Enrollment Form

Underwrilten by: United of Omaha Life Insurance Company

Broughtioyouby:

$
Employee Section (Flease print.clemly. R

Required fields are marked with an asterisk(™).)

Enroliment 1D: 11924
Mi:

*Soclal Security Number:

*Birth Late (MM/DDAYYYY):

*Gender: [ Male
3 Femate

*Marital States: T} Single (3 Married
L1 bivorced I widowed

*Strect Address!

E-Mail Address:

Employee and Dependent Coverage

Benefit Amount -
Select One Option™

Monthly Premium Amount
12{Year)

Voluntary Life - Employee

.- Uolﬁn:éfy Life - Spouse‘.'

Vo[untary Llfe Chlld(ren)'"'
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$20,000
$60,000

$70,000

oEoono

7
b

$1 0 000
$15,000
$20,000
$25,000
Decllne

$10.000 (per child)
‘Decline

*
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..}.Employee Coverage Only.....

Monthly Premium Amount |

(12/Yeir)

Short-Term Disability
Basic Life and AD&D Coverage Elections

Employee and Dependent Coverage

Paid by Employer

Monthiy Premium Amount
{12/Year}

Basic Life - Employee K o s Paid by Employer
Basic Life - Spouse™ | o 3

. by E
Basic Life - Child{reny™ ] 0o -3 Paid by Employer

**The: Child{ren) | Benefit Amount listed appi:es to-children age six. months ta the hmihng age of the plan on1y A different befefit amolmt may apply to any chlld(ren)
while ihey are undsr tho-age of six months. Pleasé contact your smployerbenelts administrator for additional information, - -
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1D: B-33036, FORM CONTINUES ON PAGE 2

*Employars Name: St. Clair County Commission "Effective Date: Group 12t socoaces
*Salary: DWeekIy [:lBI-Wee!dy *Date of Hire: Hours Worked Per Week:
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Beneficiary for Death Benefits {Right t¢ change beneficiary is reserved 10 the insurad,)

If more than one beneficiary Js named, the bensficiaties shall share benefits equally unless otherwlse stated below, If indicating benefit percentages, the percentages
must total 100% for Primary Beneficlaties and 100% for Secondary Beneficiaries. Some states have laws regarding beneficlary designation. Plsase consult your

employer/fenefits administrator for addifional information. If you need to designate more heneficiaries than >
separate plece of paper and subrnit it with this form, clearly stating your name. Information is not required but wilt help ensure your beneficlary receives payment,

acs will allow, please include this information dna

Primary Beneficlary Designation

{Adiirass, City, State, Zipk:

# Last Name First Name Relationship to Date of Birth $8N Benefit
. Insured (MMDBYYYY) Percentage
(%)
1 Telephons; Address of Beneficlary
(Address, Cily, State, Zip):
" 2 |Telephons: Address of Baneficlary
(Ad«jr_e_ss, _C[&y{ Sta_te. Ziph
3 [relephone: Address of Bensficlary
(Address, City, State, Zip):
Percentage Total: 100%
Secondary Benefleiary Deslgnation
# Last Name First Name Relationship to Gate of Birth 38N Benefit
Insured (MM/DD/YYYY) Pen}%tage
1 Telephone; Address of Beneflciary
{Address, City, Slate, Zip):
2 [Telephone: Address of Benefick
(Address, Clty, State, Zip):
3 Telephone: Address of Bensficlary

Enrollment Information 7
Envollment must cccur within 31 days from the date the employee becomes eligible {or as otherwise stated in the policy). If you are required to pay premiums for any

Percentage Totai:

100%

coverage, the enrollment form MUST be signed and deted to authorize payroll deductions. The premium amounts indicated on this form are estimates, and are

stbject fo change based on the final ferms and conditions of the poli

Agreement and Sighature

Hhay are confined
of the palicy. Should |
my own expense. | u

premium does not ensure my eligibility for eovera?
requirerents that pertaln to
&t home,

e pelicy to be eligibi

in @ hospital, or in any other institution or facllity) or disabied on the dafe insurance would otherwise

as well as your salary and age on the effective date of the poll

I reprasent fhat the information | have provided in this enzollment form is complete, true and acourate to the best of my knowledge. 1 understaind that payment of
e. i understand and agree that | must satisfy all active work, active employment andfor active eligibility
& for coverage. | understand and agree that Iie insurance coverage for my el

%Ible_ depandent(s) may be detayed if
eqin, ih accordanca with the tams

:gp[y for walved coverage in the future, | understand that evidence of insurability may be required, acceptable to the insurance company, at
arstand that if coverage is'applied for in the future, it must be during an enroliment period or due to a kfe change event as defined by the

policy, and that a waiting period may apply.

| By signing balow, | acknowledge that | understand and agree to the above statements, and that | have read and understand the benefit summaries provided fo me
for each line of coverage. The above requirements will apply unless otherwise stated in the policy, ¢r unless prohib

SIGNATURE OF EMPLOYEE

Additional Information

Fraud Waming: Any person who knowingly presents a false or fraudulent clairn for payment of a loss or benefit or who knowingly presents fa
application for insurance Is guilty of a crime and may be subfect to restitution fines or confinement in prison, or any combination thereof,

ited: by any applicable state or federal law.

Ise information in an

Unitad of Omahia lnsurance Company * Mutual of Oimahia Plaza : Omaha, NE 68175
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