Underwritten by
c- M QCO ) United of Omaha Life Insurance Company Mutual of Omaha Plaza
uTudL MdHa Mutual of Omaha Insurance Company Omaha, NE 68175-0001

Mutual of Omaha Affiliates

Request for Continued Coverage for Incapacitated Dependent

To Be Completed by Insured Employee
Answer all questions that apply.

Employee's Full name Relationship to dependent Social Security number
Home address Phone Number

Employed by Employee’s birth date Date employed

Incapacitated dependent’s name W Male [ Female Dependent's birth date

Dependent’s age when disability occurred Is dependent reliant on you for support and, if “Yes,” what percent? WYes ANo

Is dependent listed as your dependent on your last federal income tax return? Yes (A No If not, why?

Is dependent permanently residing in your household? WYes WNo If not, why?

Is this dependent currently a full time student? Yes WNo Name of school Hours attending daily

Is dependent covered under any other hospital or medical coverage? dYes WNo If “Yes,"” give names of insurance companies and policy numbers.
Is dependent covered under any other Mutual of Omaha Dental or Vision policy? WYes dNo If “Yes,"” give names of subscriber, employer and

policy number.

Is dependent receiving Social Security Disability Income? Yes WNo

Describe disability.

Employee Signature Date

Guardian Signature (optional) Date
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Underwritten by
- M 9‘0 ) United of Omaha Life Insurance Company Mutual of Omaha Plaza
uTudL MdHd Omaha, NE 68175-0001

Mutual of Omaha Insurance Company
Mutual of Omaha Affiliates

Request for Continued Coverage for Incapacitated Dependent

To Be Completed By Employer
Please correct and initial (if changes made) all of the information given by the employee that does not agree with your records.

Group number Group name Effective date Dependent Date of Birth

Effective date of employee’s insurance Effective date of dependent’s insurance

Was dependent eligible for insurance? Yes WNo
Has insurance terminated? Yes W No

Date terminated (if applicable) Reason terminated

Are there any circumstances which would cause you to question the validity of this request to extend coverage? W Yes W No If “Yes,” explain below.

Name of employer Branch or division
Address of employer

Authorized representative's signature Date
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Underwritten by
c- M QCO ) United of Omaha Life Insurance Company Mutual of Omaha Plaza
uTudL MdHa Mutual of Omaha Insurance Company Omaha, NE 68175-0001

Mutual of Omaha Affiliates

Request for Continued Coverage for Incapacitated Dependent

To Be Completed By Attending Physician
Note: Any fee for the completion of this form is the responsibility of the employee.

Patient’'s Name Date of Birth

Diagnosis (Be as detailed as possible) A Mild W Moderate U Severe

Treatment

Date of first visit

When did you last treat the patient?

Submit clinical summary and/or current supporting documentation of disabling condition. For mental conditions include current 1Q test results if available.

Extent of Disability

Is patient now incapable of self-support because of a disability? dYes W No

Indicate current functional capabilities and limitations

When do you think patient will be able to return to gainful employment?
Approximate Date W Indefinite U Never

Name of Physician Phone Number
Address of Physician

Physician’'s Signature Date
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Fraud Warnings

Required Fraud Warnings (State specific warnings apply to the resident of such state)

Fraud Warning: Any person who knowingly and with intent
to defraud any insurance company or other person files an
application for insurance or statement of claim containing any
materially false information or conceals for the purpose of
misleading, information concerning any fact material thereto
commits a fraudulent insurance act, which is a crime and
subjects such person to criminal and civil penalties.

Alabama: Any person who knowingly presents a false or
fraudulent claim for payment of a loss or benefit or who
knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to restitution
fines or confinement in prison, or any combination thereof.

Arkansas/Kentucky/Louisiana/Maine/New Mexico/
Ohio/Tennessee: Any person who, with intent to defraud or
knowing that he/she is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.

California: For your protection, California law requires the
following to appear on this form. Any person who knowingly
presents false or fraudulent information to obtain or amend
insurance coverage or to make a claim for the payment of

a loss is guilty of a crime and may be subject to fines and
confinement in state prison.

Colorado: It is unlawful to knowingly provide false, incomplete,
or misleading facts or information to an insurance company
for the purpose of defrauding or attempting to defraud the
company. Penalties may include imprisonment, fines, denial

of insurance, and civil damages. Any insurance company

or agent of an insurance company who knowingly provides
false, incomplete, or misleading facts or information to a
policyholder or claimant for the purpose of defrauding or
attempting to defraud the policyholder or claimant with regard
to a settlement or award payable from insurance proceeds
shall be reported to the Colorado division of insurance within
the department of regulatory agencies.

District of Columbia: WARNING: It is a crime to provide false
or misleading information to an insurer for the purpose of
defrauding the insurer or any other person. Penalties include
imprisonment and/or fines. In addition, an insurer may deny
insurance benefits if false information materially related to a
claim was provided by the applicant.

Kansas: Any person who knowingly and with intent to defraud
any insurance company or other person files an application
for insurance or statement of claim containing any materially
false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime and subjects such
person to criminal and civil penalties as determined by a

court of law.

Maryland: Any person who knowingly or willfully presents
a false or fraudulent claim for payment of a loss or benefit
or who knowingly or willfully presents false information in
an application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.

614266

New Jersey: Any person who knowingly files a statement of
claim containing any false or misleading information is subject
to criminal and civil penalties.

New York: Any person who knowingly and with intent to
defraud any insurance company or other person files an
application for insurance or statement of claim containing
any materially false information, or conceals for the purpose
of misleading, information concerning any fact material
thereto, commits a fraudulent insurance act, which is a crime,
and shall also be subject to a civil penalty not to exceed five
thousand dollars and the stated value of the claim for each
such violation.

Oregon: Any person who knowingly and with intent to
defraud any insurance company or other person files an
application for insurance or statement of claim containing any
materially false information or conceals for the purpose of
misleading, information concerning any fact material thereto
commits a fraudulent insurance act, which may be a crime
and may subject such person to criminal and civil penalties.

Puerto Rico: Any person who furnishes information verbally
or in writing, or offers any testimony on improper or illegal
actions which, due to their nature constitute fraudulent acts
in the insurance business, knowing that the facts are false
shall incur a felony and, upon conviction, shall be punished
by a fine of not less than five thousand (5,000) dollars, nor
more than ten thousand (10,000) dollars for each violation
or by imprisonment for a fixed term of three (3) years, or
both penalties. Should aggravating circumstances be present,
the fixed penalty thus established may be increased to a
maximum of five (5) years; if extenuating circumstances are
present, it may be reduced to a minimum of two (2) years.

Rhode Island: Any person who knowingly presents a false or
fraudulent claim for payment of a loss or benefit or knowingly
presents false information on an application for insurance is
guilty of a crime and may be subject to fines and confinement
in prison.

Vermont: Any person who knowingly and with intent to
defraud any insurance company or other person files an
application for insurance or statement of claims containing
any materially false information or conceals for the purpose of
misleading, information concerning any fact material thereto
may be committing a fraudulent insurance act, which may

be a crime and may subject such person to criminal and

civil penalties.

Virgin Islands: Any person who knowingly and with intent

to defraud any insurance company or other person files an
application for insurance or statement of claim containing any
materially false information or conceals for the purpose of
misleading, information concerning any fact material thereto
commits a fraudulent insurance act, which is a crime and
subjects such person to criminal penalties.

Virginia: Any person who, with the intent to defraud or
knowing that he is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or
deceptive statement may have violated state law.
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