Enroliment Form &
United of Omaha Life Insurance Company 6}

3300 Mutual of Omaha Plaza, Omaha, Mebragka 68175 Mumuaer Omana
= B, KB = 3T w3
*Employer Name: Lincoln Count Effectve Date: Group ID:
Sub Group 1D l Location Code: Class: Oocupation:
*Salary: O Hourly O Weakly O Bi-Weekly | “Dateof Him: Hours Worked Per Weal:
5 O Monthi O Semi-Monthly O Annuall
Member Section (Please prind clearly. Requined fields ane marked with an asterisk]*).)
* Last Namea; * Firat Name: Mz
* 55M/1D Mumber: | * Birth Date (MMDDNYY YY) * Gander: *Martal Status:
*Sirest Addmess: E-mail Addmess:
"City: “State: *Zip Code: Telephone: { | -
0 = § B [Nisakb Dverage = 0
Employee Coverage Only Enroll | Decline Benefit Amount Premium Amount
Voluntary Short-Tarm Disability O O per Weak 5

Enrallment Information
Enrofimant must ocour within 31 days from the date the member bacomes eligible (or as otherwise stated in the applicable policy). If you are mguired
b pay premiums for any coverage, the enroliment form MUST be signed and daled to authorize payroll deductions. The premium amounts indcated

on this form are estimates, and are subject o change based on the final terms and conditions of the applicable policy as well as your age andfor
galary on the effeclive date of the coverage

| represant that the information | hawe provided in this enrclimeant fom s comp lste, tres and accurate to the best of my nowlsdge. | undarstand that

paymen t of premium doss not guarantes el igibility for coverags. | undarstand and agres that | muest safisfy all acdive work or active aligibi ity

requirements fhat perzin to the policy 1o be eligible for coverage.

Should | apply for waived coverage in fre fulre, | understand that evidence of insurability may be required, accepiabls to the undsramiting company,
at my own expense. | understand that if coverags is applisd forin fe fulure, i muest be during an enroliment penod approved by the wnd ersting
company or dus toa e change event a5 defined or allowed by the ap plicable policy, and that a wailing penod may apply.

By signing balow, | aconowledge that | undsrstand and agres o the abowe statements, and fhat | have read and understand the bensfit summarny or
outline of coverags provided o me for each typs of coverags. The abowve reguiremeants will apply unless otherwise siated in the applicable policy, or
uniess prohibi fed by any appicabls state or fedaral law.

SIGMATURE OF MEMEBER DATE ! /

Fraud Waming: Any person who knowinghy and with intent o defrawd any insurance company or ofwer person files an application for insurance or
statement of daim contsining any materially false informaton or conceals for e pupose of misleading , information conceming any fad materisl
fhersin commits a fraudulent insurance adt, which is a aime and subjects such person to aiminal and civil penalies. (Mofe: This frewd waming doss
not apply i residents of AL, AR, CA, CO, DC, FL, K8, KY, LA, ME, MD, NI, NM NY, OH, OR, PR, R, TN, VT and VA. Please rovicow the speciic
frawd warning for your gate of residence if provided below, or view i online st www.mufualofoma ha.com.)

Oregon Fraud Waming: Any person who knowingly and with intent to defraud any insurance company or offver person files an application for
insurance or statement of daim containing any matenialy false informa fion or conceals for fwe purpose of miskeading, information conceming any fad
maierial thersin, may have commitied & fraudulent insrance aci, which may be 3 crime and may subjec such person to criminal and chil penal ies.




