan’s premium from the Outline
of Coverage provided, based on your age and ZIP Code
listed in Step #1.
#3 | Household Premium Discount $128.52x.93 =
Please refer to the application for state specific household $119.52
discount premium rules.
In this example, the
If the rules apply, multiply the amount from Step #2 by person qualifies
93. for the household
If the rules do not apply, enter the amount from Step #2. premium discount.
#4 | Payment Options

W104900_0619_WA



Height and Weight Chart

Eligibility

Find your height in the left-hand column and look across the row to find your weight. If your weight is in the Decline

column, we’re sorry, you’re not eligible for coverage at this time.

Decline Standard Decline
Height Weight Weight Weight
4'2" <54 54 — 145 146 +
4' 3" <56 56 — 151 152 +
4' 4" <58 58 — 157 158 +
4'5" <60 60-163 164 +
4' 6" <63 63-170 171 +
4'7" <65 65-176 177 +
4'8" <67 67 — 182 183 +
4' 9" <70 70— 189 190 +
4'10" <72 72 —-196 197 +
4'11" <75 75 -202 203 +
5'0" <77 77 — 209 210 +
5'1" <80 80 - 216 217 +
5'2" <83 83 —224 225+
5'3" <85 85 -231 232 +
5'4" <88 88 — 238 239 +
5'5" <91 91 — 246 247 +
5'6" <93 93 — 254 255 +
5'7" <96 96 — 261 262 +
5'8" <99 99 — 269 270 +
5'9" <102 102 - 277 278 +
5'10" <105 105 — 285 286 +
5'11" <108 108 — 293 294 +
6'0" <111 111 -302 303 +
6'1" <114 114 -310 311 +
6'2" <117 117 - 319 320 +
6'3" <121 121 - 328 329 +
6'4" <124 124 — 336 337 +
6'5" <127 127 — 345 346 +
6'6" <130 130 - 354 355 +
6'7" <134 134 - 363 364 +
6'8" <137 137 -373 374 +
6'9" <140 140 — 382 383 +
6'10" <144 144 — 392 393 +
6'11" <147 147 — 401 402 +
7'0" <151 151 - 411 412 +
7' 1" <155 155 - 421 422 +
7' 2" <158 158 - 431 432 +
7'3" <162 162 — 441 442 +
7' 4" <166 166 — 451 452 +

W104900_0619_WA
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Agent Writing # | | | | | | | | Group # (if applicable)

DNIS Auth #

Keyline

Underwritten by

% MutuarOmana

United World Life Insurance Company
A Mutual of Omaha Company

3300 Farnam Street
Omaha, Nebraska 68175

Application for Medicare Supplement Coverage

Applicant acknowledges and agrees that if there is more than one applicant on this application, all information provided may be

viewed or shared with the other applicant.

How Did You Hear About Us?

Please select all that apply. Thank you for providing this helpful information.

D Agent/Broker/Insurance Producer D Family Member/Friend
D Direct Mail D Internet Search

I:l Social Media

DTV

D Physician Referral

D Radio

A. Plan Information (to be completed by Insurance Producer)

Applicant A

Applicant B

I:l Plan A I:l Plan G

I:l High Deductible Plan G I:l Plan N
OR
If your Medicare Part A eligibility date is before 01/01/2020, this additional
plan is an available option:

D Plan F

Plan (select one):

I:l Plan A I:lPlanG

I:l High Deductible Plan G I:l Plan N
OR
If your Medicare Part A eligibility date is before 01/01/2020, this additional
plan is an available option:

D Plan F

Plan (select one):

Requested Effective Datel | | / | | | / | | | | |

Requested Effective Datel | | / | | | / | | | | |

Producer I:l

Deliver Policy to: Applicant A I:l

Producer I:I

Deliver Policy to: Applicant B I:l

Only those applicants who are initially eligible for Medicare before January 1, 2020 may apply for plans C, F, and high

deductible F, if offered.
B. Applicant Information

Applicant A

Applicant B

Name (First/Middle Initial/Last)

Name (First/Middle Initial/Last)

Residence Address

Residence Address

City

City

State ZIP

State ZIP

Mailing Address (if different from residence address)

Mailing Address (if different from residence address)

City City

State ZIP| | | State Z|P| | | |

HomePhonel | | |—| | | |—| HomePhonel | | |—| | | |—| | |
(area code) (area code)

E-mail Address E-mail Address

Current Age Current Age

Date of Birth | | | /l | | /l | | | | DateofBirthl | | /l | | /l | | | |
mo day yr mo day yr

WA5981-45
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B. Applicant Information (Continued)

Applicant A

Applicant B

I:l Male D Female

I:l Male D Female

SociaISecurity#l | | |_| | |_ | |
Weight

Height
Ul el | |

SociaISecurity#l | | |_| | |_ |
Weight

Ft|_||n| | | Lbs |

Height

Go paperless! To receive your Explanation of Benefits (EOBs) onlin
in Section B. If you subscribe, you will not receive paper EOBs, but i

reimbursement from United World Life Insurance Company.

e, select "YES" below and provide your current e-mail address
nstead, will receive an e-mail notification when new EOBs

become available with a link to access each specific EOB. We will continue to mail EOBs if you are entitled to receive any monetary

Receive statement online€? ..., I:l Y I:l N

Receive statement onling€? ..., D Y D N

C. Medicare Information

Please reference your Medicare card to complete this section.

Applicant A

¢ 7Z MEDICARE HEALTH INSURANCE

Mame/Komkre

JOHN L SMITH
Medicare Sumber Hi=ero de Medicare
EG4-TE5S-MKT2

Entitled eaiCon derecha & Gverage starts/ Coberflb, pmpiecs
{PART A) /[ 03-01-2016
03-01-2016

HOSPITAL
Applicant B

MEDICAL (PART B)

Medicare Number

Medicare Number

Medicare Part A Effective Datel | |/| | |/| | | | |
If you are not covered under Medicare Part A, what is your

MedicarePartAEffectiveDatel | |/| | |/| | | |

If you are not covered under Medicare Part A, what is your

eligibility date | | |/| | |/| | | | | eligibility date | | |/| | |/| | | | |

Medicare Part B Effective Datel | |/| | |/| | | | | Medicare Part B Effective Datel | |/| | |/| | | | |
If you are not covered under Medicare Part B, indicate the date If you are not covered under Medicare Part B, indicate the date
you plan to enroll | | |/| | |/| | | | | you plan to enroll | | |/| | |/| | | | |

D. Household Premium Discount Information

You may be eligible for a policy with a lower premium rate based on your answers to the

statements in this section.

1. Do you reside with a spouse,civil union partner or domestic partner who

(a) owns an existing Medicare supplement plan with; or
(b) is now applying for coverage with United World Life Insura

Applicant A Applicant B

Clvy On L1y On

nce Company?....eernnn.

2. If you answered “YES" to Question 1 above, please fill out the following information, except if both applicants are both applying

for coverage on this application.

Name (First/Middle/Last)

Policy Number

Street Address

City/State/ZIP

WA5981-45




E.

Previous or Existing Coverage Information

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible
for guaranteed issue of a Medicare supplement insurance policy or certificate, or that you had certain rights to buy such a

policy or certificate, you may be guaranteed acceptance in one or more of our Medicare supplement plans. Please include a
copy of the notice from your prior insurer with your application. PLEASE ANSWER ALL QUESTIONS. Please mark “YES" or

“NO" with an “X" to the questions below.

To the Best of Your Knowledge and Belief:
3.

Applicant A
Iﬁv LN

Cly On
Cly On

Are you covered for medical assistance through the state Medicaid program?...........cccccevue.e.

(NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have

not met your “Share of Cost,” please answer “NO" to this question.)

If “YES," answer the following about this existing coverage:

(@) Will Medicaid pay your premiums for this Medicare supplement policy?.......c.cccovervrrenne.

(b) Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B Premilm? ... ettt

COIITICATE N FOICET ettt
If “YES," answer the following about this existing coverage:
(a) Do youintend to replace your current Medicare supplement policy/certificate

WIEH TS POLICY .o s s s

Cly On
Cly On

(b) Indicate planned termination or disenroliment date........cccccccevveveneeee.

Please answer questions regarding another Medicare supplement or Select plan:

4. Do you have another Medicare supplement or Medicare Select insurance policy or

ApplicantAl | |/| | |/| | | | |

Applicant B
Iﬂpv LN

Cly On
Cly On

Cly On
Cly On

Applicant B | |

VL1 I

(c) With what company, and what plan do you have?

WA5981-45

Applicant A Applicant B

Name of Company Name of Company

Plan
Effective Date

Plan
Effective Date

Please answer questions regarding Medicare plan coverage (other than Medicare supplement):

Applicant A Applicant B

Cly Cw

5. Have you had coverage from any Medicare plan other than Medicare Part A or B within
the past 63 days? (for example, a Medicare Advantage plan, or a Medicare HMO or PPO).. DY |:| N
If “YES," answer the following about this previous or existing coverage:

(a) Fill'in your start and end dates below. If you are still covered under this plan,
[€ave "END" Blank. ..o Applicant A START | |

/|
|
|
/|

eno ||

Applicant B START | |

enp L

(b) If you are still covered under the Medicare plan, do you intend to replace your current
coverage with this new Medicare supplement poliCy ... Cly O Clv Ow
(c) Planned date of termination/disenrollment?........ccceiirnininniniesns Applicant A | | |/| | |/| | | | |
Applicant8 | | [ | | [ | |
(d) Was this your first time in this type of Medicare Plan?........ocoeerconeeeeconsesersseeeesssren v On Cly O~
(e) Did you drop a Medicare supplement or Medicare Select policy/certificate to enroll in
ThiS MEAICAIE PlANT vttt ettt D Y D N D Y D N
(f) Is your former Medicare supplement or Medicare Select policy/certificate still available? | [ ]y [N Cly O~

WA5981-45 3
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Check box(s) below if applicable

(g) Please indicate reason for termination/disenrollment: Applicant A Applicant B
m Your Medicare Advantage plan is leaving the Medicare program............cc.c.coocvverveemserennnnns ] ]
m Your Medicare Advantage organization stopped offering Medicare Advantage plans.. I:l I:l
m Your Medicare Advantage organization stopped offering coverage in the area

TN WHICH YOU TIVE....oii e I:l I:l
m You moved out of the geographic service area of your Medicare Advantage plan.......... D D
m You had a Medicare Advantage plan with Medicare Part D benefits and are enrolling
in a stand-alone Medicare Part D plan........ccocesssses s ] ]
m Other;
Applicant A
Applicant B

Please answer questions regarding other health insurance:

Applicant A Applicant B
6. Have you had coverage under any other health insurance within the past 63 days®............... |:| Y |:| N |:| Y |:| N
(For example, an employer group health plan, union plan, or individual non-Medicare
supplement plan.)
If “YES,” answer the following about this previous or existing coverage:
(@) What are your dates of coverage under the other policy/certificate?

