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Wa've Got You Covered

As an active employee of Monroe Municipal Utilities Authority,
you have access to a life inswrance pelicy from United of Omaha
Life Insurance Company.

It replaces the income you would have provided, and helps pay
funeral costs, manage debt and cover ongoing expenses.
How much insurance is enough?

When determining how much life insurance you need, think

about the expenses you may encounter now and threugh every
stage of your life,

Coverage guidelines and benefits are cutlived in the chart below.

:g[b&fhty Requirement You must be actively working a minimum of 30 hours per wsek to be eligible for

coverage,
Dependent Efigibility To be eligible for coverage, your dependents must be able to perforrm normal
Requirement activities, and not be confined (at home, in a hospital, or in any other care facility),
_________________ and any child(ren) must be under age 26.
Premium Payment The premiums for this insurance are paid in full by the policyholder. There is o

- cost to you for this insurance. .
For You: $50,000

For Your Spouse: $5,000

For Your Dependent Child{ren): Six months and older $5,000
14 day to less than six months  $1,000
Less than 14 days $1,000

- In the event of death, the benefit paid will be equal fo the benefit amount after any age reductions
oo less any living care/accelerated death benefits previously paid under this plan.

" Life Insurance
Benefit Amount
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| For You: The Principal Sum amount is equal to the amount of your lite insurance benefit.

' 50% of the amount of the life insurance be
$25,600.
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! Waiver of I[Fit is determined that you are totally disabled, your life insurance benafit will continue without
| Premium payment of premium, subject to certain conditions.
| Additional In addition to basic AD&D benefits, you are protected by the following benefits:
| AD&D Benefits | - Child Education - Seat Belt - Airbag
L , - Spouse Education - Repatriation
i Portability Allows yeu to continue this insurance program for yourself and your dependents should you leave
your employer for any raason, without having to provide evidence of insurability {information about
| yeur health). You will be responsible for the premium for the toverage.
If your employment ends, you may apply for an individual iife insurance policy from Mutual of

i Conversion

f

Omaha without having to provide evidence of insurabifity (information about your health). You will

be responsible for the premium for the coverage
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. Hearing + The Hearing Discount Program provides you and yo y discounted hearing products,
. Discount including hearing alds and batteries. Call 1-888-534-1747 or visit
| Program wriner arnplifonusa comimutualofomaha to learn more. T

We work with Willing® to offsr employees an oniine will prep tool. In just a few clicks you can |

Wil Prep

cornplete a customized plan

protect your family and property (valid in all 50 states). To get
staried visit A H -
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- At age 65, armounts reduce to 65%

3

. Information about the AD&D exclusions for this plan will

| after enrolling.

- Atage 70, amounts reduce to 50%

. Please contact your employer if you have questions prior to enroiling.

be included in the summary of coverage, which you will recsive |

|
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>rrequently Asked Questions

Who is eligibie for this insurance?

* You must be actively wotking (performing all normal duties of your job) at least 30 hours per week.

* Your dependent(s) must be performing normal activities and not be confined (at home or in a hospital/care facility) and any
child{ren) must be under age 26.

What is Guarantee lssua?

The amount of insurance applied for without answering any health questions (or which does ot require evidence of insurability).
Coverage amounts over the Guarantee Issue Amount will require evidence of insurability.

What is Evidence of Insurability?

Evidence of Insurability or proof of good health — may be required if you are a late entrant and/or you request any additional
coverage above your guarantse issue amount.

Can | take this insurance with ma i | changs jobs/am no longer a member of this
groun’?
In the event this insurance ends due to a change n your employment/membership status with the group, or for certain other

reasons, you or your insured spouse may have the right to continue this insurance under the Portability or Conversion provision,
subject to certain conditions.

Are thare any limitations, reductions or exclusions?
The benefits payabie are based on the following;

* Insurance benefits and guarantee issue amounts are subject to age reductions:
- At age 65, amounts reduce to 65%
- At age 70, amounts reduce to 50%

¢ Information abou: the AD&D exclusions for this plan will be included in the summery of coverage, which you will receive
after enrolling,

All exclusions may not be applicabie, or may be adjusted, as required by state regulatiors.

