
United World Life Insurance Company
A Mutual of Omaha Company

P.O. Box 3608 Omaha, Nebraska 68103-3608

Application Submission Checklist To United World
For Medicare Supplement Coverage – IOWA

THIS APPLICATION MUST BE USED TO WRITE UNITED WORLD MEDICARE SUPPLEMENT PRODUCTS

 Application
 1. Complete “Plan Information” Box.  Refer to the Outline of Coverage for policy forms.
 2. Answer all questions in full.
 3. Sign and Date in all places indicated. 
 4. Be sure to leave all applicable forms with the proposed insured.
 5. See reverse side of this page for additional detailed information.

 Collect Premium Amount
 • The full modal premium is collected at the time of application.
 • Calculate the premium based on age at time of application.

 Provide Client with Buyer’s Guide

 Provide Client with Outline of Coverage

 Complete Producer Information page

 Complete Bank Service Plan (BSP) Authorization (if applicable)

 Provide Client with Offi cial Receipt signed by agent

 Complete Replacement Notice (W24680_0605) and leave a copy with 
the applicant (if applicable)

 Complete Iowa - Acknowledgement of Non Duplication Form (W24704_0605) 
and leave a copy with the applicant (if applicable)

 Provide Client with Iowa Important Health Notice (W24705_0605)

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

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

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

MAP246_IA_0805



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 
• Riders (MN & WI only)
• Requested Effective Date
• Premium Collected (Amount)
• Initial Mode* (A=Annual, S=Semiannual, Q=Quarterly, or B=Bank Service Plan)
• Renewal Premium (Amount)
• Renewal Mode* (A=Annual, S=Semiannual, Q=Quarterly, or B=Bank Service Plan)
 *Direct Monthly billing not available

Part I “General Information”–
• Residence address and ZIP code are indicated. Alternate address for billing is indicated (when applicable).
• The applicant’s age is the age at time of application.
• Social Security number is correctly indicated on application.

Part II “Existing Coverage Information”–
• Medicare card number (Health Insurance Claim Number) is correctly indicated for applicants already covered 

by Medicare. 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.

• 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/Certifi cate Number – Termination/Disenrollment Date
 – Plan – Kind of Policy

Note: an interviewer may call to verify/confi rm the information provided on the application.

2. Administrative Forms

Producer Information
• Be sure to include your Social Security number and commission code. 

This is necessary information for the underwriting process and commission payment.
• Include your telephone number and e-mail address - if applicable.

Authorization to Withdraw Funds by United World Insurance Company (BSP) – complete if applicable
• Payments will be taken monthly, on the 1st or the 15th of the month.  You do not need to provide a voided 

check, unless the premium is to be paid from a separate account.  Checking account information will be 
taken from the accompanying premium check.

Receipt 
• Detach and leave with applicant.

Replacement Notice  – complete if applicable
• Complete and leave a copy with applicant (if applicable).

State – Specifi c Forms – complete if applicable
• Be sure to include all state appropriate forms.
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United World Life Insurance Company   A Mutual of Omaha Company

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

PLAN INFORMATION  (to be completed by Producer)

Policy Form  Requested Effective Date:

Spouse applying for coverage (different application)?  Yes �   No �

Premium Collected $ Initial Mode     A,     S,     Q      or      B

Renewal $ Renewal Mode     A,     S,     Q     or     B     (monthly not allowed)

Application To United World Life Insurance Company For Medicare Supplement Coverage

 PART I.  GENERAL INFORMATION

1. Print Name  Home Phone No. ( ) 
 (Title) (First) (Middle) (Last) (Area Code)

2. Residence Address 
 (No. and Street and Apt. No.) (City) (State) (ZIP Code)

3.  Mailing Address 
 (No. and Street and Apt. No.) (City) (State) (ZIP Code)

4. Birth Date ________________  Age ________ Sex:  M �   F � Height: _______Ft. _______ In. Weight __________Lbs.
  Mo. Day Yr. (current age)

5. Social Security No.   E-mail Address:  ______________________________________________________

6. Have you received a copy of the Guide to Health Insurance for People with Medicare and the Outline of Coverage? ... Yes � No  �

  PART II.  EXISTING COVERAGE INFORMATION (COMPLETE IN FULL)

To the best of your knowledge:
1. Are you covered under Medicare?  ......................................................................... Part A:  Yes �  No � Part B: Yes � No  �
 If “Yes,” give your Medicare card number. _________________ If “No,” when will you become eligible? __________________
  Mo. Day Yr.

2. Did you turn age 65 in the last 6 months? ........................................................................................................................................... Yes � No  � 
3. Did you enroll in Medicare Part B in the last 6 months?  ...................................................................................................... Yes � No  �
 If “Yes,” indicate your effective date. ____________________  If “No,” indicate date you plan to enroll.  __________________  
  Mo. Day Yr. Mo. Day Yr.

4. Are you applying during a guaranteed issue period? ........................................................................................................ Yes � No  �
 (NOTE:  If the answer above is “Yes” please attach proof of eligibility.)

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.

5. (a) 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 _________________
 (b) If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new  
  Medicare Supplement policy? ...................................................................................................................................................... Yes � No  �
 (c) If yes, have you received a copy of the replacement notice? .................................................................................. Yes � No �
 (d) Reason for termination/disenrollment? _______________________________________________________

(e)  Planned date of termination/disenrollment  ____________________
 (f) Was this your first time in this type of Medicare plan? ............................................................................................................. Yes � No  �
 (g) Did you drop a Medicare Supplement policy to enroll in this Medicare plan? ..................................................................... Yes � No  �
6. Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union, 
 or individual plan) ............................................................................................................................................................. Yes � No  �
 (a) If so, with what company and what kind of policy?

Name of Company Kind of Policy

   /         /     /         /  

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

  START _________________ END ____________________

 (c) Reason for termination/disenrollment? ______________________________________________________

(d)  Date of termination/disenrollment  ____________________

7. (a) Do you have another Medicare Supplement insurance policy in force? ................................................................ Yes � No �

 (b) If so, with what company, and what plan do you have?

Name of Company Policy/Certificate Number Plan Issue Date

 (c) If so, do you intend to replace your current Medicare Supplement policy with this policy? ................................. Yes � No �

 (d) If “Yes,” indicate termination date. _____________ Have you received a copy of the Replacement Notice? ..... Yes � No �
  Mo. Day Yr.