If you are still covered under this plan, leave "END” blank............... applicant A sTART LWL L WL | 1 |
eso L LV LT ]|
UINURIIN D
o3 1 O /I O
(b) Planned date of termination/disenrollMent?.... ... applicanta L L WL L WL 1] ]
ApplicantB | | | | P [ | | |

(c) Have you disenrolled from your current coverage voluntarily?...............ccooorsoersoesse ‘ Iy On ‘l:ly N

(d) Please state the reason for your disenrollment:

Applicant A
Applicant B
(e) With what company and what kind of policy/certificate? (List below.)
Applicant A Applicant B
Name of Company Name of Company
Policy/Certificate type Policy/Certificate type

To the Best of Your Knowledge and Belief:

Applicant A

Cly O
Clvy O

Applicant B

Cly Ow
Cly Ow

7. Are you applying during an open enrollment period?
(a) Did you turn age 65 in the last siXx MONthS? ..o,
(b) Did you enroll in Medicare Part B in the last six Months?.......ccccoveiiiiiicccccccee e,

Ifeitherquestion7aor7bis"YES",indicateyourMedicarePartBeffectivedateApplicantA| | |/| | |/| | | | |
ApplicantB | | | | P [ | | |

(NOTE: Refer to the Guide to Health Insurance for People with Medicare to help identify

8. Are you applying during a guaranteed iSSUE PEriOd?.....cceeiieriierieesi e ‘ DY D N ‘ D y D N
if you are eligible. If the answer above is “YES,” attach proof of eligibility.)

OTHERWISE IN AN OPEN ENROLLMENT PERIOD, SKIP SECTIONS G & H AND GO TO SECTION I.

@ IF YOU ANSWER “YES" TO BOTH QUESTIONS 7A AND 7B OR QUESTION 8 IN SECTION F, OR ARE

WA5981-45
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If you are applying during an open enroliment or guaranteed issue period:

SKIP SECTIONS G & Hand GO TO SECTION 1.

(Please see the enclosed material for explanation of the open enrollment and guaranteed issue periods.)

G. Health Information

For all plans, answer questions 9-20. Note: An interviewer may call to confirm and verify the information you have

provided on this application.

Part A: Medical Questions: (If “YES" is answered to any of the following questions 9-15, that person is not eligible for coverage.)

To the Best of Your Knowledge and Belief:
9. Are you currently confined to a wheelchair or any motorized mobility device?........ccccocvvveverervecnenen

10. Are you currently hospitalized, confined to a bed, in a nursing home or assisted living
RCTEY 2 bbb bbb bR bbb bbb bbbt bt n bbb

Have you been medically diagnosed with, treated for, or had surgery for any of the following:
A. Chronic kidney disease (Stages 3, 4, or 5), kidney failure, or kidney disease requiring dialysis? ...

B. Emphysema, chronic obstructive pulmonary disease (COPD), any other chronic
pulmonary disorder or any cardio-pulmonary disorder requiring OXYgeNn?........ccccvereereereereennenees

Alzheimer's disease, dementia or any other cognitive disorder? .......c.cccoovevveerennrnnes

Parkinson's disease, multiple sclerosis or amyotrophic lateral sclerosis (Lou Gehrig's
Disease), Huntington's disease, or cerebral PalSy?........ccnnnninnee s

1.

E. Systemic lupus, scleroderma or myasthenia Sravis? ...

m

Chronic hepatitis OF CIrTNOSIS? ..o es

G. Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex (ARC) or tested
positive for Human Immunodeficiency Virus (HIV)? ..

12. Have you had an organ or stem cell transplant or been advised to have an organ or stem cell
transplant (excluding cornea iMPIlants)? ...t nes

13. Do you have Osteoporosis, and as a result, experienced a fracture? ........ccooeeveeeeeeceeeeecce e

14. Do you have diabetes with complications including retinopathy, neuropathy, peripheral artery
disease, peripheral venous thrombotic disease, stroke, transient ischemic attack (TIA), any heart
disorder or any KidNEY AISEASE?.......cceceee et et ettt ettt en st s st snas

15. Do you have an implanted cardiac defibrillator? ... e

Applicant A
Cly O

Clv 0w

Clv 0w

Clv 0w
Clv 0w

Clv 0w
Clv 0w
Iy Cn

Clv 0w

Clv Ow
Clv 0w

Clv 0w
Clv 0w

Applicant B
Clv O

Clv 0w

Clv On

Clv On
Clv 0w

Clv 0w
Clv 0w
CIy CIn

Clv 0w

Clv On
Clv On

Clv On
Clv On

Part B: Medical Questions: (If “YES” is answered to any of the following questions 16-19 that person MAY not be eligible for coverage
and is subject to an underwriting review.) If you would like consideration to be given to an application that contains a "Yes" answer to any
question in Part B, attach an explanation stating how long the condition has existed and how it is being controlled.

To the Best of Your Knowledge and Belief:

16. Within the past two years, have you been treated for, or been advised by a physician to have
treatment for:

A. Coronary artery disease, angina, heart attack, cardiac angioplasty, bypass surgery or stent
DIACEIMENE? ettt

B. Cardiomyopathy, congestive heart failure, aortic or cardiac aneurysm, peripheral artery disease,
peripheral venous thrombotic disease, vascular angioplasty, endarterectomy, carotid artery
disease, any heart or heart valve disorder, atrial fibrillation, other heart rhythm disorder, or
IMPlantation 0f @ PACEMAKEI? ...ttt ettt a s

C. AlcOhOliSM OF ArUZ @DUSE? ...ecviiciiiice sttt aes
D. Any mental or nervous disorder requiring treatment (including hospital confinement)? ....................
E. Internal cancer, lymphoma or MElanoma? .......c.ccooiiiiceeece ettt
F. A stroke or transient ischemic attack (TIA)? ..o

G. Degenerative bone disease, spinal stenosis, rheumatoid arthritis, psoriatic arthritis, arthritis that
restricts mobility or have you been advised to have joint replacement? ........cccccoovvveeveeciecececceeee,

17. Do you have diabetes with high blood pressure and have you:
A. Taken more than two medications for either condition (insulin dependent or oral medications)? ...
B. Had any changes in your medications within the past tWo Years? .......ccceeeeeeeieceeeeeee e

18. Have you been hospital confined three or more times in the past two years for a same or similar
CONAITIONT 1ottt bbb s bbb s bbb s bbbt bbb e bbb s bbbt n s st

19. Have you been advised by a medical professional to have treatment, further diagnostic evaluation,
diagnostic testing, follow up visits or any surgery that has not been performed? ........cccooevvvviirninee.

Applicant A

Clv On

CIv Cn
CIv Cn
CIv O

Clv On

CIv Cn
Clv On

Clv 0w
Clv 0w

Iy Cn
Clv 0w

Applicant B

Clv On

Clv Cn
Clv Cn
Clv Cn
(v O
Clv Cn

Oy On

Clvy On
Clv 0w

Clv CIn
Iy Cn

NOTE: Please verify the completeness and accuracy of the above statements as they may impact claim payment.
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G. Health Information (cont.)

To the Best of Your Knowledge and Belief:

20. Have you used any form of tobacco, an electronic cigarette (e-cig) or other nicotine product in
The PASE 12 MONTNS? ..ottt ettt s ettt et nee s

H. Medication Information

Applicant A

Cly O

Applicant B

Cly Cw

If you are applying for ANY plan OUTSIDE of an open enrollment or guaranteed issue period, please answer
the question. If "yes" list all over-the-counter or prescription medications you are currently taking or have been

prescribed in the last 2 years.

To the Best of Your Knowledge and Belief: Applicant A | Applicant B
e e e b eaones (g the previous 2yearsany Oy Cn [Cy O
Applicant A
Cly Ow Cly O
Cly Ow Cly O
Cly On Oy O
Cly Ow Cly O
Cly Ow Cly Ow
Cly On Oy O
Cly Ow Cly O
Applicant B
Cly Ow Clv On
Cly Ow Cly On
Cly On Cy O
Cly Ow Clv On
Oy Ow Cly On
Cly Ow Clv On
Cly Ow Clv On

WA5981-45
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renron Bt erization— 1NNV O AU G

IMPORTANT STATEMENTS

m  You do not need more than one Medicare supplement policy.

m [f you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple coverages.

m If you are age 65 or older, you may be eligible for benefits under Medicaid and may not need a Medicare supplement policy.

m If, after purchasing the policy, you become eligible for Medicaid, the benefits and premiums under your Medicare supplement
policy can be suspended, if requested, during your entitlement to benefits under Medicaid for 24 months. You must request
this suspension within 90 days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your suspended
Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted if requested
within 90 days of losing Medicaid eligibility. If the Medicare supplement policy provided coverage for outpatient prescription
drugs and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient
prescription drug coverage, but will otherwise be substantially equivalent to your coverage before the date of the suspension.

m If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you later become covered
by an employer or union-based group health plan, the benefits and premiums under your Medicare supplement policy can
be suspended, if requested, while you are covered under the employer or union-based group health plan. If you suspend your
Medicare supplement policy under these circumstances, and later lose your employer or union-based group health plan, your
suspended Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted
if requested within 90 days of losing your employer or union-based group health plan. If the Medicare supplement policy
provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your
coverage before the date of the suspension.

