
UAP1132_TX
02/02/2011

________________________________________________________________________





UC7232_TX_0111R 
Texas

Policy Forms UM20-21760 - Plan A, UM23-21761 - Plan F,  
UM24-21762 - Plan G, UM30-22587 - Plan M, UM31-22588 - Plan N

United of Omaha Life Insurance Company
A Mutual of Omaha Company

Whether you’re six or sixty something, playing keeps you young-at-heart. The difference now, of course, is that you 
have adult responsibilities, including making sound financial decisions.

You’ll probably enjoy playing, however you define it, even more when you feel you’ve got your bases covered. 

A Medicare supplement insurance policy from United of Omaha Life Insurance Company (United of Omaha) can 
help you attain that secure feeling. 

All Medicare supplements allow you to 
•  Keep your doctors and health care providers •  Enjoy guaranteed coverage for life*

•  See specialists without referrals 

With a United of Omaha plan, you 

•  Receive benefits with no waiting period* •  Don’t pay a policy fee

Add our helpful midwestern customer service staff and affordable premiums – including a discount for your eligible 
spouse or household resident – and you have the financial value and security you seek.

*see details on back cover

We’ve got you covered. GO PLAY! 

2011 Medicare Supplement  
Insurance Plans

Underwritten by

United of Omaha Life Insurance Company
A Mutual of Omaha Company
Mutual of Omaha Plaza
Omaha, NE  68175
mutualofomaha.com

United of Omaha Life Insurance Company is licensed nationwide except in NY.

Spontaneous. fun! Fearless.



Select the Medicare Supplement Plan that’s Right for You

Medicare 
Pays

Plan A 
Pays

Plan F 
Pays

Plan G 
Pays

Plan M 
Pays

Plan N 
Pays

Medicare Part A 
Hospital Insurance*

First 60 days All but 
$1,132

Deductible Nothing $1,132 $1,132 $566 (50%) $1,132
Coinsurance 
  61-90 days

All but 
$283 
a day

$283 
 a day

$283 
a day

$283 
a day

$283 
a day

$283 
a day

Coinsurance 
  91-150 days

All but 
$566 
a day

$566 
a day

$566 
a day

$566 
a day

$566 
a day

$566 
a day

Extended Hospital Coverage 
  (up to an additional  
  365 days in your lifetime)

Nothing Eligible 
Expenses

Eligible 
Expenses

Eligible 
Expenses

Eligible 
Expenses

Eligible 
Expenses

Benefit for Blood All but 
three 
pints

Three pints Three pints Three pints Three pints Three pints

Skilled Nursing Facility Care
First 20 days 100%

Coinsurance 
  21-100 days

All but 
$141.50 

a day

Up to 
$141.50 

a day

Up to 
$141.50 

a day

Up to 
$141.50 

a day

Up to 
$141.50 

a day

Hospice Care

Outpatient Prescription  
  Drugs

All but  
$5

$5 $5 $5 $5 $5

Inpatient Respite Care All but  
5%

5% of 
Medicare’s 
approved  
amount

5% of 
Medicare’s 
approved  
amount

5% of 
Medicare’s 
approved  
amount

5% of 
Medicare’s 
approved  
amount

5% of 
Medicare’s 
approved  
amount

Medicare Part B  
Medical Insurance*
Deductible Nothing $162

Coinsurance Generally 
80%

Generally 
20%

Generally 
20%

Generally 
20%

Generally 
20%

Generally 
20%**

Excess Benefits 100% up to 
Medicare’s 

limit

100% up to 
Medicare’s 

limit

Benefit for Blood All but 
three 
pints

Three pints Three pints Three pints Three pints Three pints

Additional Benefit*
Emergency Care Received 
  Outside the U.S.

Nothing 80% to  
lifetime max  
of $50,000

80% to  
lifetime max  
of $50,000

80% to  
lifetime max  
of $50,000

80% to  
lifetime max  
of $50,000

*   Refer to the next page and your outline   
of coverage for more information.

**  Requires up to a $20 copayment for an  
office visit and up to a $50 copayment for  
an emergency room visit.

Your Premium Your Premium Your Premium Your Premium Your Premium

$ __________ $ __________ $ __________ $ __________ $ __________



Medicare Part A Hospital Coverage  

Medicare Part A hospital/skilled nursing facility care 
eligible expenses include charges for semiprivate room 
and board, general nursing and miscellaneous services 
and supplies.

Deductible – Plans F, G and N pay the $1,132 
inpatient hospital deductible (Plan M pays $566 of the 
deductible) for each benefit period, which begins the 
first full day you’re hospitalized and ends when you 
haven’t been in a hospital or skilled nursing facility for 
60 days in a row.  

Coinsurance – All plans pay $283 a day when you’re 
hospitalized from the 61st through the 90th day. And, 
when you’re in the hospital from the 91st day through 
the 150th day, you receive $566 a day for each Lifetime 
Reserve day used.

Extended Hospital Coverage – When you’re in the 
hospital longer than 150 days during a benefit period, 
and you’ve exhausted your 60 days of Medicare 
Lifetime Reserve, all plans pay the Medicare Part A 

eligible expenses for hospitalization, paid at the rate 
Medicare would have paid, subject to a lifetime 
maximum benefit of an additional 365 days.

Benefit for Blood – All plans pay Medicare’s one 
calendar-year deductible for blood that is the cost of 
the first three pints needed. 

Skilled Nursing Facility Care Benefit
Coinsurance – Plans F, G, M and N pay up to $141.50 
a day from the 21st through the 100th day during 
which you receive skilled nursing care. You must enter a 
Medicare-certified skilled nursing facility within 30 days 
of being hospitalized for at least three days.

Hospice Care Benefit 
Outpatient Prescription Drugs  – All plans pay $5 per 
prescription for outpatient prescription drugs for pain 
and symptom management. 

Inpatient Respite Care – All plans pay 5% of the 
Medicare-approved amount for inpatient respite care 
(short-term care given by another caregiver, so the 
usual caregiver can rest). 

Medicare Part B Medical Coverage  

Medicare Part B eligible expenses include charges  
for physicians’ services, hospital outpatient services  
and supplies, physical and speech therapy and 
ambulance service.

Deductible – Plan F pays the $162 calendar-year 
deductible.

Coinsurance – After the Medicare Part B deductible, 
all plans pay generally 20% of eligible expenses.  
With Plan N, you pay up to a $20 copayment for 
an office visit and up to a $50 copayment for an 
emergency room visit. 

For hospital outpatient services, the copayment amount 
will be paid under a prospective payment system. If 
this system is not used, then generally 20% of Medicare 
approved expenses will be paid.

Excess Benefits – Your bill for Medicare Part B services 
and supplies may exceed the Medicare eligible expense. 
When that occurs, Plans F and G pay 100% of the 
difference, up to the charge limitation established  
by Medicare.

Benefit for Blood – All plans pay Medicare’s one 
calendar-year deductible for blood that is the cost of the 
first three pints needed. 

Additional Benefit
Medically Necessary Emergency Care Received 
Outside the U.S. – After you pay a $250 calendar-year 
deductible, Plans F, G, M and N pay you 80% of eligible 
expenses for health care you need because of a covered 

injury or illness beginning during the first 60 days of each 
trip up to a lifetime maximum of $50,000. Emergency 
care is care needed immediately because of an injury or 
an illness of sudden and unexpected onset.
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Plan Overview
Of the 11 Medicare supplement insurance plans, 
United of Omaha offers you five coverages that 
can help pay some eligible expenses not paid for by 
Medicare Part A and Medicare Part B. There may be 
charges above what Medicare and United of Omaha 
pay. Plan A is available to persons under age 65 on 
Medicare due to a disability. 

Your Medicare supplement does not pay for: 
• any expense incurred before your policy date
•  expense incurred while this policy is not in force
• expense paid for by Medicare
• services for non-Medicare eligible expenses
•  services for which no charge is made when there is  

no insurance
•  loss or expense that is payable under any other  

Medicare supplement insurance policy or certificate

Medicare eligible expenses means charges of the kinds 
covered by Medicare Parts A and B, to the extent 
Medicare recognizes them as reasonable and medically 
necessary. 

Coinsurance is the portion of the eligible expense not 
paid by Medicare and paid by United of Omaha.

Open enrollment means you can’t be denied any Medicare 
supplement policy if your application is submitted during 
the six-month period beginning with the first month in 
which you first enroll for Medicare Part B benefits at age 
65 or older, or upon attaining age 65 if you were previously 
enrolled in Medicare Part B before turning age 65.

If you’re under age 65, you can purchase any plan an 
insurer offers to people under age 65, during the six-
month period beginning with the first month in which 
you first enroll for Medicare Part B benefits.

Features Give You More Peace of Mind
You’re covered immediately. There is no waiting 
period for preexisting conditions and benefits will be 
paid from the time your policy is in force.

You have a 30-day free look. If you’re not satisfied 
with your policy, send it back to us within 30 days after 
receiving it, and we’ll refund your premium. Then, this 
policy will be considered as though it were never issued.

Your policy cannot be canceled. It will be renewed 
as long as the premiums are paid on time and the 
information is correct on your application.

Your Medicare supplement benefits will 
automatically increase as Medicare deductibles and 
coinsurance increase. Benefits are not paid for any 
expense paid by Medicare.

Benefits are paid to you, your hospital or doctor. 
This policy’s benefits and premiums may be suspended 
for up to 24 months if you become entitled to 
Medicaid benefits. You must request that your policy 

be suspended within 90 days of becoming entitled 
to Medicaid.  If you lose (are no longer entitled to) 
Medicaid benefits, this policy can be reinstated if you 
request reinstatement within 90 days of losing such 
benefits and pay the required premium. 

You have 31 days from your renewal date to pay 
your premium. Your policy will stay in force during 
this 31-day grace period.

You can’t be singled out for a rate increase, no 
matter how many times you receive benefits. Your 
premium changes: (a) each year on the renewal date 
coinciding with or following the anniversary of your 
policy date until you reach age 90; and (b) when 
the same premium change is made on all in-force 
Medicare supplement policies of the same form 
issued to persons of your classification that are 
renewed in the same state where you live at the same 
time we change premiums. Your policy’s two-person 
household premium discount ends if the person you 
live with terminates his or her policy or moves to a 
different residence.

This is a brief description of your coverage. The outline of coverage must accompany this brochure. For complete information 
on benefits, exceptions, limitations and reductions, please read your outline of coverage and your policy. 

This is a solicitation of insurance and an insurance agent will contact you by telephone. 

Neither United of Omaha Life Insurance Company nor its Medicare supplement insurance policies are connected with or 
endorsed by the U.S. government or the federal Medicare program.



C
O

39
.B

-T
X

U
N

IT
ED

 O
F 

O
M

A
H

A
 L

IF
E 

IN
SU

R
A

N
C

E 
C

O
M

PA
N

Y
A

 M
ut

ua
l o

f O
m

ah
a 

C
om

pa
ny

O
U

TL
IN

E 
O

F 
M

ED
IC

A
R

E 
SU

PP
LE

M
EN

T 
C

O
VE

R
A

G
E 

– 
C

O
VE

R
 P

A
G

E
B

EN
EF

IT
 P

LA
N

S 
A

, F
, G

, M
 A

N
D

 N
Be

ne
fit

 C
ha

rt 
of

 M
ed

ica
re

 S
up

pl
em

en
t P

lan
s S

ol
d 

fo
r E

ffe
ct

ive
 D

at
es

 o
n 

or
 A

fte
r J

un
e 1

, 2
01

0.
Th

es
e c

ha
rts

 sh
ow

 th
e b

en
efi

ts 
inc

lud
ed

 in
 ea

ch
 of

 th
e s

tan
da

rd
 M

ed
ica

re
 su

pp
lem

en
t p

lan
s.

Ev
er

y c
om

pa
ny

 m
us

t m
ak

e a
va

ila
ble

 P
lan

 “A
.”

So
me

 pl
an

s m
ay

 no
t

be
 av

ail
ab

le 
in 

yo
ur

 st
ate

.P
lan

s E
, H

, I,
 an

d J
 ar

e n
o l

on
ge

r a
va

ila
ble

 fo
r s

ale
.

B
as

ic
 B

en
ef

its
:

Ho
sp

ita
liz

ati
on

:
Pa

rt 
A 

co
ins

ur
an

ce
 pl

us
 co

ve
ra

ge
 fo

r 3
65

 ad
dit

ion
al 

da
ys

 af
ter

 M
ed

ica
re

 be
ne

fits
 en

d.
Me

dic
al 

Ex
pe

ns
es

:
Pa

rt 
B 

co
ins

ur
an

ce
 (g

en
er

all
y 2

0%
 of

 M
ed

ica
re

-a
pp

ro
ve

d e
xp

en
se

s) 
or

 co
pa

ym
en

ts 
for

 ho
sp

ita
l o

utp
ati

en
t s

er
vic

es
.

Pl
an

s K
, L

, a
nd

 N
re

qu
ire

 in
su

re
ds

 to
 pa

y a
 po

rtio
n o

f P
ar

t B
 co

ins
ur

an
ce

 or
 co

pa
ym

en
ts.

Bl
oo

d:
Fir

st 
3 p

int
s o

f b
loo

d e
ac

h y
ea

r.
Ho

sp
ice

:
Pa

rt 
A 

co
ins

ur
an

ce
.

A
B

C
D

F
F*

G
K

L
M

N
Ba

sic
,

in
clu

di
ng

10
0%

Pa
rt 

B 
co

-
in

su
ra

nc
e

Ba
sic

,
inc

lud
ing

10
0%

Pa
rt 

B 
co

-
ins

ur
an

ce

Ba
sic

,
inc

lud
ing

10
0%

Pa
rt 

B 
co

-
ins

ur
an

ce

Ba
sic

,
inc

lud
ing

10
0%

Pa
rt 

B 
co

-
ins

ur
an

ce

Ba
sic

,
in

clu
di

ng
10

0%
Pa

rt 
B 

co
-

in
su

ra
nc

e
*

Ba
sic

,
in

clu
di

ng
10

0%
Pa

rt 
B 

co
-

in
su

ra
nc

e

Ho
sp

ita
liz

ati
on

an
d p

re
ve

nti
ve

ca
re

 pa
id 

at
10

0%
; o

the
r

ba
sic

 be
ne

fits
pa

id 
at 

50
%

Ho
sp

ita
liz

ati
on

an
d p

re
ve

nti
ve

ca
re

 pa
id 

at
10

0%
; o

the
r

ba
sic

 be
ne

fits
pa

id 
at 

75
%

Ba
sic

,
in

clu
di

ng
10

0%
 P

ar
t

B 
co

-
in

su
ra

nc
e

Ba
sic

, in
clu

di
ng

10
0%

 P
ar

t B
co

in
su

ra
nc

e,
ex

ce
pt

 u
p 

to
 $2

0
co

pa
ym

en
t f

or
of

fic
e v

isi
t, 

an
d 

up
to

 $5
0 c

op
ay

m
en

t
fo

r E
R

Sk
ille

d
Nu

rsi
ng

Fa
cil

ity
 C

o-
ins

ur
an

ce

Sk
ille

d
Nu

rsi
ng

Fa
cil

ity
 C

o-
ins

ur
an

ce

Sk
ille

d
Nu

rs
in

g
Fa

cil
ity

Co
-

in
su

ra
nc

e

Sk
ille

d
Nu

rs
in

g
Fa

cil
ity

Co
-

in
su

ra
nc

e

50
%

 S
kil

led
Nu

rsi
ng

 F
ac

ilit
y

Co
ins

ur
an

ce

75
%

 S
kil

led
Nu

rsi
ng

 F
ac

ilit
y

Co
ins

ur
an

ce

Sk
ille

d
Nu

rs
in

g
Fa

cil
ity

 C
o-

in
su

ra
nc

e

Sk
ille

d 
Nu

rs
in

g
Fa

cil
ity

Co
in

su
ra

nc
e

Pa
rt 

A
De

du
cti

ble
Pa

rt 
A

De
du

cti
ble

Pa
rt 

A
De

du
cti

ble
Pa

rt 
A

De
du

ct
ib

le
Pa

rt 
A

De
du

ct
ib

le
50

%
 P

ar
t A

De
du

cti
ble

75
%

 P
ar

t A
De

du
cti

ble
50

%
 P

ar
t A

De
du

ct
ib

le
Pa

rt 
A 

De
du

ct
ib

le

Pa
rt 

B
De

du
cti

ble
Pa

rt 
B

De
du

ct
ib

le
Pa

rt 
B

Ex
ce

ss
(1

00
%

)

Pa
rt 

B
Ex

ce
ss

(1
00

%
)

Fo
re

ign
Tr

av
el

Em
er

-
ge

nc
y

Fo
re

ign
Tr

av
el

Em
er

-
ge

nc
y

Fo
re

ig
n

Tr
av

el
Em

er
-

ge
nc

y

Fo
re

ig
n

Tr
av

el
Em

er
-

ge
nc

y

Fo
re

ig
n

Tr
av

el
Em

er
ge

nc
y

Fo
re

ig
n 

Tr
av

el
Em

er
ge

nc
y

Ou
t-o

f-p
oc

ke
t

lim
it $

4,6
40

;
pa

id 
at 

10
0%

aft
er

 lim
it

re
ac

he
d

Ou
t-o

f-p
oc

ke
t

lim
it $

2,3
20

; p
aid

at 
10

0%
 af

ter
lim

it r
ea

ch
ed

*P
lan

 F
 al

so
 ha

s a
n o

pti
on

 ca
lle

d a
 hi

gh
 de

du
cti

ble
 P

lan
 F

.T
his

 hi
gh

 de
du

cti
ble

 pl
an

 pa
ys

 th
e s

am
e b

en
efi

ts 
as

 P
lan

 F
 af

ter
 on

e h
as

 pa
id 

a c
ale

nd
ar

 ye
ar

 $2
,00

0
de

du
cti

ble
.B

en
efi

ts 
fro

m 
hig

h d
ed

uc
tib

le 
Pl

an
 F

 w
ill 

no
t b

eg
in 

un
til 

ou
t-o

f-p
oc

ke
t e

xp
en

se
s e

xc
ee

d $
2,0

00
.O

ut-
of-

po
ck

et 
ex

pe
ns

es
 fo

r t
his

 de
du

cti
ble

 ar
e

ex
pe

ns
es

 th
at 

wo
uld

 or
din

ar
ily

 be
 pa

id 
by

 th
e p

oli
cy

/ce
rtif

ica
te.