8. 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.] ...... Yes � No �

 If yes,  (a)  Will Medicaid pay your premiums for this Medicare Supplement policy? .................................................................. Yes � No �

 (b) Do you receive any benefits from Medicaid OTHER THAN payment toward your Medicare Part B premium? ........... Yes � No �

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

Name of Company Policy/Certificate Number Description of Benefits Effective Date of Coverage

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

Name of Company Policy/Certificate Number Description of Benefits Effective Date of Coverage

  PART III.   HEALTH /MEDICAL QUESTIONS (COMPLETE IN FULL)

1. If the answer is “Yes” to any of the following health questions (a)-(o), you are not eligible for coverage.   (If you are applying  
for coverage during open enrollment or during a guaranteed issue period, do not answer questions 1 & 2 in section III.)

  Yes No
(a) Are you currently hospitalized or confined to a nursing facility; or, are you bedridden or confined to a wheelchair? .........� �
(b) Have you been diagnosed with emphysema, Chronic Obstructive Pulmonary Disease (COPD) or other chronic  

pulmonary disorders? ...........................................................................................................................................................� �
(c) Have you been diagnosed with Parkinson’s Disease or Multiple or Lateral Sclerosis, osteoporosis with fractures, or  

kidney disease requiring dialysis? ........................................................................................................................................� �
(d) Have you been diagnosed with Alzheimer’s Disease, senile dementia, organic brain disorder, or any other senility disorder? ....� �
(e) Have you been diagnosed with or treated for Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related  

Complex (ARC)? ...................................................................................................................................................................� �
(f) Do you have diabetes in addition to any of the following:  diabetic retinopathy, peripheral vascular disease,  

neuropathy, any heart condition (including high blood pressure) or kidney disease? ....................................................� �
(g) Do you have diabetes that has ever required more than 50 units of insulin daily? ...........................................................� �
(h) 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; cirrhosis; mental or nervous disorder requiring psychiatric care; or have you  
had any amputation caused by disease? ..............................................................................................................................� �

(i) 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? ................................� �

(j) 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? .......................................................................................� �

(k) Have you been advised by a physician that surgery may be required within the next twelve months for cataracts? ......� �
(l) Have you been advised by a physician to have surgery, medical tests, treatment or therapy that has not been performed? ......� �
(m) Have you been hospital confined three or more times in the last two years?  ...................................................................� �
(n) Have you had an organ transplant or been advised by a physician to have an organ transplant? ...................................� �
(o) Have you used tobacco in any form in the past 12 months? ..............................................................................................� �

   /         /     /         /  

   /         /  
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2. Are you taking or have you taken any prescription or over-the-counter medications within the past 12 months?  ....... Yes � No �

If “Yes,” please list the drug and the condition.  (Use page 4 of application, if more space is necessary.)

Medication Name (copy off pharmacy label)
Date Originally 

Prescribed
Frequency and Dosage Diagnosis/Condition

I represent that my answers and statements are true and complete and agree that no insurance will be effective unless a policy is issued.

  PART IV.  IMPORTANT STATEMENTS TO BE READ BY APPLICANT

(a) You do not need more than one Medicare Supplement policy.
(b) If you purchase this policy, you may want to evaluate your existing health coverages and decide if you need multiple coverage.

(c) You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

(d) 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.

(e) 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.

(f) 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).

Dated at __________________________, on __________________, _____  
 (City) (State) (Month) (Day) (Year) (Signature of Applicant)

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) (Signature of Licensed Producer)
 PRODUCER STAMP  PRODUCER STAMP PRODUCER STAMP
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   ADDITIONAL INFORMATION:  PART III - CON’T.   HEALTH /MEDICAL QUESTIONS - Question #2.

Medication Name (copy off pharmacy label)
Date Originally 

Prescribed
Frequency and Dosage Diagnosis/Condition

  SECTION FOR ADDITIONAL COMMENTS:



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

Producer(s) Information

Producer Name: ___________________________________________  Social Security No. _____________________________

Comm. % Share: _________  Producer Phone No. (____) ______________________ CommissionCode: ______________________

Producer E-mail Address: _____________________________________  @ ______________________________________________

Producer Name: ___________________________________________  Social Security No. _____________________________

Comm. % Share: _________  Producer Phone No. (____) ______________________ CommissionCode: ______________________

Producer E-mail Address: _____________________________________  @ ______________________________________________

Producer Name: ___________________________________________  Social Security No. _____________________________

Comm. % Share: _________  Producer Phone No. (____) ______________________ CommissionCode: ______________________

Producer E-mail Address: _____________________________________  @ ______________________________________________

(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

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.



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

Authorization to Withdraw Funds by United World Life Insurance Company (BSP)

ATTENTION: PLEASE READ CAREFULLY

Complete the Bank Service Plan below and submit with the application if premium payments are to be 
withdrawn from the applicant’s bank account.

How To Sign up for the Bank Service Plan

1. Complete the form, making sure to write your name as shown on your checking amount.

2. Include your check for the  rst month’s payment with your completed form. We’ll use the account number on your check to put 
your monthly Bank Service Plan payments into effect. So it’s important your check is from the account you want your payments 
withdrawn from.

Complete the following only if you are adding the above coverages to an existing BSP account.

   
 Insured Under Existing BSP   Existing BSP Policy Number

Specify Date of Withdrawals: 1st of the Month  15th of the Month

Important! Fill in and return if you want your bank to make monthly insurance payments for you.

AUTHORIZATION TO WITHDRAW FUNDS BY UNITED WORLD LIFE INSURANCE COMPANY, Omaha, Nebraska. As a convenience to me, I 
authorize you to pay and charge to my account any checks, drafts or preauthorized electronic fund transfer made upon my account
by, and payable to the order of, United World Life Insurance Company. I agree that your rights with respect to each charge will be 
the same as if it were personally executed by me. This authorization is to remain in effect until I give you, my  nancial institution, 
at least three business days’ notice to revoke it, provided, however, if notice is given orally, then you may require a written
con  rmation from me within 14 days after the oral noti  cation.

  X 
Date  Authorized Signature as Shown on Account

  X 
Date   Joint Account or Other Authorized Signature

Your premiums will be withdrawn monthly from your checking account on the date you’ve checked above.



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

Official Receipt

Cash or Check Application 

All premiums must be made payable to the United World Life Insurance Company

Do not make checks payable to the agent or leave the payee blank.

Received of   this  

day of  ,   an application for a Form   Policy and Riders  

  and Cash or Check for  Dollars.