m  Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement
insurance and concerning medical assistance through the state Medicaid program, including benefits as a Qualified Medicare
Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

AUTHORIZATION TO DISCLOSE PERSONAL INFORMATION TO UNITED WORLD LIFE INSURANCE COMPANY

m | authorize any physician, medical or dental practitioners, hospitals, clinics, pharmacies, pharmacy benefit managers, other
medical care facilities, health maintenance organizations and all other providers of medical or dental services, the group of
companies which presently includes Omaha Insurance Company, Mutual of Omaha Insurance Company, United of Omaha
Life Insurance Company, Companion Life Insurance Company, and any additional companies which may become part of
this group of companies and their successors, along with other persons and entities which act on behalf of those companies
to provide services to them, employers, consumer reporting agencies, and other insurance companies to disclose Personal
Information about me to United World Life Insurance Company. Unless revoked earlier, this authorization will remain in effect
for 24 months from the date | sign this application. | understand that | may revoke this authorization at any time, by written
notice to: ATTN: Individual Underwriting, United World Life Insurance Company,

P.O. Box 3608, Omaha, NE 68103-3608. | realize that my right to revoke this authorization is limited to the extent that United
World Life Insurance Company has taken action in reliance on the authorization or the law allows United World Life Insurance
Company to contest the issuance of the policy or a claim under the policy.

m  "Personal Information” means all health information, such as medical history, mental and physical condition, including the
presence of HIV infection, AIDS or ARC, prescription drug records, drug and alcohol use and other information such as
finances, occupation, general reputation and insurance claims information about me. Personal Information does not include
Psychotherapy Notes, which are notes recorded by a health care provider who is a mental health professional documenting or
analyzing the contents of conversation during a counseling session, which notes are separated from the rest of the person'’s
medical record. Certain information, such as that relating to prescriptions, diagnosis and functional status, is not included in
the term Psychotherapy Notes.

m  The Personal Information will be used to determine my eligibility for insurance and to resolve or contest any issues of
incomplete, incorrect or misrepresented information on my application which may arise during the processing of my
application or in connection with claims for insurance benefits. This authorization will not be used if the applicant is in an open
enrollment or guaranteed issue period.

m [f the person or entity to whom Personal Information is disclosed is not a health care provider or health plan subject to
federal privacy regulations, the Personal Information may then be subject to further disclosure by that person or entity
without the protections of the federal privacy regulations.

m | understand that | may refuse to sign this application. | realize that if | refuse to sign, the insurance for which | am applying
will not be issued.

m | understand that | will receive a copy of the signed application. A copy of this application is as effective as the original. |
acknowledge and agree that if there is more than one applicant on this application, all information provided may be reviewed
or shared with the other applicant. | understand that, upon acceptance of the completed application, each applicant will
receive a separate policy and a completed and signed application will become part of each applicant’s policy.

| represent that my answers and statements on this application are true and complete to the best of my knowledge and belief.

| understand that my policy benefits can start no earlier than my Medicare effective date, my first month’s premium has been

received and/or processed and my application has been approved by United World Life Insurance Company.

| acknowledge receipt of A Guide to Health Insurance for People with Medicare (not applicable for Direct-to-Consumer
business) and an Outline of Coverage.

Fraud Warning: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for
the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

ﬁDDatedat ,onl | |/| | |/| | | | |

City State Month Day Year Applicant A's Signature

ﬁDDatedat ,on| | |/| | |/| | | | |
C

ity State Month Day Year Applicant B's Signature (if applying)
WAG981-45 7
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J. Insurance Producer Comments (Elease attach a separate sheet if needed)

K. To be Completed by Insurance Producer

22. Insurance Producers shall list any other health insurance policies/certificates they have sold to the applicant(s).
(a) List policies/certificates sold to the applicant(s) which are still in force.

Applicant A

Applicant B

(b) List policies/certificates sold to the applicant(s) in the past five (5) years which are no longer in force.

Applicant A

Applicant B
I/We certify as follows:
|/We have accurately recorded in the application the information supplied by the applicant(s).......cccccouvvevsrineirninennn. D Y D N
|/We certify that we have interviewed the proposed appliCant(S) ... ses D Y D N

If you answered “NO" to any of the above statements, please explain why.

| acknowledge that if the applicant(s) is replacing coverage, |/We have provided a copy of the replacement notice.

Signature of Licensed Insurance Producer Date Signature of Licensed Insurance Producer Date
Printed Name Printed Name
Agent Writing Number Agent Writing Number

WA5981-45 8




METHOD OF PAYMENT FORM REQUIRED FORM - PLEASE RETURN PAGES 1& 2
Part | . Select Premium Payment Option

Initial Premium Payment (Select option #1 or #2) Applicant A Applicant B
9 Initial premium amount (based on age at application date).............. s L L LD (5Lt
1. Paper Check (submit signed check with application)......c..ccccovvenaee. |:| |:|

(California collect only one month's premium at time of application)
2. Automatic Bank Account Withdrawal........ccccoovnrnninnnnccncs D l:l

Ongoing Premium Payments (Select option #1a, #1b, or #2)

1. | want my payments automatically withdrawn from my bank

a. Choose the day payments will be deducted every month
from your bank account.......c.ccceviiciicccece e

15t through the 28th or 15t through the 28th o
the last day of every month | the last day of every month

OR Week (15t, 2nd, 3rd 4th [agt) | Week (15, 2nd, 31d, 4th jast)
b. Choose the week and weekday that payments will be
deducted every month from your bank account..........ccccecvvinrnnnes Weekday (Mon, Tue, Wed, | Weekday (Mon, Tue, Wed,
(For Example: 3rd Wednesday of every month) Thu, Fri) Thu, Fri)
2. | will mail my premium to the company every 3, 6, or 12 months. e‘l’ss"gm%‘:qtzhs ever?(rm;lg,n;??Z

(Monthly billing is not allowed. Select frequency of billing).............

When choosing automatic bank account withdrawal, MONEY WILL BE WITHDRAWN FROM YOUR ACCOUNT IMMEDIATELY UPON
POLICY APPROVAL AND ISSUE. The first withdrawal date may be different from the monthly date selected for ongoing premiums.
Depending on the amount of time elapsed between the policy date and the date the policy is placed inforce, the amount of the first
ongoing withdrawal may exceed one modal premium and may occur on a date other than the policy date. The Proposed Insured(s) will
not receive premium billing notices while on this premium payment option. We CANNOT establish electronic payments from foreign
banks.

Each month, payments will be automatically deducted from the account below on the day selected above. If no date is selected,
premiums will be deducted on the policy date (which is determined at the time the policy is issued and can be found within the policy).
Ongoing deductions will begin once the policy is issued. If the scheduled deduction date begins on a weekend or holiday, the payment
will process on the following business day.

Part Il. Payor Information

Applicant A Applicant B

1. Account Owner Name, if different than applicant's......................

2. If premium is NOT paid by Proposed Insured/Insured (includes
spouse or joint-married account), indicate the bank account owner's
relationship to Proposed Insured/Insured by selecting one of the following.

Employer (3 app minimum/applicant must be retired.
Refer to List-Bill guidelines. N/A for Direct-to-Consumer business)
Living Trust

Power of Attorney or legal guardian (documentation required)

HIE[EEN
HIE[EEN

Business owned by applicant or applicant’s spouse

Page 1 W27785_1219
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Part lll. Account Information

Complete the Following ONLY if Automated Bank Account Withdrawal is Chosen:
This section is intended as authorization to debit your bank account.
Complete bank account information below OR attach a copy of a voided check (Do NOT use a deposit slip)

Applicant B D Same account as Applicant A

Applicant A
Account Type (check one): D Checking Savings

Account Type (check one): D Checking D Savings

Name of Financial Institution

Routing Number (9 digits on lower left side of check)

Name of Financial Institution

Routing Number (9 digits on lower left side of check)

Account Number (Do NOT use Debit/Credit Card numbers)

Account Number (Do NOT use Debit/Credit Card numbers)

Name as Shown on Account Name as Shown on Account

(]
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o =
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LDO NOT include the check # in

[ AccountHolder Name ‘ he Routing or Account Number,

* Payments cannot be postponed until a later date.

* Payment from a third party, including any foundation, will Example: |[7onn poc X Check #1234

not be accepted, except in certain pre-approved situations. Street Address
+ All refunds will be made to the applicant in the event of rejection, ;"W“’ City ZIP Code Date:

incomplete submission, overpayment, cancellation, etc. . R

Routing/Transfer Account |
Number Financial Institution Number
N[ Name & Address
o____ Signed Byj
123456789 12345678 |1 123411

| authorize United World Life Insurance Company ("United World") to withdraw funds from my account for the initial and/or
monthly renewal premiums and understand that the amounts may differ. This authorization shall apply to any future payments unless
specifically revoked by me. Premium shortages may result from a variety of causes, including underwriting adjustments. | authorize
my financial institution to pay from my account to United World any preauthorized bank account withdrawals. | agree that my
financial institution shall be fully protected in honoring any such payment and that its rights and responsibilities regarding the
payment shall be the same as if the payment were signed personally by me. | agree to notify the business in writing of any changes
in my account information. This authorization will be effective until | give you at least three business days' notice to cancel. If notice
is given verbally, United World may require written confirmation from me within 14 days after my verbal notice.

Applicant A Applicant B

#

Authorized Signature as Shown on Account

Date

#

Authorized Signature as Shown on Account

Date

Page 2 W27785_1219
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Underwritten by 3300 Mutual of Omaha Plaza

—
% M["’“alg‘()ma“a United World Life Insurance Company Omaha, Nebraska 68175
A Mutual of Omaha Company

NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDICARE SUPPLEMENT INSURANCE OR
MEDICARE ADVANTAGE

Save this notice! It may be important to you in the future.

According to your application, you intend to terminate existing Medicare supplement or Medicare Advantage insurance and
replace it with a policy to be issued by United World Life Insurance Company. Your new policy will provide thirty (30) days within
which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. If, after due
consideration, you find that purchase of this Medicare supplement coverage is a wise decision, you should terminate your present
Medicare supplement or Medicare Advantage coverage. You should evaluate the need for other accident and sickness coverage
you have that may duplicate this policy.