Th
es

e e
xp

en
se

s i
nc

lud
e t

he
 M

ed
ica

re
 de

du
cti

ble
s f

or
 P

ar
t A

 an
d P

ar
t B

, b
ut 

do
 no

t in
clu

de
 th

e
pla

ns
' s

ep
ar

ate
 fo

re
ign

 tr
av

el 
em

er
ge

nc
y d

ed
uc

tib
le.

1
U
81
83
_T
X
_0
01
1



Pl
an

 A
Pl

an
 F

Pl
an

 G
Pl

an
 M

Pl
an

 N
A

tt
ai

ne
d

Pl
an

 A
Pl

an
 F

Pl
an

 G
Pl

an
 M

Pl
an

 N
U

M
20

U
M

23
U

M
24

U
M

30
U

M
31

A
ge

U
M

20
U

M
23

U
M

24
U

M
30

U
M

31
17

7.
16

T
hr

u 
64

20
3.

63
75

.2
9

10
9.

13
91

.9
1

86
.7

6
81

.3
0

65
86

.5
4

12
5.

43
10

5.
64

99
.7

2
93

.4
5

75
.2

9
10

9.
13

91
.9

1
86

.7
6

81
.3

0
66

86
.5

4
12

5.
43

10
5.

64
99

.7
2

93
.4

5
78

.6
0

11
3.

92
95

.9
5

90
.5

7
84

.8
6

67
90

.3
4

13
0.

94
11

0.
29

10
4.

10
97

.5
4

82
.0

8
11

8.
95

10
0.

19
94

.5
6

88
.6

1
68

94
.3

5
13

6.
72

11
5.

16
10

8.
69

10
1.

85
85

.7
0

12
4.

20
10

4.
61

98
.7

4
92

.5
3

69
98

.5
1

14
2.

76
12

0.
24

11
3.

49
10

6.
35

89
.3

1
12

9.
44

10
9.

03
10

2.
90

96
.4

3
70

10
2.

65
14

8.
78

12
5.

32
11

8.
28

11
0.

84
92

.9
2

13
4.

67
11

3.
43

10
7.

06
10

0.
33

71
10

6.
80

15
4.

79
13

0.
37

12
3.

06
11

5.
32

96
.6

3
14

0.
04

11
7.

96
11

1.
34

10
4.

33
72

11
1.

07
16

0.
97

13
5.

59
12

7.
97

11
9.

92
10

0.
39

14
5.

49
12

2.
54

11
5.

67
10

8.
40

73
11

5.
39

16
7.

23
14

0.
85

13
2.

95
12

4.
60

10
4.

19
15

0.
99

12
7.

18
12

0.
04

11
2.

49
74

11
9.

75
17

3.
56

14
6.

18
13

7.
98

12
9.

30
10

7.
83

15
6.

26
13

1.
62

12
4.

23
11

6.
42

75
12

3.
94

17
9.

61
15

1.
29

14
2.

79
13

3.
82

11
1.

05
16

0.
94

13
5.

55
12

7.
95

11
9.

89
76

12
7.

64
18

4.
99

15
5.

81
14

7.
07

13
7.

81
11

2.
98

16
3.

73
13

7.
90

13
0.

17
12

1.
98

77
12

9.
86

18
8.

20
15

8.
51

14
9.

62
14

0.
20

11
4.

90
16

6.
51

14
0.

25
13

2.
38

12
4.

05
78

13
2.

07
19

1.
39

16
1.

21
15

2.
16

14
2.

59
11

6.
99

16
9.

56
14

2.
81

13
4.

79
12

6.
32

79
13

4.
47

19
4.

90
16

4.
15

15
4.

94
14

5.
20

11
9.

01
17

2.
46

14
5.

27
13

7.
11

12
8.

49
80

13
6.

79
19

8.
23

16
6.

98
15

7.
60

14
7.

69
12

0.
96

17
5.

30
14

7.
65

13
9.

37
13

0.
60

81
13

9.
03

20
1.

49
16

9.
71

16
0.

19
15

0.
11

12
2.

82
17

8.
00

14
9.

92
14

1.
50

13
2.

61
82

14
1.

17
20

4.
60

17
2.

32
16

2.
65

15
2.

42
12

4.
57

18
0.

54
15

2.
07

14
3.

52
13

4.
50

83
14

3.
18

20
7.

51
17

4.
79

16
4.

97
15

4.
60

12
6.

24
18

2.
96

15
4.

10
14

5.
45

13
6.

30
84

14
5.

11
21

0.
29

17
7.

13
16

7.
18

15
6.

67
12

7.
80

18
5.

23
15

6.
00

14
7.

25
13

7.
99

85
14

6.
90

21
2.

90
17

9.
31

16
9.

25
15

8.
61

12
9.

25
18

7.
32

15
7.

77
14

8.
92

13
9.

55
86

14
8.

56
21

5.
31

18
1.

35
17

1.
17

16
0.

40
13

0.
59

18
9.

26
15

9.
40

15
0.

46
14

1.
00

87
15

0.
10

21
7.

54
18

3.
22

17
2.

94
16

2.
07

13
1.

81
19

1.
03

16
0.

90
15

1.
86

14
2.

31
88

15
1.

51
21

9.
57

18
4.

94
17

4.
56

16
3.

58
13

2.
91

19
2.

62
16

2.
24

15
3.

13
14

3.
50

89
15

2.
77

22
1.

40
18

6.
48

17
6.

01
16

4.
94

13
3.

85
19

3.
98

16
3.

39
15

4.
22

14
4.

52
90

+
15

3.
86

22
2.

97
18

7.
80

17
7.

26
16

6.
11

M
O

N
T

H
L

Y
  R

A
T

E
S

Z
IP

 C
O

D
E

S:
 7

54
-7

59
, 7

62
-7

69
, 7

78
-7

81
, 7

83
, 7

85
-7

92
, 7

95
-7

99
, 8

85

To
 o

bt
ai

n 
an

nu
al

, s
em

ia
nn

ua
l, 

an
d 

qu
ar

te
rly

pr
em

iu
m

s, 
m

ul
tip

ly
 th

e 
ab

ov
e-

qu
ot

ed
pr

em
iu

m
s b

y 
12

, 6
, a

nd
 3

, r
es

pe
ct

iv
el

y.

T
O

B
A

C
C

O
N

O
N

-T
O

B
A

C
C

O

C
O

39
.B

-T
X

2
U
81
83
_T
X
_0
01
1



Pl
an

 A
Pl

an
 F

Pl
an

 G
Pl

an
 M

Pl
an

 N
A

tt
ai

ne
d

Pl
an

 A
Pl

an
 F

Pl
an

 G
Pl

an
 M

Pl
an

 N
U

M
20

U
M

23
U

M
24

U
M

30
U

M
31

A
ge

U
M

20
U

M
23

U
M

24
U

M
30

U
M

31
20

0.
78

T
hr

u 
64

23
0.

79
85

.3
3

12
3.

68
10

4.
16

98
.3

2
92

.1
4

65
98

.0
8

14
2.

16
11

9.
73

11
3.

02
10

5.
91

85
.3

3
12

3.
68

10
4.

16
98

.3
2

92
.1

4
66

98
.0

8
14

2.
16

11
9.

73
11

3.
02

10
5.

91
89

.0
8

12
9.

11
10

8.
74

10
2.

65
96

.1
8

67
10

2.
39

14
8.

40
12

4.
99

11
7.

98
11

0.
55

93
.0

3
13

4.
81

11
3.

55
10

7.
17

10
0.

43
68

10
6.

93
15

4.
95

13
0.

52
12

3.
19

11
5.

43
97

.1
3

14
0.

76
11

8.
56

11
1.

90
10

4.
86

69
11

1.
64

16
1.

79
13

6.
27

12
8.

62
12

0.
53

10
1.

22
14

6.
70

12
3.

56
11

6.
62

10
9.

29
70

11
6.

34
16

8.
62

14
2.

03
13

4.
05

12
5.

62
10

5.
31

15
2.

62
12

8.
55

12
1.

33
11

3.
70

71
12

1.
04

17
5.

43
14

7.
76

13
9.

47
13

0.
69

10
9.

51
15

8.
71

13
3.

69
12

6.
18

11
8.

24
72

12
5.

88
18

2.
43

15
3.

66
14

5.
03

13
5.

91
11

3.
77

16
4.

89
13

8.
88

13
1.

09
12

2.
85

73
13

0.
77

18
9.

53
15

9.
63

15
0.

67
14

1.
21

11
8.

08
17

1.
13

14
4.

13
13

6.
05

12
7.

49
74

13
5.

72
19

6.
70

16
5.

67
15

6.
38

14
6.

54
12

2.
20

17
7.

10
14

9.
17

14
0.

80
13

1.
95

75
14

0.
46

20
3.

56
17

1.
46

16
1.

83
15

1.
66

12
5.

85
18

2.
40

15
3.

63
14

5.
01

13
5.

88
76

14
4.

66
20

9.
65

17
6.

58
16

6.
68

15
6.

18
12

8.
04

18
5.

56
15

6.
29

14
7.

52
13

8.
24

77
14

7.
18

21
3.

29
17

9.
64

16
9.

57
15

8.
90

13
0.

22
18

8.
72

15
8.

95
15

0.
03

14
0.

59
78

14
9.

68
21

6.
91

18
2.

70
17

2.
45

16
1.

60
13

2.
59

19
2.

17
16

1.
85

15
2.

77
14

3.
16

79
15

2.
40

22
0.

88
18

6.
04

17
5.

59
16

4.
56

13
4.

88
19

5.
46

16
4.

64
15

5.
39

14
5.

62
80

15
5.

03
22

4.
67

18
9.

24
17

8.
61

16
7.

38
13

7.
09

19
8.

67
16

7.
34

15
7.

95
14

8.
01

81
15

7.
57

22
8.

36
19

2.
34

18
1.

55
17

0.
13

13
9.

20
20

1.
73

16
9.

91
16

0.
37

15
0.

29
82

16
0.

00
23

1.
88

19
5.

30
18

4.
33

17
2.

75
14

1.
18

20
4.

61
17

2.
34

16
2.

66
15

2.
44

83
16

2.
27

23
5.

18
19

8.
09

18
6.

97
17

5.
22

14
3.

08
20

7.
35

17
4.

65
16

4.
84

15
4.

48
84

16
4.

46
23

8.
33

20
0.

75
18

9.
48

17
7.

56
14

4.
84

20
9.

92
17

6.
80

16
6.

88
15

6.
39

85
16

6.
48

24
1.

29
20

3.
22

19
1.

82
17

9.
76

14
6.

48
21

2.
29

17
8.

81
16

8.
78

15
8.

15
86

16
8.

37
24

4.
02

20
5.

53
19

3.
99

18
1.

78
14

8.
00

21
4.

49
18

0.
66

17
0.

52
15

9.
80

87
17

0.
12

24
6.

54
20

7.
65

19
6.

00
18

3.
68

14
9.

39
21

6.
50

18
2.

35
17

2.
11

16
1.

29
88

17
1.

71
24

8.
85

20
9.

60
19

7.
83

18
5.

39
15

0.
63

21
8.

30
18

3.
87

17
3.

55
16

2.
63

89
17

3.
14

25
0.

92
21

1.
34

19
9.

48
18

6.
94

15
1.

70
21

9.
85

18
5.

17
17

4.
78

16
3.

79
90

+
17

4.
37

25
2.

70
21

2.
84

20
0.

90
18

8.
26

Z
IP

 C
O

D
E

S:
 7

33
, 7

50
-7

53
, 7

60
-7

61
, 7

74
, 7

76
-7

77
, 7

82
, 7

84
, 7

93
-7

94

N
O

N
-T

O
B

A
C

C
O

T
O

B
A

C
C

O

M
O

N
T

H
L

Y
  R

A
T

E
S

To
 o

bt
ai

n 
an

nu
al

, s
em

ia
nn

ua
l, 

an
d 

qu
ar

te
rly

pr
em

iu
m

s, 
m

ul
tip

ly
 th

e 
ab

ov
e-

qu
ot

ed
pr

em
iu

m
s b

y 
12

, 6
, a

nd
 3

, r
es

pe
ct

iv
el

y.

C
O

39
.B

-T
X

3
U
81
83
_T
X
_0
01
1



Pl
an

 A
Pl

an
 F

Pl
an

 G
Pl

an
 M

Pl
an

 N
A

tt
ai

ne
d

Pl
an

 A
Pl

an
 F

Pl
an

 G
Pl

an
 M

Pl
an

 N
U

M
20

U
M

23
U

M
24

U
M

30
U

M
31

A
ge

U
M

20
U

M
23

U
M

24
U

M
30

U
M

31
22

8.
34

T
hr

u 
64

26
2.

46
97

.0
5

14
0.

65
11

8.
46

11
1.

82
10

4.
79

65
11

1.
55

16
1.

67
13

6.
16

12
8.

53
12

0.
44

97
.0

5
14

0.
65

11
8.

46
11

1.
82

10
4.

79
66

11
1.

55
16

1.
67

13
6.

16
12

8.
53

12
0.

44
10

1.
30

14
6.

83
12

3.
67

11
6.

73
10

9.
38

67
11

6.
44

16
8.

77
14

2.
15

13
4.

18
12

5.
72

10
5.

79
15

3.
31

12
9.

14
12

1.
88

11
4.

21
68

12
1.

60
17

6.
22

14
8.

43
14

0.
09

13
1.

28
11

0.
46

16
0.

08
13

4.
83

12
7.

26
11

9.
26

69
12

6.
96

18
4.

00
15

4.
98

14
6.

28
13

7.
08

11
5.

11
16

6.
83

14
0.

52
13

2.
63

12
4.

29
70

13
2.

31
19

1.
76

16
1.