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

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 World 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.

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):

  ____  Additional benefits
  ____  No change in benefits, but lower premiums
  ____  Fewer benefits and lower premiums
  ____  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.
  ____  Other (please specify)  ____________________________________________________________________
  _______________________________________________________________________________________
  _______________________________________________________________________________________
  _______________________________________________________________________________________

If, you still wish to terminate your present policy or certificate 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 premium 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 or certificate until you have received your new policy and are sure that you want 
to keep it.

____________________________________________________
(Signature of Agent, Broker or Other Representative)*

United World Life Insurance Company, Mutual of Omaha Plaza, Omaha, NE  68175

___________________________________________  __________________________
(Applicant’s Signature) (Date)

*Signature not required for direct response sales.

W24680_0605 1 - Home Office Copy                  2 - Applicant Copy



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

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 World 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.

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):

  ____  Additional benefits
  ____  No change in benefits, but lower premiums
  ____  Fewer benefits and lower premiums
  ____  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.
  ____  Other (please specify)  ____________________________________________________________________
  _______________________________________________________________________________________
  _______________________________________________________________________________________
  _______________________________________________________________________________________

If, you still wish to terminate your present policy or certificate 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 premium 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 or certificate until you have received your new policy and are sure that you want 
to keep it.

____________________________________________________
(Signature of Agent, Broker or Other Representative)*

United World Life Insurance Company, Mutual of Omaha Plaza, Omaha, NE  68175

___________________________________________  __________________________
(Applicant’s Signature) (Date)

*Signature not required for direct response sales.

W24680_0605 1 - Home Office Copy                  2 - Applicant Copy



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

Acknowledgement of Nonduplication
Please Read Careful Before Signing

I _________________________________________ certify that I have done the following.
 (Agent's Name) 

1. Informed the undersigned applicant of the right to have all existing insurance certificates presently 
in force reviewed by me to determine whether any duplicate coverage will occur with the issuance of 
this certificate.

2. Reviewed the certificates listed below and have found that duplication WILL/WILL NOT occur with the 
issuance of the following certificate. ___________________________________________________________

COMPANY CERTIFICATE NUMBER  TYPE OF CERTIFICATE

 _________________________________________________________________________________________ 

 _________________________________________________________________________________________ 

 _________________________________________________________________________________________

 _________________________________________________________________________________________

Duplication will not occur because the above-listed certificate(s) will be replaced by the applied
 for certificate.

No health certificates in force at this time.

Applicant has elected not to have certificate(s) reviewed.

  _________________________   _______________________________________
 DATE AGENT

 I certify that I have been informed of my right to have all of my existing health certificates reviewed and:

 I have been informed that the certificate for which I am applying WILL/WILL NOT result in duplicate coverage.

I have elected not to have my certificate(s) reviewed.

  ________________________   _______________________________________
 DATE APPLICANT

 1 - Home Office Copy                  2 - Applicant Copy

W24704_0605



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

Acknowledgement of Nonduplication
Please Read Careful Before Signing

I _________________________________________ certify that I have done the following.
 (Agent's Name) 

1. Informed the undersigned applicant of the right to have all existing insurance certificates presently 
in force reviewed by me to determine whether any duplicate coverage will occur with the issuance of 
this certificate.

2. Reviewed the certificates listed below and have found that duplication WILL/WILL NOT occur with the 
issuance of the following certificate. ___________________________________________________________

COMPANY CERTIFICATE NUMBER  TYPE OF CERTIFICATE

 _________________________________________________________________________________________ 

 _________________________________________________________________________________________ 

 _________________________________________________________________________________________

 _________________________________________________________________________________________

Duplication will not occur because the above-listed certificate(s) will be replaced by the applied
 for certificate.

No health certificates in force at this time.

Applicant has elected not to have certificate(s) reviewed.

  _________________________   _______________________________________
 DATE AGENT

 I certify that I have been informed of my right to have all of my existing health certificates reviewed and:

 I have been informed that the certificate for which I am applying WILL/WILL NOT result in duplicate coverage.

I have elected not to have my certificate(s) reviewed.

  ________________________   _______________________________________
 DATE APPLICANT

 1 - Home Office Copy                  2 - Applicant Copy

W24704_0605



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

Important Notice Before You Buy Health Insurance

Dear Consumer:

Insurance is a very important, sometimes confusing and generally expensive consumer purchase.  Health 
insurance is one of the most significant coverages seniors consider buying.  Many seniors feel they need extra 
information before making a decision.

Free Help Is Available

Across Iowa there is a network of trained volunteers who can help you compare and analyze health certificates 
you are considering.  These volunteers have been trained by people from the State of Iowa Division of Insurance.  
This free service is available through the Senior Health Insurance Information Program (SHIIP).

This Is Objective Information

SHIIP volunteers do not sell insurance.  They work, with the help of the Iowa Insurance Division, to provide 
objective information about the certificates you are considering.

The Decision Is Yours

SHIIP volunteers will not recommend companies, certificates or agents. They cannot tell you which certificate 
to buy.  They can help you understand the "fine print" and what the certificate does and does not cover.

Where To Call

For the SHIIP volunteer nearest you call 1-800-351-4664.  We hope you will use this valuable service as you 
consider the purchase of health insurance.

W24705_0605



THIS AUTHORIZATION COMPLIES WITH HIPAA AND OTHER FEDERAL AND STATE LAWS
W24903

Authorization To Disclose Personal Information To
United World 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, Exclusive
Healthcare, Inc., 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 World 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 World 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 World Life Insurance Company has taken action
in reliance on the authorization or the law allows United World 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.

NAMES AND SIGNATURES

Name(s) used for medical records (if different than the name below):                                                                                                       

                                                             
Printed Name of Proposed Insured

                                                             
Signature of Proposed Insured 

                                                             
Date



UNITED WORLD LIFE INSURANCE COMPANY 
OUTLINE OF MEDICARE SUPPLEMENT COVERAGE - COVER PAGE 1 

BENEFIT PLANS A, B, F AND G 
 

These charts show the benefits included in each of the standard Medicare supplement plans.  Every company must make available Plan “A.”  Some 
plans may not be available in your state. 
  BASIC BENEFITS:  Included in Plans A through J. 
  Hospitalization:  Part A coinsurance plus coverage for 365 additional days after Medicare benefits end. 
  Medical Expenses:  Part B coinsurance (generally 20% of Medicare approved expenses) or copayments for hospital outpatient services. 
  Blood:  First 3 pints of blood each year. 
 