Statement to Applicant by Issuer, Insurance Producer or Other Representative:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare supplement
policy will not duplicate your existing Medicare supplement or, if applicable, Medicare Advantage coverage because you intend to
terminate your existing Medicare supplement coverage or leave your Medicare Advantage plan. The replacement policy is being
purchased for the following reason(s) (check one):

Applicant A Applicant B
__ Additional benefits __ Additional benefits
___ No change in benefits, but lower premiums __ No change in benefits, but lower premiums
Fewer benefits and lower premiums Fewer benefits and lower premiums
My plan has outpatient prescription drug coverage My plan has outpatient prescription drug coverage
and | am enrolling in Part D and | am enrolling in Part D
Disenrollment from a Medicare Advantage Plan Disenrollment from a Medicare Advantage Plan
___ (Please explain reason for disenrollment) __ (Please explain reason for disenrollment)
____ Other (please specify) __ Other (please specify)

If, you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and completely answer
all questions on the application concerning your medical and health history. Failure to include all material medical information on
an application may provide a basis for the Company to deny any future claims and to refund your premium as though your policy
had never been in force. After the application has been completed and before you sign it, review it carefully to be certain that all
information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

&

Signature of Insurance Producer or Other Representative* Date
United World Life Insurance Company, 3316 Farnam Street, Omaha, NE 68175

Applicant A Applicant B
Signature Signature
Date Date

*Signature not required for direct response sales.

W24680_0619_WA



IMPORTANT DOCUMENTS

LEAVE THE FOLLOWING REMAINING PAGES WITH CLIENT(S)

As part of the application process, the applicant has signed multiple forms. Applicant copies of these forms
and client notifications on the following pages are to be given to the applicant(s) if applicable.

Replacement Notice
If replacing, both you and the applicant must sign the customer copy of the replacement notice.

Premium Receipt
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Underwritten by 3300 Mutual of Omaha Plaza

—
% M["’“alg‘()ma“a United World Life Insurance Company Omaha, Nebraska 68175
A Mutual of Omaha Company

NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDICARE SUPPLEMENT INSURANCE OR
MEDICARE ADVANTAGE

Save this notice! It may be important to you in the future.

According to your application, you intend to terminate existing Medicare supplement or Medicare Advantage insurance and
replace it with a policy to be issued by United World Life Insurance Company. Your new policy will provide thirty (30) days within
which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. If, after due
consideration, you find that purchase of this Medicare supplement coverage is a wise decision, you should terminate your present
Medicare supplement or Medicare Advantage coverage. You should evaluate the need for other accident and sickness coverage
you have that may duplicate this policy.

Statement to Applicant by Issuer, Insurance Producer or Other Representative:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare supplement
policy will not duplicate your existing Medicare supplement or, if applicable, Medicare Advantage coverage because you intend to
terminate your existing Medicare supplement coverage or leave your Medicare Advantage plan. The replacement policy is being
purchased for the following reason(s) (check one):

Applicant A Applicant B
__ Additional benefits __ Additional benefits
___ No change in benefits, but lower premiums __ No change in benefits, but lower premiums
Fewer benefits and lower premiums Fewer benefits and lower premiums
My plan has outpatient prescription drug coverage My plan has outpatient prescription drug coverage
and | am enrolling in Part D and | am enrolling in Part D
Disenrollment from a Medicare Advantage Plan Disenrollment from a Medicare Advantage Plan
___ (Please explain reason for disenrollment) __ (Please explain reason for disenrollment)
____ Other (please specify) __ Other (please specify)

If, you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and completely answer
all questions on the application concerning your medical and health history. Failure to include all material medical information on
an application may provide a basis for the Company to deny any future claims and to refund your premium as though your policy
had never been in force. After the application has been completed and before you sign it, review it carefully to be certain that all
information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

&

Signature of Insurance Producer or Other Representative* Date
United World Life Insurance Company, 3316 Farnam Street, Omaha, NE 68175

Applicant A Applicant B
Signature Signature
Date Date

*Signature not required for direct response sales.

W24680_0619_WA



Underwritten by 3316 Farnam Street

—
@ M["'“alg‘Oma“a United World Life Insurance Company Omaha, Nebraska 68175
A Mutual of Omaha Company

Premium Receipt
All premiums must be made payable to United World Life Insurance Company.
Do not make check payable to the agent or leave the payee blank.

Applicant A Applicant B

Received from Received from

this day of , this___ day of ,

an application for Form Policy an application for Form Policy
and/or Riders and and/or Riders and
Check for Dollars. Check for Dollars.
s Agent a Agent

No insurance of any kind shall take effect until a policy is issued and delivered to the applicant, and the initial
premium is paid, all during the life of the applicant. If no policy is issued, United World Life Insurance Company shall
have no liability except to refund the initial premium to the applicant. This is a receipt of your application and initial

premium.

Provide the completed premium receipt, if applicable.

W27790_0619
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- Underwritten by
- 3300 Mutual of Omaha Plaza
@ MlITlIiII.Q‘OmiIHa ‘ Mutual of Omaha Insurance Company Omaha, Nebraska 68175

APPLICATION for
INDIVIDUAL DENTAL

INSURANCE

WASHINGTON

MAP642_WA
01/20/2021



@ MutuaiyOmana

Underwritten by
Mutual of Omaha Insurance Company

Monthly Rates (Issue Age 19-99)

3300 Mutual of Omaha Plaza
Omaha, Nebraska 68175

WASHINGTON
Mutual Dental | Mutual Dental

ZIP Codes Preferred Protection

DNT2 DNT5
983-985, 988-994 $54.57 §31.21
982, 986 $54.57 §31.21
980, 981 §57.73 $33.01

Rates Subject to Change.

As of 02/01/2021

For Producer Use only. Not for Use with the General Public.




Internal Tracking Code
Group # (if applicable)

- Underwritten by
- : 3300 Mutual of Omaha Plaza
% MlITlIEII_SP‘Omi]Ha ‘ Mutual of Omaha Insurance Company Omaha, Nebraska 68175

Application for Individual Dental Insurance
A. Applicant Information

Name (First, Middle Initial, Last) Phone Number
Home Cell
Residence Address (Street, City, State, ZIP) E-mail
Mailing Address (Street, City, State, ZIP) (if different from residence address) Deliver Policy to
L] Applicant [ Producer
Gender Date of Birth Social Security Number

|:| Male |:| Female

B. Plan Information

Select Dental Benefit Plan
[_] Mutual Dental Preferred Annual Maximum $1,500
[_] Mutual Dental Protection Annual Maximum $1,000

Requested Effective Date

Monthly Premium Rate for Dental $

C. Existing Coverage Information

Are you covered by any other dental inSUraNCe? . ... ittt i i e et e i e Cly LN
If Yes, answer the following about this existing coverage:
Name of dental carrier(s)

D. Agreements

| represent the information above is true and complete to the best of my knowledge and belief. Any incorrect or misleading
answers may void this application and any issued policy. | understand that no insurance shall take effect until a policy is issued
and the first premium is received by Mutual of Omaha during my lifetime.

It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

£

Applicant Signature Date Signedat City  State

I/We acknowledge that if the applicant is replacing coverage, |/We have provided a copy of the replacement notice, if applicable.

£

Signature of Licensed Insurance Producer Date

%
Printed Name Agent Writing Number Comm. % Share
Signature of Licensed Insurance Producer Date

%
Printed Name Agent Writing Number Comm. % Share

MA6025_WA 1
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METHOD OF PAYMENT FORM
Part|. Select Premium Payment Option

Initial Premium Payment (Select option #1 or #2)
£ Initial premium amount (based on age at application date).........ceceeveeeeererreriereseseseeeeees e
1. Paper Check (submit signed check with application)........ccceeeeueeeciieeiieecieecee e
2. Automatic Bank AcCOUNt WithdraWal.....coeueeeeeieeeeiieeieiteeeeteeeeeeeee ettt
Ongoing Premium Payments (Select option #1a, #1b, or #2)

1. I'want my payments automatically withdrawn from my bank

a. Choose the day payments will be deducted every month
from your bank account

OR
b. Choose the week and weekday that payments will be
deducted every month from your bank aCCoUNt......ccuieireiiiiiiiiecinieeeeee e sere e
(For Example: 3rd Wednesday of every month)

2. lwill mail my premium to the company every 3, 6, or 12 months.

(Monthly billing is not allowed. Select frequency of billing)

Each month, payments will be automatically deducted from the account below on the day selected above.

will process on the following business day.

Part Il. Payor Information

REQUIRED FORM — PLEASE RETURN PAGES 1 & 2

SCIT T
[
[

15t through the 28th or
the last day of every month

Week (15, 2nd 3rd 4th (af)

Weekday (Mon, Tue, Wed,
Thu, Fri)

every months
Insert 3, 6, 0r 12

When choosing automatic bank account withdrawal, MONEY WILL BE WITHDRAWN FROM YOUR ACCOUNT IMMEDIATELY UPON POLICY
APPROVAL AND ISSUE. The first withdrawal date may be different from the monthly date selected for ongoing premiums. Depending on
the amount of time elapsed between the policy date and the date the policy is placed inforce, the amount of the first ongoing withdrawal
may exceed one modal premium and may occur on a date other than the policy date. The Proposed Insured(s) will not receive premium
billing notices while on this premium payment option. We CANNOT establish electronic payments from foreign banks.

If no date is selected,

premiums will be deducted on the policy date (which is determined at the time the policy is issued and can be found within the policy).
Ongoing deductions will begin once the policy is issued. If the scheduled deduction date begins on a weekend or holiday, the payment

1. Account Owner Name, if different than applicant's...cccccceeiieeiieeciiieee e

2. If premium is NOT paid by Proposed Insured/Insured (includes spouse or joint-married account),
indicate the bank account owner's relationship to Proposed Insured/Insured by selecting one of the
following.