52
15

2.
45

14
2.

87
11

9.
76

17
3.

57
14

6.
19

13
7.

99
12

9.
31

71
13

7.
66

19
9.

51
16

8.
04

15
8.

61
14

8.
63

12
4.

55
18

0.
50

15
2.

04
14

3.
50

13
4.

47
72

14
3.

16
20

7.
47

17
4.

75
16

4.
94

15
4.

56
12

9.
39

18
7.

52
15

7.
94

14
9.

08
13

9.
71

73
14

8.
72

21
5.

54
18

1.
54

17
1.

36
16

0.
59

13
4.

28
19

4.
61

16
3.

91
15

4.
72

14
4.

99
74

15
4.

35
22

3.
69

18
8.

41
17

7.
84

16
6.

66
13

8.
98

20
1.

41
16

9.
65

16
0.

12
15

0.
06

75
15

9.
74

23
1.

50
19

5.
00

18
4.

05
17

2.
48

14
3.

12
20

7.
43

17
4.

71
16

4.
91

15
4.

53
76

16
4.

51
23

8.
43

20
0.

82
18

9.
56

17
7.

62
14

5.
62

21
1.

03
17

7.
74

16
7.

77
15

7.
21

77
16

7.
38

24
2.

57
20

4.
30

19
2.

84
18

0.
71

14
8.

09
21

4.
62

18
0.

77
17

0.
63

15
9.

89
78

17
0.

22
24

6.
69

20
7.

78
19

6.
12

18
3.

78
15

0.
79

21
8.

54
18

4.
07

17
3.

73
16

2.
81

79
17

3.
32

25
1.

20
21

1.
57

19
9.

69
18

7.
14

15
3.

39
22

2.
29

18
7.

24
17

6.
72

16
5.

61
80

17
6.

31
25

5.
50

21
5.

22
20

3.
13

19
0.

36
15

5.
90

22
5.

94
19

0.
30

17
9.

63
16

8.
33

81
17

9.
20

25
9.

70
21

8.
74

20
6.

47
19

3.
48

15
8.

30
22

9.
42

19
3.

23
18

2.
38

17
0.

92
82

18
1.

96
26

3.
70

22
2.

11
20

9.
64

19
6.

46
16

0.
55

23
2.

69
19

6.
00

18
4.

99
17

3.
36

83
18

4.
54

26
7.

46
22

5.
28

21
2.

63
19

9.
27

16
2.

71
23

5.
81

19
8.

62
18

7.
47

17
5.

68
84

18
7.

03
27

1.
05

22
8.

30
21

5.
48

20
1.

93
16

4.
72

23
8.

74
20

1.
06

18
9.

79
17

7.
85

85
18

9.
34

27
4.

41
23

1.
11

21
8.

15
20

4.
43

16
6.

59
24

1.
43

20
3.

35
19

1.
94

17
9.

86
86

19
1.

48
27

7.
51

23
3.

74
22

0.
62

20
6.

74
16

8.
31

24
3.

93
20

5.
45

19
3.

93
18

1.
74

87
19

3.
47

28
0.

38
23

6.
15

22
2.

91
20

8.
89

16
9.

89
24

6.
21

20
7.

38
19

5.
73

18
3.

42
88

19
5.

27
28

3.
01

23
8.

37
22

4.
98

21
0.

83
17

1.
30

24
8.

26
20

9.
11

19
7.

37
18

4.
96

89
19

6.
90

28
5.

36
24

0.
35

22
6.

86
21

2.
59

17
2.

52
25

0.
02

21
0.

59
19

8.
77

18
6.

27
90

+
19

8.
30

28
7.

38
24

2.
06

22
8.

47
21

4.
10

To
 o

bt
ai

n 
an

nu
al

, s
em

ia
nn

ua
l, 

an
d 

qu
ar

te
rly

pr
em

iu
m

s, 
m

ul
tip

ly
 th

e 
ab

ov
e-

qu
ot

ed
pr

em
iu

m
s b

y 
12

, 6
, a

nd
 3

, r
es

pe
ct

iv
el

y.

N
O

N
-T

O
B

A
C

C
O

T
O

B
A

C
C

O

M
O

N
T

H
L

Y
  R

A
T

E
S

Z
IP

 C
O

D
E

S:
 7

70
-7

73
, 7

75

C
O

39
.B

-T
X

4
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

Pr
em

iu
m

 In
fo

rm
at

io
n

W
e,

 U
ni

te
d 

of
 O

m
ah

a,
 c

an
 o

nl
y 

ra
is

e 
yo

ur
 p

re
m

iu
m

 if
 w

e
ra

is
e 

th
e 

pr
em

iu
m

 fo
r a

ll 
th

e 
po

lic
ie

s 
lik

e 
yo

ur
s 

in
 th

is
st

at
e.

U
nt

il 
yo

u 
ar

e 
ag

e 
90

, y
ou

r p
re

m
iu

m
 m

ay
 c

ha
ng

e
ea

ch
 y

ea
r.

Th
is

 c
ha

ng
e 

w
ill

 o
nl

y 
be

 m
ad

e 
on

 th
e 

fir
st

re
ne

w
al

 d
at

e 
th

at
 c

oi
nc

id
es

 w
ith

 o
r f

ol
lo

w
s 

ea
ch

an
ni

ve
rs

ar
y 

of
 th

e 
po

lic
y 

da
te

.
S

ch
ed

ul
es

 o
f r

at
es

 m
ay

va
ry

 d
ep

en
di

ng
 u

po
n 

yo
ur

 p
ol

ic
y 

da
te

.

D
is

cl
os

ur
es

U
se

 th
is

 o
ut

lin
e 

to
 c

om
pa

re
 b

en
ef

its
 a

nd
 p

re
m

iu
m

s
am

on
g 

po
lic

ie
s.

Th
is

 o
ut

lin
e 

sh
ow

s 
be

ne
fit

s 
an

d 
pr

em
iu

m
s 

of
 p

ol
ic

ie
s

so
ld

 fo
r e

ffe
ct

iv
e 

da
te

s 
on

 o
r a

fte
r J

un
e 

1,
 2

01
0.

P
ol

ic
ie

s 
so

ld
 fo

r e
ffe

ct
iv

e 
da

te
s 

pr
io

r t
o 

Ju
ne

 1
, 2

01
0,

ha
ve

 d
iff

er
en

t b
en

ef
its

 a
nd

 p
re

m
iu

m
s.

P
la

ns
 E

, H
, I

, a
nd

J 
ar

e 
no

 lo
ng

er
 a

va
ila

bl
e 

fo
r s

al
e.

R
ea

d 
Yo

ur
 P

ol
ic

y 
Ve

ry
 C

ar
ef

ul
ly

Th
is

 is
 o

nl
y 

an
 o

ut
lin

e 
de

sc
rib

in
g 

yo
ur

 p
ol

ic
y'

s 
m

os
t

im
po

rta
nt

 fe
at

ur
es

.
Th

e 
po

lic
y 

is
 y

ou
r i

ns
ur

an
ce

co
nt

ra
ct

.
Y

ou
 m

us
t r

ea
d 

th
e 

po
lic

y 
its

el
f t

o 
un

de
rs

ta
nd

al
l o

f t
he

 ri
gh

ts
 a

nd
 d

ut
ie

s 
of

 b
ot

h 
yo

u 
an

d 
yo

ur
in

su
ra

nc
e 

co
m

pa
ny

.

R
ig

ht
 to

 R
et

ur
n 

Po
lic

y
If 

yo
u 

fin
d 

th
at

 y
ou

 a
re

 n
ot

 s
at

is
fie

d 
w

ith
 y

ou
r p

ol
ic

y,
 y

ou
m

ay
 re

tu
rn

 it
 to

 U
ni

te
d 

of
 O

m
ah

a 
Li

fe
 In

su
ra

nc
e

C
om

pa
ny

, M
ut

ua
l o

f O
m

ah
a 

P
la

za
, O

m
ah

a,
 N

E
 6

81
75

.
If 

yo
u 

se
nd

 th
e 

po
lic

y 
ba

ck
 to

 u
s 

w
ith

in
 3

0 
da

ys
 a

fte
r y

ou
re

ce
iv

e 
it,

 w
e 

w
ill 

tre
at

 th
e 

po
lic

y 
as

 if
 it

 h
ad

 n
ev

er
 b

ee
n

is
su

ed
 a

nd
 re

tu
rn

 a
ll 

of
 y

ou
r p

ay
m

en
ts

.

Po
lic

y 
R

ep
la

ce
m

en
t

If 
yo

u 
ar

e 
re

pl
ac

in
g 

an
ot

he
r h

ea
lth

 in
su

ra
nc

e 
po

lic
y,

 d
o

N
O

T 
ca

nc
el

 it
 u

nt
il 

yo
u 

ha
ve

 a
ct

ua
lly

 re
ce

iv
ed

 y
ou

r n
ew

po
lic

y 
an

d 
ar

e 
su

re
 y

ou
 w

an
t t

o 
ke

ep
 it

.

N
ot

ic
e

Th
e 

po
lic

y 
m

ay
 n

ot
 fu

lly
 c

ov
er

 a
ll 

of
 y

ou
r m

ed
ic

al
 c

os
ts

.
N

ei
th

er
 U

ni
te

d 
of

 O
m

ah
a 

no
r i

ts
 a

ge
nt

s 
ar

e 
co

nn
ec

te
d 

w
ith

M
ed

ic
ar

e.
Th

is
 o

ut
lin

e 
of

 c
ov

er
ag

e 
do

es
 n

ot
 g

iv
e 

al
l t

he
de

ta
ils

 o
f M

ed
ic

ar
e 

co
ve

ra
ge

.
C

on
ta

ct
 y

ou
r l

oc
al

 S
oc

ia
l

S
ec

ur
ity

 o
ffi

ce
 o

r c
on

su
lt 

"M
ed

ic
ar

e 
&

 Y
ou

" f
or

 m
or

e 
de

ta
ils

.

Li
m

ita
tio

ns
 a

nd
 E

xc
lu

si
on

s
W

e 
w

ill 
no

t p
ay

 b
en

ef
its

 fo
r:

(a
) s

er
vi

ce
s 

fo
r w

hi
ch

 a
 c

ha
rg

e 
is

 n
or

m
al

ly
 n

ot
 m

ad
e 

w
he

n
th

er
e 

is
 n

o 
in

su
ra

nc
e;

(b
) e

xp
en

se
 in

cu
rr

ed
 b

ef
or

e 
th

e 
po

lic
y 

da
te

;
(c

) e
xp

en
se

 in
cu

rr
ed

 w
hi

ch
 is

 p
ai

d 
fo

r b
y 

M
ed

ic
ar

e;
(d

) e
xp

en
se

 in
cu

rr
ed

 w
hi

le
 th

is
 p

ol
ic

y 
is

 n
ot

 in
 fo

rc
e;

(e
) s

er
vi

ce
s 

fo
r n

on
-M

ed
ic

ar
e 

E
lig

ib
le

 E
xp

en
se

s;
 o

r
(f)

 lo
ss

 o
r e

xp
en

se
 p

ay
ab

le
 u

nd
er

 a
ny

 o
th

er
 M

ed
ic

ar
e

su
pp

le
m

en
t i

ns
ur

an
ce

 p
ol

ic
y 

or
 c

er
tif

ic
at

e.

R
ef

un
d 

of
 P

re
m

iu
m

In
 th

e 
ev

en
t o

f c
an

ce
lla

tio
n 

or
 d

ea
th

, w
e 

w
ill 

pr
om

pt
ly

 re
tu

rn
th

e 
un

ea
rn

ed
 p

or
tio

n 
of

 a
ny

 p
re

m
iu

m
 p

ai
d.

C
om

pl
et

e 
A

ns
w

er
s 

A
re

 V
er

y 
Im

po
rt

an
t

W
he

n 
yo

u 
fil

l o
ut

 th
e 

ap
pl

ic
at

io
n 

fo
r t

he
 n

ew
 p

ol
ic

y,
 b

e 
su

re
 to

an
sw

er
 tr

ut
hf

ul
ly

 a
nd

 c
om

pl
et

el
y 

al
l q

ue
st

io
ns

 a
bo

ut
 y

ou
r

m
ed

ic
al

 a
nd

 h
ea

lth
 h

is
to

ry
.

Th
e 

C
om

pa
ny

 m
ay

 c
an

ce
l y

ou
r

po
lic

y 
an

d 
re

fu
se

 to
 p

ay
 a

ny
 c

la
im

s 
if 

yo
u 

le
av

e 
ou

t o
r f

al
si

fy
im

po
rta

nt
 m

ed
ic

al
 in

fo
rm

at
io

n.
R

ev
ie

w
 th

e 
ap

pl
ic

at
io

n
ca

re
fu

lly
 b

ef
or

e 
yo

u 
si

gn
 it

.
B

e 
ce

rta
in

 th
at

 a
ll 

in
fo

rm
at

io
n 

ha
s

be
en

 p
ro

pe
rly

 re
co

rd
ed

.

5
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
 A

M
ED

IC
A

R
E 

(P
A

R
T 

A
) -

 H
O

SP
IT

A
L 

SE
R

VI
C

ES
 - 

PE
R

 B
EN

EF
IT

 P
ER

IO
D

*A
 b

en
ef

it 
pe

rio
d 

be
gi

ns
 o

n 
th

e 
fir

st
 d

ay
 y

ou
 re

ce
iv

e 
se

rv
ic

e 
as

 a
n 

in
pa

tie
nt

 in
 a

 h
os

pi
ta

l a
nd

 e
nd

s 
af

te
r y

ou
 h

av
e 

be
en

 o
ut

 o
f t

he
ho

sp
ita

l a
nd

 h
av

e 
no

t r
ec

ei
ve

d 
sk

ill
ed

 c
ar

e 
in

 a
ny

 o
th

er
 fa

ci
lit

y 
fo

r 6
0 

da
ys

 in
 a

 ro
w

.
Se

rv
ice

s
Me

di
ca

re
 P

ay
s

Pl
an

 A
 P

ay
s

Yo
u 

Pa
y

HO
SP

IT
AL

IZ
AT

IO
N*

Se
mi

pr
iva

te 
ro

om
 an

d b
oa

rd
, g

en
er

al 
nu

rsi
ng

 an
d m

isc
ell

an
eo

us
 se

rvi
ce

s a
nd

su
pp

lie
s Fir

st 
60

 da
ys

Al
l b

ut 
$1

,13
2

$0
$1

,13
2 (

Pa
rt 

A
De

du
cti

ble
)

61
st  t

hr
ou

gh
 90

th  d
ay

Al
l b

ut 
$2

83
 a 

da
y

$2
83

 a 
da

y
$0

91
st  d

ay
 an

d a
fte

r:
W

hil
e u

sin
g 6

0 l
ife

tim
e r

es
er

ve
 da

ys
Al

l b
ut 

$5
66

 a 
da

y
$5

66
 a 

da
y

$0
On

ce
 lif

eti
me

 re
se

rve
 da

ys
 ar

e u
se

d:
Ad

dit
ion

al 
36

5 d
ay

s
$0

10
0%

 of
 M

ed
ica

re
El

igi
ble

 E
xp

en
se

s
$0

**

Be
yo

nd
 th

e a
dd

itio
na

l 3
65

 da
ys

$0
$0

Al
l c

os
ts

SK
IL

LE
D 

NU
RS

IN
G 

FA
CI

LI
TY

 C
AR

E*
Yo

u m
us

t m
ee

t M
ed

ica
re

’s 
re

qu
ire

me
nts

, in
clu

din
g h

av
ing

 be
en

 in
 a 

ho
sp

ita
l fo

r
at 

lea
st 

3 d
ay

s a
nd

 en
ter

ed
 a 

Me
dic

ar
e a

pp
ro

ve
d f

ac
ilit

y w
ith

in 
30

 da
ys

 af
ter

lea
vin

g t
he

 ho
sp

ita
l.