Form WM1 Form WM2    Form WM3 Form WM4    
Plan A Plan B Plan C Plan D Plan E Plan F Plan F* Plan G Plan H Plan I Plan J Plan J*

Basic  
Benefits 

Basic 
Benefits 

Basic  
Benefits 

Basic  
Benefits 

Basic 
Benefits 

Basic  
Benefits 

Basic 
Benefits 

Basic 
Benefits 

Basic 
Benefits 

Basic 
Benefits 

  Skilled 
Nursing  
Facility 
Coinsurance 

Skilled 
Nursing  
Facility 
Coinsurance 

Skilled 
Nursing  
Facility 
Coinsurance 

Skilled 
Nursing  
Facility 
Coinsurance 

Skilled 
Nursing  
Facility 
Coinsurance 

Skilled 
Nursing  
Facility 
Coinsurance 

Skilled 
Nursing  
Facility 
Coinsurance 

Skilled 
Nursing  
Facility 
Coinsurance 

 Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

  Part B 
Deductible 

  Part B 
Deductible 

   Part B 
Deductible 

     Part B Excess 
(100%) 

Part B Excess 
(80%) 

 Part B Excess 
(100%) 

Part B Excess 
(100%) 

  Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

Foreign 
Travel  
Emergency 

Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

   At-home 
Recovery 

  At-home 
Recovery 

 At-home 
Recovery 

At-home 
Recovery 

    Preventive  
Care NOT 
Covered by 
Medicare 

    Preventive 
Care NOT 
Covered by 
Medicare 

*Plans F and J also have an option called a high deductible Plan F and a high deductible Plan J.  These high deductible plans pay the same 
benefits as Plans F and J after one has paid a calendar year $1,790 deductible. Benefits from high deductible Plans F and J will not begin until 
out-of-pocket expenses are $1,790.  Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy.  These 
expenses include the Medicare deductibles for Part A and Part B, but do not include the plans separate foreign travel emergency deductible. 
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UNITED WORLD LIFE INSURANCE COMPANY 
OUTLINE OF MEDICARE SUPPLEMENT COVERAGE – COVER PAGE 2 

 
 

BASIC BENEFITS: Basic Benefits for Plans K and L include similar services as Plans A through J, but cost sharing for the basic benefits is at  
   different levels. 
 

 K** L** 
Basic Benefits 100% of Part A Hospitalization Coinsurance 

plus coverage for 365 days after Medicare 
Benefits end 
50% Hospice cost-sharing 
50% of Medicare eligible expenses for the 
first three pints of Blood 
50% Part B Coinsurance, except 100% 
Coinsurance for Part B Preventive Services 

100% of Part A Hospitalization Coinsurance 
plus coverage for 365 days after Medicare 
Benefits end 
75% Hospice cost-sharing 
75% of Medicare eligible expenses for the 
first three pints of Blood 
75% Part B Coinsurance, except 100% 
Coinsurance for Part B Preventive Services 

Skilled Nursing  
Coinsurance 

50% Skilled Nursing 
Facility Coinsurance 

75% Skilled Nursing 
Facility Coinsurance 

Part A Deductible 50% Part A Deductible 75% Part A Deductible 
Part B Deductible   
Part B Excess (100%)   
Foreign Travel Emergency   
At-Home Recovery   
Preventive Care NOT 
Covered by Medicare 

  

 $4,000 Out of Pocket Annual Limit *** $2,000 Out of Pocket Annual Limit *** 
 
 
**Plans K and L provide for different cost-sharing for items and services than Plans A through J.  Once you reach the annual limit, the plan pays 
100% of the Medicare copayments, coinsurance, and deductibles for the rest of the calendar year.  The out-of-pocket annual limit does NOT include 
charges from your provider that exceed Medicare-approved amounts, called “Excess Charges”.  You will be responsible for paying excess charges. 
 
***The out-of-pocket annual limit will increase each year for inflation. 
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UNITED WORLD LIFE INSURANCE COMPANY, OMAHA, NEBRASKA, PREMIUM INFORMATION 

We, United World, can only raise your premium if we raise the premium for all policies like yours in the same geographic area of the state where 
you live.  Until you are age 90, your premium may change each year.  This change will only be made on the first renewal date that coincides with 
or follows each anniversary of the Policy Date.  Schedules of rates may vary depending upon your Policy Date. 
 

NON-TOBACCO ANNUAL RATES 
FEMALE  MALE 

Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 Attained Age Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 
$793.64 $972.74 $1,089.37 $1,037.37 65 $912.24 $1,118.09 $1,252.16 $1,192.38 
793.64 972.74 1,089.37 1,037.37 66 912.24 1,118.09 1,252.16 1,192.38 
793.64 972.74 1,089.37 1,037.37 67 912.24 1,118.09 1,252.16 1,192.38 
828.70 1,015.76 1,137.57 1,083.26 68 952.53 1,167.54 1,307.54 1,245.12 
865.41 1,060.76 1,187.91 1,131.19 69 994.73 1,219.27 1,365.42 1,300.22 
902.12 1,105.70 1,238.26 1,179.18 70 1,036.93 1,270.91 1,423.30 1,355.38 
938.64 1,150.50 1,288.36 1,226.92 71 1,078.90 1,322.42 1,480.88 1,410.26 
975.23 1,195.37 1,338.65 1,274.79 72 1,120.95 1,374.00 1,538.68 1,465.27 