Employer (3 app minimum/applicant must be retired.
Refer to List-Bill guidelines. N/A for Direct-to-Consumer business)

Living Trust
Power of Attorney or legal guardian (documentation required)
Business owned by applicant or applicant’s spouse

N[

Page 1
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Part lll. Account Information

Complete the Following ONLY if Automated Bank Account Withdrawal is Chosen:
This section is intended as authorization to debit your bank account. o
Complete bank account information below OR attach a copy of a voided check (Do NOT use a deposit slip)

Applicant A
Account Type (check one): D Checking D Savings

Name of Financial Institution

Routing Number (9 digits on lower left side of check)

Account Number (Do NOT use Debit/Credit Card numbers)

Name as Shown on Account

g
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(=)
o
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o
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=
(%]
©
i
o}
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=
(1}
()

IDo NOT include the check # in the

* Payments cannot be postponed until a later date. [ Account Holder Name |__ o FOT include fhe heck
e Payment from a third party, including any foundation, will Example: |[7ompoe X Check #1234
not be accepted, except in certain pre-approved situations. Street Address
¢ All refunds will be made to the applicant in the event of rejection, :"W“'_C“Y ZIP Code Date:
incomplete submission, overpayment, cancellation, etc. , ay o
Routing/Transfer Account
Number [Financial Institution Number
N[ Name & Address
No Signed By:/
1123456789| 12345678 ||1® 1234

| authorize Mutual of Omaha Insurance Company (“Mutual of Omaha") to withdraw funds from my account for the initial and/or monthly
renewal premiums and understand that the amounts may differ. Premium shortages may result from a variety of causes, including
underwriting adjustments. | authorize my financial institution to pay from my account to Mutual of Omaha any preauthorized bank account
withdrawals. | agree that my financial institution shall be fully protected in honoring any such payment and that its rights and responsibilities
regarding the payment shall be the same as if the payment were signed personally by me. | agree to notify the business in writing of any
changes in my account information. This authorization will be effective until | give you at least three business days' notice to cancel.

If notice is given verbally, Mutual of Omaha may require written confirmation from me within 14 days after my verbal notice.

Applicant A
fa)

Authorized Signature as Shown on Account

Date

M44903_0119
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Notice To Applicant Regarding Replacement
of Accident and Sickness Insurance @

Mutual of Omaha Insurance Company MuruarOmana
3300 Mutual of Omaha Plaza
Omaha, Nebraska 68175

According to your application, you intend to lapse or otherwise terminate existing accident and sickness insurance and replace it
with a policy to be issued by Mutual of Omaha Insurance Company. For your own information and protection, you should be aware
of and seriously consider certain factors that may affect the insurance protection available to you under the new policy.

1. Health conditions which you may presently have, (preexisting conditions) may not be immediately or fully covered under the
new policy. This could result in denial or delay of a claim for benefits present under the new policy, whereas a similar claim
might have been payable under your present policy.

2. You may wish to secure the advice of your present insurer or its agent regarding the proposed replacement of your present
policy. This is not only your right, but it is also in your best interests to make sure you understand all the relevant factors
involved in replacing your present coverage.

3. |If, after due consideration, you still wish to terminate your present policy and replace it with new coverage, read the
copy of the application attached to your new policy and be sure that all questions are answered fully and correctly.
Omissions or misstatements in the application could cause an otherwise valid claim to be denied. Carefully check the
application and write to Mutual of Omaha Insurance Company within ten (10) days if any information is not correct and
complete, or if any past medical history has been left out of the application.

The above Notice to Applicant was delivered to me on

Date

Applicant’s Signature

M136810



MUTUAL OF OMAHA INSURANCE COMPANY
3300 MUTUAL OF OMAHA PLAZA
OMAHA, NEBRASKA 68175
(402) 342-7600

OUTLINE OF COVERAGE FOR POLICY SERIES DNT2

INDIVIDUAL DENTAL PREFERRED PROVIDER
ORGANIZATION (PPO) INSURANCE

THE POLICY PROVIDES LIMITED BENEFIT DENTAL COVERAGE ONLY.
BENEFITS PROVIDED ARE SUPPLEMENTAL AND ARE NOT INTENDED TO COVER ALL MEDICAL EXPENSES.

Read Your Policy Carefully — This outline of coverage provides a very brief description of the important features of your policy.
This is not the insurance contract and only the actual policy provisions will control. The policy itself sets forth in detail the rights and
obligations of both you and your insurance company. It is, therefore, important that you READ YOUR POLICY CAREFULLY!

Limited Benefit Dental-Only Insurance Coverage — This policy is designed to provide you ONLY with limited benefit dental
insurance coverage. Coverage is NOT provided for any other diseases or accidents.

Benefits — This is a Preferred Provider Organization (PPO) dental insurance policy that pays benefits for covered dental services
provided by in-network and out-of-network dentists. It pays benefits for Diagnostic and Preventive Services, Basic Services, and
Major Services. If you incur expense for a covered dental service, we will pay the coinsurance percentage of the allowed amount after
you have satisfied the deductible and any applicable waiting period. Benefits payable are limited to any annual maximum benefit and
lifetime maximum benefit.

Shown below is a brief summary of the dental benefits we will pay under this policy. For a full list of covered dental services and
procedures, please visit our website at www.mutualofomaha.com/dental-insurance.

DENTAL BENEFITS SUMMARY

DEDUCTIBLE AMOUNT
Class I -- Diagnostic & Preventive Services None
Class II — Basic Services and Class III - Major $50.00
Services Combined
COINSURANCE PERCENTAGE PAYABLE
Class I — Diagnostic & Preventive Services 100%
Class II — Basic Services 80%
Class III — Major Services 50%
WAITING PERIOD TIME FRAME

Class I- Diagnostic & Preventive Services None
Class II- Basic Services None
Class III- Major Services 1 Year

MAXIMUM BENEFIT AMOUNT
Annual Maximum Benefit per Calendar Year $1,500.00
Implant Lifetime Maximum Benefit $3,000.00

You may obtain dental care for covered dental services from any licensed dentist. No matter which dentist you choose, you will be
eligible for some level of benefits for covered dental services. However, when you use an in-network dentist who participates in the
PPO network, that dentist has agreed to provide dental care at negotiated fees. For in-network dentists, you will not be responsible for
the difference between your dentist’s submitted amount and the scheduled fee amount that the dentist has contractually agreed to
accept as payment in full. The PPO network used by this policy is DenteMax Plus.

If you select a dentist who does not participate in the PPO network, your out-of-pocket expenses may be greater. For out-of-network
dentists, you will be responsible for the difference between your dentist’s submitted amount and our payment. The amount we use to
calculate our payment will be the lesser of the dentist’s submitted amount or the 80th percentile amount for covered dental services as
identified by the Dental Charges Database.

DNT20C 1



Waiting Period — Class III covered dental services are subject to the waiting period shown in the above Dental Benefits Summary
chart. You must satisfy the waiting period before benefits are paid for these services. The waiting period begins on the policy
effective date and is applied once during the lifetime of your policy.

Exclusions -- Your policy pays benefits only for covered dental services. We will not pay benefits for:

(a)

(b)
(c)
(d)

(e)

(®
(2
(h)

@
)
(k)
M

(m)
(n)
(0)

(p)
(@

(r)
(s)
®
()
)
(W)

(x)

()
(2)

(aa)
(bb)

(ce)

(dd)
(ee)

(ff)

(g2)
(hh)

DNT20C

first installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace congenitally
missing teeth or to replace teeth all of which were lost while the person was not covered;

services or treatment not prescribed by or under the direct supervision of a dentist;

services or treatment which is experimental or investigational;

services or treatment which is for any illness or bodily injury which occurs in the course of employment if a benefit or
compensation is available, in whole or in part, under the provision of any law or regulation or any government unit. This
exclusion applies whether or not you claim the benefits or compensation;

services or treatment received from a dental or medical department maintained by or on behalf of an employer, mutual
benefit association, labor union, trust, Veterans Administration hospital or similar person or group;

services or treatment performed prior to the policy effective date;

services or treatment incurred after the termination date of your coverage unless otherwise indicated;

services or treatment which is not dentally necessary or which does not meet generally accepted standards of dental
practice;

services or treatment resulting from your failure to comply with professionally prescribed treatment;

telephone consultations;

any charges for failure to keep a scheduled appointment;

any services that are considered strictly cosmetic in nature including, but not limited to, charges for personalization or
characterization of prosthetic appliances;

fluoride treatments;

services or treatment provided as a result of intentionally self-inflicted injury or illness;

services or treatment provided as a result of injuries suffered while committing or attempting to commit a felony,
engaging in an illegal occupation, or participating in a riot, rebellion or insurrection;

office infection control charges;

charges for copies of your records, charts or x-rays, or any costs associated with forwarding/mailing copies of your
records, charts or x-rays;

state, federal, or territorial taxes on dental services performed;

those charges submitted by a dentist, which are for the same services performed on the same date by another dentist;
those dental services provided free of charge by any governmental unit, except where this exclusion is prohibited by law;
those dental services for which you would have no obligation to pay in the absence of this or any similar insurance;
those dental services which are for specialized procedures and techniques;

those dental services performed by a dentist who is compensated by a facility for similar covered services performed for
you on the same date;

duplicate, provisional and temporary devices, appliances, and services;

plaque control programs, oral hygiene instruction, and dietary instructions;

services to alter vertical dimension and/or restore or maintain the occlusion. Such procedures include, but are not limited
to:

1. equilibration;

2. periodontal splinting;

3. full mouth rehabilitation and;

4. restoration for misalignment of teeth;

gold foil restorations;

services or treatment for injuries resulting from war or act of war, whether declared or undeclared, or from police or
military service for any country or organization;

hospital costs or any additional fees that the dentist or hospital charges for treatment at the hospital (inpatient or
outpatient);

charges by the provider for completing dental forms;

adjustment of a denture or bridgework which is made within 6 months after installation by the same dentist who installed
1t;

use of material or home health aids to prevent decay, such as:

1. toothpaste;

2. fluoride gels;

3. dental floss and;
4, teeth whiteners;
sealants;

precision attachments, personalization, precious metal bases and other specialized techniques;

2



(ii))  replacement of dentures that have been:

1. lost;
2. stolen or;
3. misplaced;

(j)  repair of damaged orthodontic appliances;

(kk) replacement of lost or missing appliances;

()  fabrication of athletic mouth guard;

(mm) internal bleaching;

(nn) nitrous oxide;

(00) oral sedation;

(pp) topical medicament carrier;

(qq) orthodontic services, treatment or supplies, including braces and retainers;
(rr)  bone grafts when done in connection with:

1. extractions;
2. apicoectomies or;
3. non-covered/non-eligible implants;

(ss) tooth whitening;

(tt)  occlusal guards;

(uu) space maintainers;

(vv) services or treatment provided by a member of your immediate family;

(ww) services or treatment received outside of the United States, its possessions or territories, Canada, or Mexico; or

(xx) services related to the diagnosis and treatment of Temporomandibular Joint Dysfunction (TMD, TMJD) and related
disorders.

