UNITED OF OMAHA LIFE INSURANCE COMPANY

A MuTuaL of OMaHA COMPANY

Application For Medicare Supplement Coverage

Mz Omasa

Mgr./Commission Code (Required Field For Brokerage) | District Sales Manager/Assoc. Marketer

Application Reviewed By

PLAN INFORMATION (to be completed by Producer)

NOTE: For ALL sections, ONLY complete the Applicant B information if to be insured.

Applicant Applicant B
Policy Form Policy Form

Requested Effective Date

Requested Effective Date

Premium Collected $

Premium Collected $

InitialMode A, S, Q, B, or ACH

Initial Mode A, S, Q, B, or ACH

Renewal $

Renewal $

Renewal Mode A, S, Q, B (monthly not available)

Applicant

Renewal Mode A, S, Q, B (monthly not available)

1. PLEASE READ THE FOLLOWING CAREFULLY AND ANSWER ALL QUESTIONS COMPLETELY.

Applicant B

Name (First/Middle/Last)

Name (First/Middle/Last)

Mailing Address (if different from residence address)

Residence Address Residence Address (if different from Applicant’s)
City City
State ZI1P State ZIP

City

Mailing Address (if different from residence address)

State ZIP

City

State ZIp

Home Phone No (

(area code)

Home Phone No (

(area code)

Current Age Date of Birth [/ Current Age Date of Birth [/

mo day yr mo day yr
Male 1 Female [1 Male OJ Female [
Social Security No Social Security No

Medicare Health Insurance Card Number (if known)

Medicare Health Insurance Card Number (if known)

E-mail Address

E-mail Address

Height Weight
Ft _In Lbs

Height Weight
Ft In Lbs
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2. PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS.

1. Have you received a copy of the Guide to Health Insurance for People with Medicare and the Applicant Applicant B
Outline of Coverage? Yes [ Nol[l | Yesd No [l
2. Have you used tobacco in any form in the past 12 months? Yes [ Noll | Yes[d NoO
To the Best of Your Knowledge:
1. Areyou covered under Medicare Part A? Yes O NoO | Yes O No [l
If “YES,” what is your Part A effective date? / / / / /
Applicant Applicant B
If “NO,” what is your eligibility date? / / / / /
Applicant Applicant B
2. Are you covered under Medicare Part B? Yes 0 Noll | YesD No [l
If “YES,” what is your Part B effective date? / [ / / /
Applicant Applicant B
If “NO,” indicate date you plan to enroll. / / N/ / /
Applicant * Applicant B
3. Did you turn age 65 in the last six months? Yesd NoO | Yesd No O
4. Did you enroll in Medicare Part B in the last six months? YesJ Noll | Yes O No[J
If “YES,” indicate your effective date. / / / / /
Applicant Applicant B
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 that you had certain rights to buy such a policy, 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.

3. FOR YOUR PROTECTION, the National Association of Insurance Commissioners requests that we ask the

following questions about insurance policies or certificates you may have.

To the Best of Your Knowledge: Applicant Applicant B
1. Are you applying during a guaranteed issue period? YesO NoO | Yesd No O
(NOTE: If the answer above is “YES” please attach proof of eligibility.)
2. Do you have another Medicare supplement or Medicare select insurance policy or
certificate in force? Yes O No[d | Yes[d No [
(a) If “YES,” with what company, and what plan do you have?
Applicant Applicant B
Name of Company Name of Company
Policy/Certificate Number Policy/Certificate Number
Plan Plan
Issue Date Issue Date
[/ / /
(b) If“YES,” do you intend to replace your current Medicare supplement policy/certificate with
this policy? Yes 0 No[d | YesdO No[J
(¢) If “YES,” indicate termination date. / / / / /
Applicant Applicant B
(d) If“YES,” have you received a copy of the replacement notice? Yes [ No[l | Yes No[l
If you have had any other Medicare plan coverage as referenced below, not to include
Medicare supplement, please complete questions [(a-f)] [(a-g)] below. If not, skip to question #4.
3. Ifyou had coverage from any Medicare plan other than original Medicare within the past
63 days (for example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your
start and end dates below. If you are still covered under this plan, leave “END” blank.
START___/ / END__/ | /START__/ [ END__ [ [ _
Applicant Applicant B
(a) Ifyou are still covered under the Medicare plan, do you intend to replace your current
coverage with this new Medicare supplement policy? Yes D No[l | Yes O No[l
{(b) If“YES,” have you received a copy of the replacement notice? Yes[O Nol | Yesd Noll
(¢) Reason for termination/disenrollment?
Applicant Applicant B
(d) Planned date of termination/disenrollment? / / / / /
Applicant Applicant B
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Applicant Applicant B
(e) Was this your first time in this type of Medicare plan? Yes O NoO | YesO No [l
(f) Did you drop a Medicare supplement or Medicare select policy/certificate to enroll in this
Medicare plan? Yes[0 No[l | Yesl No[l
(g) Is your former Medicare supplement or Medicare select policy/certificate still available? | Yes[J No [l | Yes [J No [l
4, Have you had coverage under any other health insurance within the past 63 days? YesO NoO | Yesd Nol[l
(For example, an employer, union, or individual non-Medicare supplement plan)
(a) If“YES,” with what company and what kind of policy? (List below)
Applicant Applicant B
Name of Company Kind of Policy Name of Company Kind of Policy