1,011.88 1,240.30 1,388.93 1,322.66 73 1,163.08 1,425.64 1,596.49 1,520.29 
1,030.62 1,263.25 1,414.63 1,347.13 74 1,184.61 1,452.01 1,626.00 1,548.42 
1,049.48 1,286.39 1,440.57 1,371.86 75 1,206.30 1,478.60 1,655.82 1,576.85 
1,067.90 1,308.95 1,465.80 1,395.88 76 1,227.48 1,504.54 1,684.83 1,604.47 
1,086.45 1,331.70 1,491.30 1,420.17 77 1,248.79 1,530.69 1,714.14 1,632.38 
1,105.00 1,354.39 1,516.73 1,444.32 78 1,270.11 1,556.78 1,743.37 1,660.14 
1,125.13 1,379.05 1,544.40 1,470.71 79 1,293.26 1,585.13 1,775.17 1,690.47 
1,144.51 1,402.83 1,570.97 1,496.02 80 1,315.53 1,612.45 1,805.71 1,719.56 
1,163.12 1,425.66 1,596.47 1,520.30 81 1,336.92 1,638.68 1,835.02 1,747.47 
1,180.85 1,447.33 1,620.81 1,543.50 82 1,357.29 1,663.58 1,863.01 1,774.14 
1,197.61 1,467.98 1,643.88 1,565.49 83 1,376.56 1,687.32 1,889.53 1,799.41 
1,213.47 1,487.34 1,665.68 1,586.20 84 1,394.80 1,709.59 1,914.57 1,823.22 
1,228.33 1,505.58 1,686.02 1,605.58 85 1,411.86 1,730.55 1,937.95 1,845.50 
1,242.15 1,522.47 1,705.01 1,623.62 86 1,427.77 1,749.96 1,959.78 1,866.22 
1,254.84 1,538.08 1,722.41 1,640.25 87 1,442.34 1,767.91 1,979.78 1,885.34 
1,266.44 1,552.30 1,738.34 1,655.42 88 1,455.67 1,784.25 1,998.09 1,902.78 
1,276.89 1,565.04 1,752.68 1,669.06 89 1,467.69 1,798.90 2,014.58 1,918.46 
1,289.64 1,580.72 1,770.21 1,685.76 90 and Over 1,482.34 1,816.92 2,034.72 1,937.65 

 
To obtain semiannual and quarterly premiums, divide the above-quoted premiums by 2 and 4, respectively.  To obtain the monthly premium for 
bank service plan issues, including all attached riders, divide the total annual premium by 12. 
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UNITED WORLD LIFE INSURANCE COMPANY, OMAHA, NEBRASKA, PREMIUM INFORMATION 
We, United World, can only raise your premium if we raise the premium for all policies like yours in the same geographic area of the state where 
you live.  Until you are age 90, your premium may change each year.  This change will only be made on the first renewal date that coincides with 
or follows each anniversary of the Policy Date.  Schedules of rates may vary depending upon your Policy Date. 

 
TOBACCO ANNUAL RATES 

FEMALE  MALE 
Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 Attained Age Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 

$857.99 $1,051.61 $1,177.70 $1,121.48 65 $986.20 $1,208.75 $1,353.69 $1,289.06 
857.99 1,051.61 1,177.70 1,121.48 66 986.20 1,208.75 1,353.69 1,289.06 
857.99 1,051.61 1,177.70 1,121.48 67 986.20 1,208.75 1,353.69 1,289.06 
895.89 1,098.12 1,229.80 1,171.09 68 1,029.76 1,262.21 1,413.56 1,346.08 
935.58 1,146.77 1,284.23 1,222.91 69 1,075.38 1,318.13 1,476.13 1,405.64 
975.27 1,195.35 1,338.66 1,274.79 70 1,121.00 1,373.96 1,538.70 1,465.28 

1,014.75 1,243.78 1,392.82 1,326.40 71 1,166.38 1,429.64 1,600.95 1,524.60 
1,054.30 1,292.29 1,447.19 1,378.15 72 1,211.84 1,485.40 1,663.44 1,584.08 
1,093.92 1,340.87 1,501.55 1,429.90 73 1,257.38 1,541.23 1,725.93 1,643.56 
1,114.18 1,365.68 1,529.33 1,456.36 74 1,280.66 1,569.74 1,757.84 1,673.97 
1,134.57 1,390.69 1,557.37 1,483.09 75 1,304.11 1,598.49 1,790.08 1,704.70 
1,154.49 1,415.08 1,584.65 1,509.06 76 1,327.00 1,626.53 1,821.44 1,734.56 
1,174.54 1,439.68 1,612.22 1,535.32 77 1,350.04 1,654.80 1,853.12 1,764.73 
1,194.59 1,464.21 1,639.71 1,561.43 78 1,373.09 1,683.00 1,884.72 1,794.75 
1,216.36 1,490.87 1,669.62 1,589.96 79 1,398.12 1,713.65 1,919.10 1,827.54 
1,237.31 1,516.57 1,698.35 1,617.32 80 1,422.19 1,743.19 1,952.12 1,858.98 
1,257.43 1,541.25 1,725.91 1,643.57 81 1,445.32 1,771.55 1,983.80 1,889.16 
1,276.59 1,564.68 1,752.23 1,668.65 82 1,467.34 1,798.47 2,014.06 1,917.99 
1,294.71 1,587.00 1,777.17 1,692.42 83 1,488.17 1,824.13 2,042.73 1,945.31 
1,311.86 1,607.94 1,800.74 1,714.81 84 1,507.89 1,848.21 2,069.81 1,971.05 
1,327.92 1,627.65 1,822.72 1,735.76 85 1,526.34 1,870.86 2,095.08 1,995.13 
1,342.87 1,645.91 1,843.25 1,755.26 86 1,543.53 1,891.85 2,118.68 2,017.54 
1,356.58 1,662.79 1,862.06 1,773.24 87 1,559.29 1,911.25 2,140.30 2,038.21 
1,369.12 1,678.16 1,879.29 1,789.64 88 1,573.70 1,928.92 2,160.10 2,057.06 
1,380.42 1,691.94 1,894.79 1,804.39 89 1,586.69 1,944.76 2,177.92 2,074.01 
1,394.20 1,708.89 1,913.74 1,822.44 90 and Over 1,602.53 1,964.24 2,199.70 2,094.76 

 
To obtain semiannual and quarterly premiums, divide the above-quoted premiums by 2 and 4, respectively.  To obtain the monthly premium for 
bank service plan issues, including all attached riders, divide the total annual premium by 12. 
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UNITED WORLD LIFE INSURANCE COMPANY, OMAHA, NEBRASKA, PREMIUM INFORMATION 
We, United World, can only raise your premium if we raise the premium for all policies like yours in the same geographic area of the state where 
you live.  Until you are age 90, your premium may change each year.  This change will only be made on the first renewal date that coincides with 
or follows each anniversary of the Policy Date.  Schedules of rates may vary depending upon your Policy Date. 