Multiple Procedure Limitations — When two or more dental services are submitted and the dental services are considered part of
the same service to one another, this policy will pay the most comprehensive service (the service that includes the other non-benefited
service) as determined by us. When two or more dental services are submitted on the same day and the dental services are considered
mutually exclusive (when one service contradicts the need for the other service), this policy will pay for the service that represents the
final treatment as determined by us.

Guaranteed Renewable For Life — The policy is guaranteed renewable for life. We cannot cancel your policy as long as you pay
the required premium before the end of each grace period.

Premiums Can Change — We will not increase your policy’s premium due to any change in your health. However, we can change
premiums if we make the same change to all policies of this form issued to persons of the same class. We will give you the advance
notice required by your state prior to any such premium change.

DNT20C 3
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MUTUAL OF OMAHA INSURANCE COMPANY
3300 MUTUAL OF OMAHA PLAZA
OMAHA, NEBRASKA 68175
(402) 342-7600

OUTLINE OF COVERAGE FOR POLICY SERIES DNT5

INDIVIDUAL DENTAL PREFERRED PROVIDER
ORGANIZATION (PPO) INSURANCE

THE POLICY PROVIDES LIMITED BENEFIT DENTAL COVERAGE ONLY.
BENEFITS PROVIDED ARE SUPPLEMENTAL AND ARE NOT INTENDED TO COVER ALL MEDICAL EXPENSES.

Read Your Policy Carefully — This outline of coverage provides a very brief description of the important features of your policy.
This is not the insurance contract and only the actual policy provisions will control. The policy itself sets forth in detail the rights and
obligations of both you and your insurance company. It is, therefore, important that you READ YOUR POLICY CAREFULLY!

Limited Benefit Dental-Only Insurance Coverage — This policy is designed to provide you ONLY with limited benefit dental
insurance coverage. Coverage is NOT provided for any other diseases or accidents.

Benefits — This is a Preferred Provider Organization (PPO) dental insurance policy that pays benefits for covered dental services
provided by in-network and out-of-network dentists. It pays benefits for Diagnostic and Preventive Services, Basic Services, and
Major Services. If you incur expense for a covered dental service, we will pay the coinsurance percentage of the allowed amount after
you have satisfied the deductible and any applicable waiting period. Benefits payable are limited to any annual maximum benefit and
lifetime maximum benefit.

Shown below is a brief summary of the dental benefits we will pay under this policy. For a full list of covered dental services and
procedures, please visit our website at www.mutualofomaha.com/dental-insurance.

DENTAL BENEFITS SUMMARY

DEDUCTIBLE AMOUNT
Class I -- Diagnostic & Preventive Services, Class $100.00
II — Basic Services and Class III — Major Services
Combined
COINSURANCE PERCENTAGE PAYABLE
Class I — Diagnostic & Preventive Services 100%
Class II — Basic Services 50%
Class III — Major Services 50%
WAITING PERIOD TIME FRAME

Class I- Diagnostic & Preventive Services None
Class II- Basic Services None
Class III- Major Services 1 Year

MAXIMUM BENEFIT AMOUNT
Annual Maximum Benefit per Calendar Year $1,000.00
Implant Lifetime Maximum Benefit $2,000.00

You may obtain dental care for covered dental services from any licensed dentist. No matter which dentist you choose, you will be
eligible for some level of benefits for covered dental services. However, when you use an in-network dentist who participates in the
PPO network, that dentist has agreed to provide dental care at negotiated fees. For in-network dentists, you will not be responsible for
the difference between your dentist’s submitted amount and the scheduled fee amount that the dentist has contractually agreed to
accept as payment in full. The PPO network used by this policy is DenteMax Plus.

If you select a dentist who does not participate in the PPO network, your out-of-pocket expenses may be greater. For out-of-network
dentists, you will be responsible for the difference between your dentist’s submitted amount and our payment. The amount we use to
calculate our payment will be the lesser of the dentist’s submitted amount or an amount equal to the lowest prevailing scheduled fee
used for in-network dentists in the geographic area.
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Waiting Period — Class III covered dental services are subject to the waiting period shown in the above Dental Benefits Summary
chart. You must satisfy the waiting period before benefits are paid for these services. The waiting period begins on the policy
effective date and is applied once during the lifetime of your policy.

Exclusions -- Your policy pays benefits only for covered dental services. We will not pay benefits for:
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first installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace congenitally
missing teeth or to replace teeth all of which were lost while the person was not covered;

services or treatment not prescribed by or under the direct supervision of a dentist;

services or treatment which is experimental or investigational;

services or treatment which is for any illness or bodily injury which occurs in the course of employment if a benefit or
compensation is available, in whole or in part, under the provision of any law or regulation or any government unit. This
exclusion applies whether or not you claim the benefits or compensation;

services or treatment received from a dental or medical department maintained by or on behalf of an employer, mutual
benefit association, labor union, trust, Veterans Administration hospital or similar person or group;

services or treatment performed prior to the policy effective date;

services or treatment incurred after the termination date of your coverage unless otherwise indicated;

services or treatment which is not dentally necessary or which does not meet generally accepted standards of dental
practice;

services or treatment resulting from your failure to comply with professionally prescribed treatment;

telephone consultations;

any charges for failure to keep a scheduled appointment;

any services that are considered strictly cosmetic in nature including, but not limited to, charges for personalization or
characterization of prosthetic appliances;

fluoride treatments;

services or treatment provided as a result of intentionally self-inflicted injury or illness;

services or treatment provided as a result of injuries suffered while committing or attempting to commit a felony,
engaging in an illegal occupation, or participating in a riot, rebellion or insurrection;

office infection control charges;

charges for copies of your records, charts or x-rays, or any costs associated with forwarding/mailing copies of your
records, charts or x-rays;

state, federal, or territorial taxes on dental services performed;

those charges submitted by a dentist, which are for the same services performed on the same date by another dentist;
those dental services provided free of charge by any governmental unit, except where this exclusion is prohibited by law;
those dental services for which you would have no obligation to pay in the absence of this or any similar insurance;
those dental services which are for specialized procedures and techniques;

those dental services performed by a dentist who is compensated by a facility for similar covered services performed for
you on the same date;

duplicate, provisional and temporary devices, appliances, and services;

plaque control programs, oral hygiene instruction, and dietary instructions;

services to alter vertical dimension and/or restore or maintain the occlusion. Such procedures include, but are not limited
to:

1. equilibration;

2. periodontal splinting;

3. full mouth rehabilitation and;

4. restoration for misalignment of teeth;

gold foil restorations;

services or treatment for injuries resulting from war or act of war, whether declared or undeclared, or from police or
military service for any country or organization;

hospital costs or any additional fees that the dentist or hospital charges for treatment at the hospital (inpatient or
outpatient);

charges by the provider for completing dental forms;

adjustment of a denture or bridgework which is made within 6 months after installation by the same dentist who installed
1t;

use of material or home health aids to prevent decay, such as:

1. toothpaste;

2. fluoride gels;

3. dental floss and;
4, teeth whiteners;
sealants;

precision attachments, personalization, precious metal bases and other specialized techniques;
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(ii))  replacement of dentures that have been:

1. lost;
2. stolen or;
3. misplaced;

(j)  repair of damaged orthodontic appliances;

(kk) replacement of lost or missing appliances;

()  fabrication of athletic mouth guard;

(mm) internal bleaching;

(nn) nitrous oxide;

(00) oral sedation;

(pp) topical medicament carrier;

(qq) orthodontic services, treatment or supplies, including braces and retainers;
(rr)  bone grafts when done in connection with:

1. extractions;
2. apicoectomies or;
3. non-covered/non-eligible implants;

(ss) tooth whitening;

(tt)  occlusal guards;

(uu) space maintainers;

(vv) services or treatment provided by a member of your immediate family;

(ww) services or treatment received outside of the United States, its possessions or territories, Canada, or Mexico; or

(xx) services related to the diagnosis and treatment of Temporomandibular Joint Dysfunction (TMD, TMJD) and related
disorders.

Multiple Procedure Limitations — When two or more dental services are submitted and the dental services are considered part of
the same service to one another, this policy will pay the most comprehensive service (the service that includes the other non-benefited
service) as determined by us. When two or more dental services are submitted on the same day and the dental services are considered
mutually exclusive (when one service contradicts the need for the other service), this policy will pay for the service that represents the
final treatment as determined by us.

Guaranteed Renewable For Life — The policy is guaranteed renewable for life. We cannot cancel your policy as long as you pay
the required premium before the end of each grace period.

Premiums Can Change — We will not increase your policy’s premium due to any change in your health. However, we can change
premiums if we make the same change to all policies of this form issued to persons of the same class. We will give you the advance
notice required by your state prior to any such premium change.