START /

/

Applicant

If “YES,”

(c) Reason for termination/disenrollment?

(d) Planned date of termination/disenrollment?

Medicare Part B premium?

(b) What are your dates of coverage under the other policy? If you are still covered under this plan, leave “END” blank.

5. Are you covered for medical assistance through the state Medicaid program?
(NOTE TO APPLICANT: Ifyou are participating in a “Spend-Down Program” and have not
met your “Share of Cost,” please answer “NO” to this question.)

(a) Will Medicaid pay your premiums for this Medicare supplement policy?
(b) Do you receive any benefits from Medicaid OTHER THAN payment toward your

END / / '/ START / / END / /
Applicant B
Applicant Applicant B
/ / [
Applicant Applicant B
Yes[J No[ | Yesd No[l
Yes D No[l | Yesd No [l
Yes[d No[ | Yes[d No [l

6. Producers shall list any other health insurance pdlicies they have sold to the applicant.
(a) List policies sold which are still in force.

Applicant

Applicant B:

Name of Company

Name of Company

Policy/Certificate Number

Policy/Certificate Number

Description of Benefits

Description of Benefits

Effective Date of Coverage

Effective Date of Coverage

(b) List policies sold in the past five (5) years which are no longer in force.

Applicant

Applicant B

Name of Company

Name of Company

Policy/Certificate Number

Policy/Certificate Number

Description of Benefits

Description of Benefits

Effective Date of Coverage

Effective Date of Coverage
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If you are applying during Open Enrollment or a Guaranteed Issue period, SKIP SECTION 4 and GO TO SECTION 3.
4. PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS. Make sure all questions are answered by each applicant.

If either you or Applicant B answer “YES” to any of the following questions 1-14, that person is not eligible for coverage.
Applicant B

To the Best of Your Knowledge:
1. Are you currently hospitalized or confined to a nursing facility; or, are you bedridden or

confined to a wheelchair? Yes D No[ | Yes O No [l
2. Have you been diagnosed with emphysema, Chronic Obstructive Pulmonary Disease
' (COPD) or other chronic pulmonary disorders? Yesd No[ | Yes[d No O

3. Have you been diagnosed with Parkinson’s Disease, Systemic Lupus, Myasthenia Gravis, Multiple
or Lateral Sclerosis, Osteoporosis with fractures, Cirrhosis or kidney disease requiring dialysis? YesO NoO | Yes O No O

4. Have you been diagnosed with Alzheimer’s Disease, Senile Dementia, or any other

cognitive disorder? YesJ NoO | Yes O No [
5. Have you been diagnosed with or treated for Acquired Immune Deficiency Syndrome
(AIDS) or AIDS Related Complex (ARC)? Yes L1 No [l | Yes L1 No [

6. If you have diabetes, do you have any of the following conditions: diabetic retinopathy,
peripheral vascular disease, neuropathy, any heart condition (including high blood pressure)
or kidney disease? If you do not have diabetes, this question should be answered “NO”. Yes 0 NoO | Yes O No [l

7. Do you have diabetes that has ever required more than 50 units of insulin daily? YesO NoO | Yes O No O

8. Within the past two years have you been treated for or been advised by a physician to
have treatment for internal cancer, alcoholism or drug abuse, mental or nervous disorder
requiring psychiatric care or have you had any amputation caused by disease? Yes D Nold | Yes J No [