 
NON-TOBACCO ANNUAL RATES 

FEMALE  MALE 
Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 Attained Age Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 

$889.84 $1,090.65 $1,221.43 $1,163.11 65 $1,022.81 $1,253.62 $1,403.94 $1,336.91 
889.84 1,090.65 1,221.43 1,163.11 66 1,022.81 1,253.62 1,403.94 1,336.91 
889.84 1,090.65 1,221.43 1,163.11 67 1,022.81 1,253.62 1,403.94 1,336.91 
929.14 1,138.89 1,275.45 1,214.56 68 1,067.99 1,309.07 1,466.03 1,396.05 
970.31 1,189.34 1,331.91 1,268.30 69 1,115.30 1,367.06 1,530.92 1,457.82 

1,011.47 1,239.72 1,388.36 1,322.11 70 1,162.61 1,424.96 1,595.82 1,519.67 
1,052.42 1,289.95 1,444.53 1,375.64 71 1,209.68 1,482.71 1,660.38 1,581.20 
1,093.43 1,340.26 1,500.91 1,429.30 72 1,256.83 1,540.53 1,725.19 1,642.88 
1,134.52 1,390.65 1,557.29 1,482.98 73 1,304.06 1,598.45 1,790.00 1,704.57 
1,155.54 1,416.38 1,586.10 1,510.41 74 1,328.21 1,628.02 1,823.10 1,736.11 
1,176.69 1,442.32 1,615.18 1,538.15 75 1,352.52 1,657.83 1,856.53 1,767.98 
1,197.34 1,467.61 1,643.48 1,565.08 76 1,376.25 1,686.91 1,889.05 1,798.95 
1,218.13 1,493.12 1,672.07 1,592.31 77 1,400.15 1,716.24 1,921.91 1,830.24 
1,238.94 1,518.56 1,700.58 1,619.40 78 1,424.07 1,745.48 1,954.68 1,861.38 
1,261.52 1,546.22 1,731.59 1,648.98 79 1,450.02 1,777.27 1,990.33 1,895.38 
1,283.24 1,572.87 1,761.39 1,677.36 80 1,474.99 1,807.90 2,024.58 1,927.99 
1,304.11 1,598.46 1,789.98 1,704.58 81 1,498.97 1,837.31 2,057.44 1,959.29 
1,323.97 1,622.76 1,817.27 1,730.59 82 1,521.81 1,865.23 2,088.82 1,989.18 
1,342.77 1,645.91 1,843.14 1,755.24 83 1,543.41 1,891.85 2,118.56 2,017.53 
1,360.56 1,667.64 1,867.58 1,778.47 84 1,563.86 1,916.82 2,146.65 2,044.22 
1,377.21 1,688.07 1,890.38 1,800.20 85 1,583.00 1,940.31 2,172.85 2,069.19 
1,392.72 1,707.00 1,911.67 1,820.42 86 1,600.82 1,962.08 2,197.33 2,092.43 
1,406.94 1,724.51 1,931.19 1,839.07 87 1,617.17 1,982.20 2,219.75 2,113.87 
1,419.95 1,740.45 1,949.05 1,856.08 88 1,632.13 2,000.52 2,240.29 2,133.42 
1,431.67 1,754.74 1,965.13 1,871.37 89 1,645.59 2,016.94 2,258.77 2,151.00 
1,445.96 1,772.32 1,984.78 1,890.10 90 and Over 1,662.02 2,037.16 2,281.36 2,172.52 

 
To obtain semiannual and quarterly premiums, divide the above-quoted premiums by 2 and 4, respectively.  To obtain the monthly premium for bank 
service plan issues, including all attached riders, divide the total annual premium by 12. 
 
 
W24412 IA 0-06        - 5 -   ZIP CODES:  503, 507-511, 515, 516 and 526-528 



UNITED WORLD LIFE INSURANCE COMPANY, OMAHA, NEBRASKA, PREMIUM INFORMATION 
We, United World, can only raise your premium if we raise the premium for all policies like yours in the same geographic area of the state where 
you live.  Until you are age 90, your premium may change each year.  This change will only be made on the first renewal date that coincides with 
or follows each anniversary of the Policy Date.  Schedules of rates may vary depending upon your Policy Date. 

 
TOBACCO ANNUAL RATES 

FEMALE  MALE 
Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 Attained Age Plan A WM1 Plan B WM2 Plan F WM3 Plan G WM4 

$961.99 $1,179.08 $1,320.46 $1,257.42 65 $1,105.74 $1,355.27 $1,517.77 $1,445.31 
961.99 1,179.08 1,320.46 1,257.42 66 1,105.74 1,355.27 1,517.77 1,445.31 
961.99 1,179.08 1,320.46 1,257.42 67 1,105.74 1,355.27 1,517.77 1,445.31 

1,004.48 1,231.23 1,378.86 1,313.04 68 1,154.58 1,415.21 1,584.90 1,509.24 
1,048.98 1,285.77 1,439.90 1,371.14 69 1,205.73 1,477.90 1,655.05 1,576.02 
1,093.48 1,340.24 1,500.93 1,429.31 70 1,256.88 1,540.50 1,725.21 1,642.89 
1,137.75 1,394.54 1,561.65 1,487.18 71 1,307.76 1,602.93 1,795.00 1,709.40 
1,182.09 1,448.93 1,622.61 1,545.19 72 1,358.73 1,665.44 1,865.07 1,776.09 
1,226.51 1,503.40 1,683.56 1,603.22 73 1,409.79 1,728.05 1,935.13 1,842.78 
1,249.23 1,531.22 1,714.70 1,632.88 74 1,435.90 1,760.02 1,970.92 1,876.88 
1,272.10 1,559.26 1,746.14 1,662.86 75 1,462.18 1,792.25 2,007.06 1,911.33 
1,294.42 1,586.60 1,776.73 1,691.98 76 1,487.84 1,823.69 2,042.22 1,944.81 
1,316.90 1,614.18 1,807.64 1,721.42 77 1,513.68 1,855.39 2,077.74 1,978.64 
1,339.39 1,641.69 1,838.46 1,750.70 78 1,539.53 1,887.00 2,113.17 2,012.30 
1,363.80 1,671.59 1,871.99 1,782.68 79 1,567.59 1,921.37 2,151.71 2,049.06 
1,387.29 1,700.40 1,904.21 1,813.36 80 1,594.58 1,954.49 2,188.74 2,084.31 
1,409.85 1,728.06 1,935.11 1,842.79 81 1,620.51 1,986.28 2,224.26 2,118.15 
1,431.32 1,754.33 1,964.62 1,870.91 82 1,645.20 2,016.47 2,258.18 2,150.47 
1,451.64 1,779.36 1,992.58 1,897.56 83 1,668.55 2,045.24 2,290.33 2,181.11 
1,470.88 1,802.85 2,019.01 1,922.67 84 1,690.66 2,072.24 2,320.70 2,209.97 
1,488.88 1,824.94 2,043.65 1,946.16 85 1,711.35 2,097.63 2,349.03 2,236.96 
1,505.64 1,845.41 2,066.67 1,968.02 86 1,730.62 2,121.17 2,375.49 2,262.09 
1,521.02 1,864.34 2,087.77 1,988.18 87 1,748.29 2,142.92 2,399.73 2,285.27 
1,535.08 1,881.57 2,107.08 2,006.57 88 1,764.46 2,162.72 2,421.93 2,306.40 
1,547.75 1,897.02 2,124.47 2,023.10 89 1,779.02 2,180.48 2,441.91 2,325.41 
1,563.20 1,916.02 2,145.71 2,043.35 90 and Over 1,796.78 2,202.33 2,466.33 2,348.67 