DNT50C 3






	blank: 
	A_UWQ_CoverageExists: Off
	B_PrimaryFormInd_T_PremiumReceipt: 
	Agent: 
	CheckFor: 
	Riders: 
	ForForm: 
	Year: 
	DayOf: 
	This: 
	ReceivedFrom: 

	A_PrimaryFormInd_T_PremiumReceipt: 
	Agent: 
	CheckFor: 
	Riders: 
	ForForm: 
	Year: 
	DayOf: 
	This: 
	ReceivedFrom: 

	B_PrimaryFormInd_T_Replacement: 
	PI_SignatureDate: 
	PI_SignatureText: 
	Comments: 
	Other: Off
	DisenrollMedAdvantage: Off
	EnrollingPartD: Off
	FewerBenefitsLowerPremiums: Off
	NoChangeBenefitsLowerPremiums: Off
	AdditionalBenefits: Off

	A_PrimaryFormInd_T_Replacement: 
	PI_SignatureDate: 
	PI_SignatureText: 
	Comments: 
	Other: Off
	DisenrollMedAdvantage: Off
	EnrollingPartD: Off
	PDCR1_SignatureDate: 
	PDCR1_SignatureText: 
	FewerBenefitsLowerPremiums: Off
	NoChangeBenefitsLowerPremiums: Off
	AdditionalBenefits: Off

	B_Holding_Bank_Holding_1: 
	Banking: 
	AccountNumber: 
	AcctHolderName: 
	RoutingNum: 
	BankName: 
	BankAcctType: Off


	A_Holding_Bank_Holding_1: 
	Banking: 
	AccountNumber: 
	RoutingNum: 
	AcctHolderName: 
	BankName: 
	BankAcctType: Off


	B_PrimaryFormInd_T_Bank: 
	AccountSame: Off
	SignatureInfo: 
	SignatureDate: 
	SignatureText: 

	BusinessOrSpouse: Off
	PowerOfAttorney: Off
	LivingTrust: Off
	Employer: Off
	AccountOwnerName: 
	Initial: 
	PremiumAmt: 


	A_PrimaryFormInd_T_Bank: 
	SignatureInfo: 
	SignatureDate: 
	SignatureText: 

	BusinessOrSpouse: Off
	PowerOfAttorney: Off
	LivingTrust: Off
	Employer: Off
	AccountOwnerName: 
	Initial: 
	PremiumAmt: 


	B_Holding_Other_Health_3: 
	Policy: 
	PolNumber: 


	A_Holding_Other_Health_3: 
	Policy: 
	PolNumber: 


	B_Holding_Other_Health_1: 
	Policy: 
	PolNumber: 


	A_Holding_Other_Health_1: 
	Policy: 
	PolNumber: 


	A_PrimaryFormInd_F_MedicalQuestions: 
	TakenPrescriptionDrugs: Off
	AdvisedTreatmentNotPerformed: Off
	HospitalConfinedPast: Off
	DiabetesChangesInPrescriptionLastXYears: Off
	DiabetesMoreThanTwoPrescriptions: Off
	BoneDisease: Off
	StrokeOrTIA: Off
	Cancer: Off
	MentalOrNervousDisorder: Off
	AlcoholismOrDrugAbuse: Off
	Heart: Off
	Coronary: Off
	ImplantedCardiacDefibrillator: Off
	DiabetesWithComplications: Off
	Osteoporosis: Off
	OrganTransplant: Off
	AIDS: Off
	ChronicHepatitisOrCirrhosis: Off
	Lupus: Off
	Parkinsons: Off
	CognitiveDisorder: Off
	COPD: Off
	Kidney: Off
	ReceiveSkilledNursing: Off
	ConfinedMobilityDevice: Off

	B_PrimaryFormInd_F_MedicalQuestions: 
	TakenPrescriptionDrugs: Off
	Osteoporosis: Off
	OrganTransplant: Off
	AIDS: Off
	ChronicHepatitisOrCirrhosis: Off
	Lupus: Off
	Parkinsons: Off
	CognitiveDisorder: Off
	COPD: Off
	Kidney: Off
	ReceiveSkilledNursing: Off
	ConfinedMobilityDevice: Off
	AdvisedTreatmentNotPerformed: Off
	HospitalConfinedPast: Off
	DiabetesChangesInPrescriptionLastXYears: Off
	DiabetesMoreThanTwoPrescriptions: Off
	BoneDisease: Off
	StrokeOrTIA: Off
	Cancer: Off
	MentalOrNervousDisorder: Off
	AlcoholismOrDrugAbuse: Off
	Heart: Off
	Coronary: Off
	ImplantedCardiacDefibrillator: Off
	DiabetesWithComplications: Off

	B_Party_Carrier_Party_6_OtherHealthPolicyHolding5: 
	FullName: 

	A_Party_Carrier_Party_6_OtherHealthPolicyHolding5: 
	FullName: 

	B_Holding_OtherHealth_5: 
	Intent: 
	Policy: 
	PolNumber: 
	TermDateYY: 
	TermDateDD: 
	TermDateMM: 
	EffDateYY: 
	EffDateDD: 
	EffDateMM: 


	A_Holding_OtherHealth_5: 
	Intent: 
	Policy: 
	PolNumber: 
	TermDateMM: 
	EffDateDD: 
	EffDateMM: 
	EffDateYY: 
	TermDateYY: 
	TermDateDD: 


	B_Party: 
	OtherMedSupp_FullName: 

	A_Party: 
	OtherDental_FullName: 
	OtherMedSupp_FullName: 

	B_Holding_OtherMedSupp: 
	Policy: 
	ProductCode: 
	TermDateYY: 
	TermDateDD: 
	TermDateMM: 


	A_Holding_OtherMedSupp: 
	Policy: 
	EffDate: 
	ProductCode: 
	TermDateYY: 
	TermDateDD: 
	TermDateMM: 


	A_Party_Household_Member: 
	Address_Residence: 
	Zip: 
	State: 
	City: 
	Line1: 

	Person: 
	BirthDate: 


	A_Party_HH: 
	FullName: 

	B_PrimaryFormInd_F_MedicareQuestions: 
	PartBEffDateYY: 
	PartBEffDateDD: 
	PartBEffDateMM: 
	OtherHealthDisenrollmentReason: 
	TermReasonOther: 
	PlannedDateTermYY: 
	PlannedDateTermDD: 
	PlannedDateTermMM: 
	ApplyGuaranteedIssue: Off
	EnrollPartBLast6Mo: Off
	Turn65Last6Mo: Off
	OtherHealthDisenrolledVoluntarily: Off
	OtherHealthDisenrolledVo: Off
	AnyOtherHealthPastXDays: Off
	TermReasonEnrollStand-Alone: Off
	TermReasonMovedOut: Off
	TermReasonStopCovArea: Off
	TermReasonStopOfferingPlan: Off
	TermReasonLeavingPrgm: Off
	PlannedTermDateYY: 
	PlannedTermDateDD: 
	PlannedTermDateMM: 
	CovAnyMedicarePlanPastXDaysEndDateYY: 
	CovAnyMedicarePlanPastXDaysEndDateDD: 
	CovAnyMedicarePlanPastXDaysEndDateMM: 
	CovAnyMedicarePlanPastXDaysStartDateYY: 
	CovAnyMedicarePlanPastXDaysStartDateDD: 
	CovAnyMedicarePlanPastXDaysStartDateMM: 
	FormerPolicyStillAvailable: Off
	DropMedSupp: Off
	FirstTime: Off
	IntendToReplaceCurrentCoverage: Off
	CovAnyMedicarePlanPastXDays: Off
	IntendToReplaceCurrentMedSuppPolicy: Off
	AnotherMedSuppInforce: Off
	ReceiveMedicaidBenefits: Off
	MedicaidPayPrem: Off
	CovThroughSTMedicaidPrgm: Off
	PartBPlanToEnrollDateYY: 
	PartBPlanToEnrollDateDD: 
	HHDiscount: Off
	PartBPlanToEnrollDateMM: 

	A_PrimaryFormInd_F_MedicareQuestions: 
	AnsweredNoAnyStatements: 
	InterviewedApplicant: Off
	Attachement: 
	ProducerComments: 

	PartBEffDateYY: 
	PartBEffDateDD: 
	PartBEffDateMM: 
	OtherHealthDisenrollmentReason: 
	OtherHealthDisenrolledVoluntarily: Off
	AnyOtherHealthPastXDays: Off
	TermReasonOther: 
	TermReasonEnrollStand-Alone: Off
	TermReasonMovedOut: Off
	TermReasonStopCovArea: Off
	TermReasonStopOfferingPlan: Off
	TermReasonLeavingPrgm: Off
	PlannedDateTermYY: 
	PlannedDateTermDD: 
	PlannedDateTermMM: 
	EnrollPartBLast6Mo: Off
	Turn65Last6Mo: Off
	ApplyGuaranteedIssue: Off
	PlannedTermDateYY: 
	PlannedTermDateDD: 
	PlannedTermDateMM: 
	CovAnyMedicarePlanPastXDaysEndDateYY: 
	CovAnyMedicarePlanPastXDaysEndDateDD: 
	CovAnyMedicarePlanPastXDaysEndDateMM: 
	CovAnyMedicarePlanPastXDaysStartDateYY: 
	CovAnyMedicarePlanPastXDaysStartDateDD: 
	CovAnyMedicarePlanPastXDaysStartDateMM: 
	FormerPolicyStillAvailable: Off
	DropMedSupp: Off
	FirstTime: Off
	IntendToReplaceCurrentCoverage: Off
	CovAnyMedicarePlanPastXDays: Off
	IntendToReplaceCurrentMedSuppPolicy: Off
	AnotherMedSuppInforce: Off
	ReceiveMedicaidBenefits: Off
	MedicaidPayPrem: Off
	CovThroughSTMedicaidPrgm: Off
	PartBPlanToEnrollDateYY: 
	PartBPlanToEnrollDateDD: 
	HHDiscount: Off
	PartBPlanToEnrollDateMM: 

	B_PrimaryFormInd_FMedicareQuestions: 
	PartAEligibilityDateYY: 
	PartAEligibilityDateDD: 
	PartAEligibilityDateMM: 

	A_PrimaryFormInd_FMedicareQuestions: 
	PartAEligibilityDateYY: 
	PartAEligibilityDateDD: 
	PartAEligibilityDateMM: 

	B_PrimaryFormInd_F: 
	MedicareQuestions: 
	Inches: 
	Feet: 
	PartBEffDateYY: 
	PartBEffDateDD: 
	PartBEffDateMM: 
	PartAEffDateDD: 
	PartAEffDateMM: 
	GoPaperless: Off
	PartAEffDateYY: 