9. Within the past two years have you been treated for or been advised by a physician to have
treatment for heart attack, heart, coronary or carotid artery disease (not including high blood
pressure), peripheral vascular disease, congestive heart failure or enlarged heart, stroke,

transient ischemic attacks (TTA) or heart thythm disorders? Yes[1 NoO | Yes [ No [
10. Within the past two years have you been treated for degenerative bone disease, crippling/

disabling or rheumatoid arthritis or have you been advised to have a joint replacement? Yes[O No[ | Yesd No O
11. Have you been advised by a physician that surgery may be required within the next 12

months for cataracts? ‘ Yes I Nol | Yes [ No OO
12. Have you been advised by a physician to have surgery, medical tests, treatment or therapy

that has not been performed? Yes O Nol | Yes O No O
13. Have you been hospital confined three or more times in the last two years? Yes Noll | Yesd No [

14. Have you had an organ transplant or been advised by a physician to have an organ transplant? | Yes [0 No [ | Yes 0 No [

15. Are you taking or have you taken any prescription or over-the-counter medications within
the past 12 months? If “YES,” please list the drug and the condition in the following table. Yes [ Nol[d i Yes [ No [

Applicant (please attach a separate sheet if needed) Applicant B (please attach a separate sheet if needed)

Medication Name (copy off
pharmacy label)

.| Date Originally Prescribed

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off
pharmacy label)

Date Originally Prescribed
Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off
pharmacy label)

Date Originally Prescribed
Frequency and Dosage

Diagnosis/Condition
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5. HOUSEHOLD DISCOUNT INFORMATION - Please Answer BOTH Questions 1 & 2 In This Section.

You may be eligible for a policy with a lower rate based on your answers to the statements in Applicant Applicant B
this section.

1. Ihave continuously resided with another person for the last 12 months or are married and
they are also applying for this coverage. If “YES,” please complete the information regarding
Relationship to Applicant below, unless you AND Applicant B are applying for coverage
on THIS application then do not complete the Relationship to Applicant information. Yes[J NoO | Yes O No O

2. 1have continuously resided with another person for the last 12 months or are married and
they have an existing Medicare supplement policy or certificate with Mutual of Omaha
Insurance Company or United World Life Insurance Company or United of Omaha Life
Insurance Company. If you answer “YES,” to this question, please complete the

information regarding Relationship to Applicant below. Yes [1 No [
Relationship to Applicant:
First Name
Last Name
Street Address
City State ZIP

Policy/Certificate Number
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6. PLEASE READ AND SIGN BELOW

IMPORTANT STATEMENTS TO BE READ BY APPLICANT
You do not need more than one Medicare supplement policy.
If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple coverage.
You may be eligible for benefits under Medicaid and may not need a Medicare supplement policy.

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.

B 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.

B 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).

1 wish to apply for a Medicare supplement insurance policy. I represent that my answers and statements on this application are
true and complete. I understand that, upon acceptance of the completed application, each applicant will receive a separate policy.
1 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 of Omaha Life Insurance Company.

Dated at ,on ,
City State  Month Day Year  Applicant’s Signature

Dated at on

City State  Month Day " Year Applicant B’s Signature (if applying)

Premium Must Accompany Application

I/We certify that during an interview with the proposed applicant, I/we have truly and accurately recorded in the application the
information supplied by the applicant.

(Signature of Licensed Producer) (Signature of Licensed Producer)

PRODUCER STAMP PRODUCER STAMP
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ADD ONA ORMATIC PAR 9

Applicant (please attach a separate sheet if needed)

Applicant B (please attach a separate sheet if needed)

Medication Name (copy off
pharmacy label)

Date Originally Prescribed

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off
pharmacy label)

Date Originally Prescribed

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off
pharmacy label)

Date Originally Prescribed

* Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off
pharmacy label)

Date Originally Prescribed

Frequency and Dosage

Diagnosis/Condition

O DR ADD DNA 4

Applicant (please attach a separate sheet if needed)

Applicant B (please attach a separate sheet if needed)
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UNITED OF OMAHA LIFE INSURANCE COMPANY

A Mutual of OMaHA COMPANY

Calculate Your Premium
Medicare Supplement

Medicare Supplement Plan
Before you begin: If you’re not in your open enrollment or guarantee issue period, please go to page 2 to

determine your eligibility for coverage.

Your monthly payment is your last premium
entered (line #2 or #3).

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)

$143.42 monthly payment

$430.26 quarterly payment
$860.52 semiannual payment
$1,721.04 annual payment

Line | Steps Example Applicant’s Applicant B’s
Rate displayed is used for Premium Premium
calculation purposes only.

