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THIS APPLICATION MUST BE USED TO WRITE UNITED OF OMAHA MEDICARE SUPPLEMENT PRODUCTS
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Application

1. Complete “Plan Information” Box.

2. Referto the Outline of Coverage for policy forms.

3. Answer all questions in full.

4. PLAN N: If you have an applicant applying for Plan N, skip Section 4. If the applicantis not in
an Open Enrollment or a Guaranteed Issue period, answer only Section 5 of the application. For
more clarification, please see your Underwriting Guide.

5. Sign and Date in all places indicated.

6. Be sure to leave all applicable forms with the proposed insured.

7. See reverse side of this page for additional detailed information.

Collect Premium Amount

* The full modal premium is collected at the time of application.

* C(alculate the premium based on age at time of application.

* Tobacco rates do not apply during Open Enrollment or Guarantee Issue situations.

* Follow instructions on page 1 of Calculate Your Premium form (UC6582_0208) to calculate
the premium.

Provide Client with Buyer’s Guide
Provide Client with Outline of Coverage
Complete Producer Information page

If applicable, complete the Authorization for Electronic Funds Transfer form (ACH/BSP form
U7535_0409) and return with the completed application
*  Withdrawal of the initial premium payment will accur when the application is processed.

Provide Client with Conditional Receipt signed by agent (if applicable), and provide Client with
Notice of Information Practices

Complete, sign and provide client with copy of the Authorization To Disclose Personal Information
(HIPAA form U7566_0709). This form is NOT a requirement if applying during an Open Enrollment
or Guaranteed Issue Period.

Complete Replacement Notice (U7563_IL) and leave a copy with the applicant (if applicable)

Complete Medicare supplement Checklist - Illinois (U8250_IL_1209) and leave a copy with the
applicant

Please provide additional information and comments
in the space provided on the application.

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

BROKERAGE ONLY - Please list your “commission code” in the box on the first page of the
application. This will help avoid delay in commission payment.



There are two parts to this application: One part is the general application. The other part includes necessary
administrative forms that you will need at time of sale.

1, Application - Agent Completes in Full: (please print)
“Plan Information” Box

Policy Form
Requested Effective Date
® Premium Collected (Amount) - Follow instructions on page 1 of Calculate Your Premium form
(UC&582_0208) to calculate the premium. Complete the form for Applicants A & B (if applying) return with
the application.
Initial Made* (A=Annual, S=Semiannual, Q=Quarterly, B=Automatic Funds Withdraw, or ACH=Automated Clearing House)
Renewal Premium (Amount)
Renewal Mode* {(A=Annual, $=Semiannual, Q=Quarterly, or B=Automatic Funds Withdraw)
*Direct Monthly billing not available
Section 1 “General Information”-
The Residence address and ZIP code are indicated. Alternate address for billing as indicated (when applicable).
The applicant's current age at time of application.
The applicant’s Social Security number as indicated from applicant’s Social Security Card.
For applicants already covered by Medicare, include applicant’s Medicare number on the application as
indicated from the applicant’s Medicare Health Insurance Card. 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.
¢ The applicant’s current Height in feet and inches and Weight in pounds.
Sections 2 and 3 “Existing Coverage Information”-
Please complete all questions in full.
Ifthe applicant is not covered by Medicare, indicate “Eligibility Date” and “Date of Enrollment”
List all individual and group health policies held by the applicant in the appropriate section of the application.
Ifthe applicant is replacing current coverage with this policy, indicate the following information.

— Name of Company — Issue Date
— Policy/Certificate Number - Termination/Disenrollment Date
— Plan - Kind of Policy

NOTE: An interviewer may call to verify/confirm the information provided on the application,

2. Administrative Forms

Producer/Agent Information
= Be sureto include your Social Security number and commission code.

NOTE: This information is necessary for the underwriting process and commission payment.
¢ Include your telephone number, e-mail address and FAX number for contact purposes.