 
To obtain semiannual and quarterly premiums, divide the above-quoted premiums by 2 and 4, respectively.  To obtain the monthly premium for bank 
service plan issues, including all attached riders, divide the total annual premium by 12. 
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DISCLOSURES 
Use this outline to compare benefits and premiums with other Medicare Supplement insurance. 
 

READ YOUR POLICY VERY CAREFULLY 
This is only an outline describing your policy’s most important features.  The policy is your insurance contract.  You must read the policy 
itself to understand all of the rights and duties of both you and your Insurance Company. 
 

RIGHT TO RETURN POLICY 
If you find that you are not satisfied with your coverage, you may return it to United World Life Insurance Company, 3316 Farnam Street, 
Omaha, NE 68175.  If you send the policy back to us within 30 days after you receive it, we will treat the policy as if it had never been issued 
and return all of your payments. 
 

COVERAGE REPLACEMENT 
If you are replacing another health insurance coverage, do NOT cancel it until you have actually received your new policy and are sure you 
want to keep it. 
 

NOTICE 
The policy may not fully cover all of your medical costs. 
Neither United World nor its agents are connected with Medicare. 
This outline of coverage does not give all the details of Medicare coverage.  Contact your local Social Security Office or consult "Medicare & 
You" for more details. 
 

COMPLETE ANSWERS ARE VERY IMPORTANT 
When you fill out the application for the new policy, be sure to answer truthfully and completely all questions about your medical and health 
history.  The Company may cancel your policy and refuse to pay any claims if you leave out or falsify important medical information.  This 
paragraph does not apply under the following conditions: 
a) you are 65 or older and within 6 months of enrolling in Part B Medicare; 
b) you are 65, have been enrolled in Medicare by reason of disability prior to age 65 and are applying for coverage within 6 months of your 

65th birthday. 
Review the application carefully before you sign it.  Be certain that all information has been properly recorded. 
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PLANS A AND B 
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD 

 
*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have 
not received skilled care in any other facility for 60 days in a row. 
 

 
Services 

In 2006 
Medicare Pays 

 
Plan A Pays 

 
You Pay 

 
Plan B Pays 

 
You Pay 

HOSPITALIZATION* 
Semiprivate room and board, general nursing and 
miscellaneous services and supplies 
 First 60 days 

 
 
 
All but $952.00 

 
 
 
$0 

 
 
 
$952.00 (Part A 
Deductible) 

 
 
 
$952.00 (Part A 
Deductible) 

 
 
 
$0 

 61st through 90th day All but $238.00 a day $238.00 a day $0 $238.00 a day $0 
 91st day and after: 
 ● While using 60 lifetime reserve days 

 
All but $476.00 a day 

 
$476.00 a day 

 
$0 

 
$476.00 a day 

 
$0 

 ● Once lifetime reserve days are used: 
 ● Additional 365 days 

 
$0 

100% of Medicare 
Eligible Expenses 

 
$0 

100% of Medicare 
Eligible Expenses 

 
$0 

 ● Beyond the additional 365 days $0 $0 All costs $0 All costs 
SKILLED NURSING FACILITY CARE*  
You must meet Medicare’s requirements, including 
having been in a hospital for at least 3 days and 
entered a Medicare approved facility within 30 
days after leaving the hospital 
 First 20 days 

 
 
 
 
 
All approved amounts 

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 21st through 100th day All but $119.00 a day $0 Up to $119.00 a day $0 Up to $119.00 a day 
 101st day and after $0 $0 All costs $0 All costs 
BLOOD 
First 3 pints 

 
$0 

 
3 pints 

 
$0 

 
3 pints 

 
$0 

Additional amounts 100% $0 $0 $0 $0 
HOSPICE CARE 
Available as long as your doctor certifies you are 
terminally ill and you elect to receive these 
services 

 
All but very limited 
coinsurance for 
outpatient drugs and 
inpatient respite care

 
$0 

 
Balance 

 
$0 

 
Balance 
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PLANS A AND B 
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR 

 
Once you have been billed $124.00 of Medicare Approved Amounts for covered services (which are noted with an asterisk), your Part B 
Deductible will have been met for the calendar year. 
 
 

 
Services 

In 2006 
Medicare Pays

 
Plan A Pays 

 
You Pay 

 
Plan B Pays 

 
You Pay 

MEDICAL EXPENSES—IN OR OUT OF THE HOSPITAL AND 
OUTPATIENT HOSPITAL TREATMENT, such as physician’s 
services, inpatient and outpatient medical and surgical 
services and supplies, physical and speech therapy, 
diagnostic tests, durable medical equipment 
 First $124.00 of Medicare Approved Amounts* 

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 
 
 
 
 
$124.00 (Part B 
Deductible) 

 
 
 
 
 
$0 

 
 
 
 
 
$124.00 (Part 
B Deductible) 

 Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0 Generally 20% $0 
Part B Excess Charges (above Medicare Approved Amounts) $0 $0 All costs $0 All costs 
BLOOD 
First 3 pints 

 
$0 

 
All costs 

 
$0 

 
All costs 

 
$0 

Next $124.00 of Medicare Approved Amounts* $0 $0 $124.00 (Part B 
Deductible) 

$0 $124.00 (Part 
B Deductible) 

Remainder of Medicare Approved Amounts 80% 20% $0 20% $0 
CLINICAL LABORATORY SERVICES—TESTS FOR 
DIAGNOSTIC SERVICES 

 
100% 

 
$0 

 
$0 

 
$0 

 
$0 

 
PARTS A AND B 

 
HOME HEALTH CARE—MEDICARE APPROVED SERVICES 
Medically necessary skilled care services and medical supplies 