#1 | Premium : $128.52
Write in your Med supp plan’s premium from
the Outline of Coverage provided.
#2 | Household Discotunt $128.52x.93 =$119.52
Are you eligible to receive a household
discount? In this example, the person
If yes, multiply line #1 by .93. qualifies for the household
If no, enter the amount from line #1. discount.
#3 | Rate Adjustment
Ifyou’re in your open enrollment or guarantee | $119.52x1.20 = $143.42
issue period, skip to step #4.
On page 2, locate your height, then weight. Person’s weight is in the
Class Il 20% column.
If your weight is in the Standard column,
enter the amount from line #2.
If your weight is in the Class | or Il column,
multiply the amount on line #2 by:
1.10 if in 10% column
1.20.if in 20% column
#4 | Payment Options

Complete and return with application

Page 1

UC6582_0208




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.

Rate Adjustment
The column heading above your weight will indicate your appropriate rate adjustment, if any (risk class).

Decline Class 1 (10%) Standard Class 1(10%) | Class il (20%) Decline
Height Weight Weight Weight Weight Weight Weight
4'2" <54 54 - 60 61-110 111-128 129 — 145 146 +
4' 3" <56 56 — 62 63 -114 115-133 134 -151 152 +
4' 4" <58 58 - 65 66 —-119 120-138 139 -157 158 +
4'5" <60 60— 67 68 -123 124 - 143 144 - 163 164 +
4'6" <63 -63-70 71-128 129 - 149 150-170 171 +
4'7" <65 65-73 74-133 134 - 154 155-176 177 +
4'8" (67 67 -75 76 — 138 139 -160 161182 183 +
4' 9" <70 70-78 79 —143 144 - 166 167 — 189 190 +
4'10" <72 7281 82 — 148 149 -172 173 -196 197 +
4'11" <75 75 — 84 85 -153 154 -178 179 -202 203 +
5'0" <77 77 —- 87 88 - 158 159 -184 185 - 209 210+
51" <80 80 —- 89 90 - 164 165 —-190 191 -216 217 +
52" <83 83 -92 93 - 169 170 -196 197 — 224 225 +
5'3" <85 85-95 96 - 175 176 — 203 204 - 231 232+
5'4" <88 88 — 99 100 - 180 181 - 209 210-238 239 +
5'5" <91 91 -102 103 -~ 186 187 - 216 217 = 246 247 +
5'6" <93 93 -~ 105 106 — 192 193 ~ 223 224 — 254 255 +
5'7" <96 96 — 108 109 -197 198 - 229 230 - 261 262 +
5'8" <99 99 - 111 112 -203 204 - 236 237 — 269 270 +
5'9" <102 102 - 115 116 — 209 210~ 243 244 - 277 278 +
5'10" <105 105 -118 119 - 216 217 - 250 251 - 285 286 +
5'11" <108 108 — 121 122 -222 223 - 258 259 -293 294 +
6'0" <111 111 -125 126 - 228 229 - 265 266 — 302 303 +
6'1" <114 114 -128 129 - 234 235 -272 273 -310 311 +
6'2" <117 117 - 132 133 - 241 242 — 280 281 - 319 320+
6'3" <121 121 -136 137 — 248 249 — 288 289 - 328 329 +
6' 4" <124 124 -139 140 — 254 255 - 295 296 — 336 337 +
6'5" <127 127 — 143 144 — 261 262 - 303 304 — 345 346 +
6'6" <130 130 -147 148 — 268 269 - 311 312 - 354 355+
6'7" <134 134 -150 151 - 275 276 - 319 320-363 364 +
6'8" <137 137 — 154 155 -282 283 - 327 328 - 373 374 +
6'9" <140 140 -158 159 - 289 290 - 335 336 - 382 383 +
6' 10" <144 144 — 162 163 — 296 297 - 344 345 -392 393 +
6'11" <147 147 — 166 167 - 303 304 - 352 353 - 401 402 +
7' 0" <151 151 -170 171 -311 312 - 361 362 -411 412 +
7'1" <155 155 -174 175 -318 319 - 369 370-421 422 +
7' 2" <158 158 -~ 178 179 -326 327 -378 379 - 431 432 +
7'3" <162 162 - 183 184 — 333 334 - 387 388 — 441 442 +
7' 4" <166 166 — 187 188 - 341 342 - 396 397 - 451 452 +

Medicare supplement insurance is underwritten by

UNITED OF OMAHA LIFE INSURANCE COMPANY

A MutuaL of OMAHA COMPANY

Mutual of Omaha Plaza
Omaha, Nebraska 68175

mutualofomaha.com

Policy forms UM1, UM2, UM3, UM4, UM5, UM6, UM7, UM8, UM9 or state equivalent.
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