Authorization for Electronic Funds Transfer by United of Omaha Life Insurance Company (ACH/BSP) -
If applicant chooses to pay premium by ACH/BSP, complete this form accurately and in its entirety and return with
the application.
* QOption A - Pay all premiums (15t & montly renewals) by ACH/BSP - DO NOT submit a check for payment.
= QOption B - Pay 1st month by paper check & monthly renewals by BSP - A check for initial monthly premium MUST
be submitted with the application
+ Option C- Pay 1st month by ACH & pay renewals by direct bill (monthly direct billing is not offered) -
DO NOT submit a check for initial premium payment.
Conditional Receipt and Notice of Information Practices
e Complete and sign the receipt (if applicable), detach entire page and leave with applicant.

Authorization To Disclose Personal Information (HIPAA}

¢ [fclientis NOT applying during an Open Enrollment or Guaranteed Issue Period, complefing the Authorization
To Disclose Personal Information form IS a requirement. Please have the applicant read the form, fill in
required information, sign, date and leave a copy of the completed and signed form with applicant.

¢ |Ifclient IS applying during an Open Enrollment or Guaranteed Issue Period, completing the Authorization
To Disclose Personal Information form is NOT a requirement.

Replacement Notice - complete if applicable

+ Complete form including signature and date.

e Leave a copy with applicant (if applicable).

State - Specific Forms - complete if applicable

* Be suretoinclude all state appropriate forms.



UNITED OF OMAHA LIFE INSURANCE COMPANY

A Muruarn of Omama CoMpPany

Group number (il applicable):

"

Application For Medicare Supplement Coverage MuruaurOmana
Mgr./Commission Code (Required Field [or Brokerage) | District Sales Manager/Assoc. Marketer Application Reviewed By
MEDICARE SUPFLEMEN'L' FLAN INFORMAITON (ta 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 Lifective Date Requested Lifective Date
Premium Collected § Premium Collected $
Initial Mode A, s, [0Q, OBJACH Initial Mode 1A, (1S, £0Q, OB,0JACH
Renewal $ Renewal §
Renewal Mode[JA, [0S, L1Q,[0B  (monthly not available) Renewal Mode [JA,[s,[3Q,00B,  (monthly not available)
P f) AN R A ) (N D P
Applicant Applicant B
Name (First/Middle/Last) Namc (First/Middle/Last)
Residence Address Residence Address (if different from Applicant’s)
Clt}’ Clt}’
State ZIP State AV
Mailing Address (if different from residence address) Mailing Adldress (if different from residence address)
City City
State ZIP Statc 21
Home Phone No ) Home Phone No (
(arca code) {area code)
Current Age __Datc of Birth / / CurrentAge Datc of Birth / /
mo  day  yr mo dav  vr
Male [] Female [] Malc [] Female []

Social Security No

Social Security No

Moedicare Health Insurance Card Number (if known)

Moedicare Health Insurance Card Number (if known)

E-mail Address

E-mail Address

Height Weight
Ft In Lbs

Height Weight
Ft In Lbs

Have you used tobacco in any form in the past
12 MIOITHS? oot ceeeeeeeeeeeeenseenneeeesseenneee YOS [ No[

Have you uscd tobacco in any torm 10 the past
12 MONTRS? ottt seseeneseneeeeeeeenes Yes[J Nol[]
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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
Qutlinc of Coverage? Yes A No D | Yes O No
'I'o the Best of Your Knowledge:
1. Arcyou covered under Medicare Part A? Yes Nol | Yes O No O
If “YES,” what is your Part A cffective datc? / / / / /
Applicant Applicant B
If “NO,” what is your cligibility datc? / / / / /
Applicant Applicant B
2. Arcyou covered under Medicare Part B YesO NoeO | Yes O Neo O
If “YES,” what is your Part B cffective date? / / / / /
Applicant Applicant B
If “NO,” indicate date you plan to caroll. / / / /
Applicant Applicant B
3. Did you turn age 65 in the last six months? YesO NoO | Yes 0 No O
4. Did you curoll in Medicare Part B in the last six months? YesO NoO | Yes O No O
If “YES,” indicate your cffective date. / / / / /
Applicant Applicant B

If you lost or arc losing other health insurance coverage and received a notice from your prior insurer saying you were cligible
for guaranteed issuc of a Medicare supplement insurance policy, or that you had certain rights to buy such a policy, vou may be

guaranteed acceptance in onc or more of our Medicare supplement plans. Pleasc include a copy of the notice from your prior insurcr
with your application. PLEASE ANSWERALL QUES1IONS. Please mark “YES” or “NO” with an “X” to the questions bdow.