Fir
st 

20
 da

ys
Al

l a
pp

ro
ve

d a
mo

un
ts

$0
$0

21
st  t

hr
ou

gh
 10

0th  d
ay

Al
l b

ut 
$1

41
.50

 a 
da

y
$0

Up
 to

 $1
41

.50
 a 

da
y

10
1st  d

ay
 an

d a
fte

r
$0

$0
Al

l c
os

ts
BL

OO
D Fir

st 
3 p

int
s

$0
3 p

int
s

$0
Ad

dit
ion

al 
am

ou
nts

10
0%

$0
$0

HO
SP

IC
E 

CA
RE

Yo
u m

us
t m

ee
t M

ed
ica

re
's 

re
qu

ire
me

nts
, in

clu
din

g a
 do

cto
r's

 ce
rtif

ica
tio

n o
f

ter
mi

na
l il

lne
ss

.

Al
l b

ut 
ve

ry 
lim

ite
d

co
pa

ym
en

t/c
oin

su
ra

nc
e

for
 ou

tpa
tie

nt 
dr

ug
s a

nd
inp

ati
en

t r
es

pit
e c

ar
e

Me
dic

ar
e c

op
ay

me
nt/

co
ins

ur
an

ce
$0

**
N

O
TI

C
E

: W
he

n 
yo

ur
 M

ed
ic

ar
e 

P
ar

t A
 h

os
pi

ta
l b

en
ef

its
 a

re
ex

ha
us

te
d,

 th
e 

in
su

re
r s

ta
nd

s 
in

 th
e 

pl
ac

e 
of

 M
ed

ic
ar

e 
an

d 
w

ill
pa

y 
w

ha
te

ve
r a

m
ou

nt
 M

ed
ic

ar
e 

w
ou

ld
 h

av
e 

pa
id

 fo
r u

p 
to

 a
n

ad
di

tio
na

l 3
65

 d
ay

s 
as

 p
ro

vi
de

d 
in

 th
e 

po
lic

y/
ce

rti
fic

at
e'

s 
"C

or
e

B
en

ef
its

."

D
ur

in
g 

th
is

 ti
m

e 
th

e 
ho

sp
ita

l i
s 

pr
oh

ib
ite

d 
fro

m
 b

ill
in

g 
yo

u
fo

r t
he

 b
al

an
ce

 b
as

ed
 o

n 
an

y 
di

ffe
re

nc
e 

be
tw

ee
n 

its
bi

lle
d 

ch
ar

ge
s 

an
d 

th
e 

am
ou

nt
 M

ed
ic

ar
e 

w
ou

ld
 h

av
e

pa
id

.

6
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
 A

M
ED

IC
A

R
E 

(P
A

R
T 

B
) -

 M
ED

IC
A

L 
SE

R
VI

C
ES

 - 
PE

R
 C

A
LE

N
D

A
R

 Y
EA

R

*O
nc

e 
yo

u 
ha

ve
 b

ee
n 

bi
lle

d 
$1

62
 o

f M
ed

ic
ar

e 
A

pp
ro

ve
d 

A
m

ou
nt

s 
fo

r c
ov

er
ed

 s
er

vi
ce

s 
(w

hi
ch

 a
re

 n
ot

ed
 w

ith
 a

n 
as

te
ris

k)
, y

ou
r P

ar
t B

D
ed

uc
tib

le
 w

ill
 h

av
e 

be
en

 m
et

 fo
r t

he
 c

al
en

da
r y

ea
r.

Se
rv

ice
s

Me
di

ca
re

 P
ay

s
Pl

an
 A

 P
ay

s
Yo

u 
Pa

y
ME

DI
CA

L 
EX

PE
NS

ES
—

IN
 O

R 
OU

T 
OF

 T
HE

 H
OS

PI
TA

L A
ND

 O
UT

PA
TI

EN
T

HO
SP

IT
AL

 T
RE

AT
ME

NT
, s

uc
h a

s p
hy

sic
ian

’s 
se

rvi
ce

s, 
inp

ati
en

t a
nd

ou
tpa

tie
nt 

me
dic

al 
an

d s
ur

gic
al 

se
rvi

ce
s a

nd
 su

pp
lie

s, 
ph

ys
ica

l a
nd

 sp
ee

ch
the

ra
py

, d
iag

no
sti

c t
es

ts,
 du

ra
ble

 m
ed

ica
l e

qu
ipm

en
t

Fir
st 

$1
62

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts*
$0

$0
$1

62
 (P

ar
t B

 D
ed

uc
tib

le)
Re

ma
ind

er
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts

Ge
ne

ra
lly

 80
%

Ge
ne

ra
lly

 20
%

$0
Pa

rt 
B 

Ex
ce

ss
 C

ha
rg

es
 (a

bo
ve

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts)

$0
$0

Al
l c

os
ts

BL
OO

D Fir
st 

3 p
int

s
$0

Al
l c

os
ts

$0
Ne

xt 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$0

$1
62

 (P
ar

t B
 D

ed
uc

tib
le)

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
80

%
20

%
$0

CL
IN

IC
AL

 L
AB

OR
AT

OR
Y 

SE
RV

IC
ES

—
TE

ST
S 

FO
R 

DI
AG

NO
ST

IC
SE

RV
IC

ES
10

0%
$0

$0

PA
R

TS
 A

 A
N

D
 B

HO
ME

 H
EA

LT
H 

CA
RE

—
ME

DI
CA

RE
 A

PP
RO

VE
D 

SE
RV

IC
ES

Me
dic

all
y n

ec
es

sa
ry 

sk
ille

d c
ar

e s
er

vic
es

 an
d m

ed
ica

l s
up

pli
es

10
0%

$0
$0

Du
ra

ble
 m

ed
ica

l e
qu

ipm
en

t
Fir

st 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$0

$1
62

 (P
ar

t B
 D

ed
uc

tib
le)

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
80

%
20

%
$0

7
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
 F

M
ED

IC
A

R
E 

(P
A

R
T 

A
) -

 H
O

SP
IT

A
L 

SE
R

VI
C

ES
 - 

PE
R

 B
EN

EF
IT

 P
ER

IO
D

*A
 b

en
ef

it 
pe

rio
d 

be
gi

ns
 o

n 
th

e 
fir

st
 d

ay
 y

ou
 re

ce
iv

e 
se

rv
ic

e 
as

 a
n 

in
pa

tie
nt

 in
 a

 h
os

pi
ta

l a
nd

 e
nd

s 
af

te
r y

ou
 h

av
e 

be
en

 o
ut

 o
f t

he
ho

sp
ita

l a
nd

 h
av

e 
no

t r
ec

ei
ve

d 
sk

ill
ed

 c
ar

e 
in

 a
ny

 o
th

er
 fa

ci
lit

y 
fo

r 6
0 

da
ys

 in
 a

 ro
w

.
Se

rv
ice

s
Me

di
ca

re
 P

ay
s

Pl
an

 F
 P

ay
s

Yo
u 

Pa
y

HO
SP

IT
AL

IZ
AT

IO
N*

Se
mi

pr
iva

te 
ro

om
 an

d b
oa

rd
, g

en
er

al 
nu

rsi
ng

 an
d m

isc
ell

an
eo

us
 se

rvi
ce

s a
nd

su
pp

lie
s Fir

st 
60

 da
ys

Al
l b

ut 
$1

,13
2

$1
,13

2 (
Pa

rt 
A

De
du

cti
ble

)
$0

61
st  t

hr
ou

gh
 90

th  d
ay

Al
l b

ut 
$2

83
 a 

da
y

$2
83

 a 
da

y
$0

91
st  d

ay
 an

d a
fte

r:
W

hil
e u

sin
g 6

0 l
ife

tim
e r

es
er

ve
 da

ys
Al

l b
ut 

$5
66

 a 
da

y
$5

66
 a 

da
y

$0
On

ce
 lif

eti
me

 re
se

rve
 da

ys
 ar

e u
se

d:
Ad

dit
ion

al 
36

5 d
ay

s
$0

10
0%

 of
 M

ed
ica

re
El

igi
ble

 E
xp

en
se

s
$0

**

Be
yo

nd
 th

e a
dd

itio
na

l 3
65

 da
ys

$0
$0

Al
l c

os
ts

SK
IL

LE
D 

NU
RS

IN
G 

FA
CI

LI
TY

 C
AR

E*
Yo

u m
us

t m
ee

t M
ed

ica
re

’s 
re

qu
ire

me
nts

, in
clu

din
g h

av
ing

 be
en

 in
 a 

ho
sp

ita
l

for
 at

 le
as

t 3
 da

ys
 an

d e
nte

re
d a

 M
ed

ica
re

 ap
pr

ov
ed

 fa
cil

ity
 w

ith
in 

30
 da

ys
aft

er
 le

av
ing

 th
e h

os
pit

al.
Fir

st 
20

 da
ys

Al
l a

pp
ro

ve
d a

mo
un

ts
$0

$0
21

st  t
hr

ou
gh

 10
0th  d

ay
Al

l b
ut 

$1
41

.50
 a 

da
y

Up
 to

 $1
41

.50
 a 

da
y

$0
10

1st  d
ay

 an
d a

fte
r

$0
$0

Al
l c

os
ts

BL
OO

D Fir
st 

3 p
int

s
$0

3 p
int

s
$0

Ad
dit

ion
al 

am
ou

nts
10

0%
$0

$0
HO

SP
IC

E 
CA

RE
Yo

u m
us

t m
ee

t M
ed

ica
re

's 
re

qu
ire

me
nts

, in
clu

din
g a

 do
cto

r's
 ce

rtif
ica

tio
n o

f
ter

mi
na

l il
lne

ss
.

Al
l b

ut 
ve

ry 
lim

ite
d

co
pa

ym
en

t/c
oin

su
ra

nc
e

for
 ou

tpa
tie

nt 
dr

ug
s a

nd
inp

ati
en

t r
es

pit
e c

ar
e

Me
dic

ar
e

co
pa

ym
en

t/c
oin

su
ra

nc
e

$0

**
N

O
TI

C
E

: W
he

n 
yo

ur
 M

ed
ic

ar
e 

P
ar

t A
 h

os
pi

ta
l b

en
ef

its
 a

re
ex

ha
us

te
d,

 th
e 

in
su

re
r s

ta
nd

s 
in

 th
e 

pl
ac

e 
of

 M
ed

ic
ar

e 
an

d 
w

ill
pa

y 
w

ha
te

ve
r a

m
ou

nt
 M

ed
ic

ar
e 

w
ou

ld
 h

av
e 

pa
id

 fo
r u

p 
to

 a
n

ad
di

tio
na

l 3
65

 d
ay

s 
as

 p
ro

vi
de

d 
in

 th
e 

po
lic

y/
ce

rti
fic

at
e'

s 
"C

or
e

B
en

ef
its

."

D
ur

in
g 

th
is

 ti
m

e 
th

e 
ho

sp
ita

l i
s 

pr
oh

ib
ite

d 
fro

m
 b

ill
in

g 
yo

u
fo

r t
he

 b
al

an
ce

 b
as

ed
 o

n 
an

y 
di

ffe
re

nc
e 

be
tw

ee
n 

its
bi

lle
d 

ch
ar

ge
s 

an
d 

th
e 

am
ou

nt
 M

ed
ic

ar
e 

w
ou

ld
 h

av
e

pa
id

.

8
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
 F

M
ED

IC
A

R
E 

(P
A

R
T 

B
) -

 M
ED

IC
A

L 
SE

R
VI

C
ES

 - 
PE

R
 C

A
LE

N
D

A
R

 Y
EA

R

*O
nc

e 
yo

u 
ha

ve
 b

ee
n 

bi
lle

d 
$1

62
 o

f M
ed

ic
ar

e 
A

pp
ro

ve
d 

A
m

ou
nt

s 
fo

r c
ov

er
ed

 s
er

vi
ce

s 
(w

hi
ch

 a
re

 n
ot

ed
 w

ith
 a

n 
as

te
ris

k)
, y

ou
r P

ar
t B

D
ed

uc
tib

le
 w

ill
 h

av
e 

be
en

 m
et

 fo
r t

he
 c

al
en

da
r y

ea
r.

Se
rv

ice
s

Me
di

ca
re

 P
ay

s
Pl

an
 F

 P
ay

s
Yo

u 
Pa

y
ME

DI
CA

L 
EX

PE
NS

ES
—

IN
 O

R 
OU

T 
OF

 T
HE

 H
OS

PI
TA

L A
ND

 O
UT

PA
TI

EN
T

HO
SP

IT
AL

 T
RE

AT
ME

NT
, s

uc
h a

s p
hy

sic
ian

’s 
se

rvi
ce

s, 
inp

ati
en

t a
nd

ou
tpa

tie
nt 

me
dic

al 
an

d s
ur

gic
al 

se
rvi

ce
s a

nd
 su

pp
lie

s, 
ph

ys
ica

l a
nd

 sp
ee

ch
the

ra
py

, d
iag

no
sti

c t
es

ts,
 du

ra
ble

 m
ed

ica
l e

qu
ipm

en
t

Fir
st 

$1
62

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts*
$0

$1
62

 (P
ar

t B
 D

ed
uc

tib
le)

$0
Re

ma
ind

er
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts

Ge
ne

ra
lly

 80
%

Ge
ne

ra
lly

 20
%

$0
Pa

rt 
B 

Ex
ce

ss
 C

ha
rg

es
 (a

bo
ve

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts)

$0
10

0%
$0

BL
OO

D Fir
st 

3 p
int

s
$0

Al
l c

os
ts

$0
Ne

xt 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$1

62
 (P

ar
t B

 D
ed

uc
tib

le)
$0

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
80

%
20

%
$0

CL
IN

IC
AL

 L
AB

OR
AT

OR
Y 

SE
RV

IC
ES

—
TE

ST
S 

FO
R 

DI
AG

NO
ST

IC
SE

RV
IC

ES
10

0%
$0

$0

PA
R

TS
 A

 A
N

D
 B

HO
ME

 H
EA

LT
H 

CA
RE

—
ME

DI
CA

RE
 A

PP
RO

VE
D 

SE
RV

IC
ES

Me
dic

all
y n

ec
es

sa
ry 

sk
ille

d c
ar

e s
er

vic
es

 an
d m

ed
ica

l s
up

pli
es

10
0%

$0
$0

Du
ra

ble
 m

ed
ica

l e
qu

ipm
en

t
Fir

st 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$1

62
 (P

ar
t B

 D
ed

uc
tib

le)
$0

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
80

%
20

%
$0

O
TH

ER
 B

EN
EF

IT
S 

– 
N

O
T 

C
O

VE
R

ED
 B

Y 
M

ED
IC

A
R

E

FO
RE

IG
N 

TR
AV

EL
—

NO
T 

CO
VE

RE
D 

BY
 M

ED
IC

AR
E

Me
dic

all
y n

ec
es

sa
ry 

em
er

ge
nc

y c
ar

e s
er

vic
es

 be
gin

nin
g d

ur
ing

 th
e f

irs
t 6

0 d
ay

s o
f

ea
ch

 tr
ip 

ou
tsi

de
 th

e U
SA

Fir
st 

$2
50

 ea
ch

 ca
len

da
r y

ea
r

$0
$0

$2
50

Re
ma

ind
er

 of
 ch

ar
ge

s
$0

80
%

 to
 a 

life
tim

e
Ma

xim
um

 B
en

efi
t

of 
$5

0,0
00

20
%

 an
d a

mo
un

ts 
ov

er
 th

e
$5

0,0
00

 lif
eti

me
 M

ax
im

um
Be

ne
fit

9
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
 G

M
ED

IC
A

R
E 

(P
A

R
T 

A
) -

 H
O

SP
IT

A
L 

SE
R

VI
C

ES
 - 

PE
R

 B
EN

EF
IT

 P
ER

IO
D

*A
 b

en
ef

it 
pe

rio
d 

be
gi

ns
 o

n 
th

e 
fir

st
 d

ay
 y

ou
 re

ce
iv

e 
se

rv
ic

e 
as

 a
n 

in
pa

tie
nt

 in
 a

 h
os

pi
ta

l a
nd

 e
nd

s 
af

te
r y

ou
 h

av
e 

be
en

 o
ut

 o
f t

he
ho

sp
ita

l a
nd

 h
av

e 
no

t r
ec

ei
ve

d 
sk

ill
ed

 c
ar

e 
in

 a
ny

 o
th

er
 fa

ci
lit

y 
fo

r 6
0 

da
ys

 in
 a

 ro
w

.
Se

rv
ice

s
Me

di
ca

re
 P

ay
s

Pl
an

 G
 P

ay
s

Yo
u 

Pa
y

HO
SP

IT
AL

IZ
AT

IO
N*

Se
mi

pr
iva

te 
ro

om
 an

d b
oa

rd
, g

en
er

al 
nu

rsi
ng

 an
d m

isc
ell

an
eo

us
 se

rvi
ce

s
an

d s
up

pli
es

Fir
st 

60
 da

ys
Al

l b
ut 

$1
,13

2
$1

,13
2 (

Pa
rt 

A 
De

du
cti

ble
)

$0
61

st  t
hr

ou
gh

 90
th  d

ay
Al

l b
ut 

$2
83

 a 
da

y
$2

83
 a 

da
y

$0
91

st  d
ay

 an
d a

fte
r:

W
hil

e u
sin

g 6
0 l

ife
tim

e r
es

er
ve

 da
ys

Al
l b

ut 
$5

66
 a 

da
y

$5
66

 a 
da

y
$0

On
ce

 lif
eti

me
 re

se
rve

 da
ys

 ar
e u

se
d:

Ad
dit

ion
al 

36
5 d

ay
s

$0
10

0%
 of

 M
ed

ica
re

El
igi

ble
 E

xp
en

se
s

$0
**

Be
yo

nd
 th

e a
dd

itio
na

l 3
65

 da
ys

$0
$0

Al
l c

os
ts

SK
IL

LE
D 

NU
RS

IN
G 

FA
CI

LI
TY

 C
AR

E*
Yo

u m
us

t m
ee

t M
ed

ica
re

’s 
re

qu
ire

me
nts

, in
clu

din
g h

av
ing

 be
en

 in
 a

ho
sp

ita
l fo

r a
t le

as
t 3

 da
ys

 an
d e

nte
re

d a
 M

ed
ica

re
 ap

pr
ov

ed
 fa

cil
ity

 w
ith

in
30

 da
ys

 af
ter

 le
av

ing
 th

e h
os

pit
al.