 
100% 

 
$0 

 
$0 

 
$0 

 
$0 

Durable medical equipment 
• First $124.00 of Medicare Approved Amounts* 

 
$0 

 
$0 

$124.00 (Part B 
Deductible) 

$0 $124.00 (Part 
B Deductible) 

• Remainder of Medicare Approved Amounts 80% 20% $0 20% $0 
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PLANS F and G 
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD 

 
 

Services 
In 2006 

Medicare Pays 
 

Plan F Pays 
 

You Pay 
 

Plan G Pays 
 

You Pay 
HOSPITALIZATION* 
Semiprivate room and board, general 
nursing and miscellaneous services and 
supplies 
 First 60 days 

 
 
 
 
All but $952.00 

 
 
 
 
$952.00 (Part A 
Deductible) 

 
 
 
 
$0 

 
 
 
 
$952.00 (Part A 
Deductible) 

 
 
 
 
$0 

 61st through 90th day All but $238.00 a day $238.00 a day $0 $238.00 a day $0 
 91st day and after: 
 •While using 60 lifetime reserve days 

 
All but $476.00 a day 

 
$476.00 a day 

 
$0 

 
$476.00 a day 

 
$0 

 •Once lifetime reserve days are used: 
 • Additional 365 days 

 
$0 

 
100% of Medicare 
Eligible Expenses 

 
$0 

 
100% of Medicare 
Eligible Expenses 

 
$0 

 • Beyond the additional 365 days $0 $0 All costs $0 All costs 
SKILLED NURSING FACILITY CARE*  
You must meet Medicare’s requirements, 
including having been in a hospital for at least 3 
days and entered a Medicare approved facility 
within 30 days after leaving the hospital 
 First 20 days 

 
 
 
 
 
All approved amounts

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 21st through 100th day All but $119.00 a day Up to $119.00 a day $0 Up to $119.00 a day $0 
 101st day and after $0 $0 All costs $0 All costs 
BLOOD 
First 3 pints 

 
$0 

 
3 pints 

 
$0 

 
3 pints 

 
$0 

Additional amounts 100% $0 $0 $0 $0 
HOSPICE CARE 
Available as long as your doctor certifies 
you are terminally ill and you elect to 
receive these services 

 
All but very limited 
coinsurance for 
outpatient drugs and 
inpatient respite care 

 
$0 

 
Balance 

 
$0 

 
Balance 

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have 
not received skilled care in any other facility for 60 days in a row. 
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PLANS F AND G 
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR 

 
Once you have been billed $124.00 of Medicare Approved Amounts for covered services (which are noted with an asterisk), your Part B 
Deductible will have been met for the calendar year. 
 

 
Services 

In 2006 
Medicare Pays

 
Plan F Pays 

 
You Pay 

 
Plan G Pays 

 
You Pay 

MEDICAL EXPENSES—IN OR OUT OF THE HOSPITAL AND 
OUTPATIENT HOSPITAL TREATMENT, such as physician’s 
services, inpatient and outpatient medical and surgical 
services and supplies, physical and speech therapy, 
diagnostic tests, durable medical equipment 
 First $124.00 of Medicare Approved Amounts* 

 
 
 
 
 
$0 

 
 
 
 
 
$124.00 (Part B 
Deductible) 

 
 
 
 
 
$0 

 
 
 
 
 
$0 

 
 
 
 
 
$124.00 (Part B 
Deductible) 

 Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0 Generally 20% $0 
Part B Excess Charges (above Medicare Approved Amounts) $0 100% $0 80% 20% 
BLOOD 
First 3 pints 

 
$0 

 
All costs 

 
$0 

 
All costs 

 
$0 

Next $124.00 of Medicare Approved Amounts* $0 $124.00 (Part B 
Deductible) 

$0 $0 $124.00 (Part B 
Deductible) 

Remainder of Medicare Approved Amounts 80% 20% $0 20% $0 
CLINICAL LABORATORY SERVICES—TESTS FOR 
DIAGNOSTIC SERVICES 

 
100% 

 
$0 

 
$0 

 
$0 

 
$0 

 
PARTS A AND B 

 
HOME HEALTH CARE-MEDICARE APPROVED SERVICES 
Medically necessary skilled care services and medical supplies 

 
100% 

 
$0 

 
$0 

 
$0 

 
$0 

Durable medical equipment 
• First $124.00 of Medicare Approved Amounts* 

 
$0 

 
$124.00 (Part B 
Deductible) 

 
$0 

 
$0 

 
$124.00 (Part B 
Deductible) 

• Remainder of Medicare Approved Amounts 80% 20% $0 20% $0 
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PLANS F and G 
PARTS A and B  (continued) 

 
Services 

In 2006 
Medicare Pays 

 
Plan F Pays 

 
You Pay 

 
Plan G Pays 

 
You Pay 

HOME HEALTH CARE--AT HOME RECOVERY 
SERVICES NOT COVERED BY MEDICARE 
Home care certified by your doctor for personal 
care during recovery from an injury or sickness 
for which Medicare approved a Home Care 
Treatment Plan 
 ● Benefit for each visit 

 
 
 
 
 
 
$0 

 
 
 
 
 
 
$0 

 
 
 
 
 
 
All costs 

 
 
 
 
 
 
Actual charges to 
$40.00 a visit 

 
 
 
 
 
 
Balance 

 ● Number of visits covered (must be received 
 within 8 weeks of last Medicare approved 
 visit) 

 
$0 

 
$0 

 
All costs 

 
Up to the number 
of Medicare 
approved visits, 
not to exceed 7 
each week 

 
Balance 

 ● Calendar year maximum $0 $0 All costs $1,600.00 Balance 
 

OTHER BENEFITS – NOT COVERED BY MEDICARE 
 

FOREIGN TRAVELNOT COVERED BY 
MEDICARE 
Medically necessary emergency care services beginning 
during the first 60 days of each trip outside the USA 
 First $250.00 each calendar year 

 
 
 
 
$0 

 
 
 
 
$0 

 
 
 
 
$250.00 

 
 
 
 
$0 

 
 
 
 
$250.00 

 Remainder of charges  
$0 

80% to a lifetime 
Maximum Benefit of 
$50,000.00 

20% and amounts over 
the $50,000.00 lifetime 
Maximum Benefit 

80% to a lifetime 
Maximum Benefit of 
$50,000.00 

20% and amounts over 
the $50,000.00 lifetime 
Maximum Benefit 
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