UR PROTECTION, the National Association of Insurance Commissioners requests that we ask the
following questions about insurance policies or certificates you may have,

Lo the Best of Your Knowledge: Applicant Applicant B

1. Arcyou applying during a guaranteed issuc period? YesO NoO | YesO No O
{(NO'LE: Ifthe answer above is “YES,” pleasc attach proof of cligibility. )

2. Do vou have another Medicare supplement or Medicare sclect insurance policy or
certificate in force? YesO NoO | YesO No O

(a) If“YES,” with what company, and what plan do you have?

Applicant Applicant B
Name of Company Namc of Company
Policy/Certificate Number Policy/Certificate Number
Plan Plan
Issuc Date Issuc Date
[/ [
{b) I“YES,” do youinlend (o replace your current Medicare supplement policy/certilicatle with
this policy? YesO NoO | YesO No O
(¢) If“YES,” indicate termination date. / / / / /
Applicant Applicant B
{d) If“YES,” haveyou received a copy of the replacement notice? YesO NoO | YesO No O

If you have had any other Medicare plan coverage as referenced below, not to include

Medicare supplement, please complete questions (a-g) below. If not, skip to question #4.

3. If you had coverage from any Medicare plan other than original Medicare within the past
63 days (for example, a Medicare Advantage plan, or a Medicare [LIMO or PPO), fill in your
start and cnd dates below. If you are still covered under this plan, leave “END” blank

STARYL f { END __ { [ /SIARL [ /[ END__/ i

Applicant Applicant B
{a) If vou are still covered under the Medicare plan, do you intend to replace your current
coverage with this new Medicare supplement policy? YesO NoO | YesO No O
{b) If“YES,” haveyou received a copy of the replacement noticet Yes O No O Yes O No O
{¢) Reason for termination/disenrollment? f
Applicant Applicant B
{d) Planned datc of termination/discorollment? / / f_ A |
Applicant Applicant B
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{c) Was this vour first time in this type of Medicare plan?
{f) Did youdrop a Medicare supplement or Medicare select policy/eertificate to enroll in this

Medicare plan?

{g) Is your former Medicare supplemenl or Medicare select policy/cerlilicale still available?
4. Have you had coverage under any other health insurance within the past 63 days?

(For example, an cimployer, union, or individual non-Medicare supplement plan.)

{a) If“YES,” with what company and what kind of policy? (List below.)

Applicant Applicant B
YesO No Yes 0 No O
YesO No O Yes O No O
YesO No O Yes 0 No O
Yes O No O Yes 0 No O

Applicant

Applicant B

Name of Company

Kind of Policy

Name of Company

Kind of Policy

SIARL /

/

END / /

Applicant

If “YES,”

Meadicare Part B premium?

(¢) Reason for termination/discnrollment?

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

{d) Planned date of termination/disenrollment?

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

{a) Will Mcdicaid pay your premiums for this Medicare supplement policy?
{b) Do you reccive any benefits from Medicaid O'THER THAN payment toward your

/ SIARIT [ END [
Applicant B
Applicant T Applicant B
/ [/
Applicant Applicant B
Yes O NoO Yes O No O
Yes O NoO Yes O No O
YesO NoO | Yes O NoO

6. Producers shall list any other health insurance policies 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/Certificatc Number

Policy/Certificatc Number

Description of Benefits

Description of Bencefits

Effective Date of Coverage

Effective Date of Coverage

{b) List policies sold in the past five (5) years which are no lo

nger in force.

Applicant

Applicant B

Name of Company

Name of Company

Policy/Certificate Number

Policy/Certificate Number

Dcscription of Benefits

Description of Bencefits

Effective Date of Coverage

Effective Date of Coverage
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