Fir
st 

20
 da

ys
Al

l a
pp

ro
ve

d a
mo

un
ts

$0
$0

21
st  t

hr
ou

gh
 10

0th  d
ay

Al
l b

ut 
$1

41
.50

 a 
da

y
Up

 to
 $1

41
.50

 a 
da

y
$0

10
1st  d

ay
 an

d a
fte

r
$0

$0
Al

l c
os

ts
BL

OO
D Fir

st 
3 p

int
s

$0
3 p

int
s

$0
Ad

dit
ion

al 
am

ou
nts

10
0%

$0
$0

HO
SP

IC
E 

CA
RE

Yo
u m

us
t m

ee
t M

ed
ica

re
's 

re
qu

ire
me

nts
, in

clu
din

g a
 do

cto
r's

 ce
rtif

ica
tio

n
of 

ter
mi

na
l il

lne
ss

.

Al
l b

ut 
ve

ry 
lim

ite
d

co
pa

ym
en

t/c
oin

su
ra

nc
e f

or
ou

tpa
tie

nt 
dr

ug
s a

nd
inp

ati
en

t r
es

pit
e c

ar
e

Me
dic

ar
e

co
pa

ym
en

t/c
oin

su
ra

nc
e

$0

**
N

O
TI

C
E

: W
he

n 
yo

ur
 M

ed
ic

ar
e 

P
ar

t A
 h

os
pi

ta
l b

en
ef

its
 a

re
ex

ha
us

te
d,

 th
e 

in
su

re
r s

ta
nd

s 
in

 th
e 

pl
ac

e 
of

 M
ed

ic
ar

e 
an

d 
w

ill
pa

y 
w

ha
te

ve
r a

m
ou

nt
 M

ed
ic

ar
e 

w
ou

ld
 h

av
e 

pa
id

 fo
r u

p 
to

 a
n

ad
di

tio
na

l 3
65

 d
ay

s 
as

 p
ro

vi
de

d 
in

 th
e 

po
lic

y/
ce

rti
fic

at
e'

s 
"C

or
e

B
en

ef
its

."

D
ur

in
g 

th
is

 ti
m

e 
th

e 
ho

sp
ita

l i
s 

pr
oh

ib
ite

d 
fro

m
 b

ill
in

g 
yo

u
fo

r t
he

 b
al

an
ce

 b
as

ed
 o

n 
an

y 
di

ffe
re

nc
e 

be
tw

ee
n 

its
bi

lle
d 

ch
ar

ge
s 

an
d 

th
e 

am
ou

nt
 M

ed
ic

ar
e 

w
ou

ld
 h

av
e

pa
id

.

10
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
 G

M
ED

IC
A

R
E 

(P
A

R
T 

B
) -

 M
ED

IC
A

L 
SE

R
VI

C
ES

 - 
PE

R
 C

A
LE

N
D

A
R

 Y
EA

R

*O
nc

e 
yo

u 
ha

ve
 b

ee
n 

bi
lle

d 
$1

62
 o

f M
ed

ic
ar

e 
A

pp
ro

ve
d 

A
m

ou
nt

s 
fo

r c
ov

er
ed

 s
er

vi
ce

s 
(w

hi
ch

 a
re

 n
ot

ed
 w

ith
 a

n 
as

te
ris

k)
, y

ou
r P

ar
t B

D
ed

uc
tib

le
 w

ill
 h

av
e 

be
en

 m
et

 fo
r t

he
 c

al
en

da
r y

ea
r.

Se
rv

ice
s

Me
di

ca
re

 P
ay

s
Pl

an
 G

 P
ay

s
Yo

u 
Pa

y
ME

DI
CA

L 
EX

PE
NS

ES
—

IN
 O

R 
OU

T 
OF

 T
HE

 H
OS

PI
TA

L A
ND

OU
TP

AT
IE

NT
 H

OS
PI

TA
L T

RE
AT

ME
NT

, s
uc

h a
s p

hy
sic

ian
’s 

se
rvi

ce
s,

inp
ati

en
t a

nd
 ou

tpa
tie

nt 
me

dic
al 

an
d s

ur
gic

al 
se

rvi
ce

s a
nd

 su
pp

lie
s,

ph
ys

ica
l a

nd
 sp

ee
ch

 th
er

ap
y, 

dia
gn

os
tic

 te
sts

, d
ur

ab
le 

me
dic

al 
eq

uip
me

nt
Fir

st 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$0

$1
62

 (P
ar

t B
 D

ed
uc

tib
le)

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
Ge

ne
ra

lly
 80

%
Ge

ne
ra

lly
 20

%
$0

Pa
rt 

B 
Ex

ce
ss

 C
ha

rg
es

 (a
bo

ve
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts)
$0

10
0%

$0
BL

OO
D Fir

st 
3 p

int
s

$0
Al

l c
os

ts
$0

Ne
xt 

$1
62

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts*
$0

$0
$1

62
 (P

ar
t B

 D
ed

uc
tib

le)

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
80

%
20

%
$0

CL
IN

IC
AL

 L
AB

OR
AT

OR
Y 

SE
RV

IC
ES

—
TE

ST
S 

FO
R 

DI
AG

NO
ST

IC
SE

RV
IC

ES
10

0%
$0

$0

PA
R

TS
 A

 A
N

D
 B

HO
ME

 H
EA

LT
H 

CA
RE

—
ME

DI
CA

RE
 A

PP
RO

VE
D 

SE
RV

IC
ES

Me
dic

all
y n

ec
es

sa
ry 

sk
ille

d c
ar

e s
er

vic
es

 an
d m

ed
ica

l s
up

pli
es

10
0%

$0
$0

Du
ra

ble
 m

ed
ica

l e
qu

ipm
en

t
Fir

st 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$0

$1
62

 (P
ar

t B
 D

ed
uc

tib
le)

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
80

%
20

%
$0

O
TH

ER
 B

EN
EF

IT
S 

– 
N

O
T 

C
O

VE
R

ED
 B

Y 
M

ED
IC

A
R

E

FO
RE

IG
N 

TR
AV

EL
—

NO
T 

CO
VE

RE
D 

BY
 M

ED
IC

AR
E

Me
dic

all
y n

ec
es

sa
ry 

em
er

ge
nc

y c
ar

e s
er

vic
es

 be
gin

nin
g d

ur
ing

 th
e f

irs
t 6

0
da

ys
 of

 ea
ch

 tr
ip 

ou
tsi

de
 th

e U
SA

Fir
st 

$2
50

 ea
ch

 ca
len

da
r y

ea
r

$0
$0

$2
50

Re
ma

ind
er

 of
 ch

ar
ge

s
$0

80
%

 to
 a 

life
tim

e M
ax

im
um

Be
ne

fit 
of 

$5
0,0

00
20

%
 an

d a
mo

un
ts 

ov
er

 th
e

$5
0,0

00
 lif

eti
me

 M
ax

im
um

Be
ne

fit

11
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
S 

M
 A

N
D

 N
M

ED
IC

A
R

E 
(P

A
R

T 
A

) -
 H

O
SP

IT
A

L 
SE

R
VI

C
ES

 - 
PE

R
 B

EN
EF

IT
 P

ER
IO

D
*A

 b
en

ef
it 

pe
rio

d 
be

gi
ns

 o
n 

th
e 

fir
st

 d
ay

 y
ou

 re
ce

iv
e 

se
rv

ic
e 

as
 a

n 
in

pa
tie

nt
 in

 a
 h

os
pi

ta
l a

nd
 e

nd
s 

af
te

r y
ou

 h
av

e 
be

en
 o

ut
 o

f t
he

ho
sp

ita
l a

nd
 h

av
e 

no
t r

ec
ei

ve
d 

sk
ill

ed
 c

ar
e 

in
 a

ny
 o

th
er

 fa
ci

lit
y 

fo
r 6

0 
da

ys
 in

 a
 ro

w
.

Se
rv

ice
s

Me
di

ca
re

 P
ay

s
Pl

an
 M

 P
ay

s
Yo

u 
Pa

y
Pl

an
 N

 P
ay

s
Yo

u 
Pa

y
HO

SP
IT

AL
IZ

AT
IO

N*
Se

mi
pr

iva
te 

ro
om

 an
d b

oa
rd

, g
en

er
al 

nu
rsi

ng
an

d m
isc

ell
an

eo
us

 se
rvi

ce
s a

nd
 su

pp
lie

s
Fir

st 
60

 da
ys

Al
l b

ut 
$1

,13
2

$5
66

 (5
0%

 of
 P

ar
t A

De
du

cti
ble

)
$5

66
 (5

0%
 of

 P
ar

t
A 

de
du

cti
ble

)
$1

,13
2 (

Pa
rt 

A
De

du
cti

ble
)

$0

61
st  t

hr
ou

gh
 90

th  d
ay

Al
l b

ut 
$2

83
 a 

da
y

$2
83

 a 
da

y
$0

$2
83

 a 
da

y
$0

91
st  d

ay
 an

d a
fte

r:
W

hil
e u

sin
g 6

0 l
ife

tim
e r

es
er

ve
 da

ys
Al

l b
ut 

$5
66

 a 
da

y
$5

66
 a 

da
y

$0
$5

66
 a 

da
y

$0
On

ce
 lif

eti
me

 re
se

rve
 da

ys
 ar

e u
se

d:
Ad

dit
ion

al 
36

5 d
ay

s
$0

10
0%

 of
 M

ed
ica

re
El

igi
ble

 E
xp

en
se

s
$0

**
10

0%
 of

 M
ed

ica
re

El
igi

ble
 E

xp
en

se
s

$0
**

Be
yo

nd
 th

e a
dd

itio
na

l 3
65

 da
ys

$0
$0

Al
l c

os
ts

$0
Al

l c
os

ts
SK

IL
LE

D 
NU

RS
IN

G 
FA

CI
LI

TY
 C

AR
E*

Yo
u m

us
t m

ee
t M

ed
ica

re
’s 

re
qu

ire
me

nts
,

inc
lud

ing
 ha

vin
g b

ee
n i

n a
 ho

sp
ita

l fo
r a

t le
as

t
3 d

ay
s a

nd
 en

ter
ed

 a 
Me

dic
ar

e a
pp

ro
ve

d
fac

ilit
y w

ith
in 

30
 da

ys
 af

ter
 le

av
ing

 th
e h

os
pit

al.
Fir

st 
20

 da
ys

Al
l a

pp
ro

ve
d a

mo
un

ts
$0

$0
$0

$0
21

st  t
hr

ou
gh

 10
0th  d

ay
Al

l b
ut 

$1
41

.50
 a 

da
y

Up
 to

 $1
41

.50
 a 

da
y

$0
Up

 to
 $1

41
.50

 a 
da

y
$0

10
1st  d

ay
 an

d a
fte

r
$0

$0
Al

l c
os

ts
$0

Al
l c

os
ts

BL
OO

D Fir
st 

3 p
int

s
$0

3 p
int

s
$0

3 p
int

s
$0

Ad
dit

ion
al 

am
ou

nts
10

0%
$0

$0
$0

$0
HO

SP
IC

E 
CA

RE
Yo

u m
us

t m
ee

t M
ed

ica
re

's 
re

qu
ire

me
nts

,
inc

lud
ing

 a 
do

cto
r's

 ce
rtif

ica
tio

n o
f te

rm
ina

l
illn

es
s.

Al
l b

ut 
ve

ry 
lim

ite
d

co
pa

ym
en

t/
co

ins
ur

an
ce

 fo
r

ou
tpa

tie
nt 

dr
ug

s a
nd

inp
ati

en
t r

es
pit

e c
ar

e

Me
dic

ar
e c

op
ay

me
nt

/co
ins

ur
an

ce
$0

Me
dic

ar
e

co
pa

ym
en

t/
co

ins
ur

an
ce

$0

**N
OT

IC
E:

 W
he

n y
ou

r M
ed

ica
re

 P
ar

t A
 ho

sp
ita

l b
en

efi
ts 

ar
e e

xh
au

ste
d, 

the
ins

ur
er

 st
an

ds
 in

 th
e p

lac
e o

f M
ed

ica
re

 an
d w

ill 
pa

y w
ha

tev
er

 am
ou

nt 
Me

dic
ar

e
wo

uld
 ha

ve
 pa

id 
for

 up
 to

 an
 ad

dit
ion

al 
36

5 d
ay

s a
s p

ro
vid

ed
 in

 th
e

po
lic

y/c
er

tifi
ca

te'
s "

Co
re

 B
en

efi
ts.

"

Du
rin

g t
his

 tim
e t

he
 ho

sp
ita

l is
 pr

oh
ibi

ted
 fr

om
 bi

llin
g y

ou
 fo

r t
he

ba
lan

ce
 ba

se
d o

n a
ny

 di
ffe

re
nc

e b
etw

ee
n i

ts 
bil

led
 ch

ar
ge

s a
nd

 th
e

am
ou

nt 
Me

dic
ar

e w
ou

ld 
ha

ve
 pa

id.

12
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
S 

M
 A

N
D

 N
M

ED
IC

A
R

E 
(P

A
R

T 
B

) -
 M

ED
IC

A
L 

SE
R

VI
C

ES
 - 

PE
R

 C
A

LE
N

D
A

R
 Y

EA
R

*O
nc

e 
yo

u 
ha

ve
 b

ee
n 

bi
lle

d 
$1

62
 o

f M
ed

ic
ar

e 
A

pp
ro

ve
d 

A
m

ou
nt

s 
fo

r c
ov

er
ed

 s
er

vi
ce

s 
(w

hi
ch

 a
re

 n
ot

ed
 w

ith
 a

n 
as

te
ris

k)
, y

ou
r P

ar
t B

D
ed

uc
tib

le
 w

ill
 h

av
e 

be
en

 m
et

 fo
r t

he
 c

al
en

da
r y

ea
r.