This information describes some of the featares of the benefits plan. Benefits may not be available in all states. Please refer to the certificate
booklet for a full explanation of the plan's benefits, exclusions, limitations and reduetions. Should there be any discrepancy between the
certificate booklat and this outline, the certificate booldet will prevail. Life insurance and accidental death & dismemberment insurance are
underwritten by United of Omaha Life Insurance Company, 3300 Mutusl of Omaha Plaza, Omaha, NE 68175, Policy form number

T000GM-U-EZ 2010 or state equivalent {in NC: 7000GM-U-EZ 2010 NC). United of Omaha Life Insurance Company is licensed
nationwide, except New York.
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. Underwritten by 3300 Mutual of Omaha Plaza
iC- Urited of Omaha Lifa Insurance Company Omaha, NE 68175-0001
@ MUTUE[Q‘:O"}HHB Mutual of Omaha Insurance Company Toll Free {(800) 877-5176

Mutuai of Omaha Affiliates Fax (402) 997-1865

Designation of Beneficiary Form

. Emplg_yer/GrDOp Saction (To be cdmfﬁfetéd by the emﬁloyer/p!an édministrator. Required fields are marked with an asterisk(*).)

*Employer/Group N : . (ees . Group ID;
melover/Group Name: 1o Municipal Utilities Authority "™ G000AJSQ
Emp!oYee/Membé? Section (Please 'pﬂrint cleé-ffy;-Re.qtiir:er'j"‘fi'élés are marked with an asterisk{*).) o o
*Last Name: *First Name: Ml
*Social Security *Birth Date *Gender: *Marital
Number; (MM/DD/YYYYY; Status:
*Street Address: Email Address:
*City: *State; *ZIP Code: Telephone: ¢ )

_Beneficiary for Death Benefits (Right to change beneficlary is reserved o the insured _ g :
Subject to the terms of the group contract(s), batween Muiual of Omaha or a company affiliated with Mutual of Omaha and ssid amployer, |
request that the following bereficiary (beneficiaries) be substituted under said contract(s} as my designated beneficiary (baneficiaries), in lieu
of any and all beneficiaries praviously namad by me,

if more than one beneficiary is named, the beneficiaries shall share benefits equaily unless otherwise stated bslow. If indicating benefit
percentages, the percentages must total 100% for Primary Beneficiaries and 100% for Secondary Bengficiaries. Unless otherwise exprassly
provided, if any beneficiary designated below pradeceases me, the share which such beneficiary would have received if such beneficiary had
survived me shall be payable squally to the remaining designated beneficiary or beneficiaries, I no designated beneficiary survives me, the
beneficiary shall be determined as prescribad in the group contract(s),

: . . Dategf . Benefit
- Reiationship . ; Address of Beneficiary p t
Last Name First Name to Insured (MM/%)'[;%YW)‘ {Address, City, State, ZIP) : er%:/:)age

. Percentage Total: - 100%

Secondary Béhéﬁcia‘r‘y‘Deg_',i_gr'{é'ti'dn'-Emb’lc}i;é"r"iiai'a'cd'%iérage"“ SR L - :
i Date of . - Benefit
Address of Beneficiary Percentage

Refationship - i
Birth (Address, City, State, ZIF) (%)

Last Name First Name
to Insured (MM/TO/YYYY)

Percentage Total:  100%
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Primiary Beneficiary Designation-Voluntary Coverage

oo Dateof e Benefit
Last Name . First Name Rfée}t'ggfhép Birth ( ,@%ﬂress (?thBegfaftlgaZrYP) Percentage
nSUred MDY ess, Ly, state, (%)
o . . ) Percentage Total: TOO%
.3econdary Beneficiary Designation-Voluntary Coverage _ L e
' . . Dateof - Benefit
: D Relationship ; Address of Beneficiary
Last Narmne . First Name Birth : . Percentage
to Insured (/DDA (Address, City, State, ZIP) %)

Percentage Total:  100%

| understand that this Designation of Beneficiary shall apply to all insurance contracts issued to me by Mutual of Omaha or a
company affiliated with Mutual of Omaha, unless i make a separate designaticn for each coverage, either on or after the date of this
designation. | also understand that this Designation of Beneficiary is subject to change as provided in the group contract(s).

By signing below, | acknowledge that (a) | understand and agree fo the terms of this form as noted above; and (b) this
Designation of Beneficiary is effective as of the date submitted,

Signature of Employee/Mamber Date
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