MUTUAL OF OMAHA LIFE INSURANCE

Full-time employees (30+ hours) are provided $20,000 Life and AD&D coverage, paid by
the Ross-Pike County ESD Board.

Dependent Term Life coverage is available, paid by the employee ($2.72 /month}).

SPOUSE SPOUSE CHILD BENEFIT CHILD BENEFIT
BENEFIT GUARANTEE (14 DAYSTO 6 (6 MOS. TO LIMITING
ISSUE AMOUNT MOS.) AGE

$5,000 $5,000 $500 $2,500

You may choose additional life insurance coverage, based upon approval by Mutual
of Omaha, determined by the table below:

AGE BAND | EMPLOYEE RATE
PER $1,000
<24 $0.04
25-29 $0.04
30 - 34 $0.05
35-39 $0.07
40 — 44 $0.10
45 — 49 $0.17
50 — 54 $0.26
55— 59 $0.41
40 — 64 $0.54
65 — 69 $0.92
70 - 74 $1.59
75-79 $1.59
80 — 84 $1.59
85— 89 $1.59
90 - 100 $1.59

*Employee rates are calculated based on the employee's current age as of the
effective date of the plan. Employee rates are adjusted once each year on the plan

anniversary date for employees advancing to the next age band.
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Enrollment Form

Underwritlen by: United of Omaha Life Insurance Company

Employer Section (To be completed by the employer/plan administrator. Required flelds are marked with an asterisk (*).)

“Employer's Name: Ross Pike County Educational Service District EKeel faiBHE] Group ID: gopoamay

Sub Group ID: Localion Code: Class: *Occupalion;

Hours Worked Per Week:

‘Salary: Oxourly Oweekly OBi-weekly *Date of Hire:
$ CIMonth Csemi-Monthly ClAnnuvall

Employee Section (Please print clearly. Required (ields are marked with an asterisk(*).)

Enroliment ID: 6144

*Last Name: *First Name: M

*Soclal Security Number: *Birth Date (MM/DD/YYYY): *Gender: [1 Male *Marital Status: [ Single  TJ Marrie
[ Female [ pivarcad 1 Widow

*Street Address: E-Mail Address:

*Clly: *Zip Code:

Voluntary Life Coverage Election
If you (the employee) are age 70 or older: The guaranteed amount avallable (o you withoul answering health questions éGuarn’iitee’ Issus Amount) and the life
Insuranca benafit amount elecled ara sulﬂwt to benefil reductions dus to your age. Al age 70, the guaranieaed amount and the benefit elected decrease 1o 65% o
the original amount, At age 75, amounts decrease to 45%. At'age 80, amounts decrease lo 30%, Al age 85, amounls decrease to 20%. Al age 90, amounts
dacrease to 15%. As your life Insurance benefit amount decreases, your premiuim amount will also decreass,

B - H
Employee Only Coverage s:{:’é‘;‘g’;\’:%"&%on Seml Month(l 4!PYr:i;‘r;':i)urn Amount

$10,000
$20,000
$30,000
§40,000
Other $
Decline
If you are enrolling for Voluntary Term Life coverage In excess of the Guarantes Issue Amount of 5 imes your annual salary or $40,000 (whichever is less), you
must complete and submit an Evidence of Insurabliily form. The form Is avallable from your employar, or complete online at www,mutualafomahaicom/eol,
Baslc Life and AD&D Coverage Elections

Voluntary Life - Employee

aooooo
& N A N A

Employee and Dependent Caverage Enrol} Decline | Beneflt Amount Saml-Monll}l 4!;;::1r;um Amount
Baslc Lite - Employes @ ] s RO 0D Paid by Employer g

Basic Life - Spouse* a0 d 2

Baslc Life - Child(ron)** O O §

**Tha Child(ren) Benefit Amount listed z:ﬁg!ias lo children age six months to the limiting age of the plan only. A different benefil amount may apply to any child({ren)
while thoy are under the age of slx months. Please contact yaur eémplover/benelits. siralor for additional Information. ] . .
Beneficlary for Death Benefits (Right to'chanae beneficiary is reserved to the insured.)

if more than one beneficiary is named, the beneficiaries shall share benefils equally unless otherwise stated below. If Indicating benefit percentages, the percenlag
miust tolal 100% for Primary Beneliciaries and 100% for Secondary Beneficiaries, goma states have laws regarding beneficlary designalion. Please consull your
employar/benefils administrator for additional infarmation, If you need to designate more beneficiaties than space will allow, please Include his informalion on a
separale piece of paper and submil il with this form, clearly slaling your name.

Primary Baneficlary Deslgnatian

Last Name First Name Relationship to | Date of Birth Address of Bensficiary Benefil
Insured (MM/DD/YYYY) (Address, City, State, Zip) Percentage (%
Percentage Tolal: 100%
Secondary Beneficlary Designation
Last Name First Name Relationship to | Dale of Birlh Address of Beneficiary Benefil
Insured (MM/DDIYYYY) (Addrgss, Cily, State, Zip) Percentage (%
B - Percenlage Total: 100%
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Enroliment Information :

Enrallment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the policy). If you are required lo pay premiums for
coverage, the enroliment form MUST bie signed and daled lo authorize payroll deductions. The premium amounts Indicated on this form are estimales, and are

subject to change based on the final terms and conditions of the policy as well as your salary and age on the effective date of the policy.
Agreement and Slgnature

| represent that the information | have provided in this enroliment form Is complete, true and accurate to the best of my knowledge. | understand thal payment of
premium does not ensure my eligibility for covera?e. | understand and agree that | musl satisfy all active work, aclive employmenl and/or aclive eligibility
requirements that pertain fa the policy o be eligible for coverage. Should | apply for waived cwaragie in the fulure, | understand thal evidence of insurabilily ray
required, acceplable to the insurance company, at my own expense. | understand that if coverage is applied for in the fulure, it must be during an enrallment pe
or due 10 a life change evenl as defined by the policy, and that a waiting period may apply.

By slgnln? below, | acknowledge that | understand and agree to the above stalements, and thal | have read and understand the benefit summarles provided to it
for each line of coverage. The above requirements will apply unless otherwlse stated in the policy, or unless prohibited by any applicable slate or federal law.
SIGNATURE OF EMPLOYEE DATE

Additional Information

Fraud Warning: Any person who knowingly and with intent to defraud any insurance company or olher person files an application for insurance or statoment of
claim containing ﬂnl\: malerially false information or conceals for the purpose of misleading, informalion concerning any fact material thereto commits a fraudulent
Insurance act, which is a ¢rime and subjects such person to criminal and civil penallies.
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