Se
rv

ice
s

Me
di

ca
re

 P
ay

s
Pl

an
 M

 P
ay

s
Yo

u 
Pa

y
Pl

an
 N

 P
ay

s
Yo

u 
Pa

y
ME

DI
CA

L 
EX

PE
NS

ES
—

IN
 O

R 
OU

T 
OF

 T
HE

 H
OS

PI
TA

L A
ND

OU
TP

AT
IE

NT
 H

OS
PI

TA
L T

RE
AT

ME
NT

, s
uc

h a
s p

hy
sic

ian
’s

se
rvi

ce
s, 

inp
ati

en
t a

nd
 ou

tpa
tie

nt 
me

dic
al 

an
d s

ur
gic

al 
se

rvi
ce

s a
nd

su
pp

lie
s, 

ph
ys

ica
l a

nd
 sp

ee
ch

 th
er

ap
y, 

dia
gn

os
tic

 te
sts

, d
ur

ab
le

me
dic

al 
eq

uip
me

nt
Fir

st 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$0

$1
62

 (P
ar

t B
De

du
cti

ble
)

$0
$1

62
 (P

ar
t B

De
du

cti
ble

)
Re

ma
ind

er
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts

Ge
ne

ra
lly

 80
%

Ge
ne

ra
lly

20
%

$0
Ba

lan
ce

, o
the

r t
ha

n
up

 to
 $2

0 p
er

 of
fic

e
vis

it a
nd

 up
 to

 $5
0

pe
r e

me
rg

en
cy

ro
om

 vi
sit

.T
he

co
pa

ym
en

t o
f u

p t
o

$5
0 i

s w
aiv

ed
 if 

the
ins

ur
ed

 is
 ad

mi
tte

d
to 

an
y h

os
pit

al 
an

d
the

 em
er

ge
nc

y v
isi

t
is 

co
ve

re
d a

s a
Me

dic
ar

e P
ar

t A
ex

pe
ns

e.

Up
 to

 $2
0 p

er
 of

fic
e

vis
it a

nd
 up

 to
 $5

0 p
er

em
er

ge
nc

y r
oo

m 
vis

it.
Th

e c
op

ay
me

nt 
of 

up
to 

$5
0 i

s w
aiv

ed
 if 

the
ins

ur
ed

 is
 ad

mi
tte

d t
o

an
y h

os
pit

al 
an

d t
he

em
er

ge
nc

y v
isi

t is
co

ve
re

d a
s a

Me
dic

ar
e P

ar
t A

ex
pe

ns
e.

Pa
rt 

B 
Ex

ce
ss

 C
ha

rg
es

 (a
bo

ve
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts)
$0

$0
Al

l c
os

ts
$0

Al
l c

os
ts

BL
OO

D Fir
st 

3 p
int

s
$0

Al
l c

os
ts

$0
Al

l c
os

ts
$0

Ne
xt 

$1
62

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts*
$0

$0
$1

62
 (P

ar
t B

De
du

cti
ble

)
$0

$1
62

 (P
ar

t B
De

du
cti

ble
)

Re
ma

ind
er

 of
 M

ed
ica

re
 A

pp
ro

ve
d A

mo
un

ts
80

%
20

%
$0

20
%

$0
CL

IN
IC

AL
 L

AB
OR

AT
OR

Y 
SE

RV
IC

ES
—

TE
ST

S 
FO

R
DI

AG
NO

ST
IC

 S
ER

VI
CE

S
10

0%
$0

$0
$0

$0

13
U
81
83
_T
X
_0
01
1



C
O

39
.B

-T
X

PL
A

N
S 

M
 A

N
D

 N
M

ED
IC

A
R

E 
(P

A
R

T 
B

) -
 M

ED
IC

A
L 

SE
R

VI
C

ES
 - 

PE
R

 C
A

LE
N

D
A

R
 Y

EA
R

PA
R

TS
 A

 A
N

D
 B

Se
rv

ic
es

M
ed

ic
ar

e
Pa

ys
Pl

an
 M

Pa
ys

Yo
u 

Pa
y

Pl
an

 N
 P

ay
s

Yo
u 

Pa
y

HO
ME

 H
EA

LT
H 

CA
RE

—
ME

DI
CA

RE
 A

PP
RO

VE
D

SE
RV

IC
ES

Me
dic

all
y n

ec
es

sa
ry 

sk
ille

d c
ar

e s
er

vic
es

 an
d m

ed
ica

l
su

pp
lie

s

10
0%

$0
$0

$0
$0

Du
ra

ble
 m

ed
ica

l e
qu

ipm
en

t
Fir

st 
$1

62
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts*

$0
$0

$1
62

 (P
ar

t B
De

du
cti

ble
)

$0
$1

62
 (P

ar
t B

De
du

cti
ble

)
Re

ma
ind

er
 of

 M
ed

ica
re

 A
pp

ro
ve

d A
mo

un
ts

80
%

20
%

$0
20

%
$0

O
TH

ER
 B

EN
EF

IT
S 

– 
N

O
T 

C
O

VE
R

ED
 B

Y 
M

ED
IC

A
R

E

FO
RE

IG
N 

TR
AV

EL
—

NO
T 

CO
VE

RE
D 

BY
 M

ED
IC

AR
E

Me
dic

all
y n

ec
es

sa
ry 

em
er

ge
nc

y c
ar

e s
er

vic
es

 be
gin

nin
g

du
rin

g t
he

 fir
st 

60
 da

ys
 of

 ea
ch

 tr
ip 

ou
tsi

de
 th

e U
SA

Fir
st 

$2
50

 ea
ch

 ca
len

da
r y

ea
r

$0
$0

$2
50

$0
$2

50
Re

ma
ind

er
 of

 ch
ar

ge
s

$0
80

%
 to

 a 
life

tim
e

Ma
xim

um
Be

ne
fit 

of
$5

0,0
00

20
%

 an
d a

mo
un

ts
ov

er
 th

e $
50

,00
0

life
tim

e M
ax

im
um

Be
ne

fit

80
%

 to
 a 

life
tim

e
Ma

xim
um

 B
en

efi
t o

f
$5

0,0
00

20
%

 an
d a

mo
un

ts
ov

er
 th

e $
50

,00
0

life
tim

e M
ax

im
um

Be
ne

fit

14
U
81
83
_T
X
_0
01
1



United of Omaha Life Insurance Company
A Mutual of Omaha Company
P.O. Box 3608 Omaha, Nebraska 68103-3608

Application Submission Checklist To United of Omaha For Medicare Supplement  
or Select Coverage – TEXAS

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

o Application
 1. Complete “Plan Information” Box.
 2. Refer to the Outline of Coverage for policy forms.
 3. Answer all questions in full.
 4. Applicants applying for Plan N: 

during an Open Enrollment or Guaranteed Issue period should •	 SKIP SECTIONS 4 & 5 AND GO TO 
SECTION 6. 
outside of an Open Enrollment or Guaranteed Issue period and are •	 REPLACING other coverage 
should SKIP SECTION 4 and COMPLETE SECTIONS 5 & 6. 
outside of an Open Enrollment or Guaranteed Issue period and are •	 NOT REPLACING other coverage 
should COMPLETE SECTION 4 THEN GO TO SECTION 6.

 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.

o Collect Premium Amount
	 •	 The	full	modal	premium	is	collected	at	the	time	of	application.
	 •	 Calculate	the	premium	based	on	age	at	time	of	application.
	 •	 Follow	instructions	on	page	1	of	Calculate Your Premium form (UC6582_TX) to calculate  

 the premium.

o Provide Client with Buyer’s Guide

o Provide Client with Outline of Coverage

o Complete Producer Information page

o 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	occur	when	the	application	is	processed. 

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

o Complete, sign and provide client with copy of the Authorization To Disclose Personal Information 
(HIPAA form U7566_0610).  This form is NOT a requirement if applying during an Open Enrollment 
or Guaranteed Issue Period

o Complete Replacement Notice (U7565) and leave a copy with the applicant (if applicable)

o Complete Medicare Select Policy Disclosure Agreement (U7568_TX) (if applicable)

o Provide Client with Definition of Eligible Person for Guaranteed Issue Notice (U7567)

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.

UAP620_TX_0111



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	 

(UC6582_TX)	to	calculate	the	premium.		Complete	the	form	for	Applicants	A	&	B	(if	applying)	return	with	the	
application.

•	 Initial	Mode*	(A=Annual,	S=Semiannual,	Q=Quarterly,	B=Automatic	Funds	Withdraw,	or	ACH=Automated	Clearing	House)
•	 Renewal	Premium	(Amount)
•	 Renewal	Mode*	(A=Annual,	S=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.
•	 If	the	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.	
•	 If	the	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	sure	to	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.
•	 Option A	-	Pay	all	premiums	(1st	&	monthly	renewals)	by	ACH/BSP	-	DO	NOT	submit	a	check	for	payment.
•	 Option 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
•	 Complete	and	sign	the	receipt	(if	applicable),	detach	entire	page	and	leave	with	applicant.

Authorization To Disclose Personal Information (HIPAA)
•	 If client is NOT applying during an Open	Enrollment	or	Guaranteed	Issue	Period,	completing	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.

•	 If	client	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.
• Leave	a	copy	with	applicant	(if	applicable).
State – Specific Forms – complete if applicable
•	 Be	sure	to	include	all	state	appropriate	forms.



United of Omaha Life Insurance Company
A Mutual of Omaha Company

Application For Medicare Supplement Coverage

Applicant

Policy Form

Applicant B

Policy Form

Requested Effective Date Requested Effective Date

Premium Collected (based on age at application date) $ Premium Collected (based on age at application date) $

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

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

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

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

PLAN INFORMATION  (to be completed by Producer)

Applicant

Name (First/Middle/Last)

Residence Address 

City 

State ZIP

Mailing Address (if different from residence address)

City

State ZIP

Home Phone No (_______)____________________________ 
 (area code)

Current Age _________ Date of Birth___________________
 mo       day       yr

Male  Female 

Social Security No

Medicare Health Insurance Card Number (if known)

E-mail Address

Height  Weight

Ft ________ In ________ Lbs __________

		/									/			/									/

Applicant B

Name (First/Middle/Last)

Residence Address  (if different from Applicant’s)

City 

State ZIP

Mailing Address (if different from residence address)

City

State ZIP

Home Phone No (_______)____________________________ 
 (area code)

Current Age _________ Date of Birth___________________
 mo       day       yr

Male  Female 

Social Security No

Medicare Health Insurance Card Number (if known)

E-mail Address

Height  Weight

Ft ________ In ________ Lbs __________

UA5910-41 United of Omaha Life Insurance Company • P.O. Box 3608 • Omaha, Nebraska 68103-3608 1

Group number (if applicable):_____________________



1. Have you received a copy of the Guide to Health Insurance for People with Medicare and the  
Outline of Coverage? 

2. Have you used tobacco in any form in the past 12 months?

To the Best of Your Knowledge:
1. Are you covered under Medicare Part A?

 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?
 If “YES,” what is your Part B effective date? ______________ /_______________________
  Applicant Applicant B

 If “NO,” indicate date you plan to enroll. ________________ /_______________________
  Applicant Applicant B

3. Did you turn age 65 in the last six months?
4. Did you enroll in Medicare Part B in the last six months?
 If “YES,” indicate your effective date. ___________________ /_______________________
  Applicant Applicant B

 Applicant Applicant B
 Yes     No  Yes    No 
 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 
 Yes     No  Yes    No 

			/									/ 			/									/

			/									/ 			/									/

			/									/ 			/									/

			/									/ 			/									/

			/									/ 			/									/

 2. PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS.

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.

 Applicant Applicant B

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 
 Yes     No  Yes    No 

			/									/			/									/

Applicant

Name of Company

Policy/Certificate Number

Plan

Issue Date

Applicant B

Name of Company

Policy/Certificate Number

Plan

Issue Date
			/									/			/									/

			/									/ 			/									/

			/									/ 			/									/ 			/									/ 			/									/

To the Best of Your Knowledge:

1. Are you applying during a guaranteed issue period?
 (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?
 (a) If “YES,” with what company, and what plan do you have?

 (b) If “YES,” do you intend to replace your current Medicare supplement policy/certificate with  
  this policy?

 (c) If “YES,” indicate termination date. ________________ / ________________________
  Applicant Applicant B

 (d) If “YES,” have you received a copy of the replacement notice?

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 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) If you are still covered under the Medicare plan, do you intend to replace your current 
  coverage with this new Medicare supplement policy?
 (b) If “YES,” have you received a copy of the replacement notice?

 (c) Reason for termination/disenrollment? _______________________________ / _________________________________
  Applicant Applicant B

 (d) Planned date of termination/disenrollment? ___________________________ / _________________________________
 Applicant Applicant B

UA5910-41 United of Omaha Life Insurance Company • P.O. Box 3608 • Omaha, Nebraska 68103-3608 2



			/									/ 			/									/ 			/									/ 			/									/

			/									/			/									/

Applicant B

Name of Company Kind of Policy

Applicant

Name of Company Kind of Policy

 (e) Was this your first time in this type of Medicare plan?
 (f) Did you drop a Medicare supplement or Medicare select policy/certificate to enroll in this  
  Medicare plan?
 (g) Is your former Medicare supplement or Medicare select policy/certificate still available?

4. Have you had coverage under any other health insurance within the past 63 days?  
 (For example, an employer, union, or individual non-Medicare supplement plan)
 (a) If “YES,” with what company and what kind of policy? (List below)

 (b) What are your dates of coverage under the other policy?  If you are still covered under this plan, leave “END” blank.
  START _____________________ END ___________________  / START ____________________ END ___________________
 Applicant Applicant B

 (c) Reason for termination/disenrollment? ________________________________ / ________________________________
  Applicant Applicant B

 (d) Planned date of termination/disenrollment? ____________________________ / ________________________________
  Applicant Applicant B 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

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

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

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

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

Applicant

Name of Company

Policy/Certificate Number

Description of Benefits

Effective Date of Coverage

Applicant B

Name of Company

Policy/Certificate Number

Description of Benefits

Effective Date of Coverage

Applicant

Name of Company

Policy/Certificate Number

Description of Benefits

Effective Date of Coverage

Applicant B

Name of Company

Policy/Certificate Number

Description of Benefits

Effective Date of Coverage
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 Applicant Applicant B

 Yes     No  Yes    No 

 Yes     No  Yes    No 
Yes     No  Yes    No 

 Yes     No  Yes    No 
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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?

  2. Have you been diagnosed with emphysema, Chronic Obstructive Pulmonary Disease 
(COPD) or other chronic pulmonary disorders?

  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?

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

  5. Have you been diagnosed with or treated for Acquired Immune Deficiency Syndrome 
(AIDS) or AIDS Related Complex (ARC)?

  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”.

  7. Do you have diabetes that has ever required more than 50 units of insulin daily?

  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?

  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 (TIA) or heart rhythm disorders?

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?

11. Have you been advised by a physician that surgery may be required within the next 12 
months for cataracts?

12. Have you been advised by a physician to have surgery, medical tests, treatment or therapy 
that has not been performed?

13. Have you been hospital confined three or more times in the last two years?

14. Have you had an organ transplant or been advised by a physician to have an organ transplant?

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.

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

 

 

 

 ApplicAnt ApplicAnt B

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 
 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 
 Yes     No  Yes    No 
 Yes     No  Yes    No 

 Yes     No  Yes    No 

If applying for plans other than Plan N:
If you are applying during an Open Enrollment or Guaranteed Issue period, •	 SKIP SECTIONS 4 & 5 and GO TO SECTION 6.  
If you are applying outside of an Open Enrollment or Guaranteed Issue period, •	 PLEASE ANSWER ALL QUESTIONS IN 
SECTION 4 and then GO TO SECTION 6.

If applying for Plan N:
If you are applying during an Open Enrollment or Guaranteed Issue period, •	 SKIP SECTIONS 4 & 5 and GO TO SECTION 6. 
If you are applying for Plan N outside of an Open Enrollment or Guaranteed Issue period and are REPLACING other •	
coverage, SKIP SECTION 4 and COMPLETE SECTIONS 5 & 6. 
If you are applying for Plan N outside of an Open Enrollment or Guaranteed Issue period and do NOT currently have a •	
Medicare supplement, Medicare Advantage, or employer group health plan, PLEASE ANSWER ALL QUESTIONS IN 
SECTION 4 and then SKIP TO SECTION 6.