	B_Party_PI: 
	Risk: 
	TobaccoInd: Off
	PrescriptionDrug: 
	Prescription_7_DiagnosisCondition: 
	Prescription_7_PrescribedByPrimaryPhysician: Off
	Prescription_7_MedicationMoreThan2Years: Off
	Prescription_7_frequency: 
	Prescription_7_Dosage: 
	Prescription_7_MedicationName: 
	Prescription_6_DiagnosisCondition: 
	Prescription_6_PrescribedByPrimaryPhysician: Off
	Prescription_6_MedicationMoreThan2Years: Off
	Prescription_6_frequency: 
	Prescription_6_Dosage: 
	Prescription_6_MedicationName: 
	Prescription_5_DiagnosisCondition: 
	Prescription_5_PrescribedByPrimaryPhysician: Off
	Prescription_5_MedicationMoreThan2Years: Off
	Prescription_5_frequency: 
	Prescription_5_Dosage: 
	Prescription_5_MedicationName: 
	Prescription_4_DiagnosisCondition: 
	Prescription_4_PrescribedByPrimaryPhysician: Off
	Prescription_4_MedicationMoreThan2Years: Off
	Prescription_4_frequency: 
	Prescription_4_Dosage: 
	Prescription_4_MedicationName: 
	Prescription_3_DiagnosisCondition: 
	Prescription_3_PrescribedByPrimaryPhysician: Off
	Prescription_3_MedicationMoreThan2Years: Off
	Prescription_3_frequency: 
	Prescription_3_Dosage: 
	Prescription_3_MedicationName: 
	Prescription_2_DiagnosisCondition: 
	Prescription_2_PrescribedByPrimaryPhysician: Off
	Prescription_2_MedicationMoreThan2Years: Off
	Prescription_2_frequency: 
	Prescription_2_Dosage: 
	Prescription_2_MedicationName: 
	Prescription_1_DiagnosisCondition: 
	Prescription_1_PrescribedByPrimaryPhysician: Off
	Prescription_1_MedicationMoreThan2Years: Off
	Prescription_1_frequency: 
	Prescription_1_Dosage: 
	Prescription_1_MedicationName: 


	GovtIDnfo: 
	GovtID_MedicareNumber: 

	GovtID_SSN_Group_Num: 
	GovtID_SSN_Serial_Num: 
	GovtID_SSN_Area_Num: 
	Phone_Home: 
	DialNumber_Line: 
	DialNumber_Prefix: 
	AreaCode: 

	Person: 
	Weight: 
	Gender: Off
	BirthDateYY: 
	BirthDateDD: 
	BirthDateMM: 
	Age: 

	Email_Primary: 
	AddrLine: 

	Address_Mailing: 
	State: 
	City: 
	Line1: 
	Zip: 

	Address_Residence: 
	State: 
	Zip: 
	City: 
	Line1: 

	FullName: 

	A_Party_PI: 
	Phone_Cell: 
	DailNumber: 

	GovtID_SSN: 
	Risk: 
	TobaccoInd: Off
	PrescriptionDrug: 
	Prescription_7_DiagnosisCondition: 
	Prescription_7_PrescribedByPrimaryPhysician: Off
	Prescription_7_MedicationMoreThan2Years: Off
	Prescription_7_frequency: 
	Prescription_7_Dosage: 
	Prescription_7_MedicationName: 
	Prescription_6_DiagnosisCondition: 
	Prescription_6_PrescribedByPrimaryPhysician: Off
	Prescription_6_MedicationMoreThan2Years: Off
	Prescription_6_frequency: 
	Prescription_6_Dosage: 
	Prescription_6_MedicationName: 
	Prescription_5_DiagnosisCondition: 
	Prescription_5_PrescribedByPrimaryPhysician: Off
	Prescription_5_MedicationMoreThan2Years: Off
	Prescription_5_frequency: 
	Prescription_5_Dosage: 
	Prescription_5_MedicationName: 
	Prescription_4_DiagnosisCondition: 
	Prescription_4_PrescribedByPrimaryPhysician: Off
	Prescription_4_MedicationMoreThan2Years: Off
	Prescription_4_frequency: 
	Prescription_4_Dosage: 
	Prescription_4_MedicationName: 
	Prescription_3_DiagnosisCondition: 
	Prescription_3_PrescribedByPrimaryPhysician: Off
	Prescription_3_MedicationMoreThan2Years: Off
	Prescription_3_frequency: 
	Prescription_3_Dosage: 
	Prescription_3_MedicationName: 
	Prescription_2_DiagnosisCondition: 
	Prescription_2_PrescribedByPrimaryPhysician: Off
	Prescription_2_MedicationMoreThan2Years: Off
	Prescription_2_frequency: 
	Prescription_2_Dosage: 
	Prescription_2_MedicationName: 
	Prescription_1_DiagnosisCondition: 
	Prescription_1_PrescribedByPrimaryPhysician: Off
	Prescription_1_MedicationMoreThan2Years: Off
	Prescription_1_frequency: 
	Prescription_1_Dosage: 
	Prescription_1_MedicationName: 


	GovtIDnfo: 
	GovtID_MedicareNumber: 

	GovtID_SSN_Serial_Num: 
	GovtID_SSN_Group_Num: 
	GovtID_SSN_Area_Num: 
	Phone_Home: 
	DialNumber: 
	DialNumber_Line: 
	DialNumber_Prefix: 
	AreaCode: 

	Person: 
	BirthDate: 
	Weight: 
	Gender: Off
	BirthDateYY: 
	BirthDateDD: 
	BirthDateMM: 
	Age: 

	Email_Primary: 
	AddrLine: 

	Address_Mailing: 
	Combined_Line: 
	Zip: 
	State: 
	City: 
	Line1: 

	Address_Residence: 
	Combined_Line: 
	State: 
	Zip: 
	City: 
	Line1: 

	FullName: 

	B_Holding_Primary: 
	Arrangement: 
	BusinessDayOfMonth: 
	DayOfWeek: 
	WeekInMonth: 

	Policy: 
	PaymentDraftDay: 
	FinancialAcivity: 
	PremiumPayment: 
	PaymentMode: 


	FinancialActivity_Initial: 
	Payment: 
	PaymentMethod: Off


	ApplicationInfo: 
	ReqPolicyDeliverToPartyID: Off
	RequestedPolDateYY: 
	RequestedPolDateDD: 
	RequestedPolDateMM: 

	ProductCode: Off


	A_Holding_Primary: 
	Arrangement: 
	BusinessDayOfMonth: 
	DayOfWeek: 
	WeekInMonth: 

	How_Did_You_Hear_About_Us_TV: Off
	How_Did_You_Hear_About_Us_Social: Off
	How_Did_You_Hear_About_Us_Radio: Off
	How_Did_You_Hear_About_Us_Physician: Off
	How_Did_You_Hear_About_Us_internet: Off
	How_Did_You_Hear_About_Us_Family Member: Off
	How_Did_You_Hear_About_Us_Direct: Off
	How_Did_You_Hear_About_Us_Agent: Off
	Policy: 
	FormNo: Off
	FinancialActivity: 
	PremiumPayment: 
	PaymentAmt: 


	PaymentDraftDay: 
	FinancialAcivity: 
	PremiumPayment: 
	PaymentMode: 


	FinancialActivity_Initial: 
	Payment: 
	PaymentMethod: Off


	ApplicationInfo: 
	RequestedPolDate: 
	DentalReplacementInd: Off
	InfoTrueCompleteInd: Off
	Signature: 
	PI_A_SignatureDate: 
	Additional_Agent_1_SignatureDate: 
	Additional_Agent_1_SignatureText: 
	Primary_Agent_SignatureDate: 
	Primary_Agent_SignatureText: 
	PI_B_SignatureDateYY: 
	PI_B_SignatureDateDD: 
	PI_B_SignatureDateMM: 
	PI_A_SignatureDateYY: 
	PI_A_SignatureDateDD: 
	PI_A_SignatureDateMM: 
	PI_B_SignatureText: 
	PI_B_State: 
	PI_B_City: 
	PI_A_SignatureText: 
	PI_A_State: 
	PI_A_City: 

	ReqPolicyDeliverToPartyID: Off
	RequestedPolDateYY: 
	RequestedPolDateDD: 
	RequestedPolDateMM: 

	ProductCode: Off


	A_PrimaryFormInd_F: 
	MedicareQuestions: 
	Feet: 
	Inches: 
	PartBEffDateYY: 
	PartBEffDateDD: 
	PartBEffDateMM: 
	PartAEffDateYY: 
	GoPaperless: Off
	PartAEffDateMM: 
	PartAEffDateDD: 
	GrpNum: 


	A_Olife: 
	Campaign: 
	CampaignCode: 
	CampaignSysKey: 

	Holding_Proposed_Holding: 
	HoldingSysKey_Fav: 


	B_PrimaryFormInd_T_CalculatePremium: 
	PaymentOptions: 
	HHDiscAmt: 
	PremiumAmt: 
	Age: 
	Zip: 
	Plan: 

	A_PrimaryFormInd_T_CalculatePremium: 
	PaymentOptions: 
	HHDiscAmt: 
	PremiumAmt: 
	Zip: 
	Age: 
	Plan: 

	ChecklistG: Off
	ChecklistF: Off
	ChecklistE: Off
	ChecklistD: Off
	ChecklistC: Off
	ChecklistB: Off
	ChecklistA: Off
	A_Relation_PDCR2: 
	InterestPercent: 

	A_Party_PDCR2: 
	Producer: 
	CarrierAppointment: 
	CompanyProducerId: 


	IDReferenceNo: 
	FullName: 

	A_Extension_BlockOfBusinessCode: 
	A_Relation_PDCR1: 
	InterestPercent: 

	A_Party_PDCR1: 
	Producer: 
	CarrierAppointment: 
	CompanyProducerId: 


	IDReferenceNo: 
	Attachment: 
	PrefComm_Contact_Info: 

	PrefComm: Off
	FullName: 