(Please see the enclosed material for explanation of the Open Enrollment and Guaranteed Issue periods.)

 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.
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 Applicant Applicant B

 6. HOUSEHOLD DISCOUNT INFORMATION – Please Answer BOTH Questions 1 & 2 In This Section.

Relationship to Applicant:
First Name

Last Name

Street Address

City State ZIP

Policy/Certificate Number

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

1. I have 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     No  Yes    No 

2. I have 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     No 

1. Are you currently hospitalized or confined to a nursing facility; or, are you bedridden or   
confined to a wheelchair?

2. Have you been advised by a physician to have surgery, medical tests, treatment or therapy  
that has not been performed?

3. Have you been diagnosed with any of the following?

A. Kidney disease requiring dialysis?

B. Chronic obstructive pulmonary disease (COPD) or other chronic pulmonary disorders?

4. Within the past two years have you been treated for or been advised by a physician to have  
treatment for a heart attack; heart, coronary, or carotid artery disease; or heart rhythm disorders?

5. 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.  

  5. IF YOU ARE APPLYING FOR MEDICARE SUPPLEMENT PLAN N OUTSIDE OF AN OPEN ENROLLMENT OR 
GUARANTEED ISSUE PERIOD AND ARE REPLACING OTHER COVERAGE  (including Medicare supplement, 
Medicare Advantage, group medical, etc.) – Please Answer These REQUIRED Questions.  If you answer “YES” to 
any of the following questions 1-4, you will NOT be eligible for coverage.

     APPLICANT    APPLICANT B

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

 Yes     No  Yes    No 

Yes     No  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

 

 

 



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.

 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.

 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).

I 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.   
I 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

 7. PLEASE READ AND SIGN BELOW
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  ADDITIONAL INFORMATION:  PART 4 Question #15 or PART 5 Question #5 - CON’T. HEALTH /MEDICAL QUESTIONS

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

 

 

 

   SECTION FOR ADDITIONAL COMMENTS
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. 

Line Steps Example
Rate displayed is used for 
calculation purposes only.

Applicant’s 
Premium

Applicant B’s 
Premium

#1 Premium  
Write	in	your	Med	supp	plan’s	premium	from	
the Outline of Coverage provided.

$128.52

#2 Household Discount
Are you eligible to receive a household 
discount?		If	yes,	multiply	line	#1	by	.93.
If	no,	enter	the	amount	from	line	#1.

$128.52	x	.93	=	$119.52	
In	this	example,	the	person	
qualifies	for	the	household	
discount. 

#3 Payment Options
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)

$119.52	monthly	payment

$358.56	quarterly	payment
$717.12 semiannual payment
$1,434.24	annual	payment

 Page 1 UC6582_TX



Height and Weight Chart
Eligibility
To	determine	whether	you	may	purchase	coverage,	locate	your	height,	then	weight	in	the	chart	below.	If	your	weight	is	in	the	
Decline	column,	we’re	sorry,	you’re	not	eligible	for	coverage	at	this	time.	If	your	weight	is	located	in	the	Standard		column,	you	
may continue to step 1. 

Decline Standard Decline

Height Weight Weight Weight

4' 2'' < 54 54 – 145 146 + 
4' 3'' < 56 56 – 151 152 + 
4' 4'' <	58 58	–	157 158	+	
4' 5'' < 60 60 – 163 164 + 
4' 6'' < 63 63 – 170 171 + 
4' 7'' < 65 65 – 176 177 + 
4'	8'' < 67 67	–	182 183	+	
4'	9'' < 70 70	–	189 190	+	

4' 10'' < 72 72	–	196 197	+	
4' 11'' < 75 75 – 202 203 + 
5' 0'' < 77 77	–	209 210 + 
5' 1'' <	80 80	–	216 217 + 
5' 2'' <	83 83	–	224 225 + 
5' 3'' <	85 85	–	231 232 + 
5' 4'' <	88 88	–	238 239	+	
5' 5'' <	91 91	–	246 247 + 
5' 6'' <	93 93	–	254 255 + 
5' 7'' <	96 96	–	261 262 + 
5'	8'' <	99 99	–	269 270 + 
5'	9'' < 102 102 – 277 278	+	

5' 10'' < 105 105	–	285 286	+	
5' 11'' <	108 108	–	293 294	+	
6' 0'' < 111 111 – 302 303 + 
6' 1'' < 114 114 – 310 311 + 
6' 2'' < 117 117	–	319 320 + 
6' 3'' < 121 121	–	328 329	+	
6' 4'' < 124 124 – 336 337 + 
6' 5'' < 127 127 – 345 346 + 
6' 6'' < 130 130 – 354 355 + 
6' 7'' < 134 134 – 363 364 + 
6'	8'' < 137 137 – 373 374 + 
6'	9'' < 140 140	–	382 383	+	

6' 10'' < 144 144	–	392 393	+	
6' 11'' < 147 147 – 401 402 + 
7' 0'' < 151 151 – 411 412 + 
7' 1'' < 155 155 – 421 422 + 
7' 2'' <	158 158	–	431 432 + 
7' 3'' < 162 162 – 441 442 + 
7' 4'' < 166 166 – 451 452 + 
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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



United of Omaha Life Insurance Company
A Mutual of Omaha Company

Policy Delivery
Mail	policy/policies	to:

a)		Applicant	  Producer  

b)		Applicant	B	 Producer  

Producer(s) Information

Producer Name	_________________________________________  Social Security No	____________________________

Comm. % Share	________ 	 Producer	Phone	No	(____)	____________________  Commission Code	_____________________

Producer	E-mail	Address	__________________________________  @	____________________________________________

Producer	FAX	Number	 	____________________________________

Producer Name	_________________________________________  Social Security No	____________________________

Comm. % Share	________ 	 Producer	Phone	No	(____)	____________________  Commission Code	_____________________

Producer	E-mail	Address	__________________________________  @	____________________________________________

Producer	FAX	Number	 	____________________________________

(Note:	Producers	must	be	under	the	same	commission	code	to	share	or	split	commissions.)

Producer To Complete Only If Premium Is To Be Paid With A Business Check/Account 

Initial Payment

Is	the	applicant:	 Yes	 No

	 (a)	 unemployed? ...............................................................................................................................................  

	 (b)	 employed,	but	not	working	for	the	business	that	is	paying	the	premium? .....................................................  

	 (c)	 the	business	owner	or	spouse	of	the	business	owner? .................................................................................  

If	(a),	(b),	or	(c)	is	“Yes,”	the	premium	can	be	paid	with	a	business	check/account.

Renewal Payment

Is	the	applicant:	 Yes	 No

	 (a)	 unemployed? ...............................................................................................................................................  

	 (b)	 employed,	but	not	working	for	the	business	that	is	paying	the	premium? .....................................................  

	 (c)	 the	business	owner	or	spouse	of	the	business	owner? .................................................................................  

If	(a),	(b),	or	(c)	is	“Yes,”	the	premium	can	be	paid	with	a	business	check/account.



U7535_0409

Instructions for Completion of Authorization for Electronic Funds Transfer (ACH/BSP) Form

The applicant may select one of three payment options indicated on the back side of this form.  Instructions for each 
option are listed below.  With each option, the form must be signed and dated.

 Option A:  pay all premiums (1st month and monthly renewals) by Electronic Funds transfer (EFt). 
Automated clearing House (ACH) is used for initial payment and Bank Service plan (BSP) is used for renewal payments. 
When choosing to pay both the initial and monthly renewals by EFT, the applicant must complete the form and 
submit it with the application.  DO NOT submit a signed check for payment under this option.  To avoid potential 
delays in processing, submit a voided check and complete the account information (routing/account numbers, 
name of financial institution) on the form.

 Option B:  pay 1st month by paper check and monthly renewals by BSp 
When choosing to pay the initial premium via paper check and the monthly renewals by BSP, the applicant must 
complete the form and submit it with the application.  A signed check for the initial monthly premium must be 
submitted with the application.

 Option c:  pay 1st month by AcH and pay renewals by direct bill (monthly direct billing is not offered) 
When choosing to pay the initial premiums by ACH and renewal premiums by direct billing (quarterly,  
semiannually, or annually), the applicant must complete the form and submit it with the application. DO NOT 
submit a signed check for the initial premium payment under this option.  To avoid potential delays in processing, 
submit a voided check and complete the account information (routing/account number, name of financial 
institution) on the form.

When choosing to pay initial premiums by AcH, money will be withdrawn on the date the application is processed.   
this may be different from the monthly withdraw date selected for renewal premiums.

Payments cannot be postponed until a later date.

Payment from a third party, including any foundation, cannot be accepted.

All refunds will be made to the applicant in the event of rejection, incomplete submission, overpayment, cancellation, etc.

Please complete the Electronic Funds Transfer form accurately and in its entirety, making sure that all required 
information is correct and complete on your Electronic Funds Transfer form prior to submission. In addition, please 
make sure that the premium amount is filled in on the Electronic Funds Transfer form so we can initiate a timely and 
accurate withdrawal from your client’s bank account. 

An example of how to find correct Routing and Account Numbers on your clients’ checks is included at the top of this 
form. Do not include the check number as part of either the Routing or Account Number. The applicant’s bank name 
is normally included above the Memo line on the check.

John Doe Check #1234
Street Address
Town, City   Zip code Date: _________________

Pay to: __________________________________________________________________

___________________________________________________________________Dollars
Bank Name  
& Address

Memo _________________  Signed By: _________________________________

Account Holder Name

{ {

{ Check Number{

|:123456789:| 12345678 ||■  1234 ||■

Bank Routing/
Transfer Number

Bank Account 
Number

Check Number
(if shown at bottom, may be 

before or after the account #)

Do NOT include the check number as part 
of either the Routing or Account Number.

{
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 Applicant A Applicant B

Please refer to instructions 
on	the	Front	of	this	form.

United of Omaha Life Insurance Company
 A Mutual of Omaha Company

Authorization for Electronic Funds Transfer (ACH/BSP)
This form is intended as authorization to debit your account.  Please complete initial and renewal premium payment 
information below.

Medicare Supplement premium payment Options: YES nO YES nO

A. Pay premiums (1st month and monthly renewals) by Electronic Funds Transfer  	 	  
 (AcH is used for initial payment and BSp is used for renewal payments.)

B. Pay 1st premium by signed paper check and pay monthly renewals by BSP   	 	 
C. Pay initial premium by ACH and pay renewals by direct bill (monthly direct billing is not offered)  	 	 

 • If choosing Options A or C, list amount of initial premium withdrawal . . . . . . . . . . . . . . . . $ ________   $ ________

 • If choosing Options A or B,  
  select a withdrawal date for monthly renewal payments (circle one) . . . . . . . . . . . . . . . . . . . . 1st or 15th 1st or 15th

 • Is a Business Account being used to pay premiums?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 	 
 • If yes, is the applicant:

  (a) Unemployed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 	 
  (b) Employed, but not working for the business that is paying the premium . . . . . . . . . . . . .  	 	 
  (c) The business owner or spouse of the business owner . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 	 
  If (A), (B), or (C) are “Yes,” premiums CAN be paid with a business account.

Applicant A Applicant B

Complete the information below. To avoid potential delays in processing, submit a copy of a voided check.

Account type (check one): Checking Savings Account type (check one): Checking Savings

_______________________________________________   ______________________________________________
Name of Financial Institution Name of Financial Institution

_______________________________________________   ______________________________________________
Routing Number (first 9 digits on lower left side of check) Routing Number (first 9 digits on the lower left side of check)

_______________________________________________   ______________________________________________
Account Number Account Number 
(Do NOT use Debit or Credit Card account numbers) (Do NOT use Debit or Credit Card account numbers)

_______________________________________________   ______________________________________________
Name as Shown on Account   Name as Shown on Account

iMpORtAnt:  Withdrawal date of the initial premium payment will occur when the application is                                                               
                               processed and may be different than the monthly withdrawal date selected above.

I authorize United of Omaha Life Insurance Company (“United of Omaha”) to withdraw funds from my account for my initial 
and/or monthly renewal premiums and understand that the amounts may differ.  I also authorize United of Omaha to collect 
any premium(s) due by bank draft withdrawal.  Premium shortages may result from a variety of causes, including underwriting 
adjustments.  I authorize you, my financial institution, to pay from my account any checks, drafts or preauthorized electronic 
fund transfers from my account to United of Omaha.  Your rights with each charge will be the same as if personally paid by me.  
The authorization will be effective until I give you at least three‐ business days’ notice to cancel it.  If notice is given verbally, you 
may require written confirmation from me within 14 days after my verbal notice.

_______________________________________________   ______________________________________________
Authorized Signature as Shown on Account  Authorized Signature as Shown on Account

_______________________________________________   ______________________________________________
Date  Date



United of Omaha Life Insurance Company  
                                     
Authorization To Disclose Personal Information To United of Omaha Life Insurance Company

Meanings of Terms
“Medical Persons and Entities” means: all	physicians,	medical	or	dental	practitioners,	hospitals,	clinics,	pharmacies,	
pharmacy	benefit	managers,	other	medical	care	facilities,	health	maintenance	organizations	and	all	other	providers	of	
medical or dental services.
“Personal Information” means:	all	health	information,	such	as	medical	history,	mental	and	physical	condition,	prescription	
drug	records,	drug	and	alcohol	use	and	other	information	such	as	finances,	occupation,	general	reputation	and	insurance	
claims information about me. Personal Information does not include Psychotherapy Notes.
“Psychotherapy Notes” means: notes recorded by a health care provider who is a mental health professional documenting or 
analyzing	the	contents	of	conversation	during	a	counseling	session,	which	notes	are	separated	from	the	rest	of	the	person’s	
medical	record.	Certain	information,	such	as	that	relating	to	prescriptions,	diagnosis	and	functional	status,	is	not	included	in	 
the term Psychotherapy Notes.

“Specified Companies” means:
•	 The	group	of	companies	which	presently	includes	Mutual	of	Omaha	Insurance	Company,	United	of	Omaha	Life	

Insurance	Company,	United	World	Life	Insurance	Company,	Companion	Life	Insurance	Company,	additional	
companies which may become part of this group of companies and their successors.

•	 Other	persons	and	entities	which	act	on	behalf	of	those	companies	to	provide	services	to	them.
Authorization to Disclose

I	authorize	the	Medical	Persons	and	Entities,	the	Specified	Companies,	employers,	consumer	reporting	agencies	and	other	
insurance	companies	to	disclose	Personal	Information	about	me	to	United	of	Omaha	Life	Insurance	Company.

Purposes
The	Personal	Information	will	be	used	to	determine	my	eligibility	for	insurance	and	to	resolve	or	contest	any	issues	of	incomplete,	
incorrect or misrepresented information on my application which may arise during the processing of my application or in 
connection with claims for insurance benefits.

Potential for Redisclosure
If the person or entity to whom Personal Information is disclosed is not a health care provider or health plan subject to federal 
privacy	regulations,	the	Personal	Information	may	then	be	subject	to	further	disclosure	by	that	person	or	entity	without	the	
protections of the federal privacy regulations.

Failure to Sign
I	understand	that	I	may	refuse	to	sign	this	authorization.	I	realize	that	if	I	refuse	to	sign,	the	insurance	for	which	I	am	applying	will	
not be issued.

Expiration and Revocation
Unless	revoked	earlier,	this	authorization	will	remain	in	effect	for	24	months	from	the	date	I	sign	it.	I	understand	that	I	may	
revoke	this	authorization	at	any	time,	by	written	notice	to:

ATTN:	Individual	Underwriting
United	of	Omaha	Life	Insurance	Company

Mutual of Omaha Plaza
Omaha,	NE	68175-0001

I	realize	that	my	right	to	revoke	this	authorization	is	limited	to	the	extent	that	United	of	Omaha	Life	Insurance	Company	has	
taken	action	in	reliance	on	the	authorization	or	the	law	allows	United	of	Omaha	Life	Insurance	Company	to	contest	the	issuance	
of the policy or a claim under the policy.

Copy
I understand that I will receive a copy of the signed authorization. A copy of this authorization is as effective as the original.

Applicant	acknowledges	and	agrees	that	if	there	is	more	than	one	proposed	insured	on	this	application,	all	information	provided	
may	be	reviewed	or	shared	with	the	other	applicant.		A	completed	and	signed	application	will	become	part	of	each	applicant’s	
policy.

Names and Signatures
Name(s)	used	for	medical	records	(if	different	than	the	name(s)	below):	 ______________________________________________

___________________________________________________________________________________________________________

Applicant Applicant B
Printed Name of Proposed Applicant Printed Name of Proposed Applicant

Signature of Proposed Applicant Signature of Proposed Applicant

Date Date

U7566_0610 THIS AUTHORIZATION COMPLIES WITH HIPAA AND OTHER FEDERAL AND STATE LAWS 

Please sign and return this authorization 
with your completed application



United of Omaha Life Insurance Company
 A Mutual of Omaha Company

Notice to Applicant Regarding Replacement of Medicare Supplement Insurance  
or Medicare Advantage
Save this notice!  It may be important to you in the future.
According	to	your	application,	you	intend	to	terminate	existing	Medicare	supplement or Medicare Advantage 
insurance	and	replace	it	with	a	policy	to	be	issued	by	United	of	Omaha	Life	Insurance	Company.		Your	new	policy	
will	provide	thirty	(30)	days	within	which	you	may	decide	without	cost	whether	you	desire	to	keep	the	policy.		For	
your	own	information	and	protection,	you	should	be	aware	of	and	seriously	consider	certain	factors	which	may	
affect the insurance protection available to you under the new policy.
You	should	review	this	new	coverage	carefully.		Compare	it	with	all	accident	and	sickness	coverage	you	now	have.		
If,	after	due	consideration,	you	find	that	purchase	of	this	Medicare	supplement	coverage	is	a	wise	decision,	you	
should terminate your present Medicare supplement	or	Medicare	Advantage	coverage.		You	should	evaluate	the	
need	for	other	accident	and	sickness	coverage	you	have	that	may	duplicate	this	policy.
Statement To Applicant by Issuer, Agent, Broker or Other Representative:
I	have	reviewed	your	current	medical	or	health	insurance	coverage.		To	the	best	of	my	knowledge,	this	Medicare	
supplement policy will not duplicate your existing Medicare supplement	or,	if	applicable,	Medicare	Advantage	
coverage because you intend to terminate your existing Medicare supplement coverage or leave your Medicare 
Advantage	plan.		The	replacement	policy	is	being	purchased	for	the	following	reason(s)	(check	one):

Applicant Applicant B
Additional benefits Additional benefits
No	change	in	benefits,	but	lower	premiums No	change	in	benefits,	but	lower	premiums
Fewer	benefits	and	lower	premiums Fewer	benefits	and	lower	premiums
My plan has outpatient prescription drug 
coverage and I am enrolling in Part D

My plan has outpatient prescription drug coverage 
and I am enrolling in Part D

Disenrollment from a Medicare Advantage Plan  
Please explain reason for disenrollment

Disenrollment from a Medicare Advantage Plan  
Please explain reason for disenrollment

Other	(please	specify) Other	(please	specify)

1. Health conditions which you may presently have may not be immediately or fully covered under the new policy.  
This	could	result	in	denial	or	delay	of	a	claim	for	benefits	under	the	new	policy,	whereas	a	similar	claim	might	
have been payable under your present policy.

2.	 State	law	provides	that	your	replacement	policy	or	certificate	may	not	contain	new	preexisting	conditions,	
waiting	periods,	elimination	periods	or	probationary	periods.		The	insurer	will	waive	any	time	periods	
applicable	to	preexisting	conditions,	waiting	periods,	elimination	periods,	or	probationary	periods	in	the	new	
policy for similar benefits to the extent such time was spent under the original policy.

3.	 If	you	still	wish	to	terminate	your	present	policy	and	replace	it	with	new	coverage,	be	certain	to	truthfully	and	
completely	answer	all	questions	on	the	application	concerning	your	medical	and	health	history.		Failure	to	
include all material medical information on an application may provide a basis for the Company to deny any 
future claims and to refund your premiums as though your policy had never been in force.  After the application 
has	been	completed	and	before	you	sign	it,	review	it	carefully	to	be	certain	that	all	information	has	been	
properly recorded.

Do	not	cancel	your	present	policy	until	you	have	received	your	new	policy	and	are	sure	that	you	want	to	keep	it.

✗	_________________________________________________________________________________________
Signature of Agent, Broker or Other Representative*
United of Omaha Life Insurance Company,	Mutual	of	Omaha	Plaza,	Omaha,	NE		68175

Applicant Applicant B
Signature Signature

Date Date

*Signature not required for direct response sales.
U7565 1	-	Home	Office	Copy
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United of Omaha Life Insurance Company
 A Mutual of Omaha Company

Medicare Select Policy Disclosure Agreement

I	acknowledge	receipt	of	the	following	information:

1. Outline of Coverage

2.	 Description	of	the	restricted	network	provisions	including:
(a)	network	providers;
(b)	payments	for	coinsurance	and	deductibles	when	providers	other	than	network	providers	 

are	utilized;
(c)	coverage	for	emergency	and	urgently	needed	care	and	other	out	of	service	area	coverage;
(d)	limitations	on	referrals	to	restricted	network	providers;
(e)	description	of	my	rights	to	purchase	a	Medicare	supplement	policy	of	equal	or	lesser	benefits 

offered	in	my	state	by	United	of	Omaha;
(f)	 United	of	Omaha	Life	Insurance	Company’s	Quality	Assurance	Program;	and	
(g)	United	of	Omaha	Life	Insurance	Company’s	Grievance	Procedures.

I also understand the following:

United	of	Omaha	does	not	recommend	the	purchase	of	a	Medicare	select	policy	if	I	live	more	than	20-25	
miles	from	a	network	hospital;	unless	the	network	hospital	is	the	closest	hospital	which	offers	this	level	of	
service.

I have received full and fair disclosure of the information described above.

Signature of the Proposed Applicant Signature of the Proposed Applicant B

Date Date



IMPORTANT DOCUMENTS

CLIENT FORMS

As part of the application process, the applicant has signed multiple forms.  
Applicant copies of these forms and client notifications on the following pages 
are to be given to the applicant if applicable.

 Replacement Notice  (If replacing, both you and the applicant must sign 
          the customer copy of the replacement notice)

 Conditional Receipt / Notice of Information Practices

      Definition of Eligible Person for Guaranteed Issue Notice



United of Omaha Life Insurance Company
 A Mutual of Omaha Company

Notice to Applicant Regarding Replacement of Medicare Supplement Insurance  
or Medicare Advantage
Save this notice!  It may be important to you in the future.
According	to	your	application,	you	intend	to	terminate	existing	Medicare	supplement or Medicare Advantage 
insurance	and	replace	it	with	a	policy	to	be	issued	by	United	of	Omaha	Life	Insurance	Company.		Your	new	policy	
will	provide	thirty	(30)	days	within	which	you	may	decide	without	cost	whether	you	desire	to	keep	the	policy.		For	
your	own	information	and	protection,	you	should	be	aware	of	and	seriously	consider	certain	factors	which	may	
affect the insurance protection available to you under the new policy.
You	should	review	this	new	coverage	carefully.		Compare	it	with	all	accident	and	sickness	coverage	you	now	have.		
If,	after	due	consideration,	you	find	that	purchase	of	this	Medicare	supplement	coverage	is	a	wise	decision,	you	
should terminate your present Medicare supplement	or	Medicare	Advantage	coverage.		You	should	evaluate	the	
need	for	other	accident	and	sickness	coverage	you	have	that	may	duplicate	this	policy.
Statement To Applicant by Issuer, Agent, Broker or Other Representative:
I	have	reviewed	your	current	medical	or	health	insurance	coverage.		To	the	best	of	my	knowledge,	this	Medicare	
supplement policy will not duplicate your existing Medicare supplement	or,	if	applicable,	Medicare	Advantage	
coverage because you intend to terminate your existing Medicare supplement coverage or leave your Medicare 
Advantage	plan.		The	replacement	policy	is	being	purchased	for	the	following	reason(s)	(check	one):

Applicant Applicant B
Additional benefits Additional benefits
No	change	in	benefits,	but	lower	premiums No	change	in	benefits,	but	lower	premiums
Fewer	benefits	and	lower	premiums Fewer	benefits	and	lower	premiums
My plan has outpatient prescription drug 
coverage and I am enrolling in Part D

My plan has outpatient prescription drug coverage 
and I am enrolling in Part D

Disenrollment from a Medicare Advantage Plan  
Please explain reason for disenrollment

Disenrollment from a Medicare Advantage Plan  
Please explain reason for disenrollment

Other	(please	specify) Other	(please	specify)

1. Health conditions which you may presently have may not be immediately or fully covered under the new policy.  
This	could	result	in	denial	or	delay	of	a	claim	for	benefits	under	the	new	policy,	whereas	a	similar	claim	might	
have been payable under your present policy.

2.	 State	law	provides	that	your	replacement	policy	or	certificate	may	not	contain	new	preexisting	conditions,	
waiting	periods,	elimination	periods	or	probationary	periods.		The	insurer	will	waive	any	time	periods	
applicable	to	preexisting	conditions,	waiting	periods,	elimination	periods,	or	probationary	periods	in	the	new	
policy for similar benefits to the extent such time was spent under the original policy.

3.	 If	you	still	wish	to	terminate	your	present	policy	and	replace	it	with	new	coverage,	be	certain	to	truthfully	and	
completely	answer	all	questions	on	the	application	concerning	your	medical	and	health	history.		Failure	to	
include all material medical information on an application may provide a basis for the Company to deny any 
future claims and to refund your premiums as though your policy had never been in force.  After the application 
has	been	completed	and	before	you	sign	it,	review	it	carefully	to	be	certain	that	all	information	has	been	
properly recorded.

Do	not	cancel	your	present	policy	until	you	have	received	your	new	policy	and	are	sure	that	you	want	to	keep	it.

✗	_________________________________________________________________________________________
Signature of Agent, Broker or Other Representative*
United of Omaha Life Insurance Company,	Mutual	of	Omaha	Plaza,	Omaha,	NE		68175

Applicant Applicant B
Signature Signature

Date Date

*Signature not required for direct response sales.
U7565 2	-	Applicant	Copy



United of Omaha Life Insurance Company
 A Mutual of Omaha Company

Conditional Receipt

Check or Money Order Application

All	premiums	must	be	made	payable	to	the	United	of	Omaha	Life	Insurance	Company.

Do not make check or money order payable to the agent or leave the payee blank.
Applicant Applicant B

Received of  

this   day of 

 ,	 

an	application	for	Form	  Policy 

and/or	Riders	 and 

Check	or	Money	Order	for	 Dollars.

Received of  

this   day of 

 ,	 

an	application	for	Form	  Policy 

and/or	Riders	 and 

Check	or	Money	Order	for	 Dollars.
 
Should the Company decline to issue the insurance 
applied	for,	I	hereby	agree	to	return	the	above	sum	to	the	
applicant.

Agent  

 
Should the Company decline to issue the insurance 
applied	for,	I	hereby	agree	to	return	the	above	sum	to	the	
applicant.

Agent  

NOTICE TO APPLICANT:  Eligibility for the health and accident insurance applied for is conditional upon all of  
the following:

(a)	 payment	of	the	full,	initial	premium;	(b)	written	application;	(c)	satisfying	the	Company’s	underwriting	standards.

If you are not eligible, no insurance or temporary or interim insurance of any kind will be effective.

Complete Receipt in full and leave with applicant at time of application.

United of Omaha Life Insurance Company - Notice of Information Practices
In	the	course	of	properly	underwriting	and	administering	your	insurance	coverage,	we	will	rely	heavily	on	
information	provided	by	you.	We	may	also	collect	information	from	others,	such	as	medical	professionals	who	have	
treated	you,	hospitals,	other	insurance	companies,	and	consumer	reporting	agencies.

In	certain	circumstances,	and	in	compliance	with	applicable	law,	we	or	our	reinsurers	may	also	release	your	
personal	or	privileged	information	in	our/their	files,	to	third	parties	without	your	authorization.	Upon	request,	you	
have the right to be told about and to see a copy of items of personal information about you which appear in our 
files,	including	information	contained	in	investigative	consumer	reports.		You	also	have	the	right	to	seek	correction	
of personal information you believe to be inaccurate.

In	compliance	with	applicable	law,	we	or	our	reinsurers	may	also	release	information	in	our/their	files,	including	
information	in	an	application,	to	other	insurance	companies	to	which	you	apply	for	life	or	health	insurance	or	to	
which a claim is submitted.

So	that	there	will	be	no	question	that	the	insurance	benefits	will	be	payable	at	the	time	a	claim	is	made,	we	urge	
you to review your application carefully to be sure the answers are correct and complete.

THE ABOVE IS A GENERAL DESCRIPTION OF OUR INFORMATION PRACTICES. IF YOU WOULD LIKE TO RECEIVE A 
MORE DETAILED EXPLANATION OF THESE PRACTICES, PLEASE SEND YOUR REQUEST TO: UNITED OF OMAHA LIFE 
INSURANCE COMPANY, DIRECTOR OF INDIVIDUAL UNDERWRITING, MUTUAL OF OMAHA PLAZA, OMAHA, NE 68175.

Give this notice to the applicant.



United of Omaha Life Insurance Company
 A Mutual of Omaha Company

Definition of Eligible Person for Guaranteed Issue

The following are definitions of the categories of the individuals who are eligible for Guaranteed Issue:

(a)	 Enrolled	under	an	employee	welfare	benefit	plan	and	the	plan	terminates	or	ceases	to	provide	benefits	
or	the	individual	is	no	longer	eligible	for	the	plan;

(b)	 Enrolled	in	a	Medicare+Choice	plan	or	65	years	of	age	or	older	and	enrolled	with	a	Program	of	All-
Inclusive	Care	for	the	Elderly	(PACE)	and	the	organization's	certification	or	plan	is	terminated	or	the	
individual has been notified of an impending termination of certification or the organization has 
terminated or otherwise discontinued providing the plan in the area in which the individual resides or 
the	individual	is	no	longer	eligible	to	elect	the	plan	because	of	change	in	circumstances,	or	the	plan	
is	terminated	for	all	individuals	within	a	residence	area;	or	the	organization	substantially	violated	a	
material	policy	provision,	or	a	material	misrepresentation	was	made	to	the	individual;	or

(c)	 Enrolled	in	a	Medicare	risk	contract,	health	care	prepayment	plan,	cost	contract	or	Medicare	Select	
Plan,	or	similar	organization,	and	the	organization's	certification	or	plan	is	terminated	or	specific	
circumstances	permit	discontinuance	including,	but	not	limited	to	a	change	in	residence	of	the	
individual,	the	plan	is	terminated	within	a	residence	area,	the	organization	substantially	violated	a	
material	policy	provision,	or	a	material	misrepresentation	was	made	to	the	individual;	or

(d)	 Enrolled	in	a	Medicare	supplement	policy	and	coverage	discontinues	due	to	insolvency,	bankruptcy	
or	other	involuntary	termination	of	coverage,	substantial	violation	of	a	material	policy	provision,	or	
material	misrepresentation;	or

(e)	 Enrolled	under	a	Medicare	supplement	policy,	terminates	and	enrolls	for	the	first	time	in	a	
Medicare+Choice,	a	risk	or	choice	contract,	or	a	Medicare	Select	plan	and	then	the	insured	person	
terminates	coverage	within	12	months	of	enrollment,	or

(f)	 Upon	first	becoming	eligible	for	benefits	under	Part	B	at	age	65	or	older,	enrolled	in	a	
Medicare+Choice or in a PACE Program and disenrolls within 12 months.

If	any	of	the	definitions	apply	to	you,	please	complete	the	Application	for	Medicare	supplement	Insurance	
and submit evidence of the date of termination or disenrollment.  Application must be made for coverage 
no later than 63 days of termination or disenrollment. 

U